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Section I. RHP Organization

Table 1-1. RHP PARTICIPANT & STAKEHOLDER INFORMATION

RHP Participant
Type
Anchoring Entity

Academic Health
Science Center

IGT Entities

Texas Provider
Identifier (TPI)

1985236-01

Texas Identification
Number (TIN)

3-70-9709709-3-000

Ownership
Type

state
owned

Organization Name

Texas A&M Health
Science Center — Round
Rock

Lead
Representative

Janice Ehlert
Project Director

Lead Representative Contact Information

jehlert@tamhsc.edu

512-341-4975

3950 North A.W. Grimes Blvd, S211B
Round Rock, TX 78665

Academic Health | 1985236-01 3-70-9709709-3-000 | state Texas A&M Health Dr. Lee Ann Ray ray@tamhsc.edu
Science Center owned Science Center — Round Chief of Staff, 979-436-9105
Rock Office of the 8441 State Hwy. 47
President Bryan, Texas 77807
County 187472901 1-74-6000348-0-048 non-state Bell County Jon Burrows jon.burrows@co.bell.tx.us
owned County Judge 254-933-5105
public 101 West Central Avenue
Belton, TX 76513
County N/A 1-74-6000454-6-004 | non-state Burnet County Donna Klaeger countyjudge@burnetcountytexas.org
owned County Judge 512-756-5400
public 220 S Pierce St # 116
Burnet, TX 78611
County N/A 1-74-6001564-1-007 non-state Lampasas County Wayne wavyne.boultinghouse@co.lampasas.tx.us
owned Boultinghouse 512-556-8271
public County Judge PO Box 88
Lampasas, TX 76550
County N/A 1-74-6001626-8-010 | non-state Llano County Wayne Brascom | llanocountyjudge@co.llano.tx.us
owned County Judge 325-247-7730
public 801 Ford Street, Room 101.
Llano, Texas 78643
County 119643801 1-74-6000978-4-000 non-state Williamson County Dan Gattis dgattis@wilco.org
owned County Judge 512-943-1550
public 710 Main St
Georgetown, TX 78626
Health District 088334001 1-74-6000348-0-003 non-state Bell County Public Bonnie Scurzi bscurzi@bellcountyhealth.org
owned Health District Interim District 254-773-4457
public Director 254-394-2600 cell

201 N. 8" Street
Temple, TX 76502
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RHP Participant Texas Provider Texas Identification | Ownership AT S Lead e R e e e e e
Type Identifier (TPI) Number (TIN) Type Representative
Health District 126936702 1-74-2896906-1-000 | non-state Williamson County and Dr. Chip Riggins criggins@wcchd.org
owned Cities Health District Executive 512-943-3600
public Director & 312 Main St.
Health Authority | Georgetown, TX 78626
Hospital NA 1-74-2878130-0-000 | non-state Llano County Hospital Kevin Leeper kleeper@Illanomemorial.org
Authority owned Authority CEO, Llano 325-247-7868
public Memorial 200 W. Ollie Street
Llano, Texas 78643
Hospital District NA 1-74-2701699-7-001 non-state Rockdale Hospital Carl Hudson carljhudson@yahoo.com
owned District Board Chairman | 512-446-4502
public 1700 Brazos
P. 0. Box 1010
Rockdale, Texas 76567
Local Mental 126844305 1-74-2795332-2-000 | non-state Bluebonnet Trails Andrea andrea.richardson@bbtrails.org
Health Authority owned Community Services Richardson 512-244-8335
public Executive 1009 North Georgetown Street
Director Round Rock, TX 78664
Local Mental 133339505 1-75-1294432-7-000 non-state Center for Life Dion White dion@cflr.us
Health Authority owned Resources CEO 325-646-9574 x255
public 408 Mulberry Street
Brownwood, TX 76801
Local Mental 081771001 1-74-1801332-6-002 non-state Central Counties Eldon Tietje eldon.tietie@cccmhmr.org
Health Authority owned Services CEO 254-298-7007
public 304 S. 22nd St.
Temple, TX 76501
Local Mental 133340307 1-74-2822017-6-001 non-state Hill Country MHDD Linda Werlein Iwerlein@hillcountry.org
Health Authority owned Executive 830-792-3300
public Director 819 Water St # 300
Kerrville, TX 78028
Performing Providers
Health District 088334001 1-74-6000348-0-003 non-state Bell County Public Bonnie Scurzi bscurzi@bellcountyhealth.org
owned Health District Interim District 254-773-4457
public Director 254-394-2600 cell
201 N. 8" Street
Temple, TX 76502
Health District 126936702 1-74-2896906-1-000 non-state Williamson County and Dr. Chip Riggins criggins@wcchd.org
owned Cities Health District Executive 512-943-3610
public Director & 211 Commerce Blvd # 109
Health Authority | Round Rock, TX
RHP 8 Plan 6




RHP Participant Texas Provider Texas Identification | Ownership AT S Lead e R e e e e e
Type Identifier (TPI) Number (TIN) Type Representative
Local Mental 1268443-05 1-74-2795332-2-000 | non-state Bluebonnet Trails Andrea andrea.richardson@bbtrails.org
Health Authority owned Community Services Richardson 512-244-8335
public Executive 1009 North Georgetown Street
Director Round Rock, TX 78664
Local Mental 133339505 1-75-1294432-7-000 | non-state Center for Life Dion White dion@cflr.us
Health Authority owned Resources CEO 325-646-9574 x255
public 408 Mulberry Street
Brownwood, TX 76801
Local Mental 081771001 1-74-1801332-6-002 non-state Central Counties Eldon Tietje eldon.tietie@cccmhmr.org
Health Authority owned Services CEO 254-298-7007
public 304 S. 22nd St.
Temple, TX 76501
Local Mental 133340307 1-74-2822017-6-001 non-state Hill Country MHDD Linda Werlein Iwerlein@hillcountry.org
Health Authority owned Executive 830-792-3300
public Director 819 Water St # 300
Kerrville, TX 78028
Private Hospital 183086102 1-20-5220791-2-010 | private Little River Healthcare Jeff Madison jmadison@Irhealthcare.com
System CEO 512-446-4502
1700 Brazos Avenue
Rockdale, TX 76567
Private Hospital 137249208 1-741166904-1-324 private Scott and White William Galinsky, | wgalinsky@sw.org
Memorial Hospital VP — Govt 254-215-9063
Finance 2401 South 31st Street
MS-AR-M148
Temple, Texas 76508
Private Hospital 220798701 1-273026151-3-000 private Scott and White Hospital | Kevin Leeper kleeper@llanomemorial.org
(formerly 020840701) - Llano (formerly Llano CEO 325-247-7868
Memorial Hospital) 200 W. Ollie Street
Llano, Texas 78643
Private Hospital 094151004 1-74-1109643-5-009 private Seton Highland Lakes Arie Dejong adejong@seton.org
Hospital VP/COO 512-715-3000
200 County Road 340A #1
Burnet, TX 78611
Private Hospital 020957901 1-74-2781812-9-045 | private St. David’s Round Rock Cindy Sexton cindy.sexton@hcahealthcare.com

Medical Center

VP & CFO

512-482-4162

18" Floor

98 San Jacinto Blvd
Austin, TX 78701
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Private Hospital

136327710

1-741595711-1-001

private

Scott & White Hospital -
Taylor

President, CEO

Ernie Bovio
CEO

RHP Participant Texas Provider Texas Identification | Ownership AT S Lead e R e e e e e
Type Identifier (TPI) Number (TIN) Type Representative
UC Only Hospitals
Private Hospital 021215102 1-20-1915868-7-000 private Cedar Crest Hospital & Ingrid Whipple Ingrid.whipple@bca-corp.com
RTC CEO 254-939-4007
3500 IH 35
Belton, TX 76513
Private Hospital 192622201 1-20-3904667- 2-000 | private Cedar Park Regional Brad Holland brad holland@cedarparkregional.com
Medical Center CEO 512-528-7001
1401 Medical Parkway
Cedar Park, Texas 78613
Private Hospital 094119702 1-74-2225672-1-000 | private Metroplex Health Russ Weaver russ.weaver@ahss.org
System Director of Southwest Region - Adventist Health System
Managed Care 11801 S. Freeway
Burleson, Texas 76028
817-551-2701
Private Hospital 149073203 1-74-2225672-1-007 private Rollins Brook Russ Weaver russ.weaver@ahss.org
Community Hospital Director of Southwest Region - Adventist Health System
Managed Care 11801 S. Freeway
Burleson, Texas 76028
817-551-2701
Private Hospital 190123302 1-203749695-2-002 private Scott & White Hospital - | Ernie Bovio ebovio@swmail.sw.org
Round Rock CEO 512-509-0400
300 University Boulevard
Round Rock, TX
Private Hospital 194106401 1-74-1109643-5-090 | private Seton Medical Center Michelle mrobertson@seton.org
Williamson Robertson 512-324-4057

201 Seton Parkway
Round Rock, TX 78665

Other Stakeholders

ebovio@swmail.sw.org
512-509-0400

305 Mallard Lane
Taylor, TX 76574

County Medical
Associations

Bell County Medical
Society

William Walton,
MD
President

wwalton@swmail.sw.org
254-742-3700

409 W Adams Ave
Temple, TX 76501-4211
www.bellcms.com
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RHP Participant Texas Provider Texas Identification | Ownership AT RS Lead e R e e e D e
Type Identifier (TPI) Number (TIN) Type Representative
County Medical Burnet-Lampasas M. Kelly Green, blcms@yahoo.com
Associations County Medical Society MD 512-715-3130
President 200 CR 340A #2

Burnet, TX 78611-4528
http://www.burnetlampasascms.org

County Medical
Associations

Central Texas County
Medical Society

Gwendolyn J.
Allen, MD
President

heather.l.johnson@verizon.net
325-646-5296

1604 14™ Street

Brownwood, TX 78601-5314

County Medical
Associations

Hays-Blanco-Caldwell
County Medical Society

John E. Lee Sang,
MD

tricountycms@gmail.com
512-537-6726

President 1301 Wonder World Drive
San Marcos, TX 78666-7533
http://www.tricountyms.org
County Medical Llano County Medical Skylar S. sforrister@swmail.sw.org
Associations Society Forrister, MD 325-247-4131
President 102 E Young Street
Llano, TX 78643-1349
County Medical Milam County Medical John M. Weed jweed@Irhealthcare.com
Associations Society I, MD 512-446-4545
President 602 N Main

Rockdale, TX 76567-2323

County Medical
Associations

Williamson County
Medical Society

John Sherman,
MD
President

wcmstx@yahoo.com
512-367-3523

602 High Tech Drive
Georgetown, TX 78626-8185
http://www.wcms-tx.org

Regional Medical
Director

Texas Department of
State Health Services

Lisa Cornelius
Regional Medical
Director — HSR 7

lisa.cornelius@dshs.state.tx.us

254-778-6744 office, 512-578-6696 Blackberry
2408 S 37th Street

Temple, TX 76504

Milam County Health

Patsy Gaines

pgaines@milamcounty.net

Local Health Department Director 254-697-7039
Department 209 S. Houston
Cameron, TX 76520

Urgent Care Doctors Express Bell County 3614 SW HK Dodgen Loop
Clinic Temple, TX 76504
Urgent Care Elms Creek Family- Bell County 3816 S Clear Creek Rd Ste E
Clinic Urgent Care Clinic Killeen, TX 76549
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RHP Participant Texas Provider Texas Identification | Ownership AT RS Lead e R e e e D e
Type Identifier (TPI) Number (TIN) Type Representative

Urgent Care Freedom Urgent Care Bell County 300 W Central Texas Expy Ste 115
Clinic Harker Heights, TX 76548
Urgent Care Belton Urgent Care Bell County 309 Lake Rd
Clinic Clinic Belton, TX 76513
Urgent Care Killeen Family Health & Bell County 4520 E Central Texas Expy Ste 101
Clinic Urgent Care Clinic Killeen, TX 76543
Urgent Care Scott & White Urgent Bell County 5702 East Central Texas Expressway
Clinic Care Clinic - Killeen Killeen, TX
Urgent Care First Med Minor Bell County 1905 SW H K Dodgen Loop
Clinic Emergency Center Temple, TX 76502
Urgent Care Temple HealthExpress Bell County 937 Canyon Creek Drive
Clinic Walk-In Clinic Temple, TX 76502

Healing Arts Community | Blanco County
glriiiecnt Care Health Center of Blanco 4520 Highway 281 South

and Canyon Lake Blanco, TX 78606
Urgent Care Texas Hill Urgent Care Burnet County 1701 U.S. 281
Clinic Center Marble Falls, TX
Urgent Care NextCare Urgent Care Williamson 12701 Ranch Road 620 N
Clinic County Austin, TX 78750
Urgent Care Urgent & Family Care at | Williamson 10625 West Parmer Lane
Clinic Avery Ranch County Austin, TX 78717
Urgent Care Texas Hills Urgent Care - | Williamson 351 Cypress Creek Rd
Clinic Cedar Park County Cedar Park, TX 78613
Urgent Care Med Spring Urgent Care | Williamson 1335 E Whitestone Blvd
Clinic County Cedar Park, TX 78613
Urgent Care NextCare Urgent Care Williamson 900 N Austin Ave Ste 105
Clinic County Georgetown, TX 78626
Urgent Care Stat Med Emergent Care | Williamson 902 N Austin Ave Ste 102
Clinic County Georgetown, TX 78626
Urgent Care Concentra Urgent Care Williamson 117-B Louis Henna Blvd.
Clinic County Round Rock, TX 78664
Urgent Care Urgent Care Plus Williamson 1240 E. Palm Valley Blvd.
Clinic County Round Rock, Texas 78660
Urgent Care Scott and White Urgent Williamson 2000 S Interstate 35
Clinic Care Hester’s Crossing County Round Rock, TX 78681
Urgent Care NextCare Urgent Care Williamson 1240 E Palm Valley Blvd
Clinic County Round Rock, TX 78664
Urgent Care St David's Urgent Care Williamson 1700 E Palm Valley Blvd Ste 370
Clinic Round Rock County Round Rock, TX 78664
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RHP Participant Texas Provider Texas Identification | Ownership AT RS Lead e R e e e D e
Type Identifier (TPI) Number (TIN) Type Representative
Urgent Care Austin Regional Clinic Williamson 940 Hesters Crossing
Clinic Round Rock County Round Rock, TX 78681
Urgent Care Med Spring Urgent Care | Williamson 1820 Gattis School Road
g County Round Rock, TX 78664
Clinic
Lone Star Circle of Care - | Bell County 775 Indian Trail, Suite 200
FQHC Behavioral Health at Harker Heights, Texas 76548
Harker Heights 254-892-0022
Lone Star Circle of Care - | Bell County 2300 South Clear Creek Suite 105
FQHC Family and Children’s Killeen, Texas 76549
Clinic at Clear Creek 254- 554-3494
Lone Star Circle of Care - | Bell County 200 Nola Ruth
FQHC Family and Children’s Harker Heights, Texas 76548
Clinic at Harker Heights 254-698-6629
Lone Star Circle of Care - | Bell County 600 S. 25th Street
FQHC Lone Star Circle of Care Temple, Texas 76504
at Santa Fe 1-877-800-5722
Scott & White/Lone Star | Bell County 255 Sparta Road
FQHC Circle of Care - Sparta Belton, Texas 76513
Road Pediatric Clinic 1-877-800-5722
Lone Star Circle of Care - | Williamson 1730 E. Whitestone Blvd., Suite 101
FQHC Dell Children’s Circle of County Cedar Park, TX 78613
Care Pediatrics at 1-877-800-5722
Whitestone
Lone Star Circle of Care - Williamson 123 Ed Schmidt Blvd. Suite 140
FQHC Dell Children’s - County Hutto, Texas 78634
Pediatrics at Hutto 1-877-800-5722
Lone Star Circle of Care - | Williamson
_LaB';eh;\\'/riir'Z'le::;ﬂ:e"ter County 2423 Williams Drive Suite 103
FQHC - Family Medicine Georgetown, Texas 78628
- 1-877-800-5722
- Pediatrics
- Senior Health
Lone Star Circle of Care - | Williamson 1730 E. Whitestone Blvd, Suite 101
FQHC Dell Children’s - County Cedar Park, Texas 78613
Pediatrics at Whitestone 1-877-800-5722
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RHP Participant Texas Provider Texas Identification | Ownership AT RS Lead e R e e e D e
Type Identifier (TPI) Number (TIN) Type Representative
Lone Star Circle of Care - | Williamson 1900 Scenic Drive
FQHC Georgetown Women's County Georgetown, TX 78626
Center 877-800-5772
Lone Star Circle of Care - | Williamson 2411 Williams Drive - Ste. 111
FQHC Georgetown Dental County Georgetown, Texas 78626
Center 512-864-1445
Lone Star Circle of Care Williamson 701 E University Ave
FQHC County Georgetown, TX 78626
(512) 863-8768
Lone Star Circle of Care Williamson 2120 N Mays St Ste. 430
FQHC County Round Rock, TX 78664
(512) 255-5120
Rural Health Scott & White Clinic- Burnet County 100 Pecan Crossing
Clinic Horseshoe Bay Horseshoe Bay, TX 78657
(830)598-4405
Rural Health Scott & White Clinic- Burnet County 796 Avenue G
Clinic Marble Falls Kingsland, TX 78639
325)388-3515
Rural Health Seton Bertram Burnet County 160 North Lampasas St
Clinic Healthcare Center Bertram, TX 78605
512)355-2678
Seton Burnet Healthcare | Burnet County 200 County Rd 340 A Suite 2
Rural Health
Clinic Center Burnet, TX 78611
(512)715-3009
Seton Highland Lakes Burnet County 700 Highway 281
gll:rr\?(i Health Marble Falls Health Marble Falls, TX 78654
(830)693-2500
Rural Health Seton Highland Lakes Burnet County 3201 S Water Street
Clinic Care-A-Van Burnet, TX 78611
830)693-2600
Rural Health Family Medicine Rural Lampasas 207 West Avenue E
Clinic Health Clinic County Lampasas, TX 76550
512)556-3621
Rural Health SFott & White Clinic- Llano County 2.112 Hwy 1431, Suite 5
Clinic Kingsland Kingsland, TX 78639
325)388-3515
Seton Healthcare Center | Lampasas 1205 Central Texas Expressway
Rural Health
Clinic Lampasas County Lampasas, TX 76550
(512) 556-5362
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RHP Participant Texas Provider Texas Identification | Ownership AT RS Lead e R e e e D e
Type Identifier (TPI) Number (TIN) Type Representative
Scott & White Hoerster Llano County 102 E Young
Eﬁ;?cl Health Clinic-Llano Llano, TX 78643
325)247-4131
Rural Health Central Texas Hospital Milam County 908 N Crockett
Clinic Medical Services Clinic Cameron, TX 76520
(254)697-6591
Rural Health Little River ﬂgalthcare Milam County 708 N Crockett
Clinic Cameron Clinic Cameron, TX 76520
(254)697-6554
Rural Health Little River Healthcare Milam County 602 North Main
Clinic Rockdale Clinic Rockdale, TX 76567
(512)446-4555
Rural Health Milam Medical Center Milam County 725 Taylor Banc Plaza
Clinic Rockdale, TX 76567
(512)446-0800
Rural Health Fa.mily Practice Clinic Of | Mills County 1501 W Fr-ont Street
Clinic Mills County Goldthwaite, TX 76844
(325)648-2850
Mills County Medical Mills County 1510 Hanna Valley Rd
Eﬁ;?c' Health Clinic Goldthwaite, TX 76844
(325) 648-2263
Rural Health One Source Health San Saba County | 403 West Wallace
Clinic Center-San Saba San Saba, TX 76877
915)372-5701
Rural Health Scott & White Clinic-San | San Saba County | 2005 W Wallace Suite 200
Clinic Saba San Saba, TX 76877
(325)372-5163
Body of Christ Bell County 2210 Holland Rd
Clinic Community Clinic Belton, TX 76513
(254) 939-9500
Hillcrest Clinic-Belton Bell County 255 Sparta Rd
Clinic Belton, TX 76513
(254) 202-2000
Scott & White Clinic- Bell County 1505 N Main St
Clinic Belton Belton, TX 76513
(254) 933-4040
Family Medicine Clinic Bell County 813 S Amy Ste 101
Clinic Harker Heights, TX 76549
(254) 690-7546
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RHP Participant Texas Provider Texas Identification | Ownership AT RS Lead e R e e e D e
Type Identifier (TPI) Number (TIN) Type Representative
Scott & White Harker Bell County 907 Mountain Lion Cir
Clinic Heights Clinic Harker Heights, TX 76548
(254) 953-7700
Family & Children's Bell County 2300 S Clear Creek Rd Ste 105
Clinic Clinic Killeen, TX 76549
(254) 690-1475
Greater Killeen Free Bell County 309 North 2nd Street
Clinic Clinic Killeen, TX 76541
(254) 519-3898
Killeen Clinic Bell County 3801 Scott And White Dr
Clinic Killeen, TX 76543
(254) 680-1100
King's Daughters Clinic Bell County 401 W Jasper Dr
Clinic Killeen, TX 76542
(254) 554-8334
Family Practice Clinic Bell County 1717 SW HK Dodgen Loop Ste 114b
Clinic Temple, TX 76502
(254) 778-0328
King's Daughters Clinic Bell County 1717 SW H K Dodgen Loop Ste 119
Clinic Temple, TX 76502
(254) 298-2400
Scott & White Northside | Bell County 409 W Adams Ave
Clinic Clinic Temple, TX 76501
(254) 742-3700
Scott & White Westfield | Bell County 7556 Honeysuckle
Clinic Clinic Temple, TX 76502
(254) 742-7400
Temple Free Clinic Bell County 1905 Curtis B Elliott Dr
Clinic Temple, TX 76501
(254) 771-3374
Blanco Regional Clinic Blanco County 825 4th St
Clinic Blanco, TX 78606
(830) 833-5581
Ramsey Clinic Blanco County P.O. Box 349
Clinic Johnson City, TX 78636
Phone: (830) 868-4033
Scott & White Burnet Burnet County 101 E Jackson St
Clinic Clinic Burnet, TX 78611-310

(512) 756-7510
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RHP Participant Texas Provider Texas Identification | Ownership AT RS Lead e R e e e D e
Type Identifier (TPI) Number (TIN) Type Representative
Scott & White Marble Burnet County 706 Avenue G
Clinic Falls Clinic Marble Falls, TX 78654-5866
(830) 693-8234
Fresenius Medical Care Lampasas 1202 Central Texas Expressway
Clinic Lampasas County Lampasas, TX 76550
(512) 556-4101
Ford Street Clinic Llano County 1100 Ford St
Clinic Llano, TX 78643-2309
(325) 247-3715
Scott & White Cameron | Milam County 101 Lafferty Ste B
Clinic Clinic Cameron, TX 76520
(254) 605-1100
Family Care Center Milam County 1700 Brazos Avenue
Clinic Rockdale, Texas 76567
(512) 446-4545
Fresenius Medical Care Milam County 300 Josie Ln
Clinic Rockdale Rockdale, TX 76567
(512) 446-5400
Pecos Street Clinic Milam County 1700 Brazos Avenue
Clinic Rockdale, Texas 76567
(512) 430-6486
Goldthwaite Family Mills County 1219 Parker St
Clinic Medical Clinic Goldthwaite, TX 76844
(325) 648-2862
MinuteClinic Diagnostic | Williamson 4426 Williams Dr
Clinic of Austin County Georgetown, Texas 78628
866-389-2727
Richards Memorial Williamson 1528 Leander Road
Clinic Diagnostics — County Georgetown, TX
Georgetown (512) 863-0782
Scott and White Williamson 603 W. University
Clinic Georgetown Central County Georgetown, TX 78626
Clinic (512) 509-9550
Georgetown Medical Williamson 3201 S. Austin Avenue
Clinic Clinic County Georgetown, TX 78626
(512) 930-4593
Scott & White Williamson 4945 Williams Dr
Clinic Georgetown Clinic —Sun | County Georgetown, TX 78633
City (512) 819-0500
RHP 8 Plan 15




RHP Participant Texas Provider Texas Identification | Ownership AT RS Lead e R e e e D e
Type Identifier (TPI) Number (TIN) Type Representative
Austin Regional Clinic Williamson 151 Exchange Blvd Ste 700
Clinic County Hutto, TX 78634-5383
(512) 846-1244
Scott & White Hutto Williamson 120 County Road 119
Clinic Clinic County Hutto, TX 78634-5358
(512) 509-9500
MinuteClinic Diagnostic | Williamson 1855 Gattis School Rd.
Clinic of Austin County Round Rock, Texas 78664
(866) 389-2727
Rediclinic Texas Williamson 1700 E. Palm Valley Blvd.
Clinic County Round Rock, Texas 78664
(512)255-8933
Rediclinic Texas Williamson 16900 RR 620
Clinic County Round Rock, Texas 78681
(866) 607-7343
Austin Regional Clinic Williamson 2000 S. Mays
Clinic County Round Rock, Texas 78664
(512) 244-9024
Legends Medical Clinic Williamson 3000 Joe Dimaggio Blvd Ste 35
Clinic County Round Rock, TX 78665
(512) 733-6464
Round Rock Medical Williamson 405 Old West Dr
Clinic Clinic County Round Rock, TX 78681
(512) 255-3631
Sacred Heart Williamson 620 Round Rock West Dr
Clinic Community Clinic County Round Rock, TX 78681
(512) 827-7422
Samaritan Health Williamson 700 W. Whitestone Blvd.
Clinic Ministries County Cedar Park, TX 78630
512-331-5828
Scott & White Round Williamson 16420 Route 620
Clinic Rock West Clinic County Round Rock, TX 78681
(512) 250-7000
Hospice Family Hospice Bell County 1801 West Trimmier Road
Killeen, TX 76541
Hospice Lighthouse Hospice Bell County 1616 Azalea Drive
Temple, TX 76502
Hospice New Century Hospice Bell County 451 East Central Texas Expressway
Harker Heights, TX 76548
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RHP Participant Texas Provider Texas Identification | Ownership AT RS Lead e R e e e D e
Type Identifier (TPI) Number (TIN) Type Representative
Hospice Vista Care Hospice Bell County 2626 South 37th Street
Temple, TX 76504
Hospice Seton Highland Lakes Burnet County 409 Industrial Boulevard
Hospice Burnet, TX 78611
Hospice Lighthouse Hospice Burnet County 608 Gateway Central
Marble Falls, TX 78654
Hospice Girling Hospice Burnet Burnet County 1803 East Polk Street
Burnet, TX 78611
Hospice Spring Oaks Nursing & Lampasas 901 Central Texas Expressway
Rehab County Lampasas, TX 76550
. Llano Memorial Hospice | Llano County 1100 Ford Street
Hospice
Llano, TX 78643
Hospice Standards Hospice Milam County 1502 W 4th St
Cameron, TX 76520
. Abiding Care Hospice Williamson 2006 Carriage Club Drive
Hospice
County Cedar Park, TX 78613
Hospice Hospice Austin Williamson 102 Morrow Street
County Georgetown, TX 78626
Hospice Interim Healthcare Williamson 111 West 9th Street
County Georgetown, TX 78626
Hospice Lighthouse Hospice Williamson 2913 Williams Drive
County Georgetown, TX 78628
Hospice Lighthouse Hospice Williamson 1217 Ranch Road 2243
County Georgetown, TX 78628
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Section Il. Executive Overview of RHP

Regional Healthcare Partnership 8 (RHP 8) is a nine-county partnership located in the Central
Texas region. This RHP is contained within Health Service Region 7 as defined by the Texas
Department of State Health Services and consists of Bell, Blanco, Burnet, Lampasas, Llano,
Milam, Mills, San Saba and Williamson Counties.

Healthcare Environment

RHP 8 is a large area, covering 8,547 square miles, and has a population density of 100.73
residents per square mile' compared to a statewide density of 95.92. A map of the region is
included in Addendum 1A.

Patient Population

The total population for RHP 8 was 860,803 with Bell and Williamson Counties consisting of
about 85% of RHP 8’s residents according to the 2010 Census. These two counties are similar
to Texas in terms of age distributions. However, the other counties in RHP 8 tend to have older
populations, with Blanco, Burnet, Lampasas, Milam and Mills counties all having almost twice
the Texas average for residents over 65 years of age. Over 31% of Llano County’s population is
over 65.

A large percentage of RHP 8 is uninsured. According to County Health Rankings (2010), only
Bell, Llano, and Williamson Counties are below Texas’ rate of 26%. Mills (30.5%) and San Saba
(34.5%) Counties have the highest percentages of uninsured adults. These two counties also
have higher rates than the Texas average of uninsured children. Burnet, Llano, and San Saba
Counties all had higher percentages of children participating in the Children’s Health Insurance
Program (CHIP) than the State of Texas as seen in Table 3-3.

Health Systems and Providers

RHP 8 has the benefit of several large hospital systems: Seton Healthcare Family, St. David’s
Healthcare, Scott & White Healthcare, and Community Health Systems. These systems have
their largest hospitals in RHP 8 in Williamson and Bell Counties. There also are several smaller
hospitals, primarily in Burnet and Llano Counties. There are a numerous primary care clinics
(see Table 1-1), and four local mental health authorities within RHP 8.

RHP 8 has a full continuum of care, which includes health promotion, primary care, specialty
care, chronic disease management, labor and delivery, general and specialty surgery, intensive
care, behavioral healthcare services, rehabilitation, emergency care, and many others. RHP 8
also has a large number of health professionals. However, the most comprehensive services
are available through the hospital systems in the more populous Bell and Williamson Counties.
Healthcare resources are less abundant in the rural counties of RHP 8.

! Texas Workforce Commission County Narrative Profiles
http://www.texasindustryprofiles.com/apps/cnp/index.asp
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In most cases, limited primary care can be obtained locally but more preventative screenings
and specialty care must be accessed in the more populous areas or other regions. This can
create transportation issues for many residents in RHP 8, result in long waits to access certain
types of care, and cause some residents to not receive the necessary health care.

Key Health Challenges
The key health challenges in RHP 8 are similar to other areas in Texas. Addressing these health
care needs will require broad system transformation and collaboration among healthcare
providers and organizations. The broad key health challenges in RHP 8 include:

e Poor access to primary care,

e Poor access to behavioral/mental health services, and

e Lack of coordinated care, especially for those with multiple needs.

Access to quality primary care is a challenge because health care is concentrated in the
Interstate Highway 35 corridor counties of Williams on and Bell. There are significantly fewer
healthcare professionals in the more rural areas in RHP 8, which are primarily west of 1-35.
Professionals in these rural areas are frequently stretched very thin, making access difficult.
Since the population is less dense, providers must cover more territory. More specialized care
in these areas can be all but impossible to obtain. Access to primary care is an issue in
Williamson and Bell Counties as well since population growth is outpacing the growth in the
number of health care professionals. Accessing care can beespecially challenging for those who
are under or uninsured.

Access to behavioral health and mental health services is also a large concern. There are four
local mental health authorities in RHP 8, but they are challenged to keep up with demand.
Transportation issues can again make seeking services inconvenient, at best. RHP 8 is
challenged with meeting the behavioral health needs of veterans and their families, the
changing needs of high functional autistic individuals and others who have limited or no access
to behavioral health services.

RHP 8 lacks coordinated care, especially for those with multiple needs. This causes residents,
especially those who have multiple needs or have limited access to services to use
inappropriate and more expensive services, such as the emergency department or emergent
services. In particular, RHP 8 has individuals with chronic disease, individuals with co-occurring
mental health and chronic disease and individuals with intellectual disabilities and mental
health issues that face significant challenges in locating providers that can handle their needs.

Each of these key challenges, if resolved, would provide better quality of life and reduce the
burden on RHP 8 justice systems, hospitals and Emergency Departments (ED).

RHP Goals and Vision, and Plans for Achieving the Goals
The overarching goal of RHP 8 is to transform the local and regional health care delivery
systems to improve access to care, efficiency, and effectiveness. Specifically, RHP 8 will address
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the key challenges listed above and will aim to resolved these by reaching four primary goals.
The plans for achieving those goals are listed with the goals below:

1)

2)

3)

4)

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

Providers in RHP 8 will achieve this goal by expanding the availability and capacity of
primary care in the region, as well as expanding the services are available through primary
care providers. In addition to new primary care sites and expanded clinic hours, providers
will enhance urgent medical advice, target disparity groups with evidence based health
promotion, disease prevention, and chronic care management, and increase behavioral
health by extending it through primary care providers. Many of these new services aim to
improve patient satisfaction, an indicator of quality of care.

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

The expansion of primary care capacity in RHP 8 will provide opportunities for residents to
establish a regular source of care. In addition to availability, enhancing the availability of
urgent medical advice will promote patients’ seeking out a medical home. New patient
navigation programs will show residents who are currently without a regular source of care
to available primary care providers.

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

The coordination of care in RHP 8 will better address the community needs by integrating
primary and behavioral health services, integrating behavioral health services with services
for the intellectually and developmentally disabled, and creating patient navigation
programs to ensure residents who tend to access more inappropriate settings of care can
develop a regular source of care.

Reducing inappropriate utilization of services.

Given the largely rural nature of RHP 8, inappropriate utilization of services is a critical issue
as many needed services simply are not available locally. All of the activities described
under Goals 1, 2 and 3 above, are expected to reduce inappropriate utilization of the
Emergency Department (ED), the Justice System and Emergency Medical Services. The
expansion of primary care availability and accessibility, care coordination through patient
navigation, targeted behavioral health services, and evidence-based health
promotion/disease prevention targeting high risk and disparities populations all serve to get
people into the right care at the right time. Specific outcomes of interest include
appropriate utilization of the ED and reducing the ambulatory care sensitive admission rate.
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Table 2-1. RHP CATEGORY 1 & 2 PROJECTS

Project Title
(include unique
RHP project ID
number)

126844305.1.1

Project
Area

Brief Project Description

Category 1: Infrastructure Development

Expand the number of community based settings

Related Category 3 Outcome Measures

126844305.3.1

Estimated
Incentive
Amount
(DSRIP)

Bluebonnet Trails

underserved areas

IT-10.1 Quality of Life

1.12.2 | where behavioral health services may be delivered in IT-6.2 Other Outcomes Improvement Target: Percent $1,346,438
Bluebonnet Trails underserved areas improvement over baseline of patient satisfaction
scores
126844 3.2
126844305.1.2 Develop and implement crisis stabilization services to 6844305.3
. 1.13.1 ad'd.ress the identified gaps in the current community IT-3.8 Behavioral Health/Substance Abuse 30 day $5,854,701
Bluebonnet Trails crisis system .
readmission rate
126844 3.
126844305.1.3 Develop and implement crisis stabilization services to 6844305.3.3
. 1.13.1 ad'd.ress the identified gaps in the current community IT-9.1 Decrease in mental health admissions and $1,280,625
Bluebonnet Trails crisis system . S .
readmissions to criminal justice settings
126844305.1.4 . . e . 126844305.3.6
(PASS 2) Develop and implement crisis stabilization services to
1.13.1 dd the identified in th t it . 4,103,836
@ . 'ress € ldentitied gaps In the current communtty IT-3.8 Behavioral Health/Substance Abuse 30 day >
. crisis system .
Bluebonnet Trails readmission rate
(15;558;1121?05.1.5 Expand the number of community based settings 126844305.3.7
1.12.2 | where behavioral health services may be delivered in $2,019,656
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Table 2-1. RHP CATEGORY 1 & 2 PROJECTS

Central Counties
Services

crisis system

IT-9.1 Decrease in mental health admissions and
readmissions to criminal justice settings

Project Title Estimated
(include unique Project . . .. Incentive
RHP project ID Area Brief Project Description Related Category 3 Outcome Measures Amount
number) (DSRIP)
133339505.1.1 Procure and build the infrastructure needed to pilot 133339505.3.1
. 1.11.1 | or bring to scale a successful pilot of the selected $557,921
Center for Life . . e
forms of service in underserved areas of the state IT-9.2 ED Appropriate Utilization

Resources
081771001.1.1 081771001.3.1

. 1.1.1 Establish More Primary Care Clinics $2,616,584
Central Counties . .

. IT-10.1 Quality of Life
Services
081771001.3.2
1771001.1.2

08 00 Implement technology-assisted behavioral health

. 1.11.2 | services from psychologists, psychiatrists, substance IT-6.2 Other Outcomes Improvement Target: Percent $4,004,924
Central Counties I . . . . . .
Services abuse counselors, peers and other qualified providers. | improvement over baseline of patient satisfaction

scores
1771001.1.

08 001.1.3 Expand the number of community based settings 081771001.3.3

. 1.12.2 | where behavioral health services may be delivered in $2,692,588
Central Counties . .

. underserved areas IT-10.1 Quality of Life
Services
081771001.1.4 . . de . 081771001.3.7
(PASS 2) Develop and implement crisis stabilization services to $7.423,208
1.13.1 | address the identified gaps in the current community e
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Table 2-1. RHP CATEGORY 1 & 2 PROJECTS

Project Title Estimated
(include unique Project . . .. Incentive
RHP project ID Area Brief Project Description Related Category 3 Outcome Measures Amount
number) (DSRIP)
081771001.1.5 081771001.3.8
(PASS 2) $2,751,691

1.10.2 | Enhance improvement capacity through technology IT-1.18 Follow-Up Hospitalization for Mental lliness — e
Central Counties NQF 0576
Services
183086102.1.1 183086102.3.1
(PASS 2)

1.1.2 | Expand existing primary care capacity IT-9.2 ED Appropriate Utilization $3,209,877
Little River
Healthcare
183086102.1.2
(PASS 2) 183086102.3.2 - IT-12.1 Breast Cancer Screening

1.9.2 Improve Access to Specialty Care 183086102.3.3 - IT-12.2 Cervical Cancer Screening $2,626,259
Little River 183086102.3.4 - IT-12.3 Colorectal Cancer Screening
Healthcare

020957901.3.1
020957901.1.1
isti i i IT-9.2 ED Appropriate Utilization

St. David's Round 1.1.2 Expand existing primary care capacity pprop $11,779,331
Rock
126936702.1.1 126936702.3.1
Williamson County | 1.1.2 | Expand existing primary care capacity IT-6.1 Percent improvement over baseline of patient $3,940,497

and Cities Health
District

satisfaction scores
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Table 2-1. RHP CATEGORY 1 & 2 PROJECTS

Project Title Estimated
(include unique Project . . .. Incentive
RHP project ID Area Brief Project Description Related Category 3 Outcome Measures Amount
number) (DSRIP)
126936702.1.2 126936702.3.2

Establish/expand access to medical advice and
direction to the appropriate level of care to reduce
Emergency Department use for non-emergent
conditions and increase patient access to health care.

IT-9.2 Reduce Emergency Department visits for target $3,930,304
conditions

Williamson County 1.6.2
and Cities Health

District
126936702.3.3 - IT-11.2 Improvement in disparate
health outcomes for target population, including
126936702.1.3 Implement project to enhance collection, identification of the disparity gap.
interpretation, and / or use of REAL data. Providers 126936702.3.4 - IT-11.3 Improve utilization rates of
Williamson County 1.5.3 may select one or more of the following project clinical preventive services in target population with $794,513
and Cities Health components, as appropriate for the provider’s starting | identified disparity.
District point in collection and use of REAL data: 126936702.3.5 - IT-11.4 Improve patient satisfaction

and/or quality of life scores in target population with
identified disparity.

Category 2: Program Innovation and Redesign

088334001.3.1 - IT-9.4 Other Evidence based outcome
measure: Increase the number of clients retested for
Chlamydia 3-months after treatment for positive
Chlamydia in Bell County Public Health District clinics.
088334001.3.2 - IT-9.4 Other Evidence based outcome

088334001.2.1 Implement innovative evidence-based strategies to measure: Increase the number of clients retested for

271 increase appropriate use of technology and testing for | Gonorrhea 3-months after treatment for positive $760,576
Bell County Public o targeted populations (e.g., mammography screens, Gonorrhea in Bell County Public Health District clinics. !
Health District colonoscopies, prenatal alcohol use, etc.) 088334001.3.3 - IT-9.4 Other Evidence based outcome

measure: Increase the number of clients retested for
Syphilis 3-months after treatment for positive Syphilis in
Bell County Public Health District clinics.
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Table 2-1. RHP CATEGORY 1 & 2 PROJECTS

Bluebonnet Trails

individuals in the target population.

readmissions to criminal justice setting such as jails or
prisons

Project Title Estimated
(include unique Project . . .. Incentive
RHP project ID Area Brief Project Description Related Category 3 Outcome Measures Amount
number) (DSRIP)
088334001.2.2 088334001.3.4
(PASS 2) Implement innovative evidence-based strategies to
271 increase appropr'iate use of technology and testing for IT-6.1 Percent improvement over baseline of patient $866,738
Bell County Public targeted po.pulatlons (e.g., mammography screens, satisfaction scores
- colonoscopies, prenatal alcohol use, etc.)
Health District
In an innovative manner not described above, 126844305.3.4
implement other evidence-based project for a
126844305.2.1 targeted behavioral health population to prevent IT-3.8 Behavioral Health/Substance Abuse 30 day
2.13.2 | unnecessary use of services in a specified setting. readmission rate $1,856,400
Bluebonnet Trails Note: Providers opting to implement an innovative
project under this option must propose relevant
process and improvement milestones.
o 126844305.3.5
126844305.2.2 Design, implement, and evaluate research-supported
2.13.1 | and evidence-based interventions tailored towards IT-9.2 ED Appropriate Utilization $3,889,550
Bluebonnet Trails individuals in the target population.
126844305.2.3 o 12684405.3.8
(PASS 2) Design, implement, and evaluate research-supported
2.13.1 | and evidence-based interventions tailored towards IT-9.2 ED Appropriate Utilization $1,039,584
Bluebonnet Trails individuals in the target population.
126844305.2.4 126844305.3.9
(PASS 2) o Design, implement, and evaluate research-supported
2.13.1 | and evidence-based interventions tailored towards IT-9.1 Decrease in mental health admissions and $906,288
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Table 2-1. RHP CATEGORY 1 & 2 PROJECTS

Hill Country MHDD

services to patients with mental illness or substance
abuse disorders

screening (PHQ-9)
133340307.3.51T-12.5 Other USPSTF endorsed
screening (CAGE and AUDIT)

Project Title Estimated
(include unique Project . . .. Incentive
RHP project ID Area Brief Project Description Related Category 3 Outcome Measures Amount
number) (DSRIP)
081771001.3.4
081771001.2.1 .
Apply evidence-based care management model to
, 2.2.2 | patients identified as having high-risk health care IT-11.1 Improvement in Clinical Indicator in identified $288,160
Central Counties : :
; needs disparity group
Services
081771001.2.2 Implement innovative evidence-based strategies to 081771001.3.5
increase appropriate use of technology and testing for
2.7.1 _ . . . . . . o 2 1
Central Counties targeted populations (e.g., mammography screens, IT 11‘1' Improvement in Clinical Indicator in identified »288,160
Services colonoscopies, prenatal alcohol use, etc.) disparity group
081771001.3.6
1771001.2.
08 001.2.3 Design, implement, and evaluate research-supported
Central Counties 2.13.1 | and evidence-based interventions tailored towards IT-9.1 Decrease in mental health admissions and $1,580,190
Services individuals in the target population. readmissions to criminal justice setting such as jails or
prisons.
133340307.2.1 Design, implement, and evaluate research-supported | 133340307.3.1
2.13.1 | and evidence-based interventions tailored towards $221,202
Hill Country MHDD individuals in the target population. IT-10.2 Activities of Daily Living
133340307.2.2 Design, implement, and evaluate research-supported 133340307.3.2
2.13.1 | and evidence-based interventions tailored towards o o $362,716
Hill Country MHDD individuals in the target population. IT-10.2 Activities of Daily Living
Design, implement, and evaluate a program to 133340307.3.3 IT-12.5 Other USPSTF endorsed
> L ) ) screening (PHQ-A and BDI-PC)
133340307.2.3 provide remote psychiatric consultative services to all
1 4 7.3.41T-12. h PSTF
2.16.1 | participating primary care providers delivering 33340307.3 > Other USPSTF endorsed $626,322
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Table 2-1. RHP CATEGORY 1 & 2 PROJECTS

Scott & White
Memorial Hospital

RHP 8 Plan

disabilities, Limited English Proficient patients, recent
immigrants, the uninsured, those with low health
literacy, frequent visitors to the ED, and others)

137249208.3.2

IT-9.2: ED appropriate utilization

28

Project Title Estimated
(include unique Project . . .. Incentive
RHP project ID Area Brief Project Description Related Category 3 Outcome Measures Amount
number) (DSRIP)
133340307.2.4 L 133340307.3.6
(PASS 2) 2.18.1 - Design, implement, and evaluate whole
2.18.1 | health peer support for individuals with mental health - S $820,126
. IT-10.2 Activities of Daily Living
Hill Country MHDD and /or substance use disorders.
133340307.2.5 L 133340307.3.7
(PASS 2) Design, implement, and evaluate research-supported
2.13.1 | and evidence-based interventions tailored towards . g $617,463
s . . IT-10.2 Activities of Daily Living
Hill Country MHDD individuals in the target population.
220798701.2.1
. . 220798701.3.1
Scott & White — Design, develop and implement a program of
2.8.1 continuous, rapid process improvement that will . — $741,418
Llano (formerly . - . IT-9.2 ED Appropriate Utilization
Llano Memorial address issues of safety, quality, and efficiency.
Hospital)
220798701.2.2 220798701.3.2
(PASS 2)
Design, develop and implement a program of IT-9.2 ED Appropriate Utilization
Scott & White — 2.8.1 continuous, rapid process improvement that will $331,277
Llano (formerly address issues of safety, quality, and efficiency.
Llano Memorial
Hospital)
137249208.3.1
Provide navigation services to targeted patients who 37249208.3
137249208.2.1 are at high risk of disconnect from institutionalized IT-2.11: Ambulatory Care Sensitive Conditional
health care (for example, patients with multiple Admissions Rate
29.1 chronic conditions, cognitive impairments and $2,529,914




Table 2-1. RHP CATEGORY 1 & 2 PROJECTS

Williamson County
and Cities Health
District

methodologies including social media and text
messaging in an identified population.

satisfaction scores

Project Title Estimated
g:‘:l:::zj:::qlge ::Zj:a Brief Project Description Related Category 3 Outcome Measures :‘:‘in::;e
number) (DSRIP)

Provide navigation services to targeted patients who 094151004.3.1
094151004.2.1 are at high risk of disconnect from institutionalized
(PASS 2) health care (for example, patients with multiple IT-2.11 Ambulatory care sensitive conditions admissions

29.1 chronic conditions, cognitive impairments and $4,013,512

Seton Highland disabilities, Limited English Proficient patients, recent
Lakes immigrants, the uninsured, those with low health

literacy, frequent visitors to the ED, and others)

Provide navigation services to targeted patients who 126936702.3.6
126936702.2.1 are at high risk of disconnect from institutionalized

health care (for example, patients with multiple IT-6.1 Percent improvement over baseline of patient
Williamson County 2.9.1 chronic conditions, cognitive impairments and satisfaction scores $752,119
and Cities Health disabilities, Limited English Proficient patients, recent
District immigrants, the uninsured, those with low health

literacy, frequent visitors to the ED, and others)
126936702.2.2 126936702.3.7
(PASS 2) Engage in population-based campaigns or programs to

26.1 promote healthy lifestyles using evidence-based IT-6.1 Percent improvement over baseline of patient $1162,124
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Section lll. Community Needs Assessment

The community needs assessment for RHP 8 aims to describe the health status of the region by
presenting data and tables on demographics, insurance coverage, healthcare infrastructure,
projected changes in the region and key health challenges. This information is important to the
community, stakeholders, counties, hospitals, clinics, local mental health authorities, and public
health districts to better understand the health concerns of RHP 8. This data is essential for
developing broad, meaningful Delivery System Reform Incentive Payment (DSRIP) projects that
will result in healthcare system transformation for RHP 8.

Community Needs Assessment Approach

RHP 8 approached the community needs assessment through a four-step process that occurred
primarily during the early months of plan development. First, the anchor team compiled
secondary data from multiple sources, including those suggested by the Health and Human
Services Commission, for each county in the partnership. Any existing local assessment data
was added to it. Second, the compiled assessment information was distributed to IGT entities
and local stakeholders in each county, who were asked to review the data, to submit any
additional data they may have, and to begin identifying priority areas. Third, the IGT entities
were brought together to discuss priority areas; the premise was to indicate what type of
transformational activities they would support if they were to put up IGT. Finally, the priority
areas were summarized by county and at the regional level and disseminated to providers and
other stakeholders for planning, who were also asked to submit additional information they
may have relevant to the specific priorities. The collection of the community needs data
strengthened the overall communication and collaboration between organizations in RHP 8
which will be critical over the five-year waiver.

Demographics

Population/Age

Demographic information for RHP 8 was compiled from the 2010 Census. The total population
for RHP 8 in 2010 was 860,803 with Bell and Williamson Counties housing about 85% of the
region’s residents. The least populated county in RHP 8 is Mills County with 4,936 residents.
RHP 8 is approximately 8,547 square miles with a population density of 100.73 residents per
square mile which is slightly higher than Texas’ population density of 95.92 residents per square
mile. RHP 8 is expected to grow to 924,214 residents in 2020 and up to 1,120,992 by 2030
according to projects from the Texas Workforce Commission.?

Except for Bell and Williamson Counties, all the counties in RHP had a lower percent of their
population under age 18 than Texas (27.3%). The majority of counties in RHP 8 have a greater
proportion of older residents; 17% or more of their residents are older than 65 years with Llano

? Texas Workforce Commission County Narrative Profiles
http://www.texasindustryprofiles.com/apps/cnp/index.asp
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County being the highest (31.1%), compared to Texas at 10.3% in this age group. Most of the
counties in RHP 8 were close to the state’s percentages for males and females, 49.6% and
50.4% respectively, except for San Saba County which is 54.9% male and 45.1% female.

Race/Ethnicity

The percentage of Texas residents that are non-Hispanic White is 45.3%, which is significantly
lower than every county in RHP 8. The most rural counties in RHP 8 such as Blanco, Llano, and
Mills, had higher percentages of residents that are non-Hispanic White and the lowest
percentages of minority residents such as those who are Black or of Hispanic or Latino origin.
Bell County had the highest percentages in RHP 8 of African Americans (21.5%) and residents
who are two or more races (5.0%). Both of these percentages are significantly different from
the rest of the counties in the region, all of which have a lower percentage of African Americans
than Texas (11.8%)".

Income

In 2010, RHP 8 consisted of 292,958 households with median household incomes ranging from
$31,895 in Mills County to $68,780 in Williamson County. Texas’ median household income is
$49,646, which is higher than every county in RHP 8 except for Williamson. The per capita
income in Texas in 2010 was $24,870 which falls in the middle of the range of per capita income
in RHP 8 with the lowest being in San Saba ($19,721) and the highest in Williamson ($29,663).2

In 2009, the Federal Poverty Level (FPL) was $10,830 for an individual and $22,050 for a family
of four. In Texas, 17.1% of all residents were below the poverty line in 2009, which is a lower
percentage than four of the counties in RHP 8. The highest levels of poverty in RHP 8 were
found in counties that had the lowest per capita income, such as San Saba, Mills, and Milam
counties. These counties, along with Lampasas County, had the highest percentages of persons
younger than 18 years of age living in poverty across RHP 8, which were also higher than the
state average of 14.3%".

Table 3-1 provides a summary of age, race/ethnicity, and income demographics for RHP 8.

3 Texas Department of State Health Services — Health Currents www.dshs.state.tx.us/chs/healthcurrents
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Table 3-1. RHP 8 POPULATION DATA (INCLUDI E/ETHINICITY, & INCOM

Bell Blanco Burnet Lampasas Llano Milam Mills San Saba | Williamson
TOTAL COUNTY POPULATION (2010) 310,235 10,497 42,750 19,677 19,301 24,757 4,936 6,131 422,679
AGE
% Less Than 18 28.4% 21.9% 23.2% 24.8% 15.9% 26.5% 24.3% 21.0% 28.7%
% Age 18-64 62.9% 59.9% 58.2% 59.4% 53.0% 56.1% 52.2% 59.8% 62.4%
% Age 65+ 8.7% 18.2% 18.6% 15.8% 31.1% 17.4% 23.5% 19.2% 8.9%
GENDER
% Male 49.5% 50.5% 49.1% 49.3% 48.3% 49.4% 49.5% 54.9% 49.2%
% Female 50.5% 49.5% 50.9% 50.7% 51.7% 50.6% 50.5% 45.1% 50.8%
RACE/ETHNICITY
% White 61.4% 90.3% 88.5% 85.3% 94.9% 78.1% 90.0% 84.3% 78.1%
% Black 21.5% 0.7% 1.8% 3.2% 0.6% 10.0% 0.5% 3.3% 6.2%
% American Indian/Alaska Native 0.8% 0.7% 0.7% 0.9% 0.6% 0.7% 0.4% 0.8% 0.6%
% Asian 2.8% 0.5% 0.5% 1.0% 0.4% 0.4% 0.2% 0.2% 4.8%
% Native Hawaiian or Other Pacific Islander 0.8% z* 0.0% 0.2% z* z* 0.0% z* 0.1%
% Two or More Races 5.0% 1.9% 1.9% 3.2% 1.4% 1.8% 1.5% 1.5% 3.2%
% Hispanic or Latino Origin 21.6% 18.2% 20.2% 17.5% 8.0% 23.3% 16.6% 28.0% 23.2%
% White Not Hispanic 50.7% 79.4% 76.1% 75.4% 89.6% 65.5% 81.5% 67.4% 63.8%
INCOME
Households (2010) 101,433 3,935 16,315 7,031 8,463 9,575 1,974 2,122 142,110
Per Capita Personal Income (2010) $22,722 $27,010 $25,245 $22,943 $29,027 $21,509 | $20,438 | $19,721 $29,663
Median Household Income (2010) $48,618 $46,128 $48,187 $46,378 $41,969 $39,305 | $31,895 | $36,308 $68,780
% Persons < 100% FPL (2009) 15.3% 12.2% 13.0% 17.9% 13.2% 18.0% 19.4% 21.5% 5.5%
% Persons <age 18 that are <100% FPL (2009) 20.7% 20.0% 22.1% 28.1% 26.6% 28.0% 30.6% 41.8% 8.7%
Average Monthly TANF (SFY 2009)3 151 - 3 2 1 29 2 2 127
Average Monthly SNAP (SFY 2009) 29,487 626 3,244 2,176 1,346 3,825 380 799 23,389

* United States Census (2010) http://quickfacts.census.gov
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Education

Total public school enrollment in 2010 for RHP 8 counties is 187,868 with dropout rates varying by county from 1.0% in Burnet County to
7.7% in Bell County. The dropout rate in Texas for 2010 was 7.3%. Dropout rates for Llano, Mills and San Saba Counties were unable to
be calculated due to incomplete data.” In RHP 8, every county had at least 77% of residents over age 25 holding a high school diploma
with Williamson County being the highest at 91.6%. The range was larger in RHP 8 for the percentage of residents over age 25 that hold
at least an associate’s degree with the lowest in Milam County (13.5%) and the highest in Williamson County (37.3%).°

In RHP 8, there are a total of 37 school districts and 296 schools, including alternative, disciplinary, and charter schools.” During the
2010-2011 school year, 62.4% of Texas children participated in the Free and Reduced Lunch Program. Counties in RHP 8 ranged from

36% (Williamson County) to 77% (San Saba County) of children participating in the program.”

Bell Blanco Burnet Lampasas Llano Milam Mills San Saba Williamson

Total public school enrollment 64,906 1,677 7,423 3,724 1,910 4,587 885 961 101,795

High school dropout rate 7.7% 5.2% 1.0% 2.6% N/A 3.9% N/A N/A 3.7%
Percent of population age 25+ with 12 or

more years of education (2009) 88.6% 88.3% 83.5% 82.6% 88.0% 81.5% 77.2% 81.4% 91.6%

Percent of population age 25+ with a college

degree (Associate's Degree or higher) 21.2% 25.4% 21.4% 17.3% 26.0% 13.5% 18.7% 18.1% 37.3%

Number of school districts (2012) 9 1 2 1 1 6 4 2 11

Number of schools (elementary, middle, high) 85 3 12 5 4 14 4 3 119

Elementary 52 1 8 3 2 6 2 1 77

Intermediate, Jr. High, Middle 21 1 2 1 1 5 1 1 23

High 12 1 2 1 1 3 1 1 19

Other (alternative, disciplinary, K-12, charter) 22 0 2 0 0 1 2 2 18
% students with Free and Reduced Lunch

program 57.3% 51.1% 62.2% 61.1% 64.4% 70.1% 64.3% 77.0% 36.0%

*N/A indicates not enough data available to calculate percentage

> The Annie E. Casey Foundation Kids Count Data Center (2010) http://datacenter.kidscount.org/data/bystate/Default.aspx?state=TX

® United States Census (2010) http://quickfacts.census.gov

’ Texas Education Agency

http://ritter.tea.state.tx.us/cgi/sas/broker? service=marykay& program=adhoc.std download selected report.sas&rpt subject=geographic&ftype=htm|&fname=a

dgeol12&submit=Get+Report
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Employment

In 2010, unemployment rates in RHP 8 ranged from 5.9% (Blanco County) to 10.5% (Milam
County), with two counties exceeding the State rate of 8.2% (Milam and San Saba Counties).?
Milam County’s higher unemployment rate may be related to the closing of Alcoa, a large
smelting operation, in early 2009.

There is a wide range of employers across RHP 8 in regards to type, size, and location. There
were several employers in RHP 8 with over 1,000 employees which include the Veteran’s
Administration Hospital in Bell County, and Dell, Georgetown ISD, Sears Teleserv, and
Williamson County Government in Williamson County. Types of companies/organizations that
commonly employed the highest number of people in RHP 8 Counties are manufacturing,
healthcare, food/restaurant supply, retail, city and county government, and education.
Information is collected differently for each county, so while some counties included school
districts and county employment, others did not. In addition, for employers in RHP 8,
workforce boards provided employee numbers in ranges, exact numbers, or not at all for some
counties. Additional information on the top employers in RHP 8 can be found in Addendum 1B.

Health Coverage

Over 102,000 people (aged and disabled) in RHP 8 were enrolled in Medicare in 2010.° In RHP
8, the total number of unduplicated Medicaid clients in 2009 was 113,095 with the range being
from 1,023 in Milam County to 49,380 clients in Bell County. Williamson County also had
40,873 unduplicated Medicaid clients, and when combined with Bell County, the two represent
80% of RHP 8’s total.

The rates of uninsured adults were high in RHP 8 with only Bell, Llano, and Williamson Counties
being below Texas’ rate of 26%°. The highest percentages of uninsured adults were in Mills and
San Saba Counties with 30.5% and 34.5% uninsured, respectively. Although Williamson, Bell,
and Llano counties fall below the statewide average rate of uninsured, each of these counties
has a higher rate of uninsured than the national benchmark. Additionally, a Federally Qualified
Health Center located in Williamson County, Lone Star Circle of Care, is a federally designated
Health Professional Shortage Area in the areas of primary, dental and mental health care, and is
the only clinic in the county treating uninsured patients. Thus, access to primary care for
uninsured in Williamson County is an issue RHP 8 must address through DSRIP. In Texas, 19.5%
of children 18 years and younger were without health insurance. Much like the rates for all
adults, the highest rates of uninsured children were in Mills and San Saba Counties with the
lowest rates occurring in Bell and Williamson Counties. In addition, the State CHIP enrollment
in 2010 was 7.2%. Burnet, Llano, Mills, and San Saba Counties all had higher percentages of
children participating in CHIP than the State of Texas, as seen in Table 3-3.

& County Health Rankings (2010) www.countyhealthrankings.org

° Centers for Medicare and Medicaid Services - Medicare Enrollment Reports (2010)
http://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-
Reports/MedicareEnrpts/Downloads/County2010.pdf
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Table 3-3. RHP 8 INSURANCE COVERAGE, 2010

Bell Blanco | Burnet | Lampasas | Llano | Milam | Mills Ssaat:la Williamson
Medicare™ 32,062 | 2,382 | 9,576 3,864 | 5033 | 4,719 | 1,119 | 1,155 42,398
Aged Only 25,424 2,184 8,606 3,283 | 4,501 | 4,017 | 1,006 1,040 36,800
Disabled Only 6,638 198 970 581 532 702 113 115 5,598
Unduplicated | o 20 | 1171 | 6617 3,674 | 2,936 | 6,097 | 1,023 | 1,324 40,873
Medicaid
Adult
. 1 19.8% 26.7% 28.7% 27.4% | 242% | 27.0% | 30.5% 34.5% 16.5%
Uninsured
Chl.ld 12.6% 20.8% 21.8% 19.9% | 18.6% 19.6% | 23.0% 25.4% 10.7%
Uninsured
CHIP
Enroliment 3.9% 5.5% 8.8% 6.5% | 10.7% 6.6% 7.7% | 10.6% 5.0%
(2009)
Child Uninsured Data Source: US Census Small Area Health Insurance Estimates (2009),CHIP Enrollment Data
Source: The Annie E. Casey Foundation Kids Count Data Center (2010)

Healthcare Infrastructure and Environment

In RHP 8, there is a substantial range of providers by type and distribution among the counties.
Bell and Williamson Counties had the highest total amounts of providers in 2010 with 6,520 and
5,718, respectively, due to high population and hospital density in these areas. The largest
hospitals in RHP 8 are located in these two counties. Across RHP 8, Licensed Vocational Nurses
and Registered Nurses are the most numerous out of all the types of providers. However,
despite the high number of overall providers in Williamson County, the ratio of residents to
primary care providers is still well above the national benchmark and the statewide average
ratio. Thus, access to primary care in the urban areas of RHP 8 is also a problem, despite the
hospitals located in those areas. Each county in RHP 8 has at least one of each type of provider
except Blanco County, which did not have any physician assistants at the time the data was
collected. The Texas Department of State Health Services reported that counties in RHP 8 had a
total of 14,024 of the types of health providers shown in Table 3-4. RHP 8’s 2010 population
was 860,803 which, when divided by the total number of providers, equals about 61 residents
per healthcare provider.

Table 3-4. RHP 8 PROVIDER DATA, 2010

Bell | Blanco | Burnet | Lampasas | Llano | Milam | Mills Ssaal:a Williamson
Direct Care Physicians 608 4 63 1 19 12 4 1 595
Primary Care 253 4 35 9| 13 9| 4 1 333
Physicians

1% centers for Medicare and Medicaid Services - Medicare Enrollment Reports (2010)
http://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-
Reports/MedicareEnrpts/Downloads/County2010.pdf

" U.S. Census Bureau Small Area Health Insurance Estimates (2009)
http://www.census.gov/did/www/sahie/data/2009/tables.html
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Table 3-4. RHP 8 PROVIDER DATA, 2010
Bell | Blanco | Burnet | Lampasas | Llano | Milam | Mills Ssaa;la Williamson

Physician Assistants 118 - 8 4 5 4 1 1 77
Registered Nurses 2,810 17 174 76 83 88 16 16 1,961
Licensed Vocational | , .., 15 93 57| 60| 103| 21 28 588
Nurses
Nurse Practitioners 109 4 8 1 1 7 1 1 67
Dentists 137 4 22 4 8 4 1 2 244
Pharmacists 262 5 40 10 13 11 2 3 371
Chiropractors 41 3 11 4 2 4 1 2 126
EMS Personnel 66 7 19 9 5 11 3 2 140

TOTALS | 6,520 104 674 244 255 315 73 121 5,718
Source: Texas Department of State Health Services Health Currents, 2010

Hospital Sizes & Costs

There are a total of 1,435 beds in the hospitals located in RHP 8 in 2010, ranging from 23 beds
at Scott and White Hospital —Taylor, to 591 beds at Scott and White Memorial Hospital in
Temple. Across the RHP 8, the average number of beds per hospital is 96. These hospitals serve
the residents of counties located in RHP 8 as well as those residing in surrounding areas.
Uncompensated Care charges totaled $445,414,516 in RHP 8, with nearly half that amount
coming from Scott and White Memorial Hospital alone. Uncompensated Care compared to
gross patient revenue as a percentage ranged from 1.2% at Reliant Rehabilitation Hospital to
17.3% at King’s Daughters Hospital. Since the data collection, King’s Daughters Hospital is now
McLane’s Children’s Hospital. Table 3-5 provides a summary of the hospitals in RHP 8, as well
as their annual charges, uncompensated care, and bad debt.

Potentially Preventable Hospitalizations

Potentially preventable hospitalizations are a burden on the healthcare system, especially in
areas of limited resources. Chronic diseases such as Chronic Obstructive Pulmonary Disease
(COPD) and Diabetes are found in this table and account for a large percentage of the total
number of potentially preventable hospitalizations in each county. Preventable hospitalizations
can be avoided by helping residents access appropriate quality care and services that will result
in fewer trips to the Emergency Department. By developing DSRIP projects that aim to reduce
Emergency Department visits, hospitals may be able to bring down their overall costs and use
their staff and resources more efficiently.

Total cost of potentially preventable hospitalizations in RHP 8 counties was $738,375,609" for
2005-2010. The anchor compiled only hospitalization data from 2006-2010 in order to comply
with HHSC requests for data no earlier than 5 years before the waiver. However, the cost-
related data was unable to be separated by year so the amounts reflect costs during 2005-
2010.

122010 Cooperative DSHS/AHA/THA Annual Survey of Hospitals & Hospital Tracking Database - Texas
http://www.dshs.state.tx.us/chs/hosp/hosp5/
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Table 3-5. RHP 8 HOSPITAL DATA (SIZES & COSTS), 2010

UC Care %
City Ownership | Staffed Bad Debt Charity Total UC Care Net Patient Total Gross Pt. of Gross
(County) Type Beds Charges (9) Charges (9) (S) Revenue ($) Revenue ($) Pt.
Revenue
King's Daughters Temple 0
i Y (Bl NPR 29 $4,299,026 | $4,640,587 $8,939,613 $21,634,642 | $51,570,081 17.3%
Metroplex Hospital K('E';':ﬁ)” NPR 154 | $5,693,268 | $36,000,363 | $41,693,631 | $110,687,711 | $402,293,581 10.4%
S e Uil Temple NPR 50 $242,145 $5,290,862 $5,533,007 $18,724,436 $53,044,848 10.4%
Continuing Care Hospital (Bell)
Scott and White Temple o
i e (Bl NPR 501 | $37,437,410 | $162,794,591 | $200,232,001 | $743,713,961 | $2,122,637,777 9.4%
Seton Highland Lakes (23:22:) NPR 25 | $15,324,340 | $4,404,059 $19,728,399 | $51,053,380 | $118,214,137 16.7%
R ol Lampasas NPR 25 $1,467,457 | $3,989,292 $5456,749 | $15,500,433 | $40,753,108 13.4%
Hospital (Lampasas)
Lo M E] Llano FPR 26 $2,856,686 $204,256 $3,060,942 | $27,299,928 | $49,967,304 6.1%
Healthcare System (Llano)
. Cameron
Central Texas Hospital (Milam) FPR 34 $345,620 $235,841 $581,461 $6,311,420 $10,503,937 5.5%
. . Rockdale
Little River Healthcare Milarm) FPR 21 $6,617,682 | $1,080,000 $7,697,682 $26,522,084 | $58,367,978 13.2%
Cedar Park Regional Cedar Park 0
Medionl Comror (Willamson) FPR 77 | $17,985,249 | $3,703,062 $21,688,311 | $71,569,689 | $205,213,011 10.6%
Reliant Rehabilitation Round Rock o
B (. lormson) FPR 50 $134,301 $316,000 $450,301 $21,581,916 | $37,156,602 1.2%
St. David’s Round Rock Round Rock o
Nedical Conter (Williamson) NPR 131 | $13,208,062 | $44,498,116 | $57,706,178 | $140,217,918 | $520,753,565 11.1%
et Taylor NPR 23 | $3214,724 |  $295503 $3,510,227 | $15,652,991 | $30,388,420 11.6%
Taylor (Williamson)
et Round Rock NPR 76 $9,154,301 | $7,335,043 $16,489,344 | $113,538,476 | $315,913,909 5.2%
- Round Rock (Williamson)
Seton Medical Center | Round Rock NPR 123 | $17,763,880 | $34,882,790 | $52,646,670 | $98,838,013 | $388,967,331 13.5%
Williamson (Williamson)

*St. David’s Georgetown shares a provider number with St. David’s Healthcare in Travis County which is in RHP 7 and is not reflected in this table.
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Table 3-6 summarizes potentially preventable hospitalizations in RHP 8. For additional information on the healthcare infrastructure and
environment in RHP 8, please see Addendum 1C.

Table 3-6. RHP 8 POTENTIALLY PREVENTABLE HOSPITALIZATIONS, 2006-2010"

2005-2010

Bell Blanco Burnet Lampasas Llano Milam Mills San Saba Williamson
Angina 2,692 115 596 604 366 400 107 101 2,928
Asthma 441 0 125 370 73 129 0 24 474
Bacterial Pneumonia 1,341 60 464 271 204 423 49 38 1,901
Congestive Heart Failure 200 0 0 52 0 0 0 0 173
COPD 3,087 96 483 442 201 469 64 54 2,563
Dehydration 379 0 84 54 31 56 0 0 488
gl?::iecsa;:z:t'term 845 0 126 119 49 113 0 0 785
Ez::s:i‘zsa;z'r‘g'te’m 1,436 51 367 291 161 261 50 50 1,486
Hypertension 574 0 0 45 0 41 0 0 423
Urinary Tract Infection 902 0 172 122 53 109 0 0 857
TOTAL Hospitalizations 11,897 365 2,412 2,370 1,133 1,996 264 258 12,078
TOTAL Hospital Charges | ¢, 11 506,737 | $7,317,929 | $48,489,685 | $43,616,768 | $20,010,951 | $36,969,256 | $6,676,657 | $6,598,106 | $326,889,520

*Note: Annual hospitalizations less than 5 and hospitalizations less than 30 for 2005-2010 are reported as 0.

3 DSHS Preventable Hospitalizations 2005-2010 www.dshs.state.tx.us/ph
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Services & Systems

Seton Healthcare Family, St. David’s Healthcare, Scott & White Healthcare, and Community
Health Systems are hospital systems present in RHP 8. Seton has facilities in Burnet and
Williamson Counties and Scott & White also has a large presence in RHP 8 with hospitals in Bell,
Llano and Williamson Counties and numerous clinics across the region. Between all the
hospitals in RHP 8, a full continuum of care is provided including health promotion, primary
care, specialty care, chronic disease management, labor and delivery, general and specialty
surgery, intensive care, behavioral healthcare services, rehabilitation, emergency care, among
many others. The most comprehensive services are available through the hospital systems in
Bell and Williamson Counties, while healthcare resources are less abundant in the more rural
counties of RHP 8. Broad expansion and increased integration of the services offered in RHP 8
will be essential to maintain the capacity to serve the growing population in this area of Texas.

HPSA Designations
In RHP 8, all counties except Bell and Williamson are designated as a single county HPSA in at

least one category, no counties have a partial county Health Professional Shortage Area (HPSA)
designation (see Table 3.7)*.

Table 3-7. RHP 8 HEALTH PROFESSIONAL SHORTAGE AREA DESIGNATIONS

Bell Blanco | Burnet | Lampasas | Llano | Milam Mills San Saba | Williamson
ATUELR) No Yes Yes Yes No Yes Yes Yes Yes
Care
Dental No No Yes No No No No Yes Yes
Lzl No Yes Yes Yes Yes Yes Yes Yes Yes
Health

Current DHHS-funded Initiatives
In RHP 8, the following performing providers have identified Department of Health and Human
Services (DHHS) funded initiatives being used (see Table 3.8).

able 8 DEPAR O A g A R D DED A

Entity DHHS Funded Initiative Brief Project Description

Bell County Public

Health District Women, Infants and Children | Funding to conduct WIC activities in Bell County

(WIC)
Bluebonnet Trails Provided to assist in moving Medical Records to electronic
Community EHR Incentive Payments format. No waiver projects propose doing this, but all use
Services EHR.

% U.S. Department of Health and Human Services - Health Resources and Services Administration
http://hpsafind.hrsa.gov/HPSASearch.aspx
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Table 3-8. U.S. DEPARTMENT OF HEALTH & HUMAN SERVICES (DHHS) FUNDED INITIATIVES

Entity

DHHS Funded Initiative

Brief Project Description

Bluebonnet Trails
Community
Services

FQHC/ RHC/ School-based
health center grants,
including capital grants

HRSA Grant to build a Clinic in Seguin that will house an
FQHC and Bluebonnet staff and services. This is capital
investment and does not overlap services proposed in
Seguin.

Bluebonnet Trails
Community
Services

Community Mental Health
services block grant

Routine mental health services on an outpatient basis. We
will provide outpatient services in Expansion project for
Taylor, Texas clinic but those services are not for the same
populations.

Bluebonnet Trails
Community
Services

Substance Abuse Prevention
and Treatment Block Grant

Outreach, Screening, Assessment and Referral (OSAR)
services to provide assessment and referral to persons
seeking services for Substance Use Disorders. We are
planning a Pass 2 project in RHP 8 to provide direct services
not screening, assessment and referral services that
comprise our OSAR contract.

Central Counties
Services

Community Mental Health
Services Block Grant

Central Counties Services annually receives $456,532
($338,520 for adult mental health services and $118,012
for child mental health services) of Mental Health Block
Grant funds dollars and is used for general services for
both groups. No 1115 Waiver projects supplant how these
funds are currently used by our Center.

Center for Life
Resources

Community Mental Health
services block grant

We received mental health services block grant which we
use for general mental health services. 1115 Waiver funds
will not be used for these services, nor will block grant
funds be used for waiver programs.

Center for Life
Resources

Substance Abuse Prevention
and Treatment Block Grant

We receive block grants for Co-Occurring Psychiatric and
Substance Abuse Disorders Services, Treatment Adult
Services and Treatment Youth Services, which we use for
general substance abuse services. 1115 Waiver funds will
not be used for these services, nor will block grant funds be
used for waiver programs.

Hill Country MHDD

Community Mental Health
Services Block Grant

Hill Country, through Texas Department of State Health
Services (DSHS) performance contract, receives a portion
of the funds as Community Mental Health Services Block
Grant which is utilized for services for individuals with
Major Depression, Bipolar Disorder, and Schizophrenia.

Hill Country MHDD

Substance Abuse Prevention
and Treatment Block Grant

Hill Country, through DSHS, receives a portion of funds for
Substance Use Disorder Outpatient services in Kerr and
Gillespie Counties.

Little River Healthcare is attesting to meaningful use this
month; we are attesting to Stage one meaningful use and

Little River EHR incentive payments should be funded by January 2013. The EHR will be used to

Healthcare document services performed by provider, however,
waiver 1115 funding will not be used for implementing and
maintaining the EHR software.

Scott & White Accountable Care Apolication submitted but not vet roved

Llano Organizations (ACOs) pplication submitted but not yet approved.
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Table 3-8. U.S. DEPARTMENT OF HEALTH & HUMAN SERVICES (DHHS) FUNDED INITIATIVES

Memorial Hospital

Organizations (ACOs)

Entity DHHS Funded Initiative Brief Project Description
[Clinic-based programs] Participating as a member site of
. High Value Healthcare Collaborative (HVHC) on a)
. Health Care Innovation L . . .
Scott & White initiatives to improve patient engagement for diabetes and
Awards . . .

Llano Congestive Heart Failure management and b) improve
shared decision making for preference sensitive surgical
procedures.

. A table C — .
Scott & White ccountable Lare Application submitted but not yet approved.

Scott & White
Memorial Hospital

Health Care Innovation
Awards

[Clinic-based programs] Participating as a member site of
High Value Healthcare Collaborative (HVHC) on a)
initiatives to improve patient engagement for diabetes and
Congestive Heart Failure management and b) improve
shared decision making for preference sensitive surgical
procedures.

Seton Highland
Lakes Hospital

Pioneer ACO Model

Indirect affiliation via common parent company

Seton Highland
Lakes Hospital

Bundled Payments for Care
Improvement

Indirect affiliation via common parent company

Seton Highland
Lakes Hospital

Partnership for Patients

Indirect benefit via common parent company

Seton Highland
Lakes Hospital

EHR incentive payments

Current participant in hospital incentive program.
Indirect affiliation in physician incentive program via
common parent company.

St. David’s Round
Rock Medical
Center

EHR Incentive Payments

Facilities have adopted EHRs, have met Meaningful Use
Stage 1 requirements, and have been paid for Stage 1, Year
1 of the incentive program.

Williamson County
& Cities Health
Department

Maternal and child health
grants

Subcontract for the provision of Title V Child Health
Services that include screening and eligibility
determination, direct clinical and/or dental services,
laboratory services and appropriate referrals as necessary.
Grant amount of $81,147. This grant only covers
approximately 125 individuals. Waiver funding will be used
to expand services to a larger population.

Williamson County
& Cities Health
Department

Women, Infants and Children
(WIC)

Funding to conduct WIC activities in Williamson County.

Projected Changes during Waiver Period

RHP 8 is expected to continue growing in the coming years. The population of this region as
reported in the 2010 Census is 860,803 and is expected to grow to 924,214 by 2020 (Texas
Workforce Commission, 2010). This kind of population growth can be positive economically,
but can also add to the burden carried by health service providers such as hospitals, clinics,
local mental health authorities, and local health departments—especially when the current
infrastructure is not sufficient to meet the current need. In August 2012, a preliminary
agreement was made for a new acute care clinic to be built in Round Rock. The increase in
demand for these and other health care services will likely result in increased healthcare
facilities in the region. In addition, the growing retiree/older adult population and soldiers
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returning home from foreign wars will each put unique physical and behavioral health demands
on the healthcare system in RHP 8 (especially Bell County) over the course of the waiver.

RHP 8 will also be affected by political changes during the waiver period. Elected and
appointed officials may change at the local, state, and national levels. The outcome of the 2012
presidential election may determine the path of the Patient Protection and Affordable Care Act
(ACA), which will create a pool of newly insured Americans eligible for healthcare services in
2014. To date, the State of Texas has resisted expanding Medicaid as well as establishing the
state health insurance exchanges specified in the ACA. The presidential election and the
upcoming Texas legislative session will provide the direction we can anticipate for the region.
The outcomes will influence insurance coverage and access to care for residents of RHP 8.

The ACA and other economic drivers have caused many of the smaller, rural hospitals in Texas
to be bought or merged with larger hospitals. Frequently, this has been the expansion of
hospital systems into less metropolitan areas. This expansion creates stability for basic health
care in those areas; however, specialty care is still limited. In addition, the most remote and
sparse areas are still not adequately covered. Given that many of residents of these more rural
counties are over the age of 65 (see “Demographics”), routine care for chronic conditions is
needed. This population also has a need for timely and accessible specialty care.

Last but not least, the RHP 8 could be affected by a new medical school that is proposed to be
built in RHP 7. The timing and scale of the project is at this point unclear; however, a new
medical facility would certainly attract additional research and medical professionals.
Depending on whether these professionals are drawn more from other institutions in the
nation or move within the state will determine the significance of the change. For additional
information, please refer to Addendum 1D.

Key Health Challenges

Much like the United States and the State of Texas, there are health challenges present in RHP
8 that can only be addressed successfully through broad system transformation and
collaboration among healthcare providers and organizations. The challenges outlined for this
region are closely related with the proposed DSRIP projects as well as the interests of RHP 8
hospitals, local mental health authorities, local health departments, and other stakeholders.

Poor access to primary care

As seen earlier in this section, there are fewer providers located in the more rural counties of
RHP 8, particularly in Blanco, Mills and San Saba Counties. Except for nurses, these three
counties have seven or fewer of all other healthcare professionals represented in Table 3-4.
Expanding primary and specialty care services is an essential component of transforming and
integrating the healthcare system in RHP 8.

Transportation is a common barrier to accessing care in RHP 8 that spans across all key health
challenges. There is difficulty in supporting services in areas with low population density.
However, RHP 8 is growing tremendously in population and needs such that healthcare
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infrastructure and capacity will not be able to keep up without adequate programs and projects
to expand in these areas. In many cases, successful outcomes are directly related to the
amount of time required to access health care. Long distances between health care providers,
much less specialty care, can inhibit positive outcomes.

In many cases, providers are just not available in some areas. In other cases, when they are
available, they are not accessible due to clinic hours, scheduling processes, or full panels. In
addition to the health provider shortage in several RHP 8 counties, access to care is also
influenced by health coverage; as has been illustrated in this section, a significant proportion of
RHP 8 residents are uninsured (see Table 3-3). A small number of these individuals in each
county qualify for the county indigent healthcare program. Medically indigent is defined as
county residents that are at or below 21% of the federal poverty limit (FPL). These residents
use disproportionate amounts of resources from their local health care and social services
providers and often lack access to care coordination and a medical home. In RHP 8, there is a
need for additional support services such as patient education and transportation services to
assist these residents in navigating the healthcare system and seeking care before there is an
emergency. These types of services for indigent populations will allow for improved overall
efficiency of healthcare services delivered in RHP 8.

Other service needs in RHP 8 within the primary care spectrum are preventive services,
including routine preventive screenings and treatment related to women’s health and
reproductive health. Bell County is repeatedly among the highest Chlamydia and Gonorrhea
rates in the state with each of these disease rates being approximately three times the rate in
Texas in 2011%.

o Gonorrhea —362.4/100,000 (Texas = 117.8/100,000)

o Chlamydia —1,325.7/100,000 (Texas = 473.0/100,000)

Bell County also reports over 586 clients were seen in STD clinics in 2011 and 618 in 2010.
According to the CDC, the reported number of cases is often significantly lower than the actual
number of cases because many infected people are often unaware of or do not seek treatment
for their infections. In many clinical settings, routine testing is not practiced. Undetected and
untreated sexually transmitted infections can result in health issues such as poor pregnancy
outcomes, ectopic pregnancy, neonatal infections, and sterility.

Poor access to behavioral/mental health services

Although RHP 8 is served by four local mental health authorities, the behavioral health needs of
the region exceed the capacity of these organizations to provide adequate care to many who
may need services. This is not uncommon as mental and behavioral resources and services are
often overburdened and lack the resources necessary to meet the needs. Persons experiencing
symptoms of a mental health illness often are transported to Emergency Departments and then
to psychiatric facilities or jail. Crisis stabilization and respite services would provide an
opportunity for patients to received needed services in more appropriate settings, and allow
law enforcement officers and emergency department personnel to focus on regular duties.
Adults who have not been able to avoid psychiatric hospitalization or incarceration often need

!> Texas Department of State Health Services — Texas STD Surveillance Report (2011)
http://www.dshs.state.tx.us/hivstd/reports/
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skills training on managing stress, medications, and daily life successfully. This may also include
a transportation component to enable patients to see their healthcare providers or education
on how to utilize the public transportation systems available in the area. Because
transportation is often a huge issue in rural counties, telepsychiatry programs could be a useful
resource in RHP 8 to overcome this barrier. In some cases, care coordination and integration of
support services is essential in assisting individuals in managing their chronic or persistent
mental illnesses.

Lack of coordinated care, especially for those with multiple needs

Chronic diseases are an acknowledged health challenge in RHP 8, much like the rest of the state
and country. Many counties in the region had rates of chronic disease deaths that were similar
or higher when compared to the rates for the State as a whole. As seen in Table 3-6, chronic
diseases account for many preventable hospitalizations that use a considerable amount of time
and resources that should be spent on other hospital functions. The effects of chronic diseases
can be controlled, reduced, or eliminated by programs that encourage people to make
healthier lifestyle choices and offer appropriate chronic disease management resources.

As these issues of poor access to services and uncoordinated care compound each other, the
end result for RHP 8 is growing health disparities, particularly among those who are lower
income, live in more rural areas of the region, have mental health issues or intellectual
disabilities, or have multiple needs. This drives up health care costs by increasing inappropriate
use of the emergency department and potentially preventable hospital admissions.

In 2010, there were 318,220 visits to Emergency Departments across RHP 8.2 Non-trauma
emergency room visits are one of the most costly ways to access the healthcare system and are
often avoidable when residents have access to education about healthy living, adequate
primary care, and prevention resources. Individuals with intellectual and developmental
disabilities (IDD) often disproportionately use the emergency room to access care and may be
in need of other wrap-around behavioral health and crisis intervention services. Appropriate
identification of these individuals and tailoring services according to their needs will help to
eliminate some of the burden on Emergency Departments.

In addition to inappropriate ED use, many conditions that could be managed through adequate
primary care go untreated, resulting in avoidable hospitalization, costing RHP 8 upwards of
$738,375,609 in the five-year period between 2005 and 2010 (See Table 3-6). A strengthened
health care delivery system with improved access and coordination of a broad range of services
would truly be transformative for the health outcomes and quality of life for residents in RHP 8.

Summary of Key Community Needs

Based on the broad themes of need presented in the Community Needs Assessment, we have
organized our Community Needs table into themes with specific needs identified within each
theme. Below is a table representing the community needs identified for RHP 8 that will be
addressed in the five-year waiver plan. More detailed information for RHP 8 is available in
Addendum 1E with links to additional data in Addendum 1.
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Table 3-9. SUMMARY OF COMMUNITY NEEDS

Identification

Brief Description of Community
Needs Addressed through RHP

Data Source for Identified Need

Number Plans
CN.1 Limited access to primary care
CN.1.1 Limited access to the primary care | .\ 3 4 _pup 8 provider Data
within Milam County.
Table 3-1 — RHP 8 Population Data
Williamson Burnet County Opportunities 2011 Community
Limited access to primary care for Needs Assessment: .
- . http://www.wbco.net/pdf/2011%20Community%20Needs%
CN.1.2 Williamson County residents 20Assessment.pdf
under 200% FPL. )
ICare 2.0 (2011 Vulnerable Population Report) http://icc-
centex.org/wp-content/uploads/2012/07/Vulnerable-
Populations-2011 final.pdf
Table 3-3 — RHP 8 Insurance Coverage
Williamson Burnet County Opportunities 2011 Community
Needs Assessment:
http://www.wbco.net/pdf/2011%20Community%20Needs%
o . 20Assessment.pdf
Limited access to primary care for
CN.1.3 rural and u_nmsured Williamson Central Texas Sustainability Indicators Project- 2009 Data
County residents.
Report:
http://www.centex-indicators.org/annual rept/ar2009.pdf
ICare 2.0 (2011 Vulnerable Population Report) http://icc-
centex.org/wp-content/uploads/2012/07/Vulnerable-
Populations-2011 final.pdf
Table 3-3 — RHP 8 Insurance Coverage
Williamson Burnet County Opportunities 2011 Community
Limited access to primary health Needs Assessment:
CN.1.4 care for indigent and uninsured http://www.wbco.net/pdf/2011%20Community%20Needs%
populations in Burnet County. 20Assessment.pdf
Central Texas Sustainability Indicators Project- 2009 Data
Report:
http://www.centex-indicators.org/annual rept/ar2009.pdf
Limited access to emergent care
and limited awareness of which
levels of care are appropriate for 2010 Cooperative DSHS/AHA/THA Annual Survey of
CN.1.5 different health needs places Hospitals & Hospital Tracking Database
undue burden on the Emergency http://www.hhsc.state.tx.us/1115-docs/10ER-reportx.pdf
Department and Emergency
Medical System in Llano County.
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Table 3-9. SUMMARY OF COMMUNITY NEEDS

Identification Brief Description of Community
Needs Addressed through RHP Data Source for Identified Need
Number
Plans
Williamson Burnet County Opportunities 2011 Community
Needs Assessment:
http://www.wbco.net/pdf/2011%20Community%20Needs%
. . 20Assessment.pdf
Limited access to primary care for
CN.1.6 preventive serV|c'es with same day Central Texas Sustainability Indicators Project- 2009 Data
or next day appointments and Report:
extended hours. http://www.centex-indicators.org/annual rept/ar2009.pdf
County Health Rankings (2010)
www.countyhealthrankings.org
Texas Department of State Health Services — Health Facts
Profiles (2009) http://www.dshs.state.tx.us/chs/cfs/Texas-
Health-Facts-Profiles/
L . FY 2010 Texas Medicaid Managed Care STAR Quality of
Limited access to preventive
interventions for women of child Care Report:
. o . http://www.hhsc.state.tx.us/reports/2012/Care-Report-
CN.1.7 bearing age and individuals with
. . . STAR-FY2010.pdf
diagnosed chronic disease in
Williamson County. County Health Rankings (2010)
www.countyhealthrankings.org
Community Health Profile of Williamson County Precincts
(2011) http://www.wcchd.org/statistics and reports/
Breast Cancer in Texas: A Closer Look:
http://www.cprit.state.tx.us/images/uploads/report_breast
c _a closer look.pdf
Limited access to preventive care Cervical Cancer in Texas 2010:
CN.1.8 (cancer screenings) in Milam http://www.cprit.state.tx.us/images/uploads/cervical cance
County. r in texas tcr 2010 low.pdf
Colorectal Cancer in Texas 2010:
http://www.cprit.state.tx.us/images/uploads/colorectal ca
ncer_in texas tcr 2010 low.pdf
Increase access to testing and Texas Department of State Health Services — Health Facts
CN.1.9 treatment sexually transmitted Profiles (2009) http://www.dshs.state.tx.us/chs/cfs/Texas-
disease (STD) in Bell County. Health-Facts-Profiles/
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Table 3-9. SUMMARY OF COMMUNITY NEEDS

Identification

Brief Description of Community
Needs Addressed through RHP

Data Source for Identified Need

Number
Plans

Texas Department of State Health Services — Health Facts
Profiles (2009) http://www.dshs.state.tx.us/chs/cfs/Texas-
Health-Facts-Profiles/
FY 2010 Texas Medicaid Managed Care STAR Quality of
Care Report:
http://www.hhsc.state.tx.us/reports/2012/Care-Report-

Increase STD testing of females STAR-FY2010.pdf

CN.1.10 aged 14-45 to reduce potential
o complications of untreated STDs Texas 2011 STD Surveillance Report:

(i.e. Pelvic inflammatory disease). http://www.dshs.state.tx.us/Layouts/ContentPage.aspx?Pag
elD=34561&id=4962&terms=Texas+2011+STD+Surveillance
+Report
Central Texas Sustainability Indicators Project- 2009 Data
Report:
http://www.centex-
indicators.org/annual _rept/ar2009.pdf

CN.2 Limited access to mental health/behavioral health services
Table 3-3 — RHP 8 Insurance Coverage
US Department of Health and Human Services: Health
Resources Services Administration Shortage Areas
http://datawarehouse.hrsa.gov/hpsadetail.aspx
US Census Bureau: 2009 Small Area Health Insurance
Estimates
http://www.census.gov/did/www/sahie/ and

- . http://www.census.gov/did/www/sahie/data/index.html

Limited access to behavioral

health serwces.to rural, poor a.nd Williamson Burnet County Opportunities 2011 Community

under & un-uninsured populations

CN.2.1 (meds, case management Needs Assessment:
- . o http://www.wbco.net/pdf/2011%20Community%20Needs%
counseling, diagnoses) in
- 20Assessment.pdf

Williamson County.

FY 2010 Texas Medicaid Managed Care STAR Quality of
Care Report:
http://www.hhsc.state.tx.us/reports/2012/Care-Report-
STAR-FY2010.pdf
Central Texas Sustainability Indicators Project- 2009 Data
Report:
http://www.centex-
indicators.org/annual rept/ar2009.pdf
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Table 3-9. SUMMARY OF COMMUNITY NEEDS

Identification Brief Description of Community
Needs Addressed through RHP Data Source for Identified Need
Number
Plans
Williamson Burnet County Opportunities 2011 Community
Needs Assessment:
Limited access for serious mentally ggt:s.ﬁ/e\;vsvr\]/qv;\]/:bpcdof.net/pdf/2011%20Commumtv%ZONeeds%
CN.2.2 ill adults to crisis services in *
Williamson County Central Texas Sustainability Indicators Project- 2009 Data
Report:
http://www.centex-indicators.org/annual rept/ar2009.pdf
Williamson Burnet County Opportunities 2011 Community
Needs Assessment:
http://www.wbco.net/pdf/2011%20Community%20Needs%
20Assessment.pdf
Limited acce.ss for yputh with FY 2010 Texas Medicaid Managed Care STAR Quality of
severe emotional disturbances to
CN.2.3 behavioral health community crisis Care Report:
services in Williamson and Burnet http://www.hhsc.state.tx.us/reports/2012/Care-Report-
. STAR-FY2010.pdf
Counties.
Central Texas Sustainability Indicators Project- 2009 Data
Report:
http://www.centex-
indicators.org/annual rept/ar2009.pdf
Williamson Burnet County Opportunities 2011 Community
Needs Assessment:
. . http://www.wbco.net/pdf/2011%20Community%20Needs%
Limited access for serious mentally 20Assessment.pdf
CN.2.4 ill adults to crisis services in Burnet :
County. T . .
Central Texas Sustainability Indicators Project- 2009 Data
Report:
http://www.centex-indicators.org/annual rept/ar2009.pdf
Limited access to behavioral
health services, prnmgnly Williamson Burnet County Opportunities 2011 Community
substance abuse services for
adults and youth who are poor Needs Assessment: .
CN.2.5 . http://www.wbco.net/pdf/2011%20Community%20Needs%
and under & un-uninsured
. . . 20Assessment.pdf
populations in need of outpatient
and intensive outpatient care in
Burnet and Williamson Counties.
Limited access to behavioral
CN.2.6 health services for rural HRSA Health Professional Shortage Areas
- populations in Mills and San Saba http://hpsafind.hrsa.gov/HPSASearch.aspx
counties.
Lack of school-based behavioral
CN.2.7 health services in the Temple ISD. See Addendum 1F
Lack of access for adult behavioral See Addendum 1G
CN.2.8 :;T;tmh g?)rjnltr;e?”' Lampasas and HRSA Health Professional Shortage Areas
http://hpsafind.hrsa.gov/HPSASearch.aspx

RHP 8 Plan

49




Table 3-9. SUMMARY OF COMMUNITY NEEDS

Identification

Brief Description of Community
Needs Addressed through RHP

Data Source for Identified Need

Number
umbe Plans
See Addendum 1K
County Health Rankings (2010)
. . www.countyhealthrankings.org
Lack of social support services for
high intellectual functioni
CN.2.9 '8 . ntefiectua ur'1c loning . State of Texas Dept. of Aging and Disability Services Study
Autism & Asperger's population . e . .
. on the Costs and Benefits of Initiating a Pilot Project to
(18 years & older) in Bell County. . . . . .
Provide Services to Adults with Autism Spectrum Disorders
and Related Disabilities (2010) p.63
http://www.dads.state.tx.us/autism/publications/HB1574Re
port.pdf
Limited access for serious mentally
CN.2.10 ill adults to crisis services in Bell, See Addendum 1G
Lampasas and Milam Counties.
Improve behavioral health service
CN.2.11 access and capacity in Bell, See Addendum 1G
Lampasas, and Milam Counties
Williamson Burnet County Opportunities 2011 Community
Limited access in Williamson Needs Assessment:
. http://www.wbco.net/pdf/2011%20Community%20Needs%
County to behavioral health
. . . 20Assessment.pdf
CN.2.12 services for adults with serious
- talill h
men .a' I r.1esses W . © arg Central Texas Sustainability Indicators Project- 2009 Data
transitioning from inpatient care Report:
and crises into community living. htt’:)://\;\/ww.centex—
indicators.org/annual rept/ar2009.pdf
Limited to adult behavioral
CN.2.13 hlgllti s::\fiisess i(:] ?/\/ilrnan?soanwora HRSA Health Professional Shortage Areas
- http://hpsafind.hrsa.gov/HPSASearch.aspx
County.
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Table 3-9. SUMMARY OF COMMUNITY NEEDS

Identification

Brief Description of Community
Needs Addressed through RHP

Data Source for Identified Need

Number Plans
See Addendum 1K
Williamson Burnet County Opportunities 2011 Community
Needs Assessment:
http://www.wbco.net/pdf/2011%20Community%20Needs%
20Assessment.pdf
FY 2010 Texas Medicaid Managed Care STAR Quality of
Care Report:
http://www.hhsc.state.tx.us/reports/2012/Care-Report-
Limited access to behavioral STAR-FY2010.pdf
health services and disparities in
access to care and health Central Texas Sustainability Indicators Project - 2009 Data
CN.2.14 outcomes for adults and youth Report:
who are intellectually and http://www.centex-
developmentally disabled in indicators.org/annual rept/ar2009.pdf
Williamson County.
ICare 2.0 (2011 Vulnerable Population Report) http://icc-
centex.org/wp-content/uploads/2012/07/Vulnerable-
Populations-2011 final.pdf
State of Texas Dept. of Aging and Disability Services Study
on the Costs and Benefits of Initiating a Pilot Project to
Provide Services to Adults with Autism Spectrum Disorders
and Related Disabilities (2010) p.63
http://www.dads.state.tx.us/autism/publications/HB1574Re
port.pdf
See Addendum 1)
Capital Area Council on Governments - Statistical Overview
Lo . of Criminal Justice Relative Activities
Limited accgss to behavioral http://www.capcog.org/documents/criminal_justice/FY 20
health services for adults and - - -
. . 11 Statistical Overview Williamson.pdf
CN.2.15 youth in Williamson and Burnet
Counties who are involved in the L. . . -
adult and youth justice system. Texas.Crlmln.aI Justice Coalition - Williamson County
Juvenile Justice Data Sheet
http://tcjc.redglue.com/sites/default/files/youth county da
ta_sheets/Williamson%20County%20Data%20Sheet%20(Se
p%202012).pdf
Lack of behavioral health Table 3-4 — RHP 8 Provider Data
CN.2.16 (r:;c;fnet?z:nals in Llano and Blanco HRSA Health Professional Shortage Areas
http://hpsafind.hrsa.gov/HPSASearch.aspx
. See Addenda 1H & 11
Lack of community support
CN.2.17 :ig";eef;;;i‘:r;‘;”nst;"l":;:aere Bell County Health Assessment (2010) - p.142
. . http://www.co.bell.tx.us/2010%20Needs%20Assessment.pd
diagnoses in Bell County. f
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Table 3-9. SUMMARY OF COMMUNITY NEEDS

Identification

Brief Description of Community
Needs Addressed through RHP

Data Source for Identified Need

individuals in Llano and Blanco
counties.

Number Plans
Limited access to behavioral
health crisis services and delayed .
CN.2.18 responses to early signs of HRSA Health Professional Shortage Areas
. ) ) http://hpsafind.hrsa.gov/HPSASearch.aspx
behavioral health issues in Llano
County.
Limited access to behavioral
CN.2.19 health services for individuals who | HRSA Health Professional Shortage Areas
have suffered trauma in Blanco http://hpsafind.hrsa.gov/HPSASearch.aspx
and Llano counties.
Limited access to behavioral
CN.2.20 E::E;j;;;:te;:?;?:;!:;aIs with HRSA Health Professional Shortage Areas
. . http://hpsafind.hrsa.gov/HPSASearch.aspx
substance use disorders in Blanco
and Llano counties.
CN.2.21 Eg‘ﬁidsaei\c/it:?orBT/:::rZ;aSI in HRSA Health Professional Shortage Areas
. http://hpsafind.hrsa.gov/HPSASearch.aspx
Blanco and Llano counties.
Limited access to whole health
CN.2.22 peer behavioral health services for | HRSA Health Professional Shortage Areas

http://hpsafind.hrsa.gov/HPSASearch.aspx

CN.3 Lack of coordinated care for those with multiple needs

Limited coordinated care exists in
Bell County for disparity groups
having co-occurring behavior

See Addendum 1G

populations in Bell County leads to
potentially avoidable ED and
hospital utilization.

CN.3.1 health needs and chronic physical | Bell County Health Assessment (2010) — p.118-119
conditions resulting from http://www.co.bell.tx.us/2010%20Needs%20Assessment.pd
prolonged use of psychotropic f
medications.
Limited coordinated care exists in
Bell County for disparity groups Texas Department of State Health Services — Health Facts
CN.3.2 having co-occurring behavioral Profiles (2009) http://www.dshs.state.tx.us/chs/cfs/Texas-
health needs and sexually Health-Facts-Profiles/
transmitted diseases.
Inconsistency in data collection Williamson County Epidemiology Report (2011)
CN.3.3 which identifies health disparities http://www.wcchd.org/statistics and reports/docs/2011 E
and populations at risk. pidemiology Report.pdf
Fragmented system in navigating
access to appropriate level of care | Community Health Profile of Williamson County Precincts
CN.34 R - .
for uninsured Williamson County (2011) http://www.wcchd.org/statistics and reports/
residents.
Discontinuity of care and limited
awareness of available resources Table 3-4 — RHP 8 Provider Data
and services among indigent,
CN.3.5 uninsured and Medicaid Bell County Health Assessment (2010) — p.77-79

http://www.co.bell.tx.us/2010%20Needs%20Assessment.pd
f
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Section IV. Stakeholder Engagement

RHP Participants Engagement

RHP 8 has engendered broad stakeholder engagement from the beginning of the process
through the rapid dissemination of information, use of a variety of media for communication,
and through public meetings. As new information became available from HHSC, the anchor
team focused on interpreting those materials and putting accessible, meaningful information in
the hands of stakeholders in our region as quickly as possible—typically the same day or the
following day. To reach as many people as possible, RHP 8 established a website in May 2012,
http://www.tamhsc.edu/1115-waiver/rhp8.html, that is updated frequently, sometimes daily,
with new information, as well as a master email list consisting of anyone who has indicated an
interest in receiving RHP updates (whether participating or not). The first list consisted of
contact information compiled for every eligible IGT entity and performing provider in the
region, and additional representatives and stakeholders were added from there. Finally,
throughout the process, RHP 8 has met in public meetings (face-to-face, conference calls and
webinars), that were posted on the website in advance and information disseminated through
the listserv; when appropriate, these meetings were also posted by public entities participating
(i.e., counties) in the waiver.

RHP 8 Organization

During the formation of RHPs, RHP 8 was originally formed as a very large region, drawn at first
as up to 30 counties covering much of rural Central Texas. Early conversations split the region
into 8 East and 8 West, dividing the 16 western counties from those surrounding the Brazos
Valley, which ultimately became RHP 17. The remaining 16 counties that then comprised RHP 8
struggled to find consensus regarding their anchor institution. Several RHP 8 meetings were
held with all 16 counties early on, and then the meetings were put on hold until the region and
HHSC resolved the anchor issue in early June. Ultimately, RHP 8 and RHP 16 were formed,
splitting the 16-county region into 9 and 7 counties respectively.

As stated in the Roles and Responsibilities Document released by HHSC, it is the role of the
Anchor to serve as a point of contact for the RHP with HHSC, facilitate RHP meetings and
communicate the purpose and function of the RHP to regional stakeholders. This includes
providing opportunities for public engagement as part of development of RHP plan and prior to
submission of final plan. In addition to coordinating activities and developing partnerships
across the region, the anchor also is tasked with providing technical assistance to participating
entities.

RHP 8 Approach to Stakeholder Engagement

Clear communication throughout the RHP is essential to ensuring broad participation and
developing partnerships for regional system transformation. RHP 8 used a multi-pronged
approach to communication knowing that our region was rather large and the Anchor was not
centrally located. This approach included formal meetings, informal meetings, webinars,
conference calls, listserv, individual emails and a routinely updated website. Formal meetings
took place where potential IGT entities and providers met at the Anchor’s location. In many
other instances, the Anchor would travel to another county to meet with their interested
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parties. Table 4-1 at the end of this section provides a summary of formal meetings
coordinated in RHP 8 to communicate changes to waiver requirements, answer questions, and
provide helpful materials to eligible and participating entities. TAMHSC created an email
distribution list early in the RHP development process in order to communicate broadly with
the region. All meeting attendees were added to the distribution list as well as any regional
stakeholder who requested to be included. TAMHSC used the email distribution list, webinars,
and the website, to ensure all who wanted to be informed of waiver changes and compromises
would be. Communication with the RHP is ongoing via email, phone, and the RHP 8 website.

As projects were formed and HHSC guidelines became formalized, individualized
communication with each performing provider or IGT entity proved more efficient than large
meetings with the entire RHP. Additional meeting information is located in Addendum 2A.

Engagement During the Planning Processes

Once the counties included in RHP 8 were finalized, a dialogue about regional priorities could
begin and performing providers could begin to craft plans that could meet those priorities. In
June 2012, TAMHSC emailed a short form to the RHP to gather this information and to start
talking with performing providers about their project ideas and securing the appropriate IGT.
Upon request, TAMHSC met individually with performing providers in the region to explain the
waiver requirements, talk about DSRIP projects, and discuss the IGT process. On July 9™ the
first list of potential projects was released to the region. This lead to a meeting on July 19",
where performing providers with proposed projects that would cross county lines could talk to
those IGTing entities at one time. These projects were posted to the Anchor website.

As the waiver continued to develop and project areas changed, TAMHSC emailed interested
providers a revised template in late July 2012 to obtain more detail about challenges, expected
outcomes, valuation and overall goals of potential DSRIP projects in the region. These
documents were promptly posted to TAMHSC'’s waiver website so the region would be able to
see other proposed projects that could be an opportunity for collaboration (see Addendum 2B
for an example). This process encouraged the performing providers and IGT entities to
communicate with each other and continue revising DSRIP projects to be as robust as possible,
while continuing to refine their projects remaining within HHSC guidelines put forth in the
Program Funding and Mechanics Protocol and the RHP Planning Protocol. In August, some of
the RHP entities requested webinars to keep apprised of the numerous changes that were
occurring. TAMHSC held several webinars, posting the presentations to the web. The last
formal meeting occurred on September 20, 2012. At this point, the RHP 8 anchor team
provided technical assistance to individual performing providers. We also keep the rest of the
region appraised of the RHP status and timelines through emails and the RHP 8 website.

On December 12", the RHP scheduled a meeting to sign and certify the full RHP 8 Plan, with the
intent to submit the plan to HHSC on December 14",

RHP Engagement Beyond Plan Submission
Once the full RHP 8 plan is submitted, RHP 8 will meet in January with the region to discuss and
plan for DY3 and discuss any general feedback we have received from HHSC. RHP 8 has
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established a plan for the entire RHP to meet at least semi-annually to share information,
review progress, and address any issues that may arise. In addition, the anchor team will
continue to update the website regularly, and will use the email listserv to disseminate
information between meetings. The RHP anticipates DY3 will provide an opportunity to include
new activities, since certain IGT entities and providers elected to wait until DY3 to participate
for a variety of reasons. The anchor will ensure these entities will have an opportunity to
participate in DY3 planning. At the direction of the region, the anchor will organize additional
planning meetings specific to the DY3 plan in addition to the regular communication of the RHP.
Less formal means of technical assistance is available daily to waiver stakeholders and
participants in RHP 8 via phone or email.

Public Engagement

Prior to the creation of the official RHP 8, Williamson County spearheaded the effort to
promote education of waiver and show both IGT entities and providers the value of the waiver.
After RHP 8 was officially formed and the anchor named, TAMHSC began providing the RHP
with an overview of the waiver, a review of community health status and needs data, and a
forum to determine community priorities related to the selection of DSRIP projects. Most of
these meetings were formally posted at the respective county courthouse, and the meeting
schedule was forwarded via the RHP listserv to all RHP participants. These meetings were
attended by local elected officials, health care providers, community organizations, supportive
health and social services organizations, and other key community leaders. In these meetings,
the anchor team reviewed assessment data from recent community health assessments as well
as other secondary data that was gathered from the U.S. Census Bureau, the Department of
State Health Services, the Robert Wood Johnson Foundation County Health Rankings, and other
sources, as posted on the RHP 8 website, http://www.tamhsc.edu/1115-waiver/rhp8.html.
Then, the anchor team had the region determine priority project areas. On a fairly expedited
schedule, the priority ranking of needs were released to the region and providers were
encouraged to create summary projects they could share with interested IGT entities. All
meeting materials were posted to the RHP 8 website. All meeting attendees were notified of
the RHP listserv and the opportunity to be added the listserv in order to receive meeting
notices as well as updates on RHP 8 and state waiver activities. Additionally, the RHP website
link was posted on all planning agendas and announced during each community meeting as a
timely informational resource for community members.

All subsequent meetings of the RHP were posted prior to each meeting with related meeting
materials posted to the website immediately following each meeting. Each RHP meeting was
open to the public to attend, being held in Round Rock or various County facilities. In addition,
several webinars were conducted to allow the region to participate without traveling and
attendance records can be found in Addendum 2C. All meeting materials, contact information,
critical HHSC documents, summaries of HHSC documents, timelines, pieces of the RHP 8 Plan,
and ultimately the full RHP 8 Plan have been published in a timely manner to the RHP 8 website
(http://www.tamhsc.edu/1115-waiver/rhp8.html). This website link is included in our email
signatures as well as other materials distributed to the region during meetings. TAMHSC emails
general information to anyone in the RHP that has indicated a desire to receive these
communications. Specific information is targeted to the audience it most suits.
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When requested, representatives from TAMHSC attended public Commissioners’ Court and
Hospital District Board Meetings to answer questions, provide feedback, give updates, and
provide information regarding how the waiver works and the positive effects it could have in
their county. These sessions were posted on Commissioners’ Court agendas and on the web
and thus, open to the public. Beginning August 7, 2012 in Williamson County, a standing
weekly agenda item was publicly posted to allow for any discussion necessary about the 1115
Waiver. In addition, TAMHSC contacted all the County Judges in RHP 8 to inform them of the
waiver and to offer additional information, should it be desired.

During the course of the waiver process, a short article was printed in the 2012-2013
Community Health Impact Report Healthcare Directory on page 7 which provided a brief
summary on waiver activities at the time and informed the community of Williamson County’s
intent to participate in the program (Addendum 2D).

Public Comment on RHP Plan

Once Pass 1 of the RHP Plan was drafted, it was posted for public comment between November
8 and November 14, 2012. To ensure broad notification of the availability of the plan for public
comment, several counties posted a notice through their existing mechanisms (i.e., website and
paper posting at the courthouse). Other entities were given a copy of the posting in case they
also had public notice mechanisms they regularly used, and the anchor issued a media advisory
in case any local media outlets wanted to pick up the story, as several had provided coverage
during the planning process. The notices of availability of the plan for public comment were
issued as press releases (Addendum 2E) and also posted on TAMHSC's public website for RHP 8
as well as several county websites (Addendum 2F) indicated the URL where the plan could be
found, as well as how to submit public comments. A public comment form was also posted on
the website and could be submitted electronically or by mail. Because of the size of the
document, it was primarily available electronically on the RHP 8 website for review but could be
requested in hard copy if needed. Only one public comment form was submitted to RHP 8 for
the Pass 1 version of the RHP Plan. The commenter requested the addition of several
sentences to Section lll, the Community Needs Assessment. Although HHSC had previously said
this section would be final once submitted on October 31, 2012, the changes elaborated on the
uninsured population and the ratio of providers to residents in Williamson County. HHSC
approved the change (see Addendum 2G for both the public comment and the approval). This
new text was included in the November 16, 2012 submission of Pass 1. This form was used for
both public comment periods.

Since RHP 8 elected to submit Pass 1 and Pass 2 separately, the final plan including Pass 2
projects was reposted for public comment from December 3-7, 2012. The final plan followed a
public comment process similar to the one described for the November 16, 2012 submission.
No public comment forms were received on the final draft of the RHP Plan.

TAMHSC also sought to engage the County Medical Societies in the waiver and RHP 8 and sent
informational letters to each society in RHP 8. TAMHSC followed up with a request for support
of the waiver by the societies. Copies of these communications and the letter of support are
included in Addenda 2H-2J.
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Summary of RHP 8 Regional and Public 1115 Waiver Communication

Date Description of Meeting/Communication with RHP 8 Type

2/16/12 | Waiver Webinar Public

2/23/12 | Waiver Webinar Public

3/12/12 Comm!ss!oner to BL'Jrnet Couhty Courthouse for Burnet County Public
Commissioners Waiver Working Group meeting

3/20/12 | Waco public meeting Public

4/18/12 | Public meeting in Belton Public

4/20/12 | Region 8 conference call Public

5/23/12 | HHSC Webinar Public

6/05/12 Pro.posed Process and Timeline for Plan Submission emailed to the RHP
region

6/12/12 Potential Beglon 8 IGT er\tltl.es and stakeholders submit requested RHP
DSRIP Project Area priority list to TAMHSC

6/14/12 TAMHSC hosts meeting for Region 8 to discuss process for DSRIP RHP
projects
TAMHSC meets with Williamson County Commissioners Court to .

6/26/12 Publ

/26/ provide an update on 1115 Waiver activities ublic

7/02/12 BeI.I County holds workshop session for update and discussion of the Public
waiver

7/09/12 Preliminary DSRIP proposals shared with region via email and Public

publicly via TAMHSC RHP 8 website
7/12/12 | Little River Healthcare Meeting RHP
Proposal Review Meeting for Proposed Projects Covering Multiple

7/19/12 RHP
119/ Counties in Region 8 at Williamson County Annex in Round Rock, TX
7/24/12 TAMHSC meets with Bell Cc.)u.n_ty Commissioners Court to provide an Public
update on 1115 Waiver activities
7/26/12 TAMHSC attends a work shop meeting with Williamson County Public

Commissioners Court to answer question on 1115 Waiver activities
8/02/12 | TAMHSC attends Rockdale Hospital District Board Meeting Public
TAMHSC collects second submission of DSRIP project draft

8/03/12 Publi
/03/ proposals with most updated metrics and posted to RHP 8 website ublic
TAMHSC meets with San Saba County Commissioners Court to .
12 Publ
8/06/ provide an update on 1115 Waiver activities ublic
8/15/12 TAMHSC led webinar discussion with RHP 8 regarding waiver RHP
updates
8/20/12 | RHP 8 Meeting with Williamson County providers for waiver update RHP
8/22/12 | TAMHSC led webinar discussion with RHP 8 RHP
9/20/12 R_HP Meeting to discuss waiver updates and changes and revised RHP
timeline
9/20/12- | Conference calls with providers and IGT entities to provide technical RHP

12/11/12 | assistance
12/12/12 | RHP 8 meets to certify the RHP 8 Plan
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Section V. DSRIP Projects

RHP Plan Development

RHP 8 Requirements

RHP 8 is a Tier 4 region, which carries a minimum requirement of four projects from Categories
1 and 2 with at least two from Category 2. The plan includes 17 projects from Category 1 and
20 projects from Category 2; 23 of these projects were selected in Pass 1 and 14 in Pass 2.
Table 2-1 shows all the projects that are included in the Section V of the plan. Addendum 4
describes projects that were considered in the earlier stages of plan and were not included in
the plan. Projects were not included primarily because they did not have IGT and did not meet
the final planning protocol requirements.

Pass 1/ Pass 2

As a smaller region, RHP 8 used a relatively simple process for Pass 1 and Pass 2 project
selection. As mentioned in Section Ill, each IGT entity was provided with the local and regional
assessment data and asked to determine its priorities early in the process. These priorities
were communicated in public meetings, and were summarized and disseminated to eligible
performing providers to inform them what IGT entities would be willing to fund. Based on the
then-current list of project areas and options, the anchor created a form, and the performing
providers were asked to submit 2-page concept proposals for the IGT entities to review. The
anchor compiled the concept proposals and facilitated meetings with the IGT entities and
performing providers to discuss their ideas. This allowed providers and IGT entities to begin to
negotiate. As the planning protocol evolved, so did the projects.

Once the final planning protocol was approved, most of the performing providers and IGT
entities had agreements in place as to what funds were available for which projects; the
amount of DSRIP for the region did not approach the regional DSRIP cap. Based on this, RHP 8
proceeded through Pass 1 focused on meeting the Pass 1 requirements and ensuring that
eligible Pass 1 providers were able to include projects that would enable them to participate in
Pass 2. RHP 8 has only one major safety net hospital and no public hospitals. The process
utilized the performing providers’ Pass 1 workbooks for information to ensure the following:

1)  RHP 8 met the minimum number of projects from Categories 1 and 2;

2)  The major safety net hospital’s DSRIP projects were included in Pass 1;

3)  The private and non-profit hospital providers’ DSRIP projects met the 5 percent allocation
guideline for broad participation;

4)  The local mental health centers were each represented in Pass 1 so that they could
participate in Pass 2; and

5)  The local health departments were represented in Pass 1 so that they could participate in
Pass 2.

In this process, we were able to include everything in Pass 1 except for what the entities with
smaller percent allocations had in excess of those allocations—the community mental health
centers, the local health departments, and the academic health science center. Since the
academic health science center did not have direct care providers in RHP 8 outside of other
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participating performing providers, it elected to give away its allocation so that all of the
community mental health centers and local health departments could be represented in Pass 1
with meaningful size projects and be able to include all of their projects through Pass 2. Pass 2
then consisted of projects that would not fit under the Pass 1 allocations, as well as those from
providers not eligible under Pass 1.

RHP 8 Goals

Based on our community needs assessment (see Section Ill), RHP 8 has developed the
overarching goal to transform the local and regional health care delivery systems to improve
access, efficiency, and effectiveness. We aim to achieve this by reaching four primary goals:

1)

2)

3)

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

Providers in RHP 8 will achieve this goal by expanding the availability and capacity of
primary care in the region, as well as what services are available through primary care
providers. In addition to new primary care sites and expanded clinic hours, providers will be
enhancing urgent medical advice, establishing community paramedicine, targeting
disparities groups with evidence based health promotion, providing disease prevention and
screening, managing chronic care, and increasing behavioral health extended through
telehealth and primary care providers. Many of these new services aim to improve patient
satisfaction, an indicator of quality of care, since patients could be seen sooner and have
more choice. Others aim to reduce potentially preventable admissions and readmissions to
both hospitals and jails and also reduce inappropriate ED use.

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

The expansion of primary care capacity in the region will provide opportunities for residents
to establish a regular source of care. In addition to availability, enhancing the convenient
and urgent medical advice will promote patients’ seeking out a medical home. New patient
navigation programs will help residents who are currently without a regular source of care
to be referred to available and appropriate primary care providers.

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

As mentioned, new patient navigation programs will increase the coordination of services
for residents, including those with mental health needs. Some of these services will be
offered using technology (telehealth, among others), while others are available in a
traditional setting through expanded number of clinics, clinic hours or provider time. As
part of enhancing the services available, evidence based health promotion and disease
prevention will be expanded, particularly for higher risk populations or those groups with
documented disparities in targeted health outcomes. Specific to those with behavioral or
mental health needs, RHP 8 will develop crisis stabilization services for residents in some of
the more rural areas, as well as providing virtual psychiatric consults to participating
primary care providers. RHP 8 also will integrate behavioral health services and services for
individuals with developmental disabilities.
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4) Reduce inappropriate utilization of services.
Given the largely rural nature of RHP 8, inappropriate utilization of services is a critical issue
as many needed services simply are not available locally. All of the activities described
under Goals 1, 2 and 3 above, RHP 8 believes will reduce inappropriate utilization of the
Emergency Department and Emergency Medical Services. The expansion of primary care
availability and accessibility, care coordination through patient navigation, targeted
behavioral health services, providing cancer screening in rural areas, and evidence-based
health promotion/disease prevention targeting high risk and disparities populations all
serve to get people into the right care at the right time. Specific outcomes of interest
include appropriate utilization of the ED, state psychiatric hospitals, and jails and reducing
the ambulatory care sensitive admission rate.

Process for Project Evaluation and Selection

The Program Funding and Mechanics Protocol (PFM) established the requirements for project
selection, requiring that projects address a specific regional need identified in the community
needs assessment (see Section Ill) that is supported by data. The PFM also identified criteria for
RHP and provider participation, including RHP and provider allocations.

In RHP 8, the initial allocations were outlined for the region as a whole, and then Pass 1

allocations were given by the Health and Human Services Commission (HHSC) for each hospital

that had previously participated in the Disproportionate Share Hospital or Upper Payment Limit

programs. The designated percentages of the regional allocation were also calculated for

named categories of providers: academic health science centers, community mental health

centers, and public health departments. Given these allocations, RHP 8 went through the steps

described above in the “Pass 1 / Pass 2” Section:

1)  Prioritization of community need within each community and as a region;

2)  Solicitation of project concepts based on identified priorities and the then-current DSRIP
menu;

3) Presentation of project concepts by providers to Intergovernmental Transfer (IGT)
entities;

4)  Revision of project concepts with the new and final DSRIP Planning Protocol;

5)  Review of proposed projects by anchor entity to highlight any potential issues related to
the fit with the Planning Protocol;

6) Review of the proposed projects by IGT entities to determine fit with local needs and
priorities, as well as the scope and potential impact of each project;

7)  Selection of projects to support by IGT entities; and

8) Negotiation of project specifics and amount of IGT available to support each project.

Once the IGT entities committed support to the projects they selected, the anchor conducted a
cursory review to ensure that the requirements were met, which was subsequently verified
through the provider and anchor workbooks. The final RHP 8 plan includes all proposed projects
that met HHSC requirements, addressed an appropriate community need, and had secured IGT.
No project that met these requirements was excluded from the plan.

Category 4 Exemptions
No performing providers in RHP 8 are exempt from Category 4 reporting.
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U.S. Department of Health & Human Services (DHHS) Funding
RHP 8 providers indicated DHHS funding they received in Table 3.8. In addition, each provider
addressed DHHS funding in their narratives in Section V of this Plan.

Project Valuation

RHP 8 adopted a general five-step approach to guide project valuation across the RHP, with
each provider able to determine the ultimate valuation of each project with its related IGT
entity. Once each provider had determined the content of the project, including tasks,
timelines, milestones, and metrics, it was asked to consider the following steps:

1)

2)

Determine how much the project, including the Category 1 or 2 portion, the Category 3

portion, and where applicable the Category 4 portion, will cost to implement.

It is critical that each provider understands the actual cost to their organization of

implementing a project, to ensure feasibility of implementation, long-term sustainability,

and that the valuation at least covers these costs. When determining the actual

implementation costs, several factors influence variations in costs across seemingly similar

projects, including:

e Size of the organization (existing infrastructure, resources, administrative costs);

e Complexity of the project and project implementation;

e Size and scope of the project;

e Size of the target area (geography) if the project is in multiple locations or including
transportation as a supporting service;

e Size and characteristics of the target population; and

e Resource needs for implementation and long-term sustainability.

The initial estimated project costs were suggested to include all implementation costs,
including personnel, equipment/supplies, travel, training, expert consultants, subcontracts,
and any administrative support costs. This bottom line for the project gives providers a
starting point for valuing their project.

Calculate any cost savings or costs avoided, both short- and long-term.

Substantial variability arises from this step, as each project focuses on different target

outcomes, where the cost-savings or costs avoided may be calculated in a variety of ways.

For each project, providers were encouraged to estimate additional value of the projectin

consideration of the following:

e Collaboration of resources or services with other providers that reduces the costs of
service delivery;

e Cost-savings for potentially preventable admissions, readmissions, and complications;

e Costs potentially avoided that had historically been incurred through:

Transportation of patients to services;

Inappropriate emergency department utilization;

Poor prevention or chronic care management that leads to the need for acute care;

Disability and long-term care needs resulting from lack of care;

Unnecessary criminal justice institutionalization; and

State mental health hospital utilization.

O 0O O0OO0OO0Oo
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3)

4)

5)

As a final step in estimating value, providers were asked to consider other sources of value

to patients, to the health care system, and to the community—particularly those sources

that are more difficult to put dollar amounts to but can be significantly impacted in the

long-term. These include:

e Overall patient and community quality of life;

e Increased stability for patients and their families;

e Reduced missed workdays and/or increased productivity;

e Better overall health outcomes for patients and their families; and

e Other community factors—better quality of life allows for stronger economic
development, which contributes to having more resources for health and human
services.

Determine how much IGT is available for the project.

Once the provider had an estimated amount for the entire project, including both cost and
value, they were recommended to work with their IGT entities to determine how much IGT
would be available for the project by year. This was also influenced by each provider’s
DSRIP allocation in Pass 1 and Pass 2 that determined maximum amounts for projects they
could propose. There is variability among seemingly similar projects based on IGT
availability, given IGT entities’ available resources and their willingness to commit them to
specific projects.

Scale the project appropriately based on the support available.

With an understanding of the IGT available and how much incentive that may generate for a
provider, given that they are able to meet their metrics, providers were encouraged to use
their cost and value estimates to determine the feasible and sustainable scale of the
project. In many cases, limited IGT forced providers to reduce the scope of their projects
and to select specific target areas or target populations, or limit the number of clients they
could see each year. Thus, much variability is a result of limited IGT in this RHP.

Once a total value determined for each project, those values divided between Category 1
or 2, Category 3, and Category 4 (if a hospital performing provider).

The final step in the process was for the provider to take the entire project valuation and
divide it appropriately among the project component categories (1 or 2, 3, and if a hospital,
4), at the minimum meeting the required percentages for each category but with discretion
left to the provider to determine what was appropriate for their project.

Within this valuation framework, each performing provider has the flexibility to consider factors
unique to its project. Thus, there is variability among seemingly similar projects based on
aspects of the organizations, project complexity, investment needed to implement and sustain
activities, target population, scope of the project, and available IGT.
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Category 1 Infrastructure Development - Narratives &
Tables

° Bluebonnet Trails Community Services
. 126844305.1.1
. 126844305.1.2
o 126844305.1.3
. 126844305.1.4 (Pass 2)
. 126844305.1.5 (Pass 2)

° Center for Life Resources
° 133339505.1.1

o Central Counties Services
. 081771001.1.1
. 081771001.1.2
. 081771001.1.3
o 081771001.1.4 (Pass 2)
o 081771001.1.5 (Pass 2)

° Little River Healthcare
. 183086102.1.1 (Pass 2)
. 183086102.1.2 (Pass 2)

. St. David’s Round Rock Medical Center
° 02095790.1.1

° Williamson County and Cities Health District
. 126936702.1.1
. 126936702.1.2
. 126936702.1.3
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Category 1 Project Narrative
Bluebonnet Trails Community Services — 126844305.1.1

Project Area, Option and Title: 1.12.2 — Expand the number of community based settings
where behavioral health services may be delivered in underserved areas
RHP Project Identification Number: 126844305.1.1

Performing Provider Name: Bluebonnet Trails Community Mental Health and Mental
Retardation Center dba/ Bluebonnet Trails Community Services
Performing Provider TPl #: 126844305

Project Summary:

Provider Description: Bluebonnet Trails Community Services (BTCS) is the state
designated Local Mental Health Authority (LMHA) for Burnet and Williamson Counties in
RHP 8 and six adjacent Counties in three other RHPs. They comprise 25% of the land mass
but 54% of the population. Williamson County has nearly 50% of the population at
422,679. BTCS provides behavioral health, intellectual and developmental disabilities and
early childhood services to over 10,000 poor, under and uninsured individuals in multiple
locations throughout these two counties.

Intervention: BTCS proposes to provide outpatient behavioral health services to a low
income and rural area in eastern Williamson County; and to provide services to a group of
patients that are currently ineligible for services. BTCS will provide services to all
behavioral health diagnostic groups and including substance use disorders.

Project Status: This is a new project opening during DY2 in a new location and in an area
of Williamson County that does not have a clinic for behavioral health services.

Project Need: This project addresses RHP 8 Community Needs Assessment needs: CN.2.1
- Limited access to behavioral health services to rural, poor and under and uninsured
populations (meds, case management, counseling, diagnoses) in Williamson County; and
CN.2.13 — Limited access to adult behavioral health services in Williamson County.

Target Population: The target population is all diagnostic categories of behavioral health
disorders in this rural area. We anticipate serving 1,000 new patients. Of those served by
BTCS in FY 2012, an average of 43% of the adults were Medicaid-eligible; 76% of youth
were eligible for CHIP or Medicaid and 73% of BTCS clients are below the federal poverty
level. We estimate that approximately 70% of those benefitting from this project will be
poor, under or uninsured.

Category 1 or 2 Expected Project Benefit for Patients: The project will seek to serve
1,500 adults and youth in DY4 and 2,000 in DY5 and to do so in or closer to their home
communities. We expect his location will reduce barriers to access and improve
adherence to appointments and satisfaction with access.

Category 3 Outcomes: IT-6.2: Although this measure is of satisfaction, it is specific within
the ECHO™ instrument to measurement of satisfaction related to timely care and
appointments, adequacy of information provided at appointments, provider
communication and self-assessment of the patient’s overall health status and functional
status. As noted in the Category 3 Narrative, ECHO™ is a CAHPS registered instrument
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that is specifically used with behavioral health interventions and therefore we feel it
meets the stand alone requirements stated in this measure. We feel that these are
detailed, specific and therefore a very strong improvement target. These domains are
related to the goals for this clinic, i.e., improving access to care, improving quality of care
and improving overall health and functioning of the patients treated. These domains are
also reflective of one of the triple aims, to improve the patient experience of health care.
Our goal is to improve patient satisfaction with access, provider communication and
overall health status by a percentage TBD based on the baseline established in DYs 2 and
3.

° Collaboration: Texas A&M Health Science Center (TAMHSC) had a Pass 1 allocation it
could not use, since TAMHSC did not have providers in RHP 8. TAMHSC allowed its
allocation to be used by local health departments and local mental health authorities
(public entities) which had much smaller provider allocations in Pass 1, so these entities
could have more broad, transformative, regional projects. TAMHSC has not played a role
in these projects, other than the role of anchor. There are no impermissible provider-
related donations involved. This usage of the TAMHSC allocation ensured these providers,
who could self-fund the required IGT, could participate in the waiver. BTCS and
community leaders in eastern Williamson County consider this to be a transformative
project because there are no behavioral health services in this area and in this
community. The residents have lower incomes and higher Medicaid percentages than the
western part of the County but currently have no access.

Project Description:

Expansion of Services

BTCS is the LMHA for Burnet and Williamson Counties in RHP 8 and for six adjacent Counties in
three other RHPs. BTCS proposes to expand outpatient behavioral health services to a low
income and rural area in eastern Williamson County; and to expand services to a larger group of
patients than are currently eligible for BTCS services. The East Williamson County Clinic
(EWCC) will provide a behavioral health team including psychiatrists, Advanced Practice Nurses
(APNs), Case Managers (CMs), Substance Abuse Counselors, Behavioral Analysts (to support
care for Autistic and other IDD patients), Peer Support Specialists, Registered Nurse and
business support staff. The team will be responsible for diagnosis and medication
management, counseling, psychosocial rehabilitation, case management and benefits
assistance provided to adults and youth seeking treatment. This team will be located in a clinic
in Taylor, Texas established and renovated through a grant from the St. David’s Foundation.

This behavioral health team has the potential to serve an additional 1,000 people a year and
will provide a full range of behavioral health services based on a philosophy of wellness and
recovery and supported with a certified Peer Support Specialist on the team to help with
personal recovery efforts. The location of the clinic addresses transportation and socio-
economic limitations and challenges by establishing a full service behavioral health clinic in the
city of Taylor. It addresses eligibility limitations by providing care to all persons, regardless of
diagnosis and by adopting the practice of open access for intake and scheduling. For persons
requiring higher levels of medical expertise, and to ensure easy access to medical services, the
clinic will be linked by telemedicine to our locations with additional physicians.
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“Mental disorders are common in the United States, and in a given year approximately one
quarter of adults are diagnosable for one or more disorders.”*® Only 36% of those with a
disorder are receiving treatment and only 13% of them are receiving minimally adequate
treatment (NIMH Statistics; http://www.nimh.nih.gov/statistics/IANYDIS_ADULT.shtml). *’
BTCS contracts with the Department of State Health Services (DSHS) to provide specialty
behavioral health services to adults with Serious Mental llinesses (SMI) and children with
Severe Emotional Disturbance (SED), which DSHS identifies as the “priority population”. The
DSHS contract with BTCS restricts the use of general revenue for ongoing services to individuals
within limited diagnostic groups. The contract does not restrict BTCS from using non-general
revenue sources of funds (such as those available through this waiver) to serve other
individuals. However, these contract restrictions, effectively limit our ability to care for all
those in need in our communities. DSRIP allows us to broaden our scope of service beyond the
restrictive “priority population” —without violating our ability to perform under the contract
with the State of Texas. These individuals who do not qualify for services funded through the
DSHS contract are referred out. Unfortunately, those in poverty and those who are uninsured
or underinsured cannot access care despite being referred to it, especially since all care is
outside their local area. We will expand access to care by establishing this behavioral health
clinic in a low income, rural area and opening access to all. The team is committed to providing
care to this area and to the broader population of persons with behavioral health needs.

We propose to serve the area around Taylor, Texas and to open the clinic to all behavioral
health diagnoses. According to 2010 Census data, eastern Williamson County has a poverty
rate of 19.5%, higher than the state average of 16.5%. By contrast western Williamson County,
the Round Rock and Georgetown area have poverty rates of only 5.5%. Services have tended to
be aligned around the more affluent part of the County. This full service clinic with a
responsive team integrated into the community will address this disparity.

Goals and Relationship to Regional Goals:

The goal of the expansion is to add a new clinic location in an underserved area of Williamson
County, Taylor, Texas and to offer services to a broader population than the one served under
contract with DSHS. With this expansion we expect to improve behavioral health outcomes for
persons in this area who now have limited access to behavioral health services. The challenges
facing individuals in the more rural area of Williamson County are that there are no behavioral
health practitioners in the area. To receive services people must travel into Round Rock or into
Austin and Travis County. 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 DSHS services. Substance abuse treatment
is limited and frequently unavailable even though the disorder is prevalent among those
requesting services. This project allows us to open access to persons outside the narrow scope
of eligible youth and adults through a clinic easily accessible to these individuals.

18 Kessler RC, Chiu WT, Demler O, Walters EE. Prevalence, severity, and comorbidity of twelve-month DSM-IV
disorders in the National Comorbidity Survey Replication (NCS-R). Archives of General Psychiatry, 2005
Jun;62(6):617-27.

v Wang PS, Lane M, Olfson M, Pincus HA, Wells KB, Kessler RC. Twelve month use of mental health services in the
United States. Archives of General Psychiatry. 2005 Jun;62(6):629-640.
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Project Goals:

(1) Establish a behavioral health clinic in eastern Williamson County; (2) develop a robust
behavioral health team on site and supported by telemedicine; (3) provide behavioral health
care that is multi-disciplinary, recovery oriented and comprehensive; and (4) provide behavioral
health care to all those in need regardless of income, insurance status or diagnosis.

This Project meets the following Regional Goals:

. Improving access to timely, high quality care for residents, including those with multiple
needs; and
° Increasing coordination of prevention and care for residents, including those with

behavioral or mental health needs.

The EWCC will offer a solution focused, multi-faceted approach to care to include wraparound
services and transition planning for effective functioning in their home communities and care
that is local. We expect the variety of services available, responsiveness of the design, staffing
and location to improve behavioral health functioning outcomes and significantly improve
satisfaction through timely access, clear communication with providers and culturally
competent providers. This project builds on the expertise and resources of BTCS related
services for the SMI patients. Patients in the Eastern Williamson County Clinic will also have
access to crisis intervention and respite if needed as well as housing and employment supports.

Challenges:

The primary challenge for this project is to establish a location that serves all persons in need of
behavioral health services rather than just those in the priority population and for BTCS to be
accepted in that role by the community and referring providers. Currently BTCS is known as the
provider of care for those with SMI diagnoses and we have not accepted patients with other
diagnoses. As a result many people in need routinely access other providers as a first option
when seeking behavioral health assessment and treatment. We can be successful with a
comprehensive range of services for youth and adults with a behavioral health team that is
accessible, responsive and integrated into the community.

5-Year Expected Outcome for Provider and Patients:

BTCS expects to see a greater number of people served in Williamson County with a broader
range diagnoses and conditions. We expect to see a growing level of satisfaction related to
accessing care quickly, improved communication with clinicians, information provided to
patients on treatment and self-help resources, increased cultural competency and perceived
improvement in functioning. The expected outcomes are a result of and related to project
goals stated above, including the ability to serve an additional 1,000 persons more per year.

Starting Point/Baseline:

Currently no clinic exists in eastern Williamson County and services are not provided outside
the DSHS guidelines for priority population at any BTCS location. Therefore, the baseline for
the number of patients at that location and the number of patients not in the priority
population is 0 in DY2. From December 2011 through August 2012, we served approximately
175 persons from eastern Williamson County at the BTCS location in Round Rock. All of those
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served had diagnoses within the priority population guidelines and all others were precluded
from service and referred elsewhere.

Rationale:

Community Need Addressed:

° Community Need Area: CN.2 - Limited access to primary care
° Specific Community Need:

0 CN.2.1 - Limited access to behavioral health services to rural, poor and under & un-
uninsured populations (meds, case management, counseling, diagnoses) in
Williamson County.

0 CN.2.13 - Limited access to adult behavioral health services in Williamson County.

A project to expand the capacity to provide behavioral health services to adults with SMI and
children/youth with SED in this rural underserved area as well as to individuals with diagnoses
outside the priority population of DSHS is vital to improved behavioral health outcomes in
Williamson County. A full service behavioral health clinic integrated into this rural community
will provide a wide range of care and serve as a hub for community involvement undertaken by
an accessible and responsive team of professionals. The team who will provide physician and
physician extender diagnosis, assessment and treatment; medication services; brief, solution
focused counseling services; outpatient substance abuse services; and community education
and provider consultation.

As stated above, BTCS does not currently provide behavioral health care to all persons, only to
those in the priority population. We also do not provide substance abuse treatment as part of
the behavioral health service array. Both of these are identified needs in this area. One critical
disparity identified for RHP 8 is scarcity of behavioral health services throughout the region and
especially in rural areas. 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 eligible for Medicaid 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. One in four Texans lack health insurance. People
with behavioral health disorders are disproportionately affected. Positive healthcare outcomes
are contingent on the ability of the patient to obtain both routine examinations and healthcare
services as soon as possible after a specific need for care has been identified. However, many
residents are unable to access either routine services or needed care in a timely manner
because they lack transportation, are in poverty, lack insurance coverage or because they are
unable to schedule an appointment due to work scheduling conflicts.

BTCS assessed the patient data in its Anasazi EHR and found that 175 people accessed services
by traveling to the BTCS clinic in Round Rock. This is far lower than prevalence statistics
indicate individuals in the area have a need for services. Community leaders in Taylor identified
this as a need and assisted BTCS to apply for a grant to plan and initiate such a clinic. This clinic
increases capacity and access to these specialty services. We expect to decrease the number of
cancellations and no shows as compared to our current operations in other clinics. In DY5, we
expect to demonstrate improved satisfaction with access as a result of this local, integrated
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service. With the assistance of Peer Support Specialists, we expect to improve functional status
by assisting individuals use transitional housing and employment supports which are currently
only available in the larger urban areas or metropolitan area of Round Rock and Georgetown.
Certified Peer Support Specialists will provide the training and supports in coordination with
Qualified Mental Health Professionals. We expect to create an expanded model of care that
goes beyond the DSHS priority population and meets the comprehensive needs of individuals in
their own communities.

Core Project Components:

Although 1.12.2 does not have required core components listed with it, it is in the same Project
Option as 1.12.1 and those required core components were used as a guide for our own
components. We have reviewed the components, modified them and will address them as
below:

a)

b)

Evaluate existing locations of behavioral health clinics and to identify barriers to access
including, transportation, operating hours, admission criteria and acceptable payment. If
any of these barriers is a significant issue in care access, develop and implement
improvements. Patients currently accessing care at the Round Rock clinic in west
Williamson County will be offered the opportunity to use the Eastern Williamson County
Clinic in Taylor. Persons requesting services from BTCS but who are not in the priority
population established by DSHS will be offered services at the Taylor clinic regardless of
residency or home address. Operating hours outside the usual business hours will be
available at the EWCC.

Review the interventions impact on access to behavioral health services and identify
“lessons learned,” opportunities to scale all or part of the interventions to a broader
patient population, and identify key challenges associated with expansion of the
interventions, including special considerations for safety-net populations. We will
establish a Plan, Do, Study, Act (PDSA) cycle improvement process through the Quality
Management department of BTCS to collect and analyze data related to these
interventions. That data will include ECHO™ Satisfaction Survey results and Electronic
Health Record (EHR) data related to functioning scales and frequency in the use of higher
levels of care such as Emergency Departments (EDs) and inpatient psychiatric care. We
will assess the results, make improvements in the operation of this Clinic, and develop
plans to expand services to “non-priority population” patients. We will hold community
planning meetings with providers, patient advocates and community leaders in a number
of communities to assess expansion opportunities.

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

reform initiative: BTCS uses the mental health block grant for routine mental health services on

an outpatient basis. We will provide outpatient services in this expansion project for Taylor,
Texas clinic but those services are not for the same populations.

Related Category 3 Outcome Measure:

OD-6 Patient Satisfaction

o IT- 6.2 Other Outcome Improvement Target: Percent improvement over baseline of
patient satisfaction scores for:
= getting timely care, appointments, and information;
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= how well their doctors communicate; and
= patient’s overall health status/functional status.

Reasons/rationale for selecting the outcome measure:

We plan to use the Experience of Care and Health Outcomes (ECHO™) survey, Version 3.0
which is designed to collect consumer’s ratings of their behavioral health treatment. A version
was adopted by NCQA for inclusion in HEDIS. It is also a registered CAHPS (ECHO™ Survey
Homepage, http://www.hcp.med.harvard.edu/echo/). We selected this measure because our
informal surveys of persons in eastern Williamson County indicates that without any options,
the individuals are unable to form a judgment concerning the necessity for or advantages to
services in their home community. We selected this instrument because it is specific to use for
behavioral health, it contains domains to measure the specific areas of interest, i.e.,
measurement of satisfaction related to timely care and appointments, adequacy of information
provided at appointments, provider communication and self-assessment of the patient’s overall
health status and functional status. Additionally, ECHO™ is a CAHPS registered instrument and
because of all of the reasons for selection, we feel it meets the stand alone requirements stated
in this measure. We want to assess the impact of timely appointments, access to a stable
provider in the community, involvement with that provider and improvement in behavioral
health status. We believe there will be marked improvement in satisfaction with the health
care experience when care is local, accessible and committed to the community; and that this
satisfaction will lead to superior health status for the entire community.

Relationship to Other Projects:

This enhances additional projects that BTCS is pursuing including: related to Crisis Respite for
Persons in Behavioral Health Crisis (#126844305.1.2); and Emergency Services Diversion
(#126844305.2.2); in that it provides access to care following those emergency interventions.
We expect the other projects will demonstrate improved outcomes due to availability of
outpatient and aftercare services in the communities in which people live. It also supports the
Transitional Housing Guided by Peer Support (#126844305.2.1), by supporting peer specialists
in this rural area and therefore offering the option of housing within the home community.

Relationship to Other Performing Providers’ Projects and Plan for Learning Collaborative:
BTCS will participate in all learning collaboratives organized or sponsored by Texas A&M Health
Science Center that are relevant to our projects. We believe it is important to improve and
adjust the care provided. We will also participate with other community centers and behavioral
health care providers as we continue to do through the Texas Council of Community Centers.
This exchange of ideas is important and helps us adjust and refine our programs and
approaches to behavioral health care. The Williamson County Mental Health Task Force will be
the primary conduit for our planning discussions.

Project Valuation:

We expect to serve 1,500 adults and youth in DY4 and 2,000 patients in DY5 and to do so in or
closer to their home communities. The valuation calculated for this project used cost-utility
analysis which measures program cost in dollars and the health consequences in utility-
weighted units that were applied to the factors existing in this underserved area, including:
limited access to primary care and to behavioral health care, poverty and the link between

RHP 8 Plan 73



chronic health conditions and chronic behavioral health conditions. The valuation study was
prepared by professors H. Shelton Brown, Ph.D. and A. Hasanat Alamgir, Ph.D. both of the UT
Houston School of Public Health and Thomas Bohman, Ph.D. of the UT Austin Center for Social
Work Research based on a model that included quality-adjusted life-years (QALYs) and an
extensive literature of similar interventions and cost savings and health outcomes related to
those interventions. The QALY index incorporates costs averted when known (e.g., emergency
room visits that are avoided).

A description of the method used, titled Valuing Transformation Projects, has been posted on
the performing provider website which will be linked to www.bbtrrails.org under the Medicaid
1115 Transformation Waiver tab. Complete write-up of the project will be available online.
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Bluebonnet Trails 126844305.1.1 (Project 1.12.2)
Category 1 Milestones and Metrics

126844305.1.1

Related Category 3
Outcome Measure (s):

Year 2
(10/1/2012 -9/30/2013)
Milestone 1 [P-3]: Develop
administrative protocols and clinical
guidelines for projects

Metric 1 [P-3.1]: Manual of
operations for the project detailing
administrative protocols and clinical
guidelines.

Baseline/Goal: Develop needed
operational manuals, policies and
procedures.

Data Source: Administrative
protocols; Clinical guidelines

Milestone 1 Estimated Incentive
Payment: $78,731

Milestone 2 [P-4]: Hire and train
staff to operate and manage
projects selected.

Metric 1 [P-4.1]: Number of staff
secured and trained.

Bluebonnet Trails MHMR

126844305.3.1 IT-6.2

Year 3
(10/1/2013 —9/30/2014)
Milestone 3: [P-7]: Evaluate and
continuously improve services.

Metric 1 [P-7.1]: Project planning
and implementation documentation
demonstrates plan, do, study act
quality improvement cycles

Baseline/Goal: Establish QM plan
for PDSA cycle, display data
collected and convene stakeholder
meetings.

Data Source: Project reports
including examples of how real-time
data is used for rapid-cycle
improvement to guide continuous
quality improvement

Milestone 3 Estimated Incentive
Payment: $518,106

Other Outcome Improvement Target: Percent improvement over baseline of
patient satisfaction scores

Year 4
(10/1/2014 - 9/30/2015)
Milestone 4 [I-X]: Increase the
utilization of behavioral health care
in east Williamson County

Metric 1 [I-X.1]: Increase the number

served for community behavioral

healthcare services

a. Measurement of the Metricis a
count of those receiving
community behavioral health
services in Williamson County in
this Clinic

Baseline/Goal: Baseline - There was
no clinic in this underserved area
prior to DY2 therefore the baseline is
0 for persons served. Goal - Serve
1,500 people in DY4 in the new
location in the underserved area

Data Source: EHR and
Intake/admission records

Milestone 4 Estimated Incentive
Payment: $394,417

Expand the number of community based settings where behavioral health
services may be delivered in underserved areas

126844305

Year 5
(10/1/2015 -9/30/2016)
Milestone 5 [I-X]: Increase the
utilization of behavioral health care in
east Williamson County

Metric 1 [I-X.1]: Increase the number

served for community behavioral

healthcare services

a. Measurement of the Metric is a
count of those receiving community
behavioral health services in
Williamson County in this Clinic

Baseline/Goal: Baseline - There was no
clinic in this underserved area prior to
D2 therefore the baseline is 0 for
persons served. Goal - Serve 2,000
people in DY5 in the new location in the
underserved area

Data Source: EHR and Intake/admission
records

Milestone 5 Estimated Incentive
Payment: $276,452
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Baseline/Goal: Hire and train
critical team staff to include, APN,

Counselors, Peer Support Specialist.

Data Source: Project records;
Training curricula

Milestone 2 Estimated Incentive
Payment: $78,732

Year 2 Milestone Bundle Amount:
$157,463

Year 3 Estimated Milestone Bundle
Amount: $518,106

Year 4 Estimated Milestone Bundle
Amount: $394,417

Year 5 Estimated Milestone Bundle
Amount: $276,452

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD (add milestone bundle amounts over Years 2-5): $1,346,438
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Category 1 Project Narrative
Bluebonnet Trails Community Services - 126844305.1.2

Project Area, Option and Title: 1.13.1 — Develop and implement crisis stabilization services to
address the identified gaps in the current crisis system
RHP Project Identification Number: 126844305.1.2

Performing Provider Name: Bluebonnet Trails Community Mental Health and Mental
Retardation Center dba/ Bluebonnet Trails Community Services
Performing Provider TPl #: 126844305

Project Summary:

. Provider Description: Bluebonnet Trails Community Services (BTCS) is the Local Mental
Health Authority for Burnet and Williamson Counties in RHP 8 and for six adjacent
Counties in three other RHPs. They comprise 25% of the land mass but 54% of the
population. Williamson County has nearly 50% of the population at 422,679. BTCS is the
public provider of behavioral health services for the poor under and uninsured in
Williamson County.

° Intervention: BTCS proposes to create, certify and provide for an involuntary emergency
detention unit for the purpose of providing crisis stabilization. A 48-Hour Observation
Unit will be established in Georgetown, Texas to provide for emergency and crisis
stabilization services in a secure and protected, clinically staffed, psychiatrically
supervised treatment environment. This 48-Hour Observation Unit will provide
assessment and active intensive treatment for adults.

° Project Status: This is a new project, no facility or service now exists in any of the
Counties served by BTCS that accepts and evaluates adults on emergency detention
orders. We expect to serve about 300 people a year when the project matures.

° Project Need: No 48 Hour Observation Unit exists in BTCS’s area. This addresses RHP 8
Community Needs Assessment needs: CN.2.1 - Limited access to behavioral health
services to rural, poor and under & uninsured populations (meds, case management,
counseling, diagnoses) in Williamson County; CN.2.2 — Limited access for serious mentally
ill adults to crisis services in Williamson County; and CN.2.13—Limited access to adult
behavioral health services in Williamson County.

° Target Population: The target population is adults presenting a significant threat to the
safety of self or others and exhibiting behaviors consistent with acute psychiatric disorder.
Of adults served by BTCS in FY 2012, an average of 43% were Medicaid-eligible; 73% of
BTCS clients are below the federal poverty level. We estimate approximately 70% of
those benefitting from this project will be poor, under or uninsured. We expect to serve
250 people in DY4 and 300 in DY5.

° Category 1 or 2 Expected Project Benefit for Patients: The project helps patients by
providing access to care locally and proactively so that they are not taken out of County
and hospitalized. Quick local assessment supports local stabilization and reduces the
number of short inpatient stays which result from using the hospital as an assessment
location. The project seeks to provide assessment and stabilization services to 250 people
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in DY4 and 300 people in DY5. Category 3 Outcomes: IT-3.8: Our goal is to reduce the
behavioral health 30 day readmission rate to hospital by a percentage TBD based on
baseline established DY3. What the achievement of this goal means is to provide services
to the target population of people who have been hospitalized or experienced a crisis
event and/or have been in the Crisis Respite facility and to assist them to regain
functioning and self-manage their wellness. Improvement in functioning and self-
management of symptoms and wellness are critical patient outcomes. When the goals
are achieved, then program participants should experience a reduction in symptoms and a
reduction in crisis events. We expect to serve 250 people in this community based crisis
alternative in DY4 and 300 people in DY5. Our goal is to serve people in the community.
This not only represents a substantial savings over using hospital and ED, but more
importantly improves the lives of those who otherwise would have go to hospital out of
County or spend wasted time in inappropriate ED settings. Currently hospital and EDs are
the only options.

° Collaboration: Texas A&M Health Science Center (TAMHSC) had a Pass 1 allocation it
could not use, since TAMHSC did not have providers in RHP 8. TAMHSC allowed its
allocation to be used by local health departments and local mental health authorities
(public entities) which had much smaller provider allocations in Pass 1, so these entities
could have more broad, transformative, regional projects. TAMHSC has not played a role
in these projects, other than the role of anchor. There are no impermissible provider-
related donations involved. This usage of the TAMHSC allocation ensured these providers,
who could self-fund the required IGT, could participate in the waiver. This project is
transformative in that it creates an alternative for those in behavioral health crisis that is
local, reduces hospital admissions and use of EMS and EDs. There are no community
based crisis stabilization alternatives except hospitals and EDs.

Project Description:
Crisis Stabilization for Persons in Behavioral Health Crisis

BTCS is the LMHA for Burnet and Williamson Counties in RHP 8 and for six adjacent Counties in
three other RHPs. BTCS proposes to create, certify and provide for an involuntary emergency
detention unit for the purpose of providing crisis stabilization. To do so, a 48-Hour Observation
Unit will be created to provide for emergency and crisis stabilization services provided to
individuals in a secure and protected, clinically staffed, psychiatrically supervised treatment
environment with immediate access to urgent or emergent medical evaluation and treatment.
This 48-Hour Observation Unit will provide active intensive treatment for adults in need of
acute inpatient psychiatric service; with suicidal indication; persons presenting a significant
threat to the safety of self or others; and persons exhibiting behaviors consistent with acute
psychiatric disorder which may include significant mental status changes.

The 48-Hour Observation Unit will be fully compliant with all regulations and health and safety
standards. This option will be accomplished by modifying our current voluntary Crisis Respite
facility in Georgetown. A physical separation will be created between an area comprising two
rooms and the remainder of the sixteen bed facility in order to establish a locked unit that is
suitable for patients in crisis to be securely and safely detained for up to 48 hours. During the
48 hours, the individual in crisis will be assessed; will receive medication and intensive
psychiatric treatment meeting their needs; and will be provided short term care, step down

RHP 8 Plan 78



respite care and assisted transition into outpatient services and community resources. The
facility will provide access to emergency care at all times and will safely and appropriately
manage individuals with the most severe psychiatric symptoms. It is designed to provide a safe
and secure environment for short-term stabilization of behavioral health symptoms that may or
may not require a continued stay in an acute care facility. Extended observation and treatment
can take place for up to 48 hours. Individuals who cannot be stabilized within that timeframe
would be linked to the appropriate level of care (inpatient hospital unit).

This involuntary behavioral health facility has the potential to serve an additional 300 people a
year. The proposal builds on the current crisis system established by the LMHA and the
relationships with local law enforcement agencies. To accomplish this we propose to make
necessary building modifications, increase professional staff for the facility to meet standards
requiring 24 hour nursing coverage, MD assessment within one hour and transfer capability to
another inpatient facility if appropriate. Establishing the capacity to accept persons who are
under Emergency Detention and hold them for assessment and short term stabilization will
reduce the unnecessary utilization of Emergency Departments (EDs), psychiatric inpatient
facilities and jail. This project reduces preventable readmissions to hospital by providing a
community alternative for rapid stabilization and referral to appropriate residential options.
Since the service is located in the same building as voluntary Crisis Respite, those who can
achieve sufficient stability can transfer to the voluntary program to complete treatment. For
persons requiring higher levels of medical expertise, and to ensure easy access to medical
services, the clinic will be linked by telemedicine to our locations with additional physicians.

BTCS reviewed data related to admissions to the State Hospital and to the voluntary Crisis
Respite facility. We found a large percentage of the 218 year to date admissions to the State
Hospital--17% accounting for 37 of the 218 admissions--were made without prior screening and
authorization by BTCS, the LMHA. In meetings with stakeholders in Williamson County, we
learned that those admissions are being taken directly to the hospital by law enforcement
officers because they have no local crisis alternative and have been requested to take
individuals from ED’s or have taken them upon their own screening and assessment. They
transport for direct admission to the State Hospital when in their judgment the individual needs
an involuntary facility even for a short period of time. No such facility exists in Williamson
County or any other County served by BTCS. Analysis of those State Hospital admissions reveals
a substantial number with very short lengths of stay, indicating that they were inappropriately
admitted and might be prevented with a community alternative for crisis stabilization. The
number of individuals with lengths of stay less than 3 days reflects that 61 persons may have
been inappropriately admitted year-to-date. When we reviewed the admission data for the
voluntary Crisis Respite facility, it revealed that there were 252 admissions in FY 2012 and 95%
of those were from Williamson County. Of those admissions, 13% were from EDs and local
Hospitals; 8% were from the State Hospital; and 13% were from jail. Clearly, all of these
individuals were candidates for crisis stabilization as a first option rather than hospitalization—
expending valuable time and resources in the wrong setting. This project directly addresses the
problem of inappropriate admission by creating the 2 beds for the 48-Hour Observation Unit as
an option for law enforcement in lieu of jail, ED or State Hospital. We will ensure that qualified
assessment staff will be available at all times so that when an individual is brought to the facility
he/she can be assessed and disposition made as quickly as possible, thereby allowing the law
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enforcement officer to return to regular duties. Social Service staff will provide for follow up to
refer the individual to other levels of care upon stabilization or to prepare and process legal
mental health commitment as needed.

Goals and Relationship to Regional Goals:

Project Goals:

° Establish an involuntary crisis stabilization service in Williamson County through a 48-Hour
Observation Unit.

° Develop a professional team on site and supported by telemedicine.

o Provide this crisis service in a safe and secure environment that allows for those in
custody and under detention order to be detained and assessed

° Reduce or eliminate the inappropriate utilization by the mentally ill of ED’s, jails, private
hospitals and the State Hospital for short stays.

This Project meets the following Regional Goals:

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

° Reducing inappropriate utilization of services.

We are proposing this project in Williamson County because it is the largest county in the BTCS
catchment area, with 55% of the population. Additionally, data above indicates that 95% of the
admissions for crisis residential services came from Williamson County. Williamson County also
has a well-developed mental health deputy program and provides the opportunity for
expansion and refinement of that program. This location is a good strategic choice because the
County shares a border with 3 of the other 8 Counties we serve. As the program matures, the
number of beds can be expanded easily to serve half of the catchment area if needed.

Challenges:

The primary challenge for this project is to achieve widespread use of the 48-Hour Observation
Unit as a first option by law enforcement. There are established law enforcement patterns of
detention and disposition for mental health cases in Williamson County—as well as Burnet
County. Just providing a new option will not automatically lead to acceptance and utilization.
We plan to communicate to law enforcement leadership in the county and to the front line
officers. We currently provide training and have routine communication with the major law
enforcement agencies, Williamson County Sheriff’s Office, Burnet County Sheriff’s Office, and
the police departments of Round Rock, Georgetown, Burnet and Marble Falls. We plan to
continue these activities and add additional communication and education meetings for the
first year of the project to foster acceptance and use of the services.

5-Year Expected Outcome for Provider and Patients:

Over the next 5 years, we expect the outcomes to include reduction of hospitalizations for
persons who are currently admitted for very short stays, reduction of ED utilization by law
enforcement that have behavioral health clients in custody, and reduction in incarceration of
the mentally ill.
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Starting Point/Baseline:

Currently, no involuntary crisis stabilization service exists in Williamson County; therefore, the
baseline is 0 in DY2. We do not have the data to estimate the number of people who were
admitted to jail inappropriately, who were admitted to private psychiatric facilities in adjacent
Counties or who were detained in EDs. A major effort is needed during DY2 to identify the
extent of the resources needed and ensure that the intervention is appropriate and adequate.
We will use the number of admissions into the State Hospital System and Psychiatric Inpatient
Units during SFY2012 as our baseline for the performance indicators.

Rationale:

Community Need Addressed:

° Community Need Area: CN.2 — Limited access to primary care
. Specific Community Need:

o CN.2.1 - Limited access to behavioral health services to rural, poor and under & un-
uninsured populations (meds, case management, counseling, diagnoses) in
Williamson County

o CN.2.2 — Limited access for serious mentally ill adults to crisis services in Williamson
County

o CN.2.13 — Limited access to adult behavioral health services in Williamson County

A secure and safe community based crisis stabilization alternative will give law enforcement
officers and crisis responders new opportunities to help people. Someone experiencing a
mental health crisis is assessed to determine if he/she is ‘a danger to self or others’. Itis that
standard in the law that must be met in order to detain someone, transport them to a safe
place, conduct a thorough evaluation and determine the most appropriate course of action to
assist the individual. A law enforcement officer, who has someone in custody under this
circumstance, has little recourse other than to transport the person to the nearest safe and
secure facility for evaluation. Jail, EDs and psychiatric hospitals are secure options and
generally safe options. But as referenced in the RHP Planning Protocol — Category 1, page 141,
Behavioral Health News Vol. 7 Issue 3 reported that “Community-based crisis alternatives can
effectively reduce expensive and undesirable outcomes, such as preventable inpatient stays.
For example, state psychiatric hospital recidivism trended downward coincident with
implementation of crisis outpatient services in some Texas communities. The percent of
persons readmitted to a Texas state psychiatric hospital within 30 days decreased from 8.0% in
SFY2008 (before implementation of alternatives) to 6.9% in SFY2011.” A project to improve
stabilization services and add a missing part of the continuum of care, the capacity to assess
and treat people who are on emergency detention orders, is needed in Williamson County.
BTCS participates in the Mental Health Task force for Williamson County and this group of
leaders and health care professionals report that mentally ill people are taken inappropriately
to EDs, jail and the State Hospital. Other than the data reported above related to admissions to
the voluntary Crisis Respite facility, the community need being expressed is, to a certain extent,
anecdotal. However it is clear that we need to begin offering a community based crisis
stabilization option even as we address the core components of this Project Option.
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Project Components:

This project to provide involuntary Crisis Respite services for adults will address all of the
required core project components:

a)

b)

c)

d)

Convene community stakeholders who can support the development of crisis stabilization
services to conduct a gap analysis of the current community crisis system and develop a
specific action plan that identifies specific crisis stabilization services to address identified
gaps. We will work with health care and law enforcement stakeholders to identify gaps
that lead to inappropriate admission to jail, EDs and short term stays in psychiatric
hospitals. We will convene community stakeholders during the remainder of FY 2013 to
identify information needed to assess the gap in crisis services and assess root cause.
Analyze the current system of crisis stabilization services available in the community
including capacity of each service, current utilization patterns, eligibility criteria and
discharge criteria for each service. We know that law enforcement is transporting to and
from EDs in their own community and in Austin and one cause is limited crisis response
services and/or concern for the safety and security of the patient and the community. We
will identify tools and agreements needed to access and analyze to determine capacity for
service, current utilization patterns and to identify the key characteristics of the people to
be served.

Assess the behavioral health needs of patients currently receiving crisis services. Determine
the types and volume of services needed to resolve crises in community-based settings.
Then conduct a gap analysis that will result in a data-driven plan to develop specific
community-based crisis stabilization alternatives that will meet the behavioral health
needs of the patients. We will use BTCS staff to assess admissions and dispositions to
voluntary Crisis Respite and to all psychiatric facilities in the area. We will focus on those
detained and transported during the last year.

Explore potential crisis alternative service models and determine acceptable and feasible
models for implementation. Using the information from stakeholders, from capacity and
utilization tools and from assessment of those detained, we will assess the intervention
we are providing to determine if it is sufficient in bed capacity and scope of evaluation
and treatment options available. We will use that information to recommend next steps
for RHP 8.

Review the intervention(s) impact on access to and quality of behavioral health crisis
stabilization services 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. We will review the impact of involuntary Crisis Respite and identify lessons
learned and adjust the model with respect to area, intensity and population.

Continuous Quality Improvement: BTCS is committed to continuous quality improvement and

learning related to this project. We will establish quality improvement activities such as rapid
cycle improvement and will perform other activities such as “lessons learned” and identifying
project impacts. In addition, we are participating in a regional learning collaborative which
shares information such as challenges, lessons learned and considerations for safety net
populations.
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How the project represents a new initiative or significantly enhances an existing delivery system
reform initiative: This project provides crisis services to enhance the initiatives currently
funded by the U.S. Department of Health and Human Services (DHHS). BTCS receives funds to
operate substance abuse Outreach Screening and Referral services in Williamson and several
other counties, and Mental Health block grant funds for outpatient mental health services.
Those DHHS funds will not be used for direct services in this project; however, this project
enhances and extends the care currently provided with Federal funds by a providing a local
option to address crisis needs. We believe this crisis service will improve the healthcare
outcomes for entire community, relieve pressure on law enforcement and ED’s and promote
stable community tenure for our patients.

Related Category 3 Outcome Measure:
o OD-3 Potentially Preventable Re-Admissions- 30 day Readmission Rates (PPRs)
o IT-3.8 Behavioral Health /Substance Abuse 30 day readmission rate

Reasons/rationale for selecting the outcome measure:

Readmissions to psychiatric facilities are driven by a number of circumstances surrounding the
initial hospital stay. Those include inaccurate assessment of acuity and early release, poor or
hurried discharge planning, inadequate knowledge of community resources, inadequate
resources to accommodate a sound community placement. Creating the option to provide
involuntary detention and evaluation in the community provides the opportunity to address
several of these drivers. We can provide timely evaluations and quick stabilization linked to
community follow up. We know the community resources including housing and treatment
options. It also gives us the chance to intervene with those who otherwise would be
readmitted rather than getting community help. Admissions to inpatient settings should be
more appropriate and readmissions reduced.

Relationship to Other Projects:

This enhances additional projects that BTCS is pursuing related to Child Crisis Respite
(#126844305.1.2) and Emergency Services Diversion (#126844305.2.2) in that it provides access
to care following those emergency interventions. We expect the other projects will
demonstrate improved outcomes due to availability of outpatient and aftercare services in the
communities in which people live. It both supports and relies on the Transitional Housing
(#126844305.2.1) projects which provide a place for people to continue recovery in the
community after stabilization is achieved. This option supports substance abuse treatment as a
back-up for relapse and crisis events. Routine outpatient care is enhanced by the safety net of
short term crisis resolution.

This project also supports the intensive outpatient crisis services (#126844305.1.4) project (to
be implemented by the LMHA in Burnet County, in RHP 8. By providing the involuntary crisis
stabilization service in Williamson County, the providers in Burnet County (25-45 minutes from
the proposed 48-Hour Observation Unit) will be supported by a resource previously unavailable
for persons in crisis.
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Relationship to Other Performing Provider Projects and Plan for Learning Collaborative:

BTCS will participate in all learning collaboratives organized or sponsored by Texas A&M Health
Science Center that are relevant to our projects. We believe it is important to improving and
adjusting the care provided. We will also participate with other community centers and
behavioral health care providers as we continue to do through the Texas Council of Community
Centers. The exchange of ideas through both developing and existing relationships will keep
the line of communication open and will help us adjust and refine our programs and
approaches to behavioral health care.

Project Valuation:

We expect to serve 250 people in this community based crisis alternative in DY4 and 300 people
in DY5. Serving people in the community is a substantial savings over using hospital and ED,
which are now the only options. The valuation calculated for this project used cost-utility
analysis which measures program cost in dollars and the health consequences in utility-
weighted units that were applied to the factors existing in this underserved area, including:
limited access to primary care and to behavioral health care, poverty and the link between
chronic health conditions and chronic behavioral health conditions. The valuation study was
prepared by professors H. Shelton Brown, Ph.D. and A. Hasanat Alamgir, Ph.D. both of the UT
Houston School of Public Health and Thomas Bohman, Ph.D. of the UT Austin Center for Social
Work Research based on a model that included quality-adjusted life-years (QALYs) and an
extensive literature of similar interventions and cost savings and health outcomes related to
those interventions. The QALY index incorporates costs averted when known (e.g., emergency
room visits that are avoided).

A description of the method used, titled Valuing Transformation Projects, has been posted on
the performing provider website which will be linked to www.bbtrails.org under the Medicaid
1115 Transformation Waiver tab. Complete write-up of the project will be available online.
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Bluebonnet Trails 126844305.1.2 (Project 1.13.1)
Category 1 Milestones and Metrics

126844305.1.2

Related Category 3
Outcome Measure (s):
Year 2
(10/1/2012 -9/30/2013)
Milestone 1 [P-3]: Develop
implementation plans for needed
crisis services.

Metric 1 [P-3.1]: Produce
data-driven written action plan for
development of involuntary Crisis
Respite for adults based on gap
analysis and assessment of needs.

Baseline/Goal: Document a plan
that includes all of the elements
above and is specific to
implementation of Crisis Respite
Adults.

Data Source: Written plan

Milestone 1 Estimated Incentive
Payment: $474,954

Milestone 2 [P-4]: Hire and train
staff to implement Crisis Respite
service in accordance with
Standards.

1.13.1.a-1.13.1.e
Bluebonnet Trails MHMR

126844305.3.2 IT-3.8

Year 3

(10/1/2013 - 9/30/2014)
Milestone 4 [P-7]: Participate in at
least bi-weekly interactions
(meetings, conference calls, or
webinars) with other providers and
the RHP to promote collaborative
learning around shared or similar
projects. Participation should
include: 1) sharing challenges and
any solutions; 2) sharing results and
quantitative progress on new
improvements that the provider is
testing; and 3) identifying a new
improvement and publicly commit
to testing it in the week to come.

Metric 1 [P-7.1]: Number of
bi-weekly meetings, conference
calls, or webinars organized by the
RHP that the provider participated
in.

Baseline/Goal: Participate in
meetings as scheduled and
disseminate information to
stakeholders

Data Source: Minutes, agendas,

Develop and implement crisis stabilization services to address the
identified gaps in the current community crisis system
126844305

Behavioral Health/Substance Abuse 30 day readmission rate

Year 4
(10/1/2014 - 9/30/2015)
Milestone 5 [I-X]: Increase the
utilization of appropriate crisis
alternatives

Year 5
(10/1/2015 -9/30/2016)
Milestone 6 [I-X]: Increase the utilization
of appropriate crisis alternatives

Metric 1 [I-X.1]: Target population
reached; number served in this
community based crisis alternative.
Measurement of the Metric is a count of
those receiving crisis services in this
location.

Metric 1 [I-X.1]: Target population
reached; number served in this
community based crisis alternative.
Measurement of the Metric is a
count of those receiving crisis
services in this location
Baseline/Goal: Baseline - There were
no crisis alternatives in Williamson
County in DY 2 therefore the baseline is
0 for persons served. Goal - Serve 300
people in DY5.

Baseline/Goal: Baseline - There were
no crisis alternatives in Williamson
County in DY 2 therefore the baseline
is O for persons served. Goal - Serve
250 people in DY4.

Data Source: EHR and program records.
Data Source: EHR and program
records. Milestone 6 Estimated Incentive
Payment: $1,279,908
Milestone 5 Estimated Incentive
Payment: $1,575,183
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Metric 1 [P-4.1]: Number of staff
hired and trained.

Baseline/Goal: Hire all staff
required by standards prior to
operation.

Data Source: Staff rosters and
training records and training
curricula, DFPS licensure reports

Milestone 2 Estimated Incentive
Payment: $474,955

Milestone 3 [P-5]: Develop
administration of operational
protocols and clinical guidelines for
crisis services.

Metric 1 [P-5.1]: Completion of
policies and procedures.

Baseline/Goal: Complete all policies
and procedures to achieve
certification and to begin operation.

Data Source: Manuals, internal
record and certification reports.

Milestone 3 Estimated Incentive
Payment: $474,955

attendance rosters, public
communication.

Milestone 4 Estimated Incentive
Payment: $1,574,746

Year 2 Milestone Bundle Amount:
$1,424,864

Year 3 Estimated Milestone Bundle
Amount: $1,574,746

Year 4 Estimated Milestone Bundle
Amount: $1,575,183

Year 5 Estimated Milestone Bundle
Amount: $1,279,908

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD (add milestone bundle amounts over Years 2-5): $5,854,701
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Category 1 Project Narrative
Bluebonnet Trails Community Services - 126844305.1.3

Project Area, Option and Title: 1.13.1 Develop and implement crisis stabilization services to
address the identified gaps in the current community crisis system.
RHP Project Identification Number: 126844305.1.3

Performing Provider Name: Bluebonnet Trails Community Mental Health and Mental
Retardation Center dba/ Bluebonnet Trails Community Services
Performing Provider TPl #: 126844305

Project Summary:

Provider Description: Bluebonnet Trails Community Services (BTCS) is the Local Mental
Health Authority (LMHA) for Burnet and Williamson Counties located within RHP 8 and for
6 other counties in adjacent Regions. They comprise 25% of the land mass but 54% of the
population. Williamson County has nearly 50% of the population at 422,679. BTCS is the
sole public behavioral health provider for all the counties it serves including those for
youth.

Intervention: BTCS will develop specialized Therapeutic Foster Care (TFC) to intervene
with youth in crisis, diverting them from admission to hospitals or juvenile justice
facilities. Our TFC Child Respite project will foster children in need of intensive short-term
behavioral health services, but not in need of protection. Children receiving or eligible for
Department of Family and Protective Services (DFPS) Foster Care are not in the target
population for this project and, therefore, DFPS funding is not available for use for this
project. No funding is available for children who are not in the CPS system but in need of
crisis respite due to behavioral health crisis. We will establish foster homes in Williamson
County and provide services to youth and families to stabilize the crisis and initiating
ongoing services.

Project Status: This is a new project. Not only are there not any TFC facilities, there are
not any psychiatric stabilization facilities for youth in this region.

Project Need: This project addresses RHP 8 Community Needs Assessment: CN. 2.3 -
Limited access for youth with severe emotional disturbances to behavioral health
community crisis services in Williamson and Burnet Counties; and CN. 2.15 - limited access
to behavioral health services for adults and youth in Williamson and Burnet Counties who
are involved in the adult and youth justice system.

Target Population: The target population is high risk youth in behavioral health crisis the
majority of them involved in Juvenile Justice; however, no incarcerated children will be
admitted to the program. 39% of those admitted to Williamson County Juvenile
Probation were diagnosed with behavioral health disorders. We will provide crisis respite
for 30 youth annually based on the number of homes. BTCS served 1,292 youth in its 8
County region in FY 2012, 76% of the youth were eligible for CHIP or Medicaid. We expect
over 80% of those benefitting from these services will be uninsured or enrolled in CHIP or
Medicaid.

Category 1 or 2 Expected Project Benefit for Patients: The project seeks to provide 730
crisis respite bed days in DY4 serving 16 youth; and to provide 1,460 crisis respite bed
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days in DY5 serving 30 youth. Our improvement measure is increasing the utilization of
appropriate crisis alternatives and the metric is Target Population Reached; that will be 16
youth in DY4 and 30 youth in DY5. Local care that promotes family preservation is clearly
a benefit to youth and families. The most appropriate crisis services are those that are
local and responsive. Creating this option allows us to reduce out of county placement
into residential and inpatient care in order to promote family participation and return to
home for the youth. Improvement Milestone |-12.1, increasing the utilization of
appropriate crisis alternatives creates the opportunity to provide these patient benefits.

° Category 3 Outcomes: IT-9.1: Our goal is to decrease in mental health admissions and
readmissions to criminal justice settings; residential treatment out of County and
detention services operated by Williamson County Juvenile Probation by a percentage
TBD based on baseline established in DY3.

° Collaboration: Texas A&M Health Science Center (TAMHSC) had a Pass 1 allocation it
could not use, since TAMHSC did not have providers in RHP 8. TAMHSC allowed its
allocation to be used by local health departments and local mental health authorities
(public entities) which had much smaller provider allocations in Pass 1, so these entities
could have more broad, transformative, regional projects. TAMHSC has not played a role
in these projects, other than the role of anchor. There are no impermissible provider-
related donations involved. This usage of the TAMHSC allocation ensured these providers,
who could self-fund the required IGT, could participate in the waiver. We consider this
project to be transformative because it will create a local system of services that supports
youth who experience behavioral health crises to stay connected to community and
family. Currently the only option is for youth to be removed from their home region and
any proximity to their families. This crisis option will allow families to work on therapeutic
issues while the youth is safe and working on those issues as well. It promotes family
preservation.

Project Description:

Child Crisis Respite through Therapeutic Foster Care

BTCS is the LMHA for Burnet and Williamson Counties located within RHP 8 and for 6 other
counties in adjacent Regions. As the LMHA, we contract with the Department of State Health
Services (DSHS) to provide specialty behavioral health services to children and adolescents with
Serious Emotional Disturbance (SED) that DSHS identifies as the “priority population”. The
Federal Definition for youth diagnosed with SED can be found at:
http://www.healthcare.uiowa.edu/icmh/documents/FederalDefinitionsofSMlandSED.doc.
Youth diagnosed with SED are generally having adjustment or functioning difficulties in more
than one life domain and therefore experience crisis episodes that disrupt schools and families
alike. BTCS proposes to develop a specialized Therapeutic Foster Care (TFC, also called
Treatment Foster Care) project that will be used to intervene with youth in crisis and divert
them from admission to a psychiatric hospital or juvenile justice facility.

The Texas Criminal Justice Coalition - Williamson County Juvenile Justice Data Sheet, reveals
that of the 869 youth between the ages of 10 and 17 who were referred to Texas Juvenile
Justice Department, 39% or 335 of them were diagnosed with mental illness.
http://tcjc.redglue.com/sites/default/files/youth county data sheets/Williamson%20County%
20Data%20Sheet%20(Sep%202012).pdf. The conclusion is that “Reducing the number of youth
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adjudicated to residential facilities can only be achieved if stakeholders strongly invest in ‘a
consistent, county-based continuum of effective interventions, supports, and services’”. BTCS
and leadership in the County agree that a part of the continuum that is missing is a community
based alternative for crisis stabilization for these youth. The foster homes in this project will be
used to provide safe environments to begin reintegration and family reunification as an
alternative to detention or hospitalization at the point of crisis, thereby diverting the youth
from those higher levels of care. The foster homes will also be available for transition care
upon discharge from hospital or residential facility, thereby shortening lengths of stay. TFCis a
distinct, powerful, and unique model of care that provides children with a combination of the
best elements of traditional foster care and residential treatment centers. In TFC, the positive
aspects of the nurturing and therapeutic family environment are combined with active and
structured treatment. TFC programs provide, in a clinically effective and cost-effective way,
individualized and intensive treatment for children and adolescents who would otherwise be
placed in institutional settings. BTCS is a member of the Mental Health Task Forces for
Williamson County and they have identified a need for crisis services for youth from this area.
Currently there are no behavioral health crisis options available in Williamson County.

Goals and Relationship to Regional Goals:

The goal of this proposal is to use TFC to provide crisis respite for youth in lieu of referral to a
juvenile justice detention facility or a psychiatric hospital and to provide services that allow
families and youth to remain together once the crisis is resolved. This community based respite
alternative will be the foundation to successfully reintegrate youth with emotional and/or
behavioral needs into their families—families who are trained to have the skills to meet those
needs—and their communities.

Project Goals:
° Establish the Therapeutic Foster Care Program including identifying facilities and foster

parents;

° Improve Clinical Resources to support services for families and youth

o Develop protocols to use to divert from residential care and to reunify after residential
care.

The Project meets the following Regional Goals:

. Improving access to timely, high quality care for residents, including those with multiple
needs;
° Increasing coordination of prevention and care for residents, including those with

behavioral or mental health needs; and
° Reducing inappropriate utilization of services.

The TFC program will safely reduce the number of children in out-of-home care and expedite
permanency for children currently in out-of-home placements; effectively maintaining a child
with emotional and/or behavioral needs in a family setting. Supporting effective growth and
relationships of the child through an intensive support and treatment program, this program is
designed to assist children transitioning to a less restrictive environment—and, ultimately, into
a healthy family situation. We are committed to preserving families and support the following,
nationally recognized definition of permanency: an enduring family relationship that is safe and
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meant to last a lifetime; offers the legal right and social status of full family membership;
provides for physical, emotional, social, cognitive, and spiritual well-being; and assures lifelong
connections to extended family, siblings, other significant adults, family history, traditions, race
and ethnic heritage, culture, religion, and language. We believe that these family relationships
help produce healthy and well-adjusted adults which strengthens the safety and security of our
communities.

Challenges:

A major challenge for this program will involve the regulation and infrastructure needed to
operate Foster Care services and to develop the philosophy of care to carry it out. Another
major challenge is the identification of suitable homes or facilities, suitable candidates for
foster parents and enhanced clinical expertise at the local clinic to carry out needed supports.
We can address the challenge related to regulation and infrastructure because BTCS has
reached agreement to collaborate with the Center for Health Care Services, (CHCS) the LMHA
for Bexar County which is also a licensed Child Placing Agency and has been developing foster
homes for several years. We will address the philosophy of care challenge by using resources
related to the variety of evidenced based practices (EBP) that have been implemented in TFC
settings, as noted in Evidenced Based Practices in Treatment Foster Care- A Resource Guide
produced by the Foster Family Based Treatment Association (http://www.ffta.org/). Using the
excellent reputation of BTCS we will initiate a strategy to provide enhanced community
education and communication to recruit families and additional homes. We will provide
specialized clinical training for foster parents as specified in the licensure standards and will add
licensed and certified clinical staff at the local BTCS clinics to provide professional support. The
Community Needs Assessment for RHP 8 identifies poor access to mental/behavioral health
services as a key health challenge for the region (see Section Il of this Plan). We will need to
make extra effort to resolve the provider shortage issues. We will use the innovative nature of
this program as an inducement to recruit providers. We are confident that qualified
professionals will want to participate in such a project.

5-Year Expected Outcome for Provider and Patients:

Over the next 5 years, we expect the outcomes for the youth and families to be: higher success
rate for reintegration from residential treatment facilities as evidenced by longer average
tenure than currently recorded with their natural family after discharge; a reduction in
removals and placements out of the Region by Juvenile Probation; and a reduction in inpatient
psychiatric placements. Our improvement measure is increasing the utilization of appropriate
crisis alternatives and the Metric is Target Population Reached; that will be 16 youth in DY4 and
30 youth in DY5. Local care that promotes family preservation is clearly a benefit to youth and
families.

Starting Point/Baseline:

Currently no Child Crisis Respite program exists in Burnet of Williamson County; therefore, the
baseline is 0 in DY2. We have some data related to the number of youth referred to juvenile
justice and hospitalized in State Hospitals, but do not have comprehensive data on ED episodes,
private hospital admissions. We will undertake to identify resources and methods to capture
and share information across these various child serving agencies.
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Rationale:
Community Need Addressed:
° Community Need Area: CN.2 - Limited access to primary care
° Specific Community Need:
o CN.2.3 - Limited access for youth with severe emotional disturbances to behavioral
health community crisis services in Williamson and Burnet Counties; and
0 CN.2.15 - Limited access to behavioral health services for adults and youth in
Williamson and Burnet Counties who are involved in the adult and youth justice
system.

The TFC model involves placement of children experiencing emotional or behavioral disorders
with specially trained foster families. BTCS will develop sites in Williamson County and consider
establishing sites in later years in Burnet County. All homes will have trained foster parents
recruited from within the communities and professional support provided by licensed and
certified staff currently working for BTCS outpatient sites in those counties. As mentioned
earlier, TFC is not a part of the foster care program administered by the Department of Family
and Protective Services. Our project is not designed for children in protective care and
therefore, not eligible for DFPS foster care funding. Our target populations are frequently
placed in residential care through juvenile probation but almost never placed in therapeutic
home settings. We are proposing to use specially trained foster parents who are willing and
able to work with youth who have intense behavioral health needs, and to wrap additional
services around those youth using staff and resources available from our current operations.
There is no foster care funding for this use of foster care. The foster family provides a stable
environment and safe, secure supervision. The foster family and the professional service
providers work together as a team with both youth and family. This team will provide a
therapeutic environment that will enable children in the area to stay connected to their families
and community while learning the skills and coping mechanisms needed to be successful.
Professional support will also be provided to the parents and key family members to develop
skills strengthening the family unit, supporting successful reunification. We selected this
Project Area and Project Option because our goal is to implement a crisis response for youth
that addresses identified community need. Caregivers and agencies involved with these
children and adolescents have heretofore been left with few options other than to assess and
transport to Austin or even farther outside of RHP 8 for admission to a hospital or secure
residential facility for stabilization.

Project Components:

The Crisis Respite through Therapeutic Foster Care project will address all of the required core

project components:

a)  Convene community stakeholders who can support the development of crisis stabilization
services to conduct a gap analysis of the current community crisis system and develop a
specific action plan that identifies specific crisis stabilization services to address identified
gaps. Our focus will be to work with stakeholders who are child serving agencies and to
identify gaps that lead to referral to juvenile justice. We will convene community
stakeholders during the remainder of FY 2013 to identify information needed to assess
the gap in crisis services; the numbers of people removed by Juvenile Probation, taken to
ED’s and admitted to private facilities.
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b)  Analyze the current system of crisis stabilization services available in the community
including capacity of each service, current utilization patterns, eligibility criteria and
discharge criteria for each service. We know that families transport their child to an
Emergency Department in their own community or in Austin rather than contacting the
LMHA because of the limited crisis response services and/or concern for the safety and
security of their child and family. This creates a complex issue related to data
identification and access. Working with community stakeholders and child serving
agencies, we will identify tools to provide data to analyze the capacity for service, current
utilization patterns and to identify the key characteristics of the people to be served.

c) Assess the behavioral health needs of patients currently receiving crisis services.
Determine the types and volume of services needed to resolve crises in community-based
settings. Then conduct a gap analysis that will result in a data-driven plan to develop
specific community-based crisis stabilization alternatives that will meet the behavioral
health needs of the patients. We will use the current staff to assess current needs of
those who are now and have been detained in the last year.

d)  Explore potential crisis alternative service models and determine acceptable and feasible
models for implementation. Using the information from stakeholders, from capacity and
utilization tools and from assessment of those detained, we will assess the intervention
we are providing as to acceptability and feasibility to scale into other adjacent counties or
to increase capacity in Region 8.

e)  Review the intervention(s) impact on access to and quality of behavioral health crisis
stabilization services 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. Finally, we will review the intervention and the changes to identify lessons
learned and adjust the model with respect to area, intensity and population. There is
guidance available, and we plan to take care that the evidenced based practice (EBP)
approach will evolve from a thorough needs assessment process that considers how well
it fits with the clients, the staff and the organization.

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

How the project represents a new initiative or significantly enhances an existing delivery system
reform initiative: This project significantly enhances delivery system reform by enhancing the
holistic health care approach of BTCS and its partners in Williamson and Burnet Counties. BTCS
currently receives funds from U.S. Department of Health and Human Services (DHHS) to
operate substance abuse Outreach Screening and Referral services in Williamson and several
other counties, and Mental Health block grant funds for outpatient mental health services.
Those DHHS funds will not be used for direct services; however, this project enhances and
extends the care currently provided with Federal funds by a new and innovative approach to
behavioral health crisis services. We are certain this intervention will improve the healthcare
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outcomes for entire community and improve the ability of these young people to become
contributing members.

Related Category 3 Outcome Measure:
. OD-9 Right Care, Right Setting
o IT- 9.1 Decrease in mental health admissions and readmissions to criminal justice
settings such as jails or prisons

Reason/Rationale for selecting the Outcome Measure:

Achieving the goal to establish a crisis stabilization alternative in the community will reduce the
number of youth who are removed at the point of crisis due to having no other options.
Although the Improvement Target references criminal justice it is understood that most youth
are not admitted to criminal justice settings but to the various levels of the juvenile justice
system to include residential treatment in a secure facility. Youth in crisis cause damage and
are disruptive; frequently they are referred to juvenile justice for safety even though the
problem is a mental health problem. Crisis stabilization available in the community will reduce
those referrals and achieve this Outcome.

Relationship to Other Projects:

This enhances the Emergency Services Diversion project (#126844305.2.2) that BTCS is
proposing. That project is focused on diversion of persons with behavioral health issues from
EDs and inpatient care. This project adds a community resource which can be used as a tool by
those persons involved in ED diversion. BTCS is also proposing to provide an expanded clinic in
East Williamson County (#126844305.1.1) and this project will act as a crisis alternative when
needed for those patients. We also anticipate that some high functioning individuals with
Intellectual and Developmental Disabilities, especially youth with Autism, might require and
access crisis respite services. Our IDD Assertive Community Treatment project
(#126844305.2.3) is proposed in Pass 2 along with services to adults and youth in justice system
and outpatient substance abuse services for adults and youth. These all fit together to continue
building a continuum of care for youth with behavioral health needs in RHP 8.

Relationship to Other Performing Provider Projects and Plan for Learning Collaborative:

BTCS will participate in all learning collaboratives organized or sponsored by Texas A&M Health
Science Center that are relevant to our projects. We believe it is important to improving and
adjusting the care provided. We will also participate with other community centers and
behavioral health care providers as we continue to do through the Texas Council of Community
Centers. This exchange of ideas is important and helps us adjust and refine our programs and
approaches to behavioral health care.

Project Valuation:

The project seeks to provide crisis respite to 16 youth in DY4 and to provide crisis respite to 30
youth in DY5. These are very high intensity youth who otherwise would be removed from
home and placed in a psychiatric hospital or residential treatment facility. Both of these
options are expensive and separate the family from the treatment process and seriously
reducing the chances for reunification with the family. The valuation calculated for this project
used cost-utility analysis which measures program cost in dollars and the health consequences
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in utility-weighted units that were applied to the factors existing in this underserved area,
including: limited access to primary care and to behavioral health care, poverty and the link
between chronic health conditions and chronic behavioral health conditions. The valuation
study was prepared by professors H. Shelton Brown, Ph.D. and A. Hasanat Alamgir, Ph.D. both
of the UT Houston School of Public Health and Thomas Bohman, Ph.D. of the UT Austin Center
for Social Work Research based on a model that included quality-adjusted life-years (QALYs)
and an extensive literature of similar interventions and cost savings and health outcomes
related to those interventions. The QALY index incorporates costs averted when known (e.g.,
emergency room visits that are avoided.

A description of the method used, titled Valuing Transformation Projects, has been posted on
the performing provider website which will be linked to www.bbtrrails.org under the Medicaid
1115 Transformation Waiver tab. Complete write-up of the project will be available at
performing provider site.
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Bluebonnet Trails 126844305.1.3 (Project 1.13.1)
Category 1 Milestones and Metrics

126844305.1.3

Related Category 3
Outcome Measure (s):

Year 2
(10/1/2012 -9/30/2013)
Milestone 1 [P-1]: Conduct
stakeholder meetings among
consumers, family members, law
enforcement, medical staff and
social workers from EDs and
psychiatric hospitals, EMS, and
relevant community behavioral
health services providers

Metric 1 [P-1.1]: Number of
meetings and participants.

Baseline/Goal: Goal - Hold
meetings that are attended by a
representative of all of the key
groups identified above.

Data Source: Attendance lists,
agendas and minutes

Milestone 1 Estimated Incentive
Payment: $136,563

Milestone 2 [P-3]: Develop

1.13.1.a-1.13.1.e
Bluebonnet Trails MHMR

126844305.3.3 IT-9.1

Year 3
(10/1/2013 - 9/30/2014)
Milestone 3 [P-4]: Hire and train
staff to implement Crisis Respite
through TFC.

Metric 1 [P-4.1]: Number of staff
hired and trained.

Baseline/Goal: Goal - Hire 1
licensed staff and recruit and certify
1 foster parent, certify 1 foster
home.

Data Source: Staff rosters and
training records and training
curricula, DFPS licensure reports

Milestone 3 Estimated Incentive
Payment: $348,750

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

Year 4
(10/1/2014 - 9/30/2015)
Milestone 4 [I-X]: Increase the
utilization of appropriate crisis
alternatives.

Metric 1 [I-X.1]: Target population
reached; number served in this
community based crisis alternative.
Measurement of the Metric is a
count of those receiving crisis
services in this location.

Baseline/Goal: There were no crisis
alternatives for youth in Williamson
County in DY2; therefore the baseline
is O for persons served. Goal - Serve
16 youth DY4.

Data Source: Claims, encounter, and
clinical record data.

Milestone 4 Estimated Incentive
Payment: $348,750

Develop and implement crisis stabilization services to address the
identified gaps in the current community crisis system

126844305

Year 5
(10/1/2015 -9/30/2016)
Milestone 5 [I-X]: Increase the utilization
of appropriate crisis alternatives.

Metric 1 [I-X.1]: Target population
reached; number served in this
community based crisis alternative.
Measurement of the Metric is a count of
those receiving crisis services in this
location.

Baseline/Goal: There were no crisis
alternatives for youth in Williamson
County in DY2 therefore the baseline is 0
for persons served. Goal - Serve 30
youth DY5.

Data Source: Claims, encounter, and
clinical record data.

Milestone 5 Estimated Incentive
Payment: $310,000
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implementation plans for needed
crisis services.

Metric 1 [P-3.1]: Produce
data-driven written action plan for
development of Crisis Respite
through TFC based on gap analysis
and assessment of needs.

Baseline/Goal: Goal - Document a
plan that includes all of the
elements above and is specific to
implementation of therapeutic
foster care.

Data Source: Written plan

Milestone 2 Estimated Incentive
Payment: $136,562

Year 2 Milestone Bundle Amount:
$273,125

Year 3 Estimated Milestone Bundle
Amount: $348,750

Year 4 Estimated Milestone Bundle
Amount: $348,750

Year 5 Estimated Milestone Bundle
Amount: $310,000

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD (add milestone bundle amounts over Years 2-5): $1,280,625
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Category 1 Project Narrative — Pass 2
Bluebonnet Trails Community Services — 126844305.1.4

Project Area, Option and Title: 1.13.1 Develop and implement crisis stabilization services to
address the identified gaps in the current crisis system
RHP Project Identification Number: 126844305.1.4

Performing Provider Name: Bluebonnet Trails Community Mental Health and Mental
Retardation Center dba/ Bluebonnet Trails Community Services
Performing Provider TPl #: 126844305

Project Summary:

RHP 8 Plan

Provider Description: Bluebonnet Trails Community Services (BTCS) is the Local Mental
Health Authority (LMHA) for Burnet and Williamson Counties in RHP 8 and for six adjacent
Counties in three other RHPs. They comprise 25% of the land mass but 54% of the
population. Williamson County has nearly 50% of the population at 422,679. BTCS is the
sole public behavioral health provider in these Counties.

Intervention: BTCS proposes to collaborate with Burnet County Sheriff’'s Department and
Seton Highland Lakes Medical Center to provide crisis assessment, referral and short-term
stabilization in Burnet County. To establish this service, a space near the Emergency
Department (ED) of the Seton Highland Lakes Medical Center in Burnet, Texas will be
renovated so that is suitable for walk-in patients and for law enforcement to bring
persons in need of assessment and stabilization. The service will be available 24 hours a
day 7 days a week.

Project Status: This is a new project, no facility or service now exists in any of the
Counties served by BTCS that accepts and evaluates adults on emergency detention
orders.

Project Need: There is no facility in the counties served by BTCS that accepts persons on
Emergency Detention for assessment and stabilization and people have to be transported
to hospitals in Austin, Texas. This project addresses RHP 8 Community Need CN.2.4 —
Limited access for serious mentally ill adults to crisis services in Burnet County.

Target Population: The target population is adults presenting a significant threat to the
safety of self or others and exhibiting behaviors consistent with acute psychiatric disorder.
Of those served by BTCS in FY 2012, an average of 43% of adults were Medicaid-eligible;
73% of BTCS clients are below the federal poverty level. We estimate that approximately
70% of those benefitting from this project will be poor, uninsured or underinsured. We
expect to serve 200 people in DY4 and 300 in DY5.

Category 1 or 2 Expected Project Benefit for Patients: The project provides access to
behavioral health crisis services that are local and specific to these disorders. That access
results in fewer hospitalizations for patients, quicker recovery and stability in community
living. Both the health and quality of life that patients experience is improved when they
can remain in the community and return quickly to productive community life. This
directly addresses Improvement Milestone I-12.1 utilization of appropriate crisis
alternatives, even though the baseline for the number used to calculate the percentage
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increase is TBD in DY3. The project seeks to provide assessment and stabilization services
to 200 people in DY4 and 300 people in DY5.

° Category 3 Outcomes: IT-3.8: Our goal is to reduce the behavioral health 30 day
readmission rate to hospital by a percentage TBD based on baseline established DY3.
What the achievement of this goal means is to provide services to the target population
of people who have experienced a crisis event and assist them in accessing community
based crisis services as opposed to utilizing inpatient psychiatric facilities out of County
or inappropriate EDs. Community based alternatives provide immediate intervention and
symptom management, thereby providing improvement in functioning that is critical
patient outcomes. When the goals are achieved then program participants should
experience a reduction in symptoms and a reduction in crisis events. We expect to serve
200 people in this community based crisis alternative in DY4 and 300 people in DY5. Our
goal is to serve people in the community. This not only represents a substantial savings
over using hospital and ED, but more importantly improves the lives of those who
otherwise would have go to hospital out of County or spend wasted time in inappropriate
ED settings. Currently hospital and EDs are the only options and re-hospitalization occurs
because care is remote, not timely and discharge and referral is difficult and often
inadequate.

° Collaboration: There was not a TAMHSC allocation in Pass 2 and, therefore, was not used
for a Pass 2 project.

Project Description:
Crisis Assessment for Persons in Behavioral Health Crisis — Burnet County

BTCS is the LMHA for Burnet and Williamson Counties in RHP 8 and for six adjacent Counties in
three other RHPs. BTCS proposes to collaborate with Burnet County Sheriff's Department and
Seton Highland Lakes Medical Center (Medical Center) to provide crisis assessment, referral and
short term stabilization in Burnet County. To establish this service, a space near the Emergency
Department (ED) of the Medical Center in Burnet, Texas will be renovated so that is suitable for
walk-in patients and for law enforcement. Frequently, law enforcement will use it for persons
who are being held under Emergency Detention and require evaluation to determine the best
options for treatment and stabilization. The unit will be staffed by caseworkers, nursing and
licensed professionals linked to psychiatric services via telemedicine. The project includes
adding two Sherriff’s Deputies to serve as part of Mobile Crisis Outreach Team working with the
behavioral health professionals for BTCS and the and health care staff of the Medical Center.
The secure unit will operate as an urgent care crisis clinic, clinically staffed and psychiatrically
supervised for immediate access to urgent or emergent medical evaluation and treatment 24
hours a day 7 days a week. Individuals in crisis will be assessed and may receive medication
and intensive and short-term care, step-down respite care and assisted transition into
outpatient services and community resources. An advantage to locating this crisis assessment
unit in the Medical Center is that it provides access to emergency care at all times and improves
the capacity to safely and appropriately manage individuals with the serious psychiatric
symptoms. Another advantage to the location is that it provides the opportunity to provide
urgent care interventions for those who have come to the ED due to a behavioral health crisis
but do not need the services of an ED. The space for the unit will be to provide a safe and
secure environment for assessment of those in the custody of law enforcement and those who
have come to the facility voluntarily or with family members or friends.
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The proposal builds on the current crisis system established by BTCS and on the relationships
with the Sherriff’s Department and the Medical Center. Over the last several years, BTCS has
developed a crisis response system that includes: a 24 hour crisis line, crisis screening and
assessment in every county and a 16 bed voluntary crisis respite facility in Georgetown. We
have proposed DSRIP projects that add to that continuum including 48-hour involuntary crisis
observation unit in Georgetown, transitional housing guided by peer support in Round Rock and
Crisis Respite for youth. The current and proposed elements of the continuum will be available
for those assessed in this Crisis Assessment unit. Having the options will reduce the shorten
lengths of stay in EDs and reduce utilization of psychiatric inpatient facilities and reduce the
number of mentally ill who are taken to jail. This project reduces preventable readmissions to
hospital by providing a community alternative for assessment and referral to appropriate
residential options. This behavioral assessment unit should be capable of addressing the needs
of around 5 to 7 people at a time. That number will need to be assessed based on practice,
number of step-down alternatives and acuity of the individuals being assessed. The total
number to be served will depend on the rate of crisis referrals and assessment request from the
Medical Center ED.

BTCS reviewed data related to admissions to the State Hospital and to the voluntary Crisis
Respite facility. We found a large percentage of the 218 year to date admissions to the State
Hospital--17% accounting for 37 of the 218 admissions--were made without prior screening and
authorization by BTCS, the LMHA. The Sheriff’'s Department in Burnet County reports that they
spend a great deal of time transporting individuals out of County for assessment and
disposition. Also based on the electronic health record (EHR) for BTCS, there were 211 crisis
screenings at the ED at the Medical Center. At times, the Deputies have no alternative but to
transport for direct admission to the Austin State Hospital when in their judgment the
individual needs further detention and thorough assessment. No suitable facility exists in
Burnet County, therefore the ED is being used, but it puts undue burden on that facility.
Further analysis of those State Hospital admissions reveals a substantial number with very short
lengths of stay, indicating that they were inappropriately admitted and might be prevented
with a community alternative for crisis assessment and referral. The number of individuals with
lengths of stay less than 3 days reflects that 61 persons may have been inappropriately
admitted year-to-date. When we reviewed the admission data for the voluntary Crisis Respite
facility, it revealed that there were 252 admissions in FY 2012. Of those admissions, 13% were
from EDs and local Hospitals; 8% were from the State Hospital; and 13% were from jail. Clearly,
all of these individuals were candidates for thorough crisis assessment to determine the best
referral option rather than expending valuable time and resources in the wrong setting. This
project creates a local crisis assessment option that directly addresses the problems of wasted
time for laws enforcement to drive out of county for crisis assessment, long stays in the ED for
those with behavioral health diagnoses and inappropriate referral and admission. It creates an
option for law enforcement in lieu of jail, ED or State Hospital.

Goals and Relationship to Regional Goals:

The goals of this project are to improve the current crisis response system for behavioral health
by developing crisis assessment and referral unit to improve access to behavioral health care in
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the most appropriate and cost-effective setting and reduce unnecessary inpatient admissions,
costly law enforcement trips and inappropriate incarceration or use of EDs.

Project Goals:

. Establish a crisis assessment and referral unit in Burnet County in partnership with the
Sherriff’s Department and the Medical Center.

° Develop a professional team and a mobile team including mental health deputies to
provide assessment and disposition.

o Provide this crisis service in a safe and secure environment that allows for individuals in
custody and under detention order to be detained and assessed.

. Reduce or eliminate the inappropriate utilization by the mentally ill of ED’s, jails, private
hospitals and the State Hospital for short stays.

This Project meets the following Regional Goals:

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

° Reducing inappropriate utilization of services.

We are proposing this project in Burnet County because there is no specially designated and
trained mental health Deputies in this County and over 50% of the crisis screenings are now
done at the ED. There is sufficient volume of crisis events in Burnet County for the Sheriff to
request a specially trained officer to respond and transport. This project is an important part of
the crisis services continuum in RHP 8, for BTCS and especially for the people of Burnet County.

Challenges:

The primary challenge for this project will be to create a seamless system of communication
and collaboration among the partner entities: BTCS, Burnet County Sheriff’s Department and
Seton Highland Lakes Medical Center. Each entity has its own set of rules and guidelines to
work within, but each will need to find ways to meet current requirements and to achieve the
objective of safely and efficiently assessing, referring and finding adequate placement for those
in crisis or diverted from the ED. We will address this challenge by jointly designing the
processes and protocols for the unit and then holding operational meetings very frequently at
first, to identify and eliminate problems with the processes. A second challenge is to engage
other local law enforcement agencies especially in the Cities of Burnet and Marble Falls and
other health care providers so that they are informed and comfortable referring or bringing
people in crisis to this unit. We plan to continue current community outreach and education
and add additional communication and education meetings for the first year of the project to
foster acceptance and use of the services.

5-Year Expected Outcome for Provider and Patients:

Over the next 5 years, we expect the outcomes to include reduction of hospitalizations for
persons who are currently admitted for very short stays, reduction of the length of stay in the
ED for those presenting with a primary or secondary behavioral health diagnosis (including
substance abuse diagnoses) and reduction in inappropriate incarceration of the mentally ill.
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Starting Point/Baseline:

Currently, no crisis assessment unit exists in Burnet County; therefore, the baseline is 0 in DY2.
We do not have the data to estimate the number of people who were admitted to jail
inappropriately and who were admitted to private psychiatric facilities in adjacent Counties.
We do know the number assessed in EDs but do not have length of stay or wait time data. A
major effort is needed during DY2 to identify the extent of the resources needed and ensure
that the intervention is appropriate and adequate. We will use the number of admissions into
the State Hospital System and Psychiatric Inpatient Units during SFY2012, screenings at the ED
and length of stay in the Medical Center ED as our baseline for the performance indicators.

Rationale:

Community Need Addressed:

0 Community Need Area: CN.2 — Limited access to mental health/behavioral health services

0 Specific Community Need: CN.2.4 — Limited access for serious mentally ill adults to crisis
services in Burnet County

A secure and safe community based crisis assessment alternative will give law enforcement
officers and crisis responders new tools to provide a thorough assessment and resolve issues
locally. It also supports better assessment and diversion of individuals from the ED thereby
decongesting and improving access to emergency care for those who truly need that service.
Internal reports from the BTCS medical record, Anasazi, indicates that there were 418 crisis
screenings performed in Burnet County over the last 12 months. Over half of those, 211, were
performed at an ED. The second largest number of screenings, 77, was performed at the jail.
This indicates the need to locate a robust crisis screening and assessment unit in this County.
BTCS participates in the Mental Health Task force for Williamson County and this group of
leaders and health care professionals report that mentally ill people are taken inappropriately
to EDs, jail and the State Hospital. Other than the data reported above related to admissions to
the voluntary Crisis Respite facility, the community need being expressed is, to a certain extent,
anecdotal. However, it is clear that we need to begin offering a community based crisis
stabilization option even as we address the core components of this Project Option.

Project Components:

This project to provide involuntary Crisis Respite services for adults will address all of the

required core project components:

a) Convene community stakeholders who can support the development of crisis stabilization
services to conduct a gap analysis of the current community crisis system and develop a
specific action plan that identifies specific crisis stabilization services to address identified
gaps. We will work in cooperation with Burnet County Sheriff’s Department and the
Medical Center staff to convene other health care and law enforcement stakeholders to
identify gaps that lead to inappropriate admission to jail, EDs and short term stays in
psychiatric hospitals. We will convene these community stakeholders during the
remainder of FY 2013 to identify information needed to assess the gap in crisis services
and assess root causes of inappropriate resource utilization.

b)  Analyze the current system of crisis stabilization services available in the community
including capacity of each service, current utilization patterns, eligibility criteria and
discharge criteria for each service. We will work closely with the Burnet County Sheriff’s
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Department to review and analyze records from the prior year concerning law
enforcement transports to and from EDs in their own community and in Austin. In
partnership with the Department and the Medical Center we will engage other health
care, law enforcement and emergency responders to assess the elements of the current
crisis system.

c)  Assess the behavioral health needs of patients currently receiving crisis services. Determine
the types and volume of services needed to resolve crises in community-based settings.
Then conduct a gap analysis that will result in a data-driven plan to develop specific
community-based crisis stabilization alternatives that will meet the behavioral health
needs of the patients. We will use BTCS staff to assess admissions and dispositions to
voluntary Crisis Respite and to all psychiatric facilities in the area. We will focus on those
detained and transported during the last year.

d)  Explore potential crisis alternative service models and determine acceptable and feasible
models for implementation. Using the information gathered concerning client needs
current crisis response patterns, we will redesign the communication and transport flow
with the Sherriff’s Department and the Medical Center. We will then identify tools and
agreements needed to expand the use of the unit by all stakeholders in the County. We
will use that information to recommend next steps for RHP 8.

e)  Review the intervention(s) impact on access to and quality of behavioral health crisis
stabilization services 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. We will review the impact of the Crisis Assessment unit in relation to the
other elements of the crisis response continuum and identify lessons learned and adjust
the model with respect to area, intensity and population.

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

How the project represents a new initiative or significantly enhances an existing delivery system
reform initiative: This project provides crisis assessment services to enhance the initiatives
currently funded by the U.S. Department of Health and Human Services (DHHS). BTCS receives
funds to operate substance abuse Outreach Screening and Referral services in Burnet and
Williamson Counties and several other counties, and Mental Health block grant funds for
outpatient mental health services. Those DHHS funds will not be used for direct services in this
project; however, this project enhances and extends the care currently provided with Federal
funds by a providing a local option to address crisis needs. We believe this crisis service will
improve the healthcare outcomes for entire community, relieve pressure on law enforcement
and ED’s and promote stable community tenure for our patients.

Related Category 3 Outcome Measure:
o OD-3 Potentially Preventable Re-Admissions- 30 day Readmission Rates (PPRs)
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0 IT-3.8 Behavioral Health /Substance Abuse 30 day readmission rate

Reasons/rationale for selecting the outcome measure: Readmissions to psychiatric facilities are
driven by a number of circumstances surrounding the initial hospital stay. Those include the
accuracy of the assessment of acuity, early release, poor or hurried discharge planning,
inadequate knowledge of community resources and inadequate resources to accommodate a
sound community placement. Creating the option to provide a thorough screening and
evaluation in the community provides the opportunity to address several of these drivers. We
can provide timely evaluations and quick stabilization linked to community follow up. We know
the community resources including housing and treatment options. It also gives us the chance
to intervene with those who otherwise would be readmitted rather than getting community
help. Admissions to inpatient settings should be more appropriate and readmissions reduced.

Relationship to Other Projects:

This enhances additional projects that BTCS is pursuing related to Child Crisis Respite
(#126844305.1.2) and Emergency Services Diversion (#126844305.2.2) in that it provides a site
for thorough screening and assessment. We expect the other projects will demonstrate
improved outcomes due to availability of crisis screening provided in the communities in which
people live. It both supports and relies on Crisis Stabilization (#126844305.1.2) and the
Transitional Housing (#126844305.2.1) projects which provide a place for people to stabilize
and/or continue recovery in the community after stabilization is achieved. This option relies on
expansion of Substance Abuse Services Adult and Youth in Williamson and especially Burnet
County (#126844305.1.5) since some will need referral for that service.

Relationship to Other Performing Provider Projects and Plan for Learning Collaborative:

This project is somewhat related to Central Counties crisis respite project (#081771001.1.4), Hill
Country MHDD’s Co-occurring Psychiatric and Substance Abuse Disorder project
(#133340307.2.1) and Trauma Informed Care (#1333403007.2.2).

BTCS will participate in all learning collaboratives organized or sponsored by Texas A&M Health
Science Center that are relevant to our projects. We believe it is important to improving and
adjusting the care provided. We will also participate with other community centers and
behavioral health care providers as we continue to do through the Texas Council of Community
Centers. The exchange of ideas through both developing and existing relationships will keep
the line of communication open and will help us adjust and refine our programs and
approaches to behavioral health care.

Project Valuation:

We expect to serve 200 people in this community based crisis alternative in DY4 and 300 people
in DY5. Our goal is to increase utilization by 10% in DY4 and 15% in DY5. Serving people in the
community is a substantial savings over using hospital and ED, which are now the only options.
It also clearly provides patient benefit by timely access to care to help individuals achieve
symptom relief and improved functioning. The valuation calculated for this project used cost-
utility analysis which measures program cost in dollars and the health consequences in utility-
weighted units that were applied to the factors existing in this underserved area, including:
limited access to primary care and to behavioral health care, poverty and the link between
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chronic health conditions and chronic behavioral health conditions. The valuation study was
prepared by professors H. Shelton Brown, Ph.D. and A. Hasanat Alamgir, Ph.D. both of the UT
Houston School of Public Health and Thomas Bohman, Ph.D. of the UT Austin Center for Social
Work Research based on a model that included quality-adjusted life-years (QALYs) and an
extensive literature of similar interventions and cost savings and health outcomes related to
those interventions. The QALY index incorporates costs averted when known (e.g., emergency
room visits that are avoided).

A description of the method used, titled Valuing Transformation Projects, has been posted on
the performing provider website which will be linked to www.bbtrrails.org under the Medicaid
1115 Transformation Waiver tab. Complete write-up of the project will be available at
performing provider site.
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Bluebonnet Trails 126844305.1.4 (Project 1.13.1 — Pass 2)
Category 1 Milestones and Metrics
Development of behavioral health crisis stabilization services as
alternatives to hospitalization.

126844305.1.4 1.13.1.a--1.13.1.e

126844305

Bluebonnet Trails MHMR
Related Category 3

Outcome Measure (s): 126844305.3.6 IT-3.8

Year 2 Year 3

Behavioral Health/Substance Abuse 30 Day Readmission Rate

Year 4 Year 5

(10/1/2012 -9/30/2013) (10/1/2013 —9/30/2014) (10/1/2014 - 9/30/2015) (10/1/2015 -9/30/2016)
Milestone 1 [P-3]: Develop Milestone 4 [P-7]: Participate in at Milestone 5[I-X]: Number of patient | Milestone 6 [I-X]: Number of patient
implementation plans for needed least bi-weekly interactions interventions interventions
crisis services. (meetings, conference calls, or

webinars) with other providers and Metric 1 [I-X.1]: Number of patient Metric 1 [I-X.1]: Number of patient in
Metric 1 [P-3.1]: Produce the RHP to promote collaborative in target population served by this target population served by this
data-driven written action plan for learning around shared or similar emergency diversion service. emergency diversion service.
development of involuntary Crisis projects. Participation should
Assessment in Burnet based on gap | include: 1) sharing challenges and Baseline/Goal: Baseline - 0 since no | Baseline/Goal: Baseline - 0 since no
analysis and assessment of needs. any solutions; 2) sharing results and | such service currently exists in the such service currently exists in the RHP;
guantitative progress on new RHP; Goal - Serve 200 people in DY4. | Goal - Serve 300 people in DY5.
Baseline/Goal: Document a plan improvements that the provider is
that includes all of the elements testing; and 3) identifying a new Data Source: EHR and program Data Source: EHR and program records.
above and is specific to improvement and publicly commit records.
implementation of Crisis to testing it in the week to come. Milestone 6 Estimated Incentive
Assessment. Milestone 5 Estimated Incentive Payment: $1,000,000
Metric 1 [P-7.1]: Number of Payment: $1,089,000
Data Source: Written plan bi-weekly meetings, conference
calls, or webinars organized by the
Milestone 1 Estimated Incentive RHP that the provider participated
Payment: $341,612 in.
Baseline/Goal: Participate in
Milestone 2 [P-4]: Hire and train meetings as scheduled and
staff to implement Crisis Assessment | disseminate information to
service in accordance with stakeholders
Standards.
Data Source: Minutes, agendas,
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Metric 1 [P-4.1]: Number of staff
hired and trained.

Baseline/Goal: Hire all staff
required by standards prior to
operation.

Data Source: Staff rosters and
training records and training
curricula, DFPS licensure reports

Milestone 2 Estimated Incentive
Payment: $341,612

Milestone 3 [P-5]: Develop
administration of operational
protocols and clinical guidelines for
crisis services.

Metric 1 [P-5.1]: Completion of
policies and procedures.

Baseline/Goal: Complete all policies
and procedures to achieve
certification and to begin operation.

Data Source: Manuals, internal
record and certification reports.

Milestone 3 Estimated Incentive
Payment: $341,612

attendance rosters, public
communication.

Milestone 4 Estimated Incentive
Payment: $990,000

Year 2 Milestone Bundle Amount:
$1,024,836

Year 3 Estimated Milestone Bundle
Amount: $990,000

Year 4 Estimated Milestone Bundle
Amount: $1,089,000

Year 5 Estimated Milestone Bundle
Amount: $1,000,000

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD (add milestone bundle amounts over Years 2-5): $4,103,836
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Category 1 Project Narrative — Pass 2
Bluebonnet Trails Community Services — 126844305.1.5

Project Area, Option and Title: 1.12.2 Expand the number of community based settings where
behavioral health services may be delivered in underserved areas
RHP Project Identification Number: 126844305.1.5

Performing Provider Name: Bluebonnet Trails Community Mental Health and Mental Retardation
Center dba/ Bluebonnet Trails Community Services
Performing Provider TPl #: 126844305

Project Summary:

Provider Description: Bluebonnet Trails Community Services (BTCS) is the Local Mental Health
Authority (LMHA) for Burnet and Williamson Counties in RHP 8 and for six adjacent Counties in
three other RHPs. They comprise 25% of the land mass but 54% of the population. Williamson
County has nearly 50% of the population at 422,679. BTCS is responsible for an array of public
behavioral health services as well as for behavioral health planning and coordination
throughout our local service area.

Intervention: BTCS will establish outpatient substance abuse treatment sites in Georgetown
and Marble Falls to meet the needs of a growing population, especially the poor, under or
uninsured. The sites will be in our current facilities and will be licensed for supportive
outpatient and intensive outpatient services.

Project Status: BTCS currently does not provide direct substance abuse treatment services,
only assessment and referral. There are no intensive outpatient substance abuse programs in
Williamson and Burnet County.

Project Need: This project addresses RHP 8 Community Need CN. 2.5: Limited access to
behavioral health services, primarily substance abuse services for adults and youth who are
poor and under and uninsured populations in need of outpatient and intensive outpatient care
in Burnet and Williamson Counties. Those without resources cannot travel into Austin for
services to achieve and maintain sobriety.

Target Population: Target population is community referrals, and those referred from ED’s in
need of outpatient substance abuse services. BTCS served over 7,769 with behavioral health
disorders in FY 2012. An average of 43% of adults were Medicaid-eligible; 76% of youth were
eligible for CHIP or Medicaid and 73% of BTCS clients are below the federal poverty level.
Approximately 70% of those benefitting from this project will be poor, under or uninsured. We
expect to serve 700 a year by DY5.

Category 1 or 2 Expected Project Benefit for Patients: The project reduces inappropriate use of
ED by this population which improves their lives through stable services in a medical home; and
improves community health by opening access for those who truly need ED. The project seeks
to provide services to 350 people in DY4 and 700 in DY5 at these new sites in Williamson and
Burnet Counties. Providing services locally reduces ED utilization by reducing crises that stem
from service gaps. Local services also improve treatment adherence and therefore satisfaction
with access. Improvement Milestone |-X is the number of patient interventions in these new
community based settings.
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. Category 3 Outcomes: IT-10.1: The goal of this project is to help people with substance use
disorders to transition to stable living in the community by providing access to community
outpatient services. This is clearly a patient benefit and a community benefit. The cycle of
relapse and return to hospital or residential detoxification services is a major disruption for
individuals seeking to achieve recovery. It is also costly to the health care system and
devastating to individuals and families. We believe that achieving a sustained long term
recovery improves quality of life and leads to this outcome. Low income individuals cannot now
access outpatient care and are left in this cycle of relapse. Extended sobriety and productivity
will improve their health outcomes, community life and Quality of Life. The patient experience
of health is one of the triple aims and measured here through report of improvement in the
quality of the patients’ lives.

° Collaboration: There was not a TAMHSC allocation in Pass 2 and, therefore, was not used for a
Pass 2 project.

Project Description:
Outpatient Substance Addiction Services for Adult and Youth

BTCS is the LMHA for Burnet and Williamson Counties in RHP 8 and for six adjacent Counties in three
other RHPs. In that capacity we are responsible for an array of public behavioral health services as
well as for behavioral health planning and coordination throughout our local service area. That
responsibility includes identifying gaps in service or barriers to access for persons residing in the area.
BTCS proposes to establish outpatient substance abuse treatment sites in Georgetown and Marble
Falls to meet the needs of a growing population, especially the poor, uninsured and/or underinsured.
The services will be located in our current facilities in those cities and both sites will be licensed for
both supportive outpatient counseling and intensive outpatient services. To accomplish this
expansion of services we will renovate the spaces to prepare them for Facility Licensure, recruit and
hire licensed counselors and prepare policies procedures and treatment protocols.

The goal of this project is to allow people who have limited resources to access intensive outpatient
and supportive counseling substance abuse services in their home county. Many of these individuals
will need this access following a detoxification stay in Travis County or after an Emergency
Department (ED) visit in their home county or Travis County. 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” (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). 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 intensive outpatient substance abuse
program and the supportive counseling services are well known in the industry and follow specific
licensure and curriculum requirements. Intensive outpatient program will be provided four to six
hours a day five days a week in group settings. Supportive outpatient services will be provided in
group and individual sessions based on the stage of recovery and needs of the clients. We will
provide psycho-education, peer support groups, solution focused and multi-faceted approach to care
to include motivational interviewing, co-occurring psychiatric and substance use disorder services.
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We expect the variety of services available, responsiveness of the design, staffing and locations to
improve behavioral health functioning outcomes and significantly improve satisfaction. This project
builds on the expertise and resources of BTCS related to services for the individuals with substance
use disorders. When these sites are fully operational, they will serve a total of 700 a year. Individual
progress and treatment outcomes will be documented in the electronic health record, Anasazi, and
available for summary reporting as required.

Goals and Relationship to Regional Goals:

The goal of the expansion is to add intensive and supportive outpatient substance abuse services in
Burnet and Williamson County. With this expansion we expect to improve health outcomes for
persons in this area who now have limited access to behavioral health services. The challenges facing
individuals in Williamson and Burnet County are that there are no intensive outpatient substance
abuse programs in the area. To receive services people must travel into Travis County. 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.

Project Goals:

° Establish intensive outpatient and supportive outpatient substance abuse services in Williamson
and Burnet County.

. Provide behavioral health care that is multi-disciplinary, recovery oriented and comprehensive.

° Provide behavioral health care, specific to substance use disorders, to all those in need
regardless of income, insurance status or diagnosis.

This Project meets the following Regional Goals:

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

o Increasing coordination of substance abuse and mental health care for residents.

Challenges:

The primary challenge for this project is to gain community acceptance as a provider of
comprehensive substance abuse treatment services and to receive referrals from a broad range of
community sources. Currently BTCS is known as the authority for substance abuse services and
provides referrals for state-funded treatment. BTCS must become accepted as a comprehensive
treatment provider by the community and by referring providers. The ‘Treatment Episode Data Set’
cited above indicates that nationally 37% of the referrals to treatment are from criminal justice
agencies and 33% are self-referrals. We can license and offer a comprehensive range of services for
adults and youth and a behavioral health team that is accessible, responsive and integrated into the
community. This program will be successful only if referrals are forthcoming. We believe that
establishing the services in our current locations will help with acceptance. Also we have excellent
relationships with justice entities and use those relationships to achieve referrals. We will continue
to participate in community task forces and forums to promote treatment and recovery and promote
the success of treatment to the public.
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5-Year Expected Outcome for Provider and Patients:

BTCS’ goal is to establish outpatient substance abuse treatment sites in the two Counties and for a
greater diversity of people with substance use disorders to be served in Williamson and Burnet
County. We expect the outcome to be a greater acceptance of treatment as the sites are established
in the community. We expect to see a growing level of satisfaction related to getting care quickly;
integrated behavioral health care, cultural competency and perceived improvement in functioning.
We believe that a successful program will reduce disparity in treatment for the poor and
uninsured/underinsured and lead to a healthier more productive community. Over the next five
years we expect the increase in the number of people accessing outpatient substance use disorder
treatment to reach a capacity of 700 people served a year for Williamson and Burnet County
residents. The goals stated above related to establishing this new service and educating the
community about the need for intervention and treatment will directly affect achievement of the
outcomes. The outcome expected is an increase in the quality of life for citizens of these Counties
who access services.

Starting Point/Baseline:

This is a new project for BTCS in Burnet and Williamson County. There is no program for substance
abuse treatment that targets the poor and uninsured in Williamson or Burnet County and therefore
the baseline for DY2 is 0. We do not have current data to identify those from Burnet and Williamson
County who are accessing detoxification and ED services due to substance abuse disorders, but an
important first step in this project will be link to means of gathering and tracking that data. We are
also aware that we must secure licensure for intensive outpatient substance abuse services.

Rationale:

Community Need Addressed:

° Community Need Area: CN.2 -Limited Access to Mental Health/Behavioral Health Services

° Specific Community Need: CN.2.5 - Limited access to behavioral health services, primarily
substance abuse services for adults and youth who are poor and under & un-uninsured
populations in need of outpatient and intensive outpatient care in Burnet and Williamson
Counties.

The primary intent of this project is to establish a new substance abuse service location in an
underserved area. There are no substance abuse providers in Williamson or Burnet County that focus
on providing services to the poor and uninsured. Locating a service locally will increase utilization,
eliminating the barrier of travel into Travis County that prevents the economically disadvantaged
from accessing care. Through meetings with community stakeholders and participation in the
Williamson county Mental Health Task Force and the Burnet County Mental Health Task Force, BTCS
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 insurance coverage. One of the most pressing
deficiencies identified is lack of access to outpatient substance abuse treatment especially for the
poor and uninsured or underinsured. By establishing intensive outpatient and supportive outpatient
substance abuse treatment services in Williamson and Burnet County we will provide access for
persons who have been diagnosed with and require treatment for substance use disorders.

According to the Williamson and Burnet County Community Needs Assessment,
http://www.wbco.net/pdf/2011%20Community%20Needs%20Assessment.pdf
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Williamson County is one of the fastest growing counties in the state. It grew by 69% from 2000 to
2010. Both Bell and Williamson Counties have a gap between segments of the population that leads
to health care disparity. Areas of Williamson County have a population percentage below poverty of
only 5.5% while other areas have a rate of 19.5% which is above the state average of 16.5%. Burnet
County only grew by 22.5% during the same period but is picking up pace now. That county also
shows a disparity in income, with the percentage below poverty being around 8% but in the segment
of the population, female heads of household with children, it is 15% slightly below the state average.
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 needed treatment for an illicit
drug or alcohol abuse problem in 2009 (9.3% of persons aged 12 or older); of these, only 2.6 million—
11.2% of those who needed treatment—received it at a specialty facility
(http://www.drugabuse.gov/publications/drugfacts/treatment-statistics).

When access is problematic, the difficult decision to seek treatment is deferred or the problem
denied. As stated above, BTCS does not currently provide behavioral health care to all persons, only
to those in the priority population. We also do not provide substance abuse treatment as part of the
behavioral health service array. Both of these are identified needs in this area. One critical disparity
identified for RHP 8 is scarcity of behavioral health services throughout the region and especially in
rural areas. 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.
One in four Texans lack health insurance. People with behavioral health disorders are
disproportionately affected. However, many residents are unable to access either routine services or
needed care in a timely manner because they lack transportation, are in poverty, lack insurance
coverage or because they are unable to schedule an appointment due to work scheduling conflicts.

Core Project Components:

Although 1.12.2 does not have required core components listed with it, it is in the same Project

Option as 1.12.1 and those required core components were used as a guide for our own components.

We have reviewed the components, modified them and will address them as below:

a) Evaluate existing locations of behavioral health clinics and to identify barriers to access
including, transportation, operating hours, admission criteria and acceptable payment. If any of
these barriers is a significant issue in care access, develop and implement improvements. We
know that our current locations do not offer substance abuse services and that there are none
in these counties for the poor and uninsured/underinsured. As we open for services we will use
satisfaction surveys and information from patients and families to determine how to eliminate
barriers to service access.

b)  Review the interventions impact on access to behavioral health services and identify “lessons
learned,” opportunities to scale all or part of the interventions to a broader patient population,
and identify key challenges associated with expansion of the interventions, including special
considerations for safety-net populations. \We will establish a Plan, Do, Study, Act (PDSA) cycle
improvement process through the Quality Management department of BTCS to collect and
analyze data related to these interventions. That data will include ECHO™ Satisfaction Survey
results and Electronic Health Record (EHR) data related to functioning scales and frequency in

RHP 8 Plan 111



the use of higher levels of care such as EDs and inpatient psychiatric care. We will assess the
results; make improvements in the operation of this intensive outpatient service option as well
as the supportive counseling service. We will hold community planning meetings with
providers, patient advocates and community leaders in a number of communities to assess
expansion opportunities.

We choose Milestones and Metrics for DY2 and 3 that represent the developmental nature of this
new service. We will measure and report the development of policies and procedures, hiring staff
and establishing the service. We know that achieving referrals and community acceptance is
important to be able to serve the target population, so we selected he milestone concerning
satisfaction with access for the Milestone and Metric for DY4. Once the service is established and the
referral base secure, we will measure reduction in use of ED and detoxification facilities as the
Milestone and Metric for DY5.

How the project represents a new initiative or significantly enhances an existing delivery system
reform initiative: BTCS receives funds from U.S. Department of Health and Human Services (DHHS)
including Substance Abuse Prevention and Treatment Block Grant used to operate substance abuse
Outreach Screening and Referral services in Williamson, Burnet and several other counties; and
Community Mental Health services block grant used for outpatient mental health services. These
DHHS funds will not be used for direct services in this project; however, participants could be referred
and treated in those other programs ongoing or upon discharge. This project enhances and extends
those services in the community. Many persons with a mental health diagnosis also have a co-
occurring substance use disorder and as indicated there are no substance abuse services that are
primarily for the poor and uninsured/underinsured. This project would continue the current
direction of BTCS and provide integrated care; and to improve access in rural areas, for low income
individuals and for everyone who requests and needs services.

Related Category 3 Outcome Measure:
o OD- 10 Quality Of Life/ Functional Status
0] IT-10.1 Quality of Life

Reasons/rationale for selecting the outcome measure:

This is a stand-alone measure. We selected this measure because the goal of this project is to help
people with substance use disorders to transition to stable living in the community by providing
access to community outpatient services. The cycle of relapse and return to hospital or residential
detoxification services is a major disruption for individuals seeking to achieve recovery. Itis also
costly to the health care system and devastating to individuals and families. We believe that
achieving a sustained long term recovery improves quality of life and lead\s to this outcome. Low
income individuals cannot now access outpatient care and are left in this cycle of relapse. Extended
sobriety and productivity will improve their health outcomes.

Relationship to Other Projects:

This enhances additional projects that BTCS is pursuing including: related to Crisis Stabilization for
Persons in Behavioral Health Crisis (#126844305.1.2); and Emergency Services Diversion
(#126844305.2.2); in that it provides access to care following those emergency interventions. We
expect the other projects will demonstrate improved outcomes due to availability of outpatient and
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aftercare services in the communities in which people live. It also supports the Transitional Housing
Guided by Peer Support (#126844305.2.1), by offering the option of housing within the home
community if needed.

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

While this project shares a number of things in common with other LMHA’s, the project Hill Country
MHDD is planning regarding Co-occurring Psychiatric and Substance Use Disorders (#133340307.2.1)
is the most similar.

BTCS will participate in all learning collaboratives organized or sponsored by Texas A&M Health
Science Center that are relevant to our projects. We believe it is important to improving and
adjusting the care provided. We will also participate with other community centers and behavioral
health care providers as we continue to do through the Texas Council of Community Centers. This
exchange of ideas is important and helps us adjust and refine our programs and approaches to
behavioral health care. In an effort to ensure the exchange of ideas, the Williamson County Mental
Health Task Force will be the primary conduit for our planning discussions.

Project Valuation:

The project reduces inappropriate use of ED by this population which improves their lives through
stable services in a medical home; and improves community health by opening access for those who
truly need ED. The project seeks to provide services to 350 people in DY4 and 700 in DY5 at these
new sites in Williamson Counties. The valuation calculated for this project used cost-utility analysis
which measures program cost in dollars and the health consequences in utility-weighted units that
were applied to the factors existing in this underserved area, including: limited access to primary care
and to behavioral health care, poverty and the link between chronic health conditions and chronic
behavioral health conditions. The valuation study was prepared by professors H. Shelton Brown,
Ph.D. and A. Hasanat Alamgir, Ph.D. both of the UT Houston School of Public Health and Thomas
Bohman, Ph.D. of the UT Austin Center for Social Work Research based on a model that included
guality-adjusted life-years (QALYs) and an extensive literature of similar interventions and cost
savings and health outcomes related to those interventions. The QALY index incorporates costs
averted when known (e.g., emergency room visits that are avoided

A description of the method used, titled Valuing Transformation Projects, has been posted on the
performing provider website which will be linked to www.bbtrrails.org under the Medicaid 1115
Transformation Waiver tab. Complete write-up of the project will be available at performing provider
site.
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Bluebonnet Trails 126844305.1.5 (Project 1.12.2 — Pass 2)
Category 1 Milestones and Metrics

126844305.1.5

Related Category 3 Outcome
Measure (s):
Year 2
(10/1/2012 -9/30/2013)

Milestone 1 [P-3]: Develop
administrative protocols and clinical
guidelines for projects selected

Metric 1 [P-3]: Manual of
operations for the project detailing
administrative protocols

and clinical guidelines

Baseline/Goal: Produce a manual of
operations that can be used to
establish administrative and clinical
practices.

Data Source: Administrative
protocols; Clinical guidelines

Milestone 1 Estimated Incentive
Payment: $522,840

Bluebonnet Trails MHMR

126844305.3.7 IT-10.1

Year 3
(10/1/2013 —9/30/2014)
Milestone 2 [P-4]: Hire and train
staff to operate and manage
projects selected.

Metric 1 [P-4.1]: Number of staff
secured and trained

Baseline/Goal: Develop curricula
and hire licensed staff sufficient to

begin providing outpatient services.

Data Source: Project records;
Training curricula as develop in DY2

Milestone 2 Estimated Incentive
Payment: $256,851

Milestone 3 [P-6]: Establish
behavioral health services in new
community-based settings in
underserved areas.

Metric 1 [P-6.1]: Number of new
community-based settings where
behavioral health

Expand the number of community based settings where behavioral health
services may be delivered in underserved areas
126844305

Quality of Life

Year 4
(10/1/2014 - 9/30/2015)
Milestone 4 [I-X]: Number of patient
interventions.

Year 5
(10/1/2015 -9/30/2016)
Milestone 5 [I-X]: Number of patient
interventions.

Metric 1 [I-X.1]: Number of patient
in target population served at these 2
new sites.

Metric 1 [I-X.1]: Number of patient in
target population served at these 2 new
sites.

Baseline/Goal: Baseline — 0, since no
such sites operated by provider are now
located in RHP; Goal — serve a total of
700 in DY5.

Baseline/Goal: Baseline — 0, since no
such sites operated by provider are
now located in RHP; Goal - serve a
total of 350 in DY4.

Data Source: EHR Data Source: EHR

Milestone 5 Estimated Incentive
Payment: $466,063

Milestone 4 Estimated Incentive
Payment: $517,052
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services are delivered

Baseline/Goal: Baseline — No
current sites operated by provider
for substance abuse services in RHP.
Goal - Establish 2 sites

Data Source: Site licensure records;
Electronic Health Records
demonstrating services at those
sites.

Milestone 3 Estimated Incentive
Payment: $256,850

Year 2 Milestone Bundle Amount:
$522,840

Year 3 Estimated Milestone Bundle
Amount: $513,701

Year 4 Estimated Milestone Bundle
Amount: $517,052

Year 5 Estimated Milestone Bundle
Amount: $446,063

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD (add milestone bundle amounts over Years 2-5): $2,019,656

RHP 8 Plan

116




Category 1 Project Narrative
Center for Life Resources —133339505.1.1

Project Area, Option and Title: 1.11.1 Procure and build the infrastructure needed to pilot or
bring to scale a successful pilot of the selected forms of service in underserved areas of the state
RHP Project Identification Number: 133339505.1.1

Performing Provider Name: Center for Life Resources
Performing Provider TPl #: 133339505

Project Summary:

Provider Description: Center for Life Resources (CFLR) is a local mental health authority
(LMHA) serving: Brown, Coleman, McCulloch, San Saba, Mills, Comanche, and Eastland
Counties. CFLR serves a variable number of clients based on Department of State Health
Services (DSHS)/Department of Aging and Disabled Services (DADS) contractual agreements.
Currently, (FY2013) we are serving approximately 1,250 clients in a 7,074 square mile area with
a population of approximately 102,497.

Intervention: Through the implementation of a telemedicine model we will provide clinically
appropriate treatment as indicated by a psychiatrist or other qualified provider throughout this
expansive area. Thus reducing unnecessary emergency department (ED) and service use and
improve consumer satisfaction/access were previously limited or unavailable.

Project Status: This is a new project for this region (RHP 8 Counties of Mills and San Saba
Counties). We will determine a baseline in DY2 that will serve as a foundation for future
progress and monitoring. We expect to see a progressive increase in those served through
DYS.

Project Need: There currently is very limited to no access to psychiatric or other mental health
care providers in this region (CN2.6). This fact has led to the federal distinction of mental
health professional shortage area http://www.dshs.state.tx.us/chs/hprc/hpsa.shtm. This
limited availability often lends itself to utilization of unnecessary or inappropriate ED use.
Further, as highlighted through the mental health professional shortage area map; there are
inadequate numbers of providers willing to relocate to rural and frontier regions. We believe
innovative solutions, such as telemedicine, must be considered and attempted to address the
stated community need (CN 2.6).

Target Population: The to be determined target populations we intend to serve are individuals
residing in Mills and San Saba Counties suffering from serious mental illness. These primarily
include but are not limited to individuals who either are Medicaid-eligible or are indigent. Our
estimation based on current calculations and past billing is that no less than 50% of our clients
currently meet this distinction. This would imply that at least half of those we serve in this
new capacity through telemedicine would be Medicaid-eligible or indigent.

Category 1 or 2 Expected Project Benefit for Patients: The project seeks to provide 72
telemedicine encounters in DY4 and 84 in DY5. Through the implementation and subsequent
provision of telemedicine services this project seeks to provide a satisfying, individually
tailored service that also works to reduce unnecessary ED usage. Customer satisfaction will be
measured using evidenced based satisfaction tools in DY4 and DY5. These two years will be
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compared and steps to ensure continued satisfaction will be based on the subsequent data.
Frequency of unnecessary ED usage will be accounted for through internal tracking in our
electronic health records.

e Category 3 Outcomes: IT-9.2: ED appropriate Utilization (Standalone measure). Our goal is to
reduce ED visits for the target conditions of behavioral health/substance abuse with baseline
to be determined in DY2.

e Collaboration: Texas A&M Health Science Center (TAMHSC) had a Pass 1 allocation it could not
use, since TAMHSC did not have providers in RHP 8. TAMHSC allowed its allocation to be used
by local health departments and local mental health authorities (public entities) which had
much smaller provider allocations in Pass 1, so these entities could have more broad,
transformative, regional projects. TAMHSC has not played a role in these projects, other than
the role of anchor. There are no impermissible provider-related donations involved. This
usage of the TAMHSC allocation ensured these providers, who could self-fund the required
IGT, could participate in the waiver. Through the TAMHSC allocation, CFLR is now better able
to plan and afford increased clinician time and directly impact the number and frequency of
available appointments in this mental health professional shortage area. This increase in
available clinician time is believed to have the ability to significantly impact those we intend to
serve by increasing access where there was limited to none previously.

Project Description:

Telemedicine in Mills and San Saba Counties

According to the Health Resources and Services Administration (HRSA) as presented through the
Department of State Health Services, both Mills and San Saba Counties meet the federally
designated status of mental health professional shortage areas
http://www.dshs.state.tx.us/chs/hprc/hpsa.shtm. Mills and San Saba Counties have very limited
to no access to local psychiatric service providers. Further, the distances traveled for potential
treatment require travel outside of county. This creates increased hardship for individuals and
families who have limited or no funds to travel to areas with psychiatric availability. Despite the
limited access to care, consumer need has not been diminished and is often provided by non-
mental health agencies. Both Mills and San Saba counties currently send individuals to an
emergency department (ED) in one of three other counties (Brown, Lampasas, and Llano). This
has significant costs to all counties as accounted through the possible unnecessary use of law
enforcement, incarceration, ambulance services, and emergency department use.

Due to the difficult nature of obtaining and keeping psychiatric services in rural areas it is
necessary to develop and implement other strategies to provide the needed services. Our project
will address the issue of developing a community strategy by procuring and building the
infrastructure needed to pilot or bring to scale a successful pilot of the selected form(s) of service
in the proposed underserved areas (Mills and San Saba Counties) which will be combined with the
following plan of action.

CFLR proposes that we can better address the psychiatric need in these rural community settings
through the implementation of a telemedicine system.
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Core Project Components:

a. Identify existing infrastructure for high speed broadband communications technology (such
as T-3 lines, T-1 lines) in rural, frontier, and other underserved areas of the state. CFLR or
agent thereof, will identify existing infrastructure for high speed broadband communications
technology (such as T-3 lines, T-1 lines) in (Mills and San Saba) Counties as defined as a
mental health professional shortage area.

b.  Assess the local availability of and need for video communications equipment in areas of the
state that already have (or will have) access to high speed broadband technology. This will
be accomplished by assessing the local availability of and need for video communications
equipment in areas of the state that already have (or will have) access to high speed
broadband technology.

c. Assess applicable models for deployment of telemedicine, telehealth, and telemonitoring
equipment. Further, we will assess the applicable models of deployment of telemedicine,
telehealth, and telemonitoring equipment. This will be accomplished as we evaluate
previously successful models also adopted in rural settings that might be successful in ours.
This process will be done to determine feasibility and likely highlight the offsetting of costs
associated with unnecessary ED services. Simply, we propose the use of a telemedicine
system that will give greater access of care to citizens and reduce any unnecessary costs.

Due to our agency placing high priority on the right care, in the right place, at the right time, our
regional project focuses on RHP Milestone I-15: Satisfaction with telemental services. We believe
that satisfaction is an integral milestone when focusing on the right care, in the right place, and
right setting. As telemedicine systems have not been indicated currently in this region other
outside resources must be examined for efficacy. It is commonly accepted in private sector
management that customer satisfaction is an important factor in determining utilization. Itis
believed that data will begin to demonstrate this belief after implementation in DY3. Our
intention in the implementing of this project will be to show an increase in the number of those
who would not normally be able to receive these services having greater access and greater
satisfaction as a result.

Goals and Relationship to Regional Goals:

Project Goals:
Our goal is directly related to: OD-9 Right Care, Right Setting - IT-9.2 ED appropriate utilization:

Reduce ED visits for target conditions for Behavioral Health/Substance Abuse.

This Project meets the following Regional Goals:

o Improving access to timely, high quality care for residents, including those with multiple
needs; and
. Increasing coordination of prevention and care for residents, including those with behavioral

or mental health needs.

Challenges:

The challenges that we foresee are those seen with adopting any new system into a community
where there was not one previously. This implementation is likely to have “growing pains” and
adjustments will be made regarding being new as well as adjusting to customer desire/needs.
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5- Year Expected Outcome for Provider and Patients:

It is believed that each consequential year will see an increase in the number of people using this
system. During DY2 we will use data sources (Anasazi systems, emergency room, and law
enforcement) to determine a baseline need for services. Also during this time we will utilize
surveys to monitor satisfaction of services provided. After a baseline is determined the CFLR will
adopt and begin implementing standardized approaches to help reduce emergency room visits as
well as patient satisfaction. It is estimated that there will be an increase in use in DYs 3 and 4 as
people begin to see the benefits of this program. Further, with continued education and
implementation of proven techniques we expect to produce the foundation for a vibrant and
growing program that adapts to customer need while reducing unnecessary emergency
department use. For patients we expect to reduce the need for excessive or unnecessary driving
while providing high quality services that were not previously available in their area.

Starting Point/Baseline:

Baseline will be determined over the course of DY2 and implemented in DY3. This will be found
through data collection sources such as local hospitals, law enforcement, and other sources as
indicated.

Rationale:

Community Need Addressed:

e Community Need Area: CN.2 — Limited access to mental health/behavioral health services

e  Specific Community Need: CN.2.6 — Limited access to behavioral health services for rural
populations in Mills and San Saba counties.

CFLR will meet all of the core project requirements (see Project Description). CFLR or agent
thereof, will identify existing infrastructure for high speed broadband communications technology
(such as T-3 lines, T-1 lines) in (Mills and San Saba) Counties as defined as a mental health
professional shortage area. This will be accomplished by assessing the local availability of and
need for video communications equipment in areas of the state that already have (or will have)
access to high speed broadband technology. Further, we will assess the applicable models of
deployment of telemedicine, telehealth, and telemonitoring equipment. This process will be done
to determine first feasibility and then determine if the project would be capable of offsetting the
costs associated with unnecessary emergency department services. Some of the possible cost
deferments are listed below although are not limited to these specific examples.

According to txpricepoint.org, the average cost accounted for just one possibly preventable
condition such as psychosis at Brownwood Regional Medical Center (BRMC) is $6,030 a day with a
median charge of $14,472. Another example of a possibly preventable condition is an acute
adjustment & psychosocial dysfunction. BRMC has an average charge per day of $7,699 with a
median charge of $16,939. Further research shows the average cost to transport an individual to a
local hospital by local EMS services is $655. The costs of law enforcement officials used in
preventable situations also must be measured. The average time that these situations last, were
an officer is on hand, can range from 1 to 3 hours. A law enforcement deputy’s average pay can
range from $12.50 to $15 per hour, so in an average situation this would be an additional $30-545
cost. When multiplied by the average number of preventable situations per year, 24, the total
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costs for EMS transport and law enforcement time is around $16,620 per year. This number may
vary from $15,000-$20,000 depending on hours of law enforcement time and travel time for EMS
services. The given $16,620 is solely an average and our best estimation based on prior
experience.

Even though these financial costs are significant, the human cost is much harder to measure can
be even more significant. It is believed that early intervention in appropriate settings could reduce
unnecessary utilization of community resources and emergency departments as well as improve
individual care.

Our proposed project will address both of these issues by utilizing a tested application of
technology through the use of telemedicine to address Community Need Area 2 and Specific
Community Need 2.6. It is reasonably believed that the introduction of hi-speed internet in many
of the rural areas greatly increases the viability of telemedicine. Given the need for the right care
at the right time in the right place and addressing local needs, telemedicine provides great
promise.

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

How the project represents a new initiative or significantly enhances an existing delivery system
reform initiative: We do not currently receive any U.S. Department of Health and Human Services
funding that will be directly used for the implementation of telemedicine services.

Related Category 3 Outcome Measure(s):
. OD- 9 Right Care, Right Setting
o IT-9.2 ED appropriate utilization: Reduce Emergency Department visits for target
conditions for Behavioral Health/Substance Abuse.

CFLR has met with and spoken to several judges, law enforcement officials and county
commissioners and has determined that there is a significant need for telemedicine services in
their respective counties as telemedicine will assist in lowering costs for their departments while
expanding and enhancing behavioral health services in these counties. Additionally, it will allow
for the right care to be provided at the right place and the right time. We will develop a system to
track the behavioral health clients served by this project through our internal database, Anasazi.

Relationship to Other Projects:

We are proposing to implement/enhance telemedicine services in seven counties covering RHP 8
(#133339505.1.1), RHP 11 (#133339505.1.1 & #133339505.1.2), and RHP13 (#133339505.1.1).
Each of these projects will work to in tandem with the intended purpose of greatly increasing the
likelihood of right care, at the right time, in the right setting.
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Relationship to Other Performing Provider’s Projects and Plan for Learning Collaborative:

Two other providers are proposing telemedicine projects, Central Counties Services
(#081771001.1.2) and Hill Country (#133340307.2.3) but each covers counties different that those
covered by CFLR. Collaboration is greatly encouraged and will be a part of our overall
implementation and success. Further, as part of DY2 or DY3 as appropriate, CFLR will contact
other similar providers to discuss the planning necessary for a learning collaborative and
implementation.

Project Valuation:

This project seeks to provide 72 telemedicine encounters in DY4 and 84 in DY5. We plan to do this
where no known similar services are being provided currently. Due to the nature of these
locations and their distinction as mental health professional shortage areas, it is often difficult or
even prohibitive for individuals to receive appropriate services in the right setting. Our valuation
places priority on patient and community benefit through our pursuit of providing the right care at
the right time in the right place. We have attempted to demonstrate the current cost of providing
these services and the advantages of providing them locally through our proposed telemedicine
project. The data will clearly demonstrating the need to attempt telemedicine services in this
area.

Given the data provided above from txpricepoint.org and independent local research found in the
rationale section, costs were determined to be roughly $16,620 per event. The stated per event
cost multiplied by the number of individuals we plan to serve is significant and offers tremendous
value through telemedicine. For instance, providing the same 72 encounters we intend to provide
in DY4 in the current system would cost over 1.1 million dollars (72 * 16,620 =1,196,640). When
adding in the additional services in DY5 the costs of provision for just those two years in the
current system would be over 2.5 million dollars (84 * 16,620 = 1,396,080 + 1,196,640 =
2,592,720). Given the total four-year incentive payment of $557,921 the cost savings and value of
providing right care in the right setting is a fraction of the cost (21%). It is our belief that our
commitment to right care, at the right time, in the right setting offers an alternative option that
would greatly improve patient and community care through local access at a comparatively lower
cost. We do not believe that the value is limited to just cost savings.

Similar to other projects in our region we also looked at cost utility analysis and quality of adjusted
life year (QALY) with respect to the varying level these were valued. Data provided by the Agency
of Health Care Research and Quality (AHRQ) gave a range from $50,000 to $200,000 per (QALY) in
the United States ( http://www.ahrg.gov/research/iomgrdrreport/futureqrdrapfl.htm).

Our project looked at the value to community as a whole providing the funds, but also the value to
the individuals receiving the services. Through the provision of quality local services in
underserved areas, we would be afforded the unique opportunity to help those individuals who do
not have the means to seek more expensive options outside of their area. We believe this
availability has the direct effect of improving the quality of life for those suffering significant
mental illness.
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Center for Life Resources 133339505.1.1 (Project 1.11.1)
Category 1 Milestones and Metrics
Procure and build the infrastructure needed to pilot or bring to scale a
successful pilot of the selected forms of service in underserved areas of the
state (this must be combined with one of the two interventions below).
133339505

133339505.1.1 1111 1.11.1.a-1.11.1.c

nter for Life Resources

Related Category 3

133339505.3.1 IT-9.2 ED Appropriate Utilization

Outcome Measure (s):
Year 2
(10/1/2012 -9/30/2013)
Milestone 1 [P-1]: Identify Texas
Counties having availability of high
speed broadband communication
lines.

Metric 1 [P-1.1]: Documentation of
assessment of counties that
identifies areas of state that have
or lack capacity for high speed
broadband connections capable of
supporting telemedicine,
telehealth, telemonitoring.

Baseline/Goal: Baseline - Results
of the assessment
rationale/evidence; Goal -
Implement telemedicine in
underserved area to improve
access and provide right care, right
setting service.

Data Source: Filed record of
research.

Year 3
(10/1/2013 - 9/30/2014)
Milestone 2 [P-7]: Hiring of tele-
presenters, as needed, for remote
site equipment operation.

Metric 1 [P-7.1]: Number of staff
hired and trained.

Baseline/Goal: Hire one licensed

staff and one peer support specialist.

Data Source: Interviews with staff,
review of hiring or payroll records,
appropriate licensure records.

Milestone 2 Estimated Incentive
Payment: $121,310

Year 4
(10/1/2014 —9/30/2015)
Milestone 3 [P-10]: Evaluate and
continuously improve telemedicine,
telehealth, or telemonitoring service.

Metric 1 [P-10.1]: Project planning
and implementation documentation
that describes plan, do, study act
quality improvement cycles.

a. Project reports including
examples of how real-time data is
used for rapid-cycle
improvement to guide
continuous quality improvement
(i.e. how the project continuously
uses data such as weekly run
charts or monthly dashboards to
drive improvement). Project
reports also include output
measures which describe the
number and type of telemental
transactions which occur.

Baseline/Goal: After
implementation we will use real-time

Year 5
(10/1/2015 -9/30/2016)
Milestone 5[I-15]: Satisfaction with
telemental services.

Metric 1 [1.15.1]: XX% of consumer,

peer and provider surveys indicate

satisfaction with telemental services.

a. Numerator: TBD Number of
patients, peers and providers
reporting satisfaction

b. Denominator: TBD Number of
patients, peers and providers
surveyed

Baseline/Goals: We set as our goal for
63 of the 84 (75%) encounters we plan
to provide to be classified as satisfying
to the individual by the end of DY5.
Depending on the actual encounter
numbers, should they vary, we maintain
a goal that 75% of encounters will be
classified as satisfying to the individual.

Data Source: Use of evidenced based
satisfaction tools used in appropriate
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Milestone 1 Estimated Incentive
Payment: $186,681

data analysis of our Anasazi database
system. Specifically, telemedicine
will have its own tracking code
through which we can run real-time
monitoring.

Data Source: Standards will be set
and routinely monitored through
Anasazi

Milestone 3 Estimated Incentive
Payment: $62,156

Milestone 4 [I-X]: Provide
telemedicine services.

Metric 1 [I-X.1]: Provide
documentation of telemedicine
encounters.

Baseline/Goal: Provide 72
telemedicine encounters over
baseline.

Data Source: Standards will be set
and routinely monitored through
Anasazi our electronic health record
system

Milestone 4 Estimated Incentive
Payment: $62,157

format.

Milestone 5 Estimated Incentive
Payment: $62,809

Milestone 6 [I-X]: Provide telemedicine
services.

Metric 1 [I-X.1]: Provide documentation
of telemedicine encounters.

Baseline/Goal: Provide 84 telemedicine
encounters over baseline.

Data Source: Standards will be set and
routinely monitored through Anasazi
our electronic health record system.

Milestone 6 Estimated Incentive
Payment: $62,809

Year 2 Milestone Bundle Amount:
$186,681

Year 3 Estimated Milestone Bundle
Amount: $121,310

Year 4 Estimated Milestone Bundle
Amount: $124,313

Year 5 Estimated Milestone Bundle
Amount: $125,618

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD (add milestone bundle amounts over Years 2-5): $557,921
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Category 1 Project Narrative
Central Counties Services — 081771001.1.1

Project Area, Option and Title: 1.1.1. Establish more primary care clinics
RHP Project Identification Number: 081771001.1.1

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

Project Summary:

Provider Description: Central Counties Services (Center) is an agency of the state
providing publicly-funded adult/ child mental health, intellectual and developmental
disability (IDD), and early childhood intervention services for 3 RHP 8 Counties (Bell,
Lampasas, Milam = 2,789 square miles/352,218 population) and 2 RHP 16 Counties
(Coryell, Hamilton = 1,8878 square miles/91,250 population). The Center as the Single
Portal Authority authorizes state psychiatric hospital and IDD state living Center
admissions. In FY2012, we helped 8,000 people with 240,000+ units of service. The Texas
Department of State Health Services (DSHS) deemed all Center clinics as serving Medically
Underserved Populations (MUP).

Intervention: This project will provide school-based mental health services for children
ages 5-9 (K—EB“’| grade) who have difficulty adjusting to the classroom environment due to
emotional/behavioral problems. Counseling services may include the child’s family.
Services will be provided in the Temple Independent School District’s (TISD) elementary
schools.

Project Status: This is a new project.

Project Need: In FY2012, TISD had a grade retention rate for children K-3 that was 5.23%,
almost twice the state average retention rate (2.95%). The TISD staff identified 163
children in K-3 (excluding special education children) who were poorly adapted to the
classroom setting due to emotional/behavioral problems (see Addendum 1F). See also
CN2.7: Lack of school-based behavioral health services in Temple.

Target Population: 163 children were identified in school year 2011-2012 as needing this
service. The number of children to be served under this project are estimated to be 120
in DY3, 140 in DY4, and 160 in DY5 — most children’s services will be quite complex and
will include family counseling as well as individual and group counseling. The exact
number of children who have Medicaid in this new project is unknown. Kids Counts from
2010 indicated that 24.2% of Bell County children were Medicaid clients in 2010. In
addition, 80% of the children in K-3 at TISD participate in the subsidized/free meals
program. We anticipate the children we serve will be at least similar to the Kids Counts
figures, if not higher.

Category 1 or 2 Expected Project Benefit for Patients: This project provides mental
health services to approximately 150 K-3 children per year. Services will help children
address their emotional/behavioral problems experienced in the classroom with the goal
of moving children from being poorly-adjusted to being evaluated as moderately or well-
adjusted to the classroom setting. The target for demonstrating this improvement will be
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60 children in DY3, 84 children in DY4, and 112 children in DY5. Patient satisfaction with
school-based mental health services is expected to improve each year the service is
offered (see Improvement Milestone 1-11.1). The goal will equate to a satisfaction survey
that is scored on a 100 point scale with the score of 1-35 = poorly satisfied; 36-70 =
moderately satisfied; & 71-100 = highly satisfied. The Center would expect the number of
children to score in the moderate to high satisfaction range will increase from DY3-DY5
(50%, 60%, and 70% respectively), with satisfied children meaning there is positive value
in the services.)

° Category 3 Outcomes: IT-10.1: Improve quality of life functioning/level of adaptation to
their school learning environment — DY4 to be 15% improvement above the baseline, and
DY5 to be 25% above that baseline scores. The impact of behavioral change for at least
210 children 5-9 years old that will make a quality of life, social and vocational difference
in the 70 plus years for each child (14,700 person-years) that follow these effective
interventions and skill development activities.

o Collaboration: Texas A&M Health Science Center (TAMHSC) had a Pass 1 allocation it
could not use, since TAMHSC did not have providers in RHP 8. TAMHSC allowed its
allocation to be used by local health departments and local mental health authorities
(public entities) which had much smaller provider allocations in Pass 1, so these entities
could have more broad, transformative, regional projects. TAMHSC has not played a role
in these projects, other than the role of anchor. There are no impermissible provider-
related donations involved. This usage of the TAMHSC allocation ensured these providers,
who could self-fund the required IGT, could participate in the waiver. This new service for
our region will be truly transformational for these children in that those children served
will have increased academic achievement and vocational achievement for 70+ years for
each child whose school-setting adjustment improves in these first years of school. We
intend to document this new service in a manner that it can be duplicated in other schools
in our area, and throughout the state.

Project Description:

School-based behavioral health services

The Center will work with Temple Independent School System (TISD) to develop a behavioral
health adjustment evaluation tool based on each child's behavior, attendance, and academic
performance. This tool will then be applied to all kindergarten through third grade students
(total of 2,897 children last school year) in the TISD system and will reflect a) those students
who are well adjusted to scholastic achievement, b) those students who are moderately well
adjusted to scholastic achievement, and c) those students who are poorly adjusted to scholastic
achievement (163 K-3" grade children identified as such in school year 2010-2011).

For this project the Center will employ 6 properly trained and credentialed clinical staff who will
be housed within the different elementary schools of TISD to work with the TISD children
identified as poorly adjusted to the scholastic environment/scholastic achievement goals. They
will connect with our Center’s electronic health record system which will document each child’s
assessment, improvement plans and progress towards their individual improvement goals. The
children will be referred to this in-school clinic by TISD staff and will be jointly staffed with the
assigned school counselor, the child’s teacher, and the attendance officer of that school (child’s
guidance team). The Center staff will observe the children in his/her classroom setting and
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meet with the parent(s) to discuss the child’s adaptation difficulties. The child’s quality of life
inventory will be completed by the appropriate parties to establish a base-line measure by
which to measure improvement in the child’s quality of life. This will give the clinical staff
another perspective on the child’s adaptive skills and deficits and will serve as a core element in
shaping the clinical/social interventions chosen for each child. An individualized improvement
plan will be developed and reviewed with the above referenced team, the child’s parent(s), and
the child. The improvement plan will include such elements as: individual/group skill building
activities to improve coping skills, attention to tasks, etc., role playing, social situation
rehearsing, focused interventions to extinguish certain behaviors, while teaching alternate,
more appropriate behaviors, family counseling, parent education, and other efforts to improve,
when possible, the child's support in his/her home environment as well, etc. This child’s
parent(s) and teacher will be advised of the child’s improvement plan content and goals and
will be advised how they can support the child’s improvement efforts in the classroom and at
home. Each child’s progress towards improving his/her quality of life will be assessed after 6
months of services and every 90 days thereafter. It is expected that each child served by this
project will steadily improve his/her level of school adjustment/functioning each time that it is
measured (See Category 3 Outcomes section below) with an age-appropriate quality of life
inventory. These assessments will be shared with the child’s guidance team and the child’s
personal improvement plan will be adjusted accordingly to guide the child’s continued
improvement.

These school-based behavioral health services will be designed to work with the children
identified by the TISD staff as poorly adjusted to scholastic achievement, with the goal of
moving 20% of the children evaluated as poorly adjusted up to the moderately adjusted
category during the first full school year (2013-2014). It is expected that those children with
the poorest personal adjustment to the school setting/scholastic learning environment will stay
enrolled in these services until their score moves them to the moderately well-adjusted group
of children. This project should also have an impact of reducing the number of children held
back in their grade due to behavioral/mental adjustment-related problems (TISD held back
5.23% of its K-3" grade students in the 2010-2011 school year compared to the state average of
2.95% being held back for these same grades). The 6 credentialed behavioral health staff who
are trained in child mental health and behavioral counseling would work with the children
identified as poorly adjusted scholastically to improve each identified.

This project will also seek frequent satisfaction feedback from the students, family and other
third party stakeholders regarding ways to improve the service engagement of the child and
his/her family. Initial resistance to these services is seen as a potential challenge/barrier to
children using these services, and this “plan, do, study, act” rapid assessment and process
improvement efforts.

Goals and Relationship to Regional Goals:

Project Goals:

Expand the capacity of/access to behavioral health services for children K-grade 3 in the Temple
Independent School District setting who are poorly adjusted to scholastic achievement due to
personal or familial behavioral health problems in order to assist these children to improve
their ability to successfully function in the school environment. Provide early intervention for
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behavioral health problems of young children which is often more successful than a later
intervention, and is accomplished at less personal quality of life costs for the patient, as well as
less financial cost to successfully intervene/reduce/resolve the behavioral health problem.

This Project meets the following Regional Goals:

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

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

Challenges:

We may see some initial resistance on the part of parent(s) to allow their child to participate in
these services, and some reluctance on the part of the parent(s) to participate in these services
due to the stigma associated with behavioral health problems/services. We plan to put
together a simply-worded brochure for the use of teachers and to be sent to parents. It will
describe the benefits of this behavioral health school-based project and how to access these
services. We plan to closely monitor the patient/parent(s) satisfaction/dissatisfaction with
service aspects to increase this project’s ability to engage both children and parents in
addressing these behavioral health problems that affect each child’s ability to perform well in
school.

5-Year Expected Outcome for Provider and Patients:

Progressively assist those children served by this school-based project to increase their personal
quality of life functioning in the school environment and their ability to successfully move up to
the next grade level along with the children of their age group. By having this school-based
behavioral health clinic in place for four successive years, we should see a dramatic reduction of
the number of children experiencing school adjustment-type behavioral problems as they enter
the fourth grade. This school-based behavioral health clinic should have a dramatic effect on
lowering the number of children who do not pass to the next grade. By DY5 the number of 3™
grade children retained in grade 3 should be significantly below the state average (2%) for
children being retained in grade 3.

Starting Point/Baseline:

Within the first several months of this project, TISD staff and staff hired by this project will
develop an evaluation tool/process to assess how well children from age 5 through 9 are
adapting to the school environment. This evaluation tool/process will be applied to all children
in TISD grade K-3 (approximately 2,900) to determine their level of functioning in the school
environment. This process will establish the number of children assessed as poorly adjusted to
scholastic achievement, and will give them a scholastic adjustment score. Those children with
the lowest scholastic adjustment scores will be the first children to be referred to the school-
based behavioral health clinic staff. The children selected for referral to this project will then
have an age-appropriate quality-of-life survey completed. The child’s score/rating on this
quality-of-life survey will serve as that child’s baseline score/ranking for measuring future
progress.
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Rationale:

Community Need Addressed:

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

° Specific Community Need: CN.2.7 - Lack of school-based behavioral health services in the
Temple ISD

Our Center has a child/adolescent behavioral health clinic in Temple. That clinic serves about
180 children and has a waiting list for children/families seeking our services. The majority of
our patients at this clinic are 10 years old and above. We find that many families bring their
children who have behavioral adjustment problems to our clinic almost as a last resort. The
parents have exhausted their own and their family’s network resources in their attempts to
cope with their multi-problem child. At this time, unfortunately, we see that these children
with severe problems often have very young parents who themselves lack mature, adult coping
skills. We have long desired to find a way to intervene with these children and their families at
earlier stages of their problems, before the child and parents adopt such oppositional ways of
relating around the problem behaviors.

When the 1115 Waiver was approved for Texas, Central Counties Services approached the TISD
Superintendent to determine if there were any ways that we could implement school-based
child behavioral health services for the youngest children in the TISD system and that discussion
led to the development of this project which will focus on the youngest children in the TISD
system. The need for school-based, early-intervention behavioral health services was soon
demonstrated with the following facts from TISD (See Addendum 1F). 2,897 K-grade 3 students
were in the TISD system in school year 2011-2012, and 5.2% of these children were retained in
their current grade, compared with the state of Texas average rate of 2.9% retention for
children in these same grades. The TISD staff informally identified 163 students in these 4
grades who were poorly adjusted to the school environment and the scholastic expectations for
learning achievement. The TISD staff informally evaluated all of these 163 students of having
personal or family behavioral health problems that were affecting the child’s ability to function
well in the school environment. These young children are just developing their social-relational
skills, behavior patterns and school attitudes and have the most potential to benefit from
behavioral health intervention, skill building activities and their parents can be the most
motivated to make changes to increase appropriate family support. School-based behavioral
health services are have “been shown to be effective because the health care is located
conveniently for patients and is in a setting that is familiar and may feel ‘safe’ (see RHP Planning
Protocol, p. 11, P-2.1.c.).” Such school-based services are viewed with less stigma than
community-based behavioral health services. Effective early behavioral health intervention
with these young children can have a very profound positive impact on their educational
experience and vocational success as young adults.

How the project represents a new initiative or significantly enhances an existing delivery system
reform initiative: This project does not supplant any services or funds currently provided to
Central Counties Services through the U.S. Department of Health and Human Services or the
Texas Department of State Health Services. These services proposed to be provided under this
project serve to enhance, but not duplicate, the services provided by our Center to persons
with severe and persistent behavioral health problems.
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Related Category 3 Outcome Measures:
. OD-10 - Quiality of Life/functional Status
0 IT-10.1 Quality of Life

IT-10.1: Quality of Life; functioning for children enrolled in school-based behavioral health
services for 6 months or more. Quality of Life functioning scores would improve by 10% over
baseline scores in DY3, 15% in DY4 and 25% in DY5.

Showing improvement in the quality-of-life functioning of the children enrolled in these
services will serve as the basis for demonstrating the positive impact of this school-based
behavioral health clinic. The children’s quality of life functioning/level of adaptation to the
scholastic environment will be measured through the use of an evaluation tool when the
children are first referred to the clinic (baseline score), and then again after 9, and 15 months
participation in the clinic’s services to demonstrate quality of life/level of adaptation to the
scholastic environment improvement. The percentage of quality of life functioning/adaptation
to the scholastic environment improvement is expected to be 15% and 25% at the respective
reassessment intervals. For many of the children served in this project these improvement
levels will make possible their passing from one grade to the next due to increased behavioral
and social adaptation to the school group-learning environment. They will have learned how to
adapt and thrive in the socio-learning environment so that they can successfully prepare for life
as independent functioning adults. The long-term view of these children should show a lower
than average school dropout rate, higher than average graduation rate and good educational/
vocational readiness for their next life stage as young adults.

It is expected that a very small number of children will have neurologically complicated
behavioral adjustment problems who will not thrive as significantly as most children are
expected to do in this project. Early identification of children who are in this circumstance can
lead to early referral to more sophisticated diagnostic evaluations and more intensely
structured services that will be beyond the scope of this project. Even these children will be
well served by the early identification of their complex bio-neurological condition and an early
referral to services qualified to care for these children’s complicated developmental needs.

Relationship to Other Projects:

This project is focused on increasing access to behavioral health services and is similar to our
telemedicine (#081771001.1.2) and clinical efficiency improvement projects (#081771001.1.5)
which have a similar goal of increasing patient access to behavioral health services. This project
will rely heavily on wireless access to our Center’s electronic health record clinical system,
(#081771001.1.5) and will require continuity of access to this record system throughout this
project. The early identification and intervention with these young children are expected to
reduce their likelihood of needing further behavioral health services as teenagers and young
adults. By having these services school-based we want to reduce the stigma attached to being
involved with behavioral health services among the children served and their classroom peers.
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Other Center projects include:

. 081771001.1.3 Expand the number of community based setting where behavioral health
services may be delivered in underserved areas

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

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

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

o 081771001.2.3 Design, implement, and evaluate research-supported and evidence-based
interventions tailored towards individuals in the target population

Relationship to Other Performing Provider’s Projects and Plan for Learning Collaborative:
Central Counties Services is committed to improvement of services and broad-level delivery
system transformation. To our knowledge, no other provider is addressing the behavioral
health needs of children ages 5-10. We are therefore quite willing to participate in learning
collaboratives with providers in RHP 8 to share successes, challenges, and lessons learned in
order to better serve our target population and meet our community needs. Sharing this
information at least on a yearly basis will allow providers to strengthen their partnerships and
to continue providing services efficiently so there is maximum positive impact on the
healthcare delivery system in RHP 8.

Project Valuation:

This project is expected to help 120 children in DY3, 140 in DY4, and 160 in DY5 — most
children’s services will be quite complex and will include family counseling as well as individual
and group counseling. The valuation of this project includes the development of a student
assessment system that identifies children who are poorly adjusted to scholastic achievement;
hiring 6 properly credentialed mental health/behavioral intervention staff; cost of on-going
clinical training of direct care staff on early childhood behavioral health issues; cost of
equipment/supplies that they will need to perform their work and to insure the confidentiality
of their work with TISD children and to remotely connect to the Center's clinical data system
(EHR); cost of satisfaction surveys and training to properly administer them; cost of formulating
and delivering reports at the learning collaborative sessions; cost of clinical activity and
teaching materials, and consumable activity supplies; design and printing of
brochures/pamphlets describing the services provided by this project for distribution among
teachers and parents; clinical supervisory time to insure clinical quality of services;
communication devices to efficiently interact and receive clinical support/guidance from their
supervisor; the offsetting cost of children repeating a year of school; the value of early
intervention and its positive impact on children's academic achievement in future school years
and in their beginning vocational years; valuation also includes program indirect costs and
administration overhead costs; valuation for DYs 3-5 include provisions to cover staff
compensation increases and inflation. Valuation includes the impact of significant behavioral
change expected for at least 210 children 5-9 years old that will make a quality of life, social and
vocational difference in the 70 plus years for each child (14,700 person-years) that follow these
effective interventions and skill development activities.
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Central Counties Services —
Category 1 Milestones and Metrics

081771001.1.1 (Project 1.1.1)

081771001.1.1

Related Category 3
Outcome Measure (s):
Year 2
(10/1/2012 -9/30/2013)
Milestone 1 [P-X] (see page 7 of the
Planning Protocol): Complete a
planning process/submit a plan, in
order to do appropriate planning for
the implementation of major
infrastructure development and or
program/process redesign.

Metric 1 [P-X.7]: Documentation of
detailed behavioral health, school-
based clinicimplementation plan

Baseline/Goal: Baseline - No
school-based behavioral health
services are currently being
delivered at the Temple ISD sites;
Goal - Design a school-based
behavioral health services program
with a capacity of serving an active
caseload of 120 children/families.

Data Source: School-based Mental

Central Counties Services

081771001.3.1 IT-10.1

Year 3
(10/1/2013 - 9/30/2014)
Milestone 3 [P-X] (see page 7 of the
Planning Protocol): Establish a
baseline, in order to measure
improvement over self.

Metric 1 [P-X.6.1]: Select and

administer patient satisfaction

surveys to enrolled children to

establish a services satisfaction

baseline.

a. Numerator: Sum of all survey
scores,

b. Denominator: Number of
surveys completed.

Baseline/Goal: Baseline - No service
satisfaction rating is known as this is
a hew service; Goal - Establish a
baseline service satisfaction rating
for these services. (The Center
expects that at least 50% of the
children will score in the moderate

Establish More Primary Care Clinics

081771001

Quality of Life

Year 4
(10/1/2014 - 9/30/2015)
Milestone 4 [I-11]: Patient
satisfaction with school-based clinic
services.

A CET
(10/1/2015 -9/30/2016)
Milestone 6 [I-11]: Patient satisfaction
with school-based clinic services.

Metric 1 [I-11.1]: Patient satisfaction
scores: Average reported patient
satisfaction scores, specific ranges and
items to be determined by assessment
tool scores. Demonstrate improvement
over prior reporting period.

Metric 1 [I-11.1]: Patient satisfaction
scores: Average reported patient
satisfaction scores, specific ranges
and items to be determined by
assessment tool scores. Demonstrate

improvement over prior reporting a. Numerator: Sum of all survey

period. scores,

a. Numerator: Sum of all survey b. Denominator: Number of surveys
scores, completed.

b. Denominator: Number of
surveys completed. Baseline/Goal: Baseline - Determined in
DY3. Goal - Increase the average service
satisfaction rating. The Center expects
112 of the children served in the
program will score in the moderate to

high satisfaction range.

Baseline/Goal: Baseline - Baseline
service satisfaction rating was
determined in DY3. Goal - Increase
the average service satisfaction rating
The Center expects 84 of the children
served in the program will score in

Data Source: CG-CAHPS? or other

20 http://www.ahrq.gov/cahps/clinician_group/
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Health: An Empirical Guide for
Decision-Makers, School-based
Mental Health Network — Arkansas
Dept. of Education, School-based
Mental Health Tool Kit-2008-
Cuyahoga County School Districts,
American Academy of Pediatrics:
School-based Mental Health
Services, School-based Mental
Health in lllinois, et al.

Milestone 1 Estimated Incentive
Payment: $281,555

Milestone 2 [P-X]: Designate/hire
personnel or teams to support
and/or manage the project.

Metric 1 [P-X.8]: Documentation of
hiring behavioral health providers to
staff the newly implemented school-
based behavioral health clinic.

Baseline/Goal: Baseline — No
existing school based health clinic
staff; Goal - Hire 6 properly trained
behavioral health staff to provide
services in this project.

Data Source: Human Resource
Department hiring records

to high satisfaction range.)

Data Source: CG-CAHPS'® or other
developed evidence based
satisfaction assessment tool,
available in formats and language to
meet patient population.

Metric 2 [P-X.6.1]: Documentation
of the number of children served by
clinical staff during the school year.

Baseline/Goal: Baseline - No service
encounter number/level is known as
this is a new service. Baseline is
estimated to be 120 children served
in DY3. Goal - Establish a baseline
service number of children served
by clinical staff by which to measure
future improvement.

Data Source: Center’s electronic
health record system.

Milestone 3 Estimated Incentive
Payment: $632,611

the moderate to high satisfaction
range.

Data Source: CG-CAHPS™ or other
developed evidence based
satisfaction assessment tool,
available in formats and language to
meet patient population.

Milestone 4 Estimated Incentive

Payment: $340,681

Milestone 5 [I-12.2]: Increase the
number of children receiving
behavioral health services.

Metric 1 [I-12.2]: Documentation of

increased number of unique patients.

Baseline/Goal: Baseline — Estimate
120 children will be served DY3;
Goal - Increase total number of
children served to 140 children in
DYA4.

Data Source: Center’s electronic
health record system.

Milestone 5 Estimated Incentive
Payment: $340,682

developed evidence based satisfaction
assessment tool, available in formats
and language to meet patient
population.

Milestone 6 Estimated Incentive
Payment: $369,750

Milestone 7 [I-12.2]: Increase the
number of children receiving behavioral
health services.

Metric 1 [I-12.2]: Documentation of
increased number of unique patients.

Baseline/Goal: Baseline — Estimate 120
children will be served DY3; Goal —
Increase total number of children served
to 160 children in DYS5.

Data Source: Center’s electronic health
record system.

Milestone 7 Estimated Incentive
Payment: $369,750

18 http://www.ahrg.gov/cahps/clinician_group/
19 http://www.ahrg.gov/cahps/clinician_group/
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Milestone 2 Estimated Incentive
Payment: $281,555

Year 2 Milestone Bundle Amount:
$563,110

Year 3 Estimated Milestone Bundle
Amount: $632,611

Year 4 Estimated Milestone Bundle
Amount: $681,363

Year 5 Estimated Milestone Bundle
Amount: $739,500

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD (add milestone bundle amounts over Years 2-5): $2,616,584
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Category 1 Project Narrative
Central Counties Services —081771001.1.2

Project Area, Option and Title: 1.11.2 Implement technology-assisted behavioral health
services by psychologists, psychiatrists, and other qualified providers.
RHP Project Identification Number: 081771001.1.2

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

Project Summary:

Provider Description: Central Counties Services (Center) is an agency of the state
providing publicly-funded adult/ child mental health, intellectual and developmental
disability (IDD), and early childhood intervention services for 3 RHP 8 Counties (Bell,
Lampasas, Milam = 2,789 square miles/352,218 population) and 2 RHP 16 Counties
(Coryell, Hamilton = 1,8878 square miles/91,250 population). The Center as the Single
Portal Authority authorizes state psychiatric hospital and IDD state living Center
admissions. In FY2012 we helped 8,000 people with 240,000+ units of service. The Texas
Department of State Health Services (DSHS) deemed all Center clinics as serving Medically
Underserved Populations.

Intervention: This project will double our telepsychiatry use from 1 FTE to 2 FTEs by
enabling up to 4 simultaneous telepsychiatry/telehealth users on a high quality
telemedicine system. This project also funds a second FTE psychiatric provider, to
improve both timely patient access to psychiatry services and medication compliance.
Project Status: This project upgrades existing marginally-functioning telepsychiatry
equipment. Itis an expansion of current telepsychiatry services and will serve an
additional 400 patients in DY5, compared to 100 patients now served by telepsychiatry.
Project Need: CN.2.8 Lack of access for adult behavioral health care in Bell, Lampasas,
and Milam Counties. The Center’s current telemedicine equipment is unreliable and
cumbersome to use. Improved telepsychiatry equipment will expand the number of
patients served by telepsychiatry, thus improving access to residents in rural areas who
may not have means of transportation to receive psychiatric services.

Target Population: This project’s target population is adults with severe and persistent
mental illness living in the more rural parts of our service area. 97% of the Center’s
patients are Medicaid (41.89%), uninsured, or indigent. We expect the same percentages
of Medicaid, uninsured and indigent patients will benefit from this project.

Category 1 or 2 Expected Project Benefit for Patients: Improved access to psychiatry
services via telemedicine technology. We are currently serving 121 persons per month
(September 2012) via telepsychiatry and this project should enable us to increase the
number of persons receiving psychiatric services via telepsychiatry to 200 persons per
month in DY3; 300 persons per month by the end of DY4; and 400 persons per month by
the end of DY5.

Category 3 Outcomes: IT-6.2: Other Improvement Target: TBD% of patients receiving
psychiatric services via the improved telepsychiatry technology will be satisfied with
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quality of those services. The Center expects greater than 50% of the 900+ patients to be
served by telepsychiatry under this project will be satisfied with the quality of the services
they have received. Patient level of satisfaction with their services is a touchstone
measure for the patient’s confidence in the services they are receiving and how willing
they are to adhere to their service provider’s directions regarding their medication,
suggested behavioral/lifestyle changes encouraged by their provider, and their
attendance/participation at their assigned service appointments.

o Collaboration: Texas A&M Health Science Center (TAMHSC) had a Pass 1 allocation it
could not use, since TAMHSC did not have providers in RHP 8. TAMHSC allowed its
allocation to be used by local health departments and local mental health authorities
(public entities) which had much smaller provider allocations in Pass 1, so these entities
could have more broad, transformative, regional projects. TAMHSC has not played a role
in these projects, other than the role of anchor. There are no impermissible provider-
related donations involved. This usage of the TAMHSC allocation ensured these providers,
who could self-fund the required IGT, could participate in the waiver. The improved
telemedicine system and additional telemedicine FTE in this project is transformational in
that it will finally give us the means to overcome our psychiatric care shortage for our
medically underserved behavioral health populations of our service region, which we have
experienced for several years. We will now be able to electronically recruit psychiatric
services instead of depending on our ability to physically recruit psychiatry services to our
geographic service region.

Project Description:

Increase service access to hard-to-recruit psychiatrists and advanced nurse psychiatric
practitioners by revamping Central Counties Service’s (Center) telepsychiatry/telehealth
system.

This project is essential to our Center’s ability to obtain/provide sufficient psychiatric services to
meet the behavioral health service needs of citizens in our 5-county service region. Having a
highly efficient/effective telemedicine/telehealth system will greatly increase our ability to
contract for adequate psychiatric coverage which has been a problem in the recent past. See
more detailed information in the “Rationale” section below.

Our Center obtained a Telecommunications Infrastructure Grant in 2001 to install a
telemedicine system among its 13 facilities in our 5 county region. This analogue system
presents difficulty with telepsychiatry services for psychiatrists who are outside of our service
region, in that the video often pixilates such that the other person’s image can’t be seen. We
also have difficulty in which we get a picture, but no sound, so the psychiatrist has to manage
the audio portion of the service via a speaker phone with long distance charges. Our current
system cannot support more than one telemedicine provider on the system at a time.

The new system to be obtained under this project will have a digital, high definition signal
rather than analogue signal and be much more crisp in both picture and audio. The new system
would be engineered to manage 4 telemedicine sessions at once. It would be available for our
Center’s centralized intake services for adults with severe/persistent mental illness. New
telemedicine transmission lines would separate our electronic telemedicine signals from our
data and voice-over-internet-protocol (VOIP) phone system signals. This new, dedicated
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transmission lines would accommodate increased electronic transmissions of multiple,
simultaneous telemedicine sessions with no degradation of audio/video signals. This upgraded
system will also increase service-delivery efficiency by our current contract telepsychiatry
providers. With increased productivity comes increased access (capacity) to psychiatry
services. This project includes the expansion of telepsychiatry services by adding one FTE
telemedicine psychiatrist and a remote site LVN service facilitator in DY3 through DY5.

Goals and Relationship to Regional Goals:

Project Goals:

The goal of this project is to increase access to telepsychiatry services in a manner that results
greater operating efficiency (productivity), and in patients being well satisfied with the services
they receive via this technology. It is the intent of this project to put into place a telepsychiatry
system that has a very reliable, high definition video/audio signal that can accommodate 4
simultaneous sessions, and which always synchronizes the audio and video portions of the
transmissions so that movement on the screen is very fluid/life-like, and colors in the video
pictures are undistorted. These video transmission qualities are important factors in our
patients’ willingness to receive services via this technology.

This Project meets the following Regional Goals:

o Improving access to timely, high quality care for residents, including those with multiple
needs;
. Increasing coordination of prevention and care for residents, including those with

behavioral or mental health needs; and
° Reducing inappropriate utilization of services.

The Center has several projects that are focused on increasing access to behavioral health
services and providing levels of care that can help divert persons in behavioral health crisis from
being admitted to a psychiatric hospital or incarcerated in a local jail due to the committing of
minor offenses (#081771001.2.3 - Social Rehab Day Services and #081771001.1.4 - Crisis
Respite Services). All of these projects document the shortcomings of our current behavioral
health system, and seek to put into place levels of safety-net infrastructure services to more
adequately meet the behavioral health needs of our regional citizens. The more prevalent tele-
psychiatry services are, the more community centers can share their specialized psychiatric
staff, and the more future potential there is to also provide psychiatry service links to local jail
booking areas and to small rural emergency departments that have no psychiatry access.

Challenges:

Our five counties contain several phone grids which have to be used to get continuous high
guality signals. We will need highly professional consultation on what parts of our current
system (if any) can be used in the new system. The length of time to carry out this upgrade
may be longer than we anticipate, and spread into DY3. Our main Center facility that houses
the new video system core elements is in an older section of Temple where all utilities are
above ground and subject to wind/weather damage from trees/branches falling. A power
outage at our Temple main Center building would result in our telemedicine services being
inoperable throughout our 5 county region. The Center is taking steps to insure the continuity
of electrical supply (#081771001.1.5) and the telemedicine system’s availability at all times.
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5 Year Expected Outcome for Provider and Patients:

The Center expects to improve our access to psychiatrists over the next five years. We intend
the telemedicine system to deliver audio/visual access to the Center’s remote locations at a
high level of quality that is satisfactory for our patients’ participation in our services delivered
via technology by providers who live outside of our service area. We are expecting to serve 279
more people per month via telepsychiatry in DY5 than we are currently serving per month prior
to this project-that equals 3,468 more patients served (contains some duplication) in DY5 than
our Center was serving prior to this project implementation. This upgrade of telemedicine
equipment and transmission lines will also give improved access to our centralized intake
service staff who will be able to connect with any Center clinic’s telemedicine equipment to
perform remote intake evaluations.

Starting Point/Baseline:

Our Center currently contracts with 2 psychiatrists to provide telepsychiatry services and
provided telepsychiatry services to 121 patients (baseline) in September 2012. Our Center has
its billing systems and data collection systems set up to manage telemedicine services. All
services can only be scheduled with only one provider active in the telepsychiatry system at a
time. With the combination of our cumbersome clinical software system and our difficulty
maintaining a good video/audio signal with our current televideo system, our telepsychiatrists
are averaging only a little above 40% productivity, which will serve as the baseline to measure
productivity improvement (Milestones 8, 11, 13) with the new system. Our patients’
satisfaction level with behavioral health services provided via the new telemedicine technology
will be measured by patient surveys beginning in DY3 to establish a baseline regarding each
patient’s level of satisfaction/dissatisfaction with services delivered via the new telemedicine
technology.

Rationale:

Community Need Addressed:

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

° Specific Community Need: CN.2.8 - Lack of access for adult behavioral health care in Bell,
Lampasas, and Milam Counties

Our starting point with this project is that we are well organized to deliver behavioral health

services via telemedicine, but are hampered by inadequate equipment.

a. Develop or adapt administrative and clinical protocols that will serve as a manual of
technology-assisted operations. We have an existing clinical/operations telemedicine
protocol manual which we will update to reflect the changes in newly acquired
equipment/systems.

b.  Determine if a pilot of the telehealth, telemonitoring, telementoring, or telemedicine
operation is needed. Engage in rapid cycle improvement to evaluate the processes and
procedures and make any necessary modifications. We have been operating a
telemedicine system for several years and do not need to pilot a telemedicine system.

c. Identify and train qualified behavioral health providers and peers that will connect to
provide telemedicine, telehealth, telementoring or telemonitoring to primary care
providers, specialty health providers (e.g., cardiologists, endocrinologist, etc.), peers or

RHP 8 Plan 140



behavioral health providers. Connections could be provider to provider, provider to
patient, or peer to peer. We have 3 psychiatrists who are currently trained to provide
telepsychiatry and provide such services regularly for our patients. We also currently
have remote site staff trained and providing telepsychiatry assistance.

d. Identify modifiers needed to track encounters performed via telehealth technology. We
have been providing telepsychiatry services and already have appropriate modifiers in
place to bill and track services.

e. Develop and implement data collection and reporting standards for electronically
delivered services. We are currently providing telepsychiatry services and have an
adequate data collection and reporting system in place for electronically delivered
services.

f. Review the intervention(s) impact on access to specialty care and identify “lessons
learned,” opportunities to scale all or part of the interventions(s) to a broader patient
population, and identify key challenges associated with expansion of the interventions(s),
including special considerations for safety-net populations. Our current telepsychiatry
services are provided for patients with severe and persistent mental illness and increase
our psychiatry capacity to see patients rapidly who are in the midst of a mental health
crisis.

g. Scale up the program, if needed, to serve a larger patient population, consolidating the
lessons learned from the pilot into a fully —functional telehealth, telemonitoring,
telementoring, or telemedicine program. Continue to engage in rapid cycle improvement
to guide continuous quality improvement of the administrative and clinical processes and
procedures as well as actual operations. We have been providing telepsychiatry services
with three psychiatrists (each part time) and we see a need to expand our telepsychiatry
services —we have included the hiring of one tele-psychiatrist FTE and one LVN in this
project proposal so we can expand our telepsychiatry services.

h.  Assess impact of patient experience outcomes (e.g. preventable inpatient readmissions).
In DY4 and DY5 we are implementing Improvement 6 [I-X.1] to show an increase in the
number of persons served via telepsychiatry as our method of showing the positive
impact of services available via telepsychiatry.

This project is essential to our Center’s ongoing ability to obtain and provide sufficient
psychiatric services to meet the behavioral health service needs of the citizens in our 5-county
service region. Our Center is approximately 65 miles from Austin, Texas and over the years we
have been able to employ psychiatrists and advanced nurse practitioners with psychiatric
credentials from the Austin area to provide services in our Center. Over the last 10 years we
have recruited 8 professional (psychiatrists and advanced nurse practitioners) staff and within 3
years left our Center with the complaint that they were tired of commuting and were seeking
employment opportunities closer to their homes. We have been successful in recruiting
telepsychiatry psychiatrists from the Dallas area and the Houston area who provide their
services from their own homes. We have found that recruitment of psychiatrists from longer
distances into our geographical area to be very difficult because they don’t wish to move to our
area. The use of contract telepsychiatrists is becoming a more common practice among
community centers and some beginning psychiatrists are going into full time practice providing
telepsychiatry services. We are also finding that some psychiatrists wish to “semi-retire”, but
do not want to commute out of their home area. As part of this project we intend to have at
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least two units of telepsychiatry equipment that could be deployed to psychiatrists’ homes to

facilitate their willingness to provide telepsychiatry services without the burden of technically

supporting the specialized equipment. Having a highly efficient/effective telemedicine system
will greatly increase our ability to contract for adequate psychiatric coverage which has been a
problem in the past.

This upgrade will give us the flexibility to have up to four external prescriber conducting
telepsychiatry sessions at the same time (increased service capacity/access). Our most distant
clinic is more than 80 miles from our largest clinic, and having this high-tech telemedicine
system in place will eliminate the 3 hours of travel time needed by the psychiatrist to provide
services in this most rural clinic, thus gaining three hours of direct clinic service capability that
would have been consumed by the commuting time. With the availability of this very reliable,
high technology telemedicine/telehealth system we will also be able to more productively use
our prescribers’ time that is available due to our patients not attending their service appoint-
ments. If a telemedicine prescriber has a patient no-show, then the scheduling staff can survey
the other clinics to see if any of their schedules have backed-up and are in need of relief
services. The prescribing staff who had a no-show patient could then remotely provide services
to patients via the telemedicine system in the clinic that has a patient back-up. This will result
in less inadvertent idle time of our most expensive staff due to patient no-shows and be
responsive to patient needs in other locations.

We have contracts with two very competent psychiatrists to provide services for our patients
via telemedicine technology, but our current telemedicine system has operational problems
which prompt the productivity of these providers to be around 40% of their contracted time
being used for direct services. With a new high quality, reliable telemedicine system in place,
their productivity could easily rise to 60-70% of their time being spent in direct services, thus
improving our telepsychiatry capacity by 50-75% over its current capacity. The advent of the
electronic health record and the ability to e-prescribe medications from distance locations has
greatly expanded the potential use and efficiency of telepsychiatry provided from distant
locations and supports our desire to expand our Center’s capability to provide such services.
We have identified a multi-disciplinary team to work on the analysis of our current system and
new system. Their goal is to have all of our telemedicine sites identified and a final
recommendation on how to upgrade/replace our telemedicine network in early 2013.

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

How the project represents a new initiative or significantly enhances an existing delivery system
reform initiative: The funding for this project will not supplant any current funding from the
U.S. Department of Health and Human Services being used to serve persons with severe and
persistent mental illness. This project will increase our Center’s ability to obtain and retain
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adequate psychiatric coverage to meet the behavioral health needs of persons residing in our
services region.

Related Category 3 Outcome Measure(s):
o OD-6 Patient Satisfaction

o IT-6.2 - Other Improvement Target: Percent improvement over baseline of patient
satisfaction scores

Our Center has taken a dual approach to insuring positive outcomes from our implementation
of telemedicine/telehealth behavioral health services. We have chosen IT-6.2 as a stand-alone
improvement measure to monitor patient satisfaction with services delivered via telemedicine
technology, with the goal of improving both individual levels of satisfaction with the service (is
the person more satisfied now than they were in the past with the telemedicine services they
are receiving), but also to achieve a higher and higher percentage of persons served through
telemedicine who are satisfied with their telemedicine services (percentage of patients who
receive telemedicine services who are satisfied with those services).

Relationship to Other Projects:

This project is inter-related to our technology assisted capacity improvement projects. It is very
closely related and interdependent with our Planning Protocol 1.10 Enhance Performance
Improvement and Reporting Capacity project (#081771001.1.5) to improve the operating
efficiency (and capacity) of our behavioral health services delivered via telemedicine
technology. Since behavioral health services delivered via telemedicine technology is heavily
reliant on consistent access to the patient’s electronic health record, our project that insures
continuity of electronic health record access is also closely related to this project. We also have
a telehealth project in RHP 16 (#081771001.1.1) which will serve Coryell and Hamilton County
citizens - see Valuation paragraph.

Relationship to Other Performing Provider’s Projects and Plan for Learning Collaborative:

As more and more community behavioral health centers and rural hospitals obtain
telemedicine capacity, we expect that in the future we will be able to provide telepsychiatry
support for these rural locations that do not have ready access to a psychiatrist. This
technology may also be utilized for doing patient follow-up consultations with patients who are
hospitalized in the state psychiatric hospital system. The Center for Life Resources
(#133339505.1.1) and Hill Country MHDD (#133340307.2.3) also have telemedicine projects.

Central Counties Services has several DSRIP projects and is committed to improvement of
services and broad-level delivery system transformation. We are willing to participate in
learning collaboratives with providers in RHP 8 to share successes, challenges, and lessons
learned in order to better serve our target population and meet our community needs. Sharing
this information at least on a yearly basis will allow providers to strengthen their partnerships
and to continue providing services efficiently so there is maximum positive impact on the
healthcare delivery system in RHP 8.
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Project Valuation:

The improved telemedicine system and additional telemedicine FTE in this project is trans-
formational and of high value in that it will give us the means to overcome our psychiatric care
shortage for our medically underserved behavioral health populations of our service region,
which we have experienced for several years. We will now be able to electronically recruit
psychiatric services instead of depending on our ability to physically recruit psychiatry services
to our geographic service region. By DY5, we expect 279 more persons of our underserved
behavioral health population to be served per month via our updated telepsychiatry system
than we are capable of serving without this project. The valuation of this project includes the
engineering and technical design of our new system; competitively acquiring the equipment;
and specialized technicians to install and test the equipment, and integrate all the equipment
into a highly functional telemedicine system. The valuation of this project also includes the
establishment of a new and separate T-1 line system for the exclusive use of the telemedicine
technology system and its ongoing service costs for each year of the project (the longest point-
to-point distance between our service sites is approximately 125 miles). The valuation includes
a large portion of our Information Technology (IT) staff to coordinate the design and installation
of the upgraded system, and to be trained how to technically operate and support the new
system's functions. It also includes training our medical staff and contract medical staff on how
to professionally use the system. It also includes professionally designed lighting at each site
that yields a commercial TV quality of picture, and adds to the warmth of the visual images.
Also the cost of the new transmission lines would be on-going after the upgrade is completed.
The valuation contains mental health program indirect costs, as well as the Center's administra-
tive cost rate. DYs 3-5 valuations include the equipment warranty/ maintenance contracts,
training time for new system users, mental health program indirect costs and the Center's
administrative cost rate. DYs 3-5 also include the cost of adding one FTE psychiatrist and one
telemedicine support nurse to expand our telemedicine capability to improve timely
accessibility to our behavioral health services. Without this telemedicine technology project
and its improved access to services, we would see many more persons from our service region
entering into psychiatric hospitals, emergency medicine departments and local jails; all of
which are expensive to our communities, and which tax our small emergency departments’
ability to respond to general health emergencies when they present in the local communities.
This valuation represents 79.5% of the project's total valuation (Bell, Lampasas,& Milam
Counties), with the other 20.5% of the project's total valuation being assigned to RHP 16
(Project #081771001.1.1) based on the percentage of population (Coryell & Hamilton Counties)
from each region has in our 5-county service area.
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Central Counties Services 081771001.1.2 (Project 1.11.2)
Category 1 Milestones and Metrics

081771001.1.2

Related Category 3
Outcome Measure (s):

Year 2
(10/1/2012 -9/30/2013)
Milestone 1 [P-4]: Selection,
procurement and installation of
telehealth, telemedicine,
telementoring equipment.

Metric 1 [P-4.1]: Inventory of new
equipment purchased.

Baseline/Goals: Baseline -Center
has an antiquated telemedicine
system, parts of which may or may
not be useable in a new system;
Goal - procure a digital signal based
high definition telemedicine system
for the Center’s clinics.

Data Source: Equipment orders and
receipts.

Milestone 1 Estimated Incentive
Payment: $478,185

Milestone 2 [P-5]: Procurement of

081771001.3.2

1.11.2

IT-6.2

Year 3
(10/1/2013 —9/30/2014)
Milestone 4 [P-10]: Evaluate and
continuously improve telemedicine,
telehealth, or telemonitoring service

Metric 1 [P-10.1]: Project planning
and implementation documentation
that describes plan, do study, act
quality improvement cycles.

Baseline/Goals: Baseline -
Determine the types of information
readily available in the Center’s
scheduling system and patient
electronic health records that would
be indicators for potential process
improvement; Goal - Establish the
items to be tracked and analyzed
that informs the providers and
managers how to improve the
delivery of behavioral health
services via telemedicine
technology.

Data Source: Project reports

1.11.2.a-1.11.2.h

Central Counties Services

Year 4
(10/1/2014 - 9/30/2015)
Milestone 7 [P-10]: Evaluate and
continuously improve telemedicine,
telehealth, or telemonitoring service

Metric 1 [P-10.1]: Project planning
and implementation documentation
that describes plan, do, study act
quality improvement cycles. Project
reports also may include output
measures which describe the number
and type of telemental transactions
which occur.

Baseline/Goals: Baseline - Review the
reports regarding the items chosen for
tracking in DY3. Goal - Based on the
reports, determine what factors can
improve appointment attendance and
participation by patients, what
procedural activities can be re-
organized or streamline to improve
the efficiency of documenting services
provided by telemedicine technology.
Revise the items to be tracked and

Implement technology-assisted behavioral health services from
psychologists, psychiatrists, substance abuse counselors, peers and other
qualified providers).

Other Improvement Target: Percent improvement over baseline of patient
satisfaction scores (all questions within a survey need to be answered to be a
standalone measure)

081771001.1.2

Year 5
(10/1/2015 -9/30/2016)
Milestone 9 [P-10]: Evaluate and
continuously improve telemedicine,
telehealth, or telemonitoring service

Metric 1 [P-10.1]: Project planning and
implementation documentation that
describes plan, do, study act quality
improvement cycles. Project reports
also may include output measures
which describe the number and type of
telemental transactions which occur.

Baseline/Goals: Baseline - Review the
reports regarding the items chosen for
tracking in DY4. Goal -Based on the
reports, determine what factors can
improve appointment attendance and
participation by patients, what
procedural activities can be re-
organized or streamline to improve the
efficiency of documenting services
provided by telemedicine technology.
Revise the items to be tracked and
reported upon for future
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Broadband Connection — new T-1
lines ordered and tested.

Metric 1 [P-5.1]: Documentation of
presence of active broadband
connection.

Baseline/Goals: Baseline - Currently
all data, phone and telemedicine
signals are transmitted on a single T-
1 line system; Goal - Establish a
separate transmission line system
for the telemedicine network to
insure sufficient bandwidth for high
quality audio/video service.

Data Source: Service contracts for
the transmission lines and test
results insuring their proper
functionality.

Milestone 2 Estimated Incentive
Payment: $478,184

Milestone 3 [P-8]: Training for
current providers/peers on use of
new equipment and software
system.

Metric 1 [P-8.1]: Documentation of
completions of training on use of
equipment/software and the
Center’s revised telemedicine
protocol manual.

including examples of how real-time
data is used for rapid-cycle
improvement to guide continuous
quality improvement (i.e. how the
project continuously uses data such
as weekly run charts, or monthly
dashboards to drive improvement).
Project reports may also include
output measures which describe the
number and type of telemental
transactions which occur.

Milestone 4 Estimated Incentive
Payment: $258,869

Milestone 5 [P-X] : Hire personnel
or teams to support and/or manage
the project

Metric 1 [P-X.8]: Contract for one
full-time-equivalent (FTE)
telemedicine provider(s), and hire
one LVN to assist with expanded
remote site facilitation

Baseline/Goals: Baseline - Center
currently has three part-time
telemedicine providers who provide
one FTE of services; Goal - Center
seeks to expand telemedicine
services by contracting for one more
FTE telemedicine providers (2 FTEs
totally) to meet the expanding need
for behavioral health telemedicine

reported upon for future
improvement.

Data Source: The Center’s patient
scheduling system, the patients’
electronic health records and project
reports focused on telemedicine
services.

Milestone 7 Estimated Incentive
Payment: $438,273

Milestone 8 [I-X]: Increase the
number of persons served via
telepsychiatry.

Metric 1 [I-X.1]: Increase the number
of persons served via telepsychiatry
over the baseline.

Baseline/Goals: Baseline —121
persons per month receive
telepsychiatry visits; Goal - Serve an
average of 300 persons via
telepsychiatry in each month of FY
2015, which represents an increase of
179 more persons served via
telepsychiatry over the baseline.

Data Source: Claims, and Encounter
data, and patient electronic health

record data

Milestone 8 Estimated Incentive

improvement.

Data Source: The Center’s patient
scheduling system, the patients’
electronic health records and project
reports focused on telemedicine
services.

Milestone 9 Estimated Incentive
Payment: $458,607

Milestone 10 [I-X]: Increase the
number of persons served via
telepsychiatry.

Metric 1 [I- X.1]: Increase the number
of persons served via per month over
the baseline.

Baseline/Goals: Baseline =121 persons
per month receive telepsychiatry

visits; Goal - Serve an average of 400
persons via telepsychiatry in each
month FY 2016, which represents an
increase of 279 more persons served
via telepsychiatry over the baseline.

Data Source: Claims, Encounter data
and patient electronic health records

Milestone 10 Estimated Incentive
Payment: $458,608
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Baseline/Goals: Baseline - Center
currently has 3 telemedicine
providers and 4 remote site
facilitators that will need training on
how to operate the new
telemedicine system; Goal - Have all
current telemedicine providers and
remote site facilitators trained on
how to operate the new
telemedicine equipment/system.
Expand the number of site facilitator
staff who are trained to use the
equipment to be back-up staff if the
regular facilitator is absent.

Data Source: Revised telemedicine
protocol manual, Training rosters

Milestone 3 Estimated Incentive
Payment: $478,184

services for our area. One more LVN
will be needed to provide remote
site medical/medication assistance
for the expanded telemedicine
services.

Data Source: Service contracts and
Center Dept. of Human Resources
hiring documentation.

Milestone 5 Estimated Incentive
Payment: $258,870

Milestone 6 [I-X] (Page 133 of the
Planning Protocol): Increase the
average number of persons served
via telepsychiatry.

Metric 1 [I-X.1]: Increase the
average number of persons served
per month via telepsychiatry over
the baseline measure (September
2012)

Baseline/Goals: Baseline - Itis 121
persons who received telepsychiatry
services in September 2012 prior to
the implementation of this project.
Goal - Serve an average of 200
persons per month via telepsychi-
atry in DY3, which represents an
increase of 79 more persons served
via telepsychiatry per month over
the baseline (121).

Payment: $438,274
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Data Source: Claims and Encounter
Data, and patient electronic health
records.

Milestone 6 Estimated Incentive
Payment: $258,870

Year 2 Milestone Bundle Amount:
$1,434,553

Year 3 Estimated Milestone Bundle
Amount: $776,609

Year 4 Estimated Milestone Bundle
Amount: $876,547

Year 5 Estimated Milestone Bundle
Amount: $917,215

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD (add milestone bundle amounts over Years 2-5): $4,004,924
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Category 1 Project Narrative
Central Counties Services —081771001.1.3

Project Area, Option and Title: 1.12.2 Expand the number of community based setting where
behavioral health services may be delivered in underserved areas
RHP Project Identification Number: 081771001.1.3

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

Project Summary:

Provider Description: Central Counties Services (Center) is an agency of the state
providing publicly-funded adult/ child mental health, intellectual and developmental
disability (IDD), and early childhood intervention services for 3 RHP 8 Counties (Bell,
Lampasas, Milam = 2,789 square miles/352,218 population) and 2 RHP 16 Counties
(Coryell, Hamilton = 1,8878 square miles/91,250 population). The Center as the Single
Portal Authority authorizes state psychiatric hospital and IDD state living Center
admissions. In FY2012, we helped 8,000 people with 240,000+ units of service. The Texas
Department of State Health Services (DSHS) deemed all Center clinics as serving Medically
Underserved Populations.

Intervention: The project will implement group social skills training for persons diagnosed
with High-functioning Autism or Asperger’s disorder in the Bell County area.

Project Status: This is a new project. There is currently no model like this project in the
local service area.

Project Need: CN.2.9 Lack of social support services for high intellectual functioning
Autism & Asperger’s population (18 years & older) in Bell County.

Target Population: Those persons currently served by the Center and the Department of
Assistive and Rehabilitative Services (DARS) who are diagnosed with High-functioning
Autism or Asperger’s disorder number between 90 — 100 people with approximately 80%
of them being Medicaid eligible. We expect to serve 28-52 people per year.

Category 1 or 2 Expected Project Benefit for Patients: The project seeks to serve a
cumulative total of 28 (31% of the target population) in DY4 and 52 (57% of the target
population) in DY5. Group social skills training is expected to lead to enhanced social skills
for the participant (Improvement Milestone I-11.1). Enhanced social skills would
necessarily mean better attendance at training sites, medical clinics, schools and places of
employment; less interaction issues with family and friends and the public at large; lower
instances of involvement with law enforcement; and increases the person’s ability to cope
with the community environment, making the person more independent.

Category 3 Outcomes: IT-10.1: In DY3, the baseline scores for the satisfaction survey will
be obtained. In DY4, we anticipate 50% of the participants served in the program 6
months or more to show increased satisfaction. In DY5, we have a goal of 75% of the
participants served in the program for 1 year or more to show increased satisfaction.
Collaboration: Texas A&M Health Science Center (TAMHSC) had a Pass 1 allocation it
could not use, since TAMHSC did not have providers in RHP 8. TAMHSC allowed its

RHP 8 Plan 149



allocation to be used by local health departments and local mental health authorities
(public entities) which had much smaller provider allocations in Pass 1, so these entities
could have more broad, transformative, regional projects. TAMHSC has not played a role
in these projects, other than the role of anchor. There are no impermissible provider-
related donations involved. This usage of the TAMHSC allocation ensured these providers,
who could self-fund the required IGT, could participate in the waiver. The method of
intervention is transformative in that there is no group social skills training in the local
area that addresses the high need for services to those diagnosed with high-functioning
autism or Asperger’s. Consumers have individual plans of intervention but the synergy
associated with group social skills training does not exist. It is expected that the level of
engagement will be enhanced via the social skills training provided in a group setting.
Further, the framework for this training is expected to transform the way services are
provided to this focused disabled population.

Project Description:

“Coffeehouse” Model of Social Skills Training

The social group setting or “coffeehouse” model for persons diagnosed with Asperger’s
Disorder or High Functioning Autism will be a skills training program where people with these
conditions can find a community of support and can learn and rehearse skills that promote their
ability to find jobs, remain employed, go to college and manage satisfying relationships without
exhibiting inappropriate behaviors including aggression.

There are an increasing number of consumers with a diagnosis of Autism or Asperger’s Disorder
whose needs do not fit within the typical program areas of day habilitation or behavior
management. Specifically, the goal is to create a “coffeehouse” model for intensive day service
for adults with Asperger’s or High Functioning Autism with and without co-occurring mental
illness. This represents a coordinated social skills training model that currently does not exist
within the local provider network.

The Center would move to lease a site in the Bell County area to house the model. The
program will be overseen by a Certified Behavioral Analyst. The “coffeehouse” will be staffed
by professionals and paraprofessionals who are skilled in the specialty area of adult autism with
its accompanying symptoms of poor social communications skills, failure to understand the
subtleties of language, and obsessive or repetitive routines. Participants can attend daily or as
their schedule permits. The “coffeehouse” will be a relaxed environment of interactive training
and support, with peer support an integral part of the strategy.

The project will be scheduled approximately 240 days per year, five-days per week. A full day
will be about 6 hours, which allows for transportation, to and from the training site. Several
types of engagement activities will be carried out, based on evidenced-based social skills
training curriculae. Each consumer will participate in a highly interactive group learning session
while attending.

The curriculum, to be developed, will be based on benchmark social skills training curricula
chosen and developed by the professional staff involved. Over DYs 3-5, from 14 to 52
consumers will be trained and/or supported via this model. The day will include several
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interactive and engaging sessions facilitated by the staff, using evidenced-based social skills
training curricula. If the consumer stays the day, he/she is expected to participate in 5-6 hours
of social skills training, a half-day would be 3-4 hours. Group recreational activities will also be
conducted as a way to teach and support normalization. Regular schedule of attendance will
hopefully be maintained with a schedule of activities published and marketed. Transportation
will be provided to those who are in need of transportation.

Three-ring binders will be kept for each person showing the progress (or lack of) for the training
sessions. Regular meetings will be held at which time staff will discuss each case and the
barriers, if any, to training.

Goals and Relationship to Regional Goals:

The goal is to create a social group setting for persons diagnosed with High functioning Autism
or Asperger’s Disorder in which social skills training becomes the focal point for learning and
enhancing the person’s ability to interact with persons in the community and to function more
appropriately.

Project Goals:
° Increase the number of persons participating in social skills training for those with high-

functioning Autism or Asperger’s disorder;

° Enhance the quality of life for persons participating in the “coffeehouse” model of social
skills training; and

° Transform the service delivery system for persons with High-functioning Autism or
Asperger’s disorder.

This Project meets the following Regional Goals:
. Increasing coordination of prevention and care for residents, including those with
behavioral or mental health needs.

Challenges:

The challenges facing this project are varied including the fact that people with Asperger’s
Disorder and High-functioning Autism are reluctant to leave the perceived security of their
homes to participate in a group, even if the group is of like-minded individuals. They like their
routine and the new routine of attending the “coffeehouse” must evolve. Program staff will
need to exercise patience and a more involved approach to motivate people to take the first
step and visit the group. Once in the group, people will find a community of others they did not
know existed. The challenge of achieving a high level of “engagement” exists and a strong
teacher/mentor/facilitator is needed. It is also expected that persons will separate or
“graduate” from the group but will need at times a booster of support from the staff and peers.
Hiring the staff versed in these specialties will also be a challenge due to the dearth of
specialists in the Central Texas rural area to address this type of disability. We expect to market
the positions at the various graduate school programs around the State as well as consider
contracting with key providers if a full time staff person cannot be attained.
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5-Year Expected Outcome for Provider and Patients:

The five-year outcome includes the expansion and enhancement of behavioral health services
to better meet the needs of the patient population with High-functioning Autism and
Asperger's Disorder; a heightened awareness in the community of this model as a viable
learning module; increased satisfaction on the part of the individual consumer, due to
enhanced social skills; and the person’s increased ability to exhibit appropriate behavior in
relationships, in family, community and employment settings. The person diagnosed with high-
functioning autism or Asperger’s is expected to show improvement in social skills which leads
to improved social and personal relationships, longer tenures in employment, and less acting
out or exhibition of inappropriate behaviors. Their quality of life will be enhanced through
peer-support and reinforcement of social activities.

Starting Point/Baseline:

Within, the local service area, there is currently not a formally structured social group setting in
which persons with High-functioning Autism or Asperger’s Disorder participate in social skills
training. Baseline for AQolL Satisfaction Survey and number of persons served will be
established in DY3.

Rationale:

Community Need Addressed:

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

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

According to the August 23, 2010, State of Texas Study on the Costs and Benefits of Initiating a
Pilot Project to Provide Services to Adults with Autism Spectrum Disorders and Related
Disabilities, in 2009, 4,300 adults with autism spectrum disorders (ASD) received services from
the Department of Aging and Disability Services (DADS), the Health and Human Services
Commission (HHSC), and/ or the Department of Assistive and Rehabilitative Services (DARS)
(http://www.dads.state.tx.us/autism/publications/HB1574Report.pdf). An estimated 4,000
adults with ASDs have requested DADS services, but have been placed on an interest list due to
a lack of funding. Nearly half of these 8,300 adults are between 18 and 25 years of age. The
costs of providing supports to these individuals will only increase as they, and their caregivers,
age. The Study states that the decisions that Texas makes in response to the unmet demand
for services, the aging of the population, and increasing diagnoses of autism will have
significant human and financial consequences.

The Study researched various pilots and initiatives in other states and determined that several
benchmark outcomes needed to be present. Included were the need for services specifically
designed to meet the needs of individuals with ASDs including training programs and outreach
campaigns; and a team-based, person-centered planning process that focuses on the
individuals’ strengths, interests, and goals to develop seamless service plans.

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

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

According to the Texas Autism Research and Resource Center and the Autism Treatment
Network, studies have shown that various social skills strategies such as social stories,
structured teaching, thoughts and feelings activities, the use of peer mentors, role playing or
behavioral rehearsal have a positive effect on the interpersonal skill enhancement of the
person diagnosed with Autism or Asperger’s Disorder. Again, these are skill-set modalities not
present within the skill-sets of the typical case manager. A variety of these strategies will be
part of the on-going curriculum utilized at the “coffeehouse”. The intervening variables of
social group setting and a structured curriculum are expected to result in an enhanced quality
of life as reported by the person. This enhanced Quality of Life Satisfaction is reflected as the
Category 3 Outcome Measure. This would include enhancing the quality of the person’s
relationships with caregivers, their parents and members of the community. Enhanced social
skills would necessarily mean better attendance at training sites, medical clinics, schools and
places of employment. Enhanced social skills would mean less interaction issues with family
and friends and the public at large and lower instances of involvement with law enforcement.
An enhanced social skill also increases the person’s ability to cope with the community
environment, making the person more independent. The model of social skills training is
wholly consistent with the recommendations set forth in the 2010 State of Texas Study
mentioned above. Finally, we expect this model to transform the service delivery system for
persons with High-functioning Autism or Asperger’s using a model of group social skills training
as the core for learning.

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

Related Category 3 Outcome Measure(s):
. OD-10 Quality of Life /Functional Status
0 IT-10.1: Quality of Life
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Quality of Life - demonstrate improvement in quality of life satisfaction scores, as measured by
the QoL Survey, an evidence based and validated assessment tool. This survey will be given to
participants upon entry into the program and again at six months and one year intervals. Itis
expected that the scores on the survey will improve over time revealing an

increase in the participant’s quality of life. In DY3, the baseline scores for the satisfaction
survey will be obtained and in DY4, we desire 50% of the participants who have been in the
program six months or more to show increased satisfaction. In DY5, we have a goal of 75% of
the participants who have been in the program for one year or more to show increased
satisfaction.

Relationship to Other Projects:

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

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

Other Center projects include:

° 081771001.1.1 Establish more primary care clinics

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

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

° 081771001.1.5 Enhance improvement capacity through technology

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

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

° 081771001.2.3 Design, implement, and evaluate research-supported and evidence-based
interventions tailored towards individuals in the target population
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Relationship to Other Performing Provider’s Projects and Plan for Learning Collaborative:
Central Counties Services is committed to improvement of services and broad-level delivery
system transformation. We are willing to participate in a learning collaborative with providers
in RHP 8 to share successes, challenges, and lessons learned in order to better serve our target
population and meet our community needs. Sharing this information at least on a yearly basis
will allow providers to strengthen their partnerships and to continue providing services
efficiently so there is maximum positive impact on the healthcare delivery system in RHP 8.

Within the Regional Healthcare Plan 8, there are two projects of a similar nature in which one
provider is expanding the number of community based setting where behavioral health may be
delivered (see Project #126844305.1.1 and #126844305.1.5). These two projects will occurin a
different service area than the service area of this project.

Pertaining to the Project Milestones, an integral element of this project is the Learning
Collaborative that will take place two times per year beginning in year three. It is expected that
the project coordinator will hold a “summit” meeting of key stakeholders including ISD Special
Education departments, the DARS, the A+ Support Group in Belton, Texas, and partners of the
Aging and Disability Resource Center. Efforts to include the Texas A&M Medical School in
Temple will also be made. What we have learned from this project will be shared with this
stakeholder group to enhance a coordinated effort of services in the local community.

Project Valuation:

The project will be scheduled approximately 240 days per year, five-days per week. A full day
will be about 6 hours, which allows for transportation to and from the training site. Several
types of engagement activities will be carried out, based on evidenced-based social skills
training curriculae. Each consumer will participate in a highly interactive group learning session
while attending. The person diagnosed with high-functioning autism or Asperger’s is expected
to show improvement in social skills which leads to improved social and personal relationships,
longer tenures in employment, and less acting out or exhibition of inappropriate behaviors.
Their quality of life will be enhanced through peer-support and reinforcement of social
activities.

The benefit to the community of this “coffeehouse” model of social skills training lies in the
consumer’s ability to cope with and function in a variety of community settings. The consumer
should have an enhanced quality of life, feel more valued in inter-personal relations and is
expected to interact positively in all phases of community life. There should be less crisis
events, less hospitalizations, and less entanglement with law enforcement. Family members,
friends, neighbors and the community-at-large should see a more positive stance from the
individual participant in the group social skills training.

The valuation of this project also includes the following: staff time in marketing the positions
required and interviewing and hiring the positions; staff time in researching appropriate sites
for the social group setting; staff time in negotiating the lease arrangement; staff time in
purchasing the van for transportation; staff time in developing the curriculum; staff time in
researching the survey, both in terms of administering and scoring; staff time in selecting and
purchasing the equipment involved. The valuation also includes direct costs of staff salaries
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and benefits, equipment, vehicle and lease, as well as program indirect costs, administrative
costs and cost of inflation. It also includes a cost savings value reflected in savings on mental
health/IDD benefits due to decreased incidents of behavioral crisis; less involvement with law
enforcement and increased earnings in the workplace due to employment.
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Central Counties Services 081771001.1.3 (Project 1.12.2)
Category 1 Measures

081771001.1.3

Related Category 3
Outcome Measure (s):

Year 2

(10/1/2012 -9/30/2013)

Milestone 1 [P-2]: Identify licenses,
equipment requirements and other
components needed to implement
and operate options selected.

Metric 1 [P-2.1]: Develop a project
plan and timeline detailing the
operational needs, training
materials, equipment and
components

e Research existing regulations
pertaining to the licensure
requirements of psychiatric
clinics in general to determine
what requirements must be
met.

e When required, obtain licenses
and operational permits as
required by the state, county or
city in which the clinic will
operate.

e Develop specific training
materials for staff members.
Examples of training could
include travel and road safety,

Central Counties Services

081771001.3.3 IT-10.1

Year 3
(10/1/2013 - 9/30/2014)
Milestone 4 [P-7]: Evaluate and
continuously improve services.

Metric 1 [P-7.1]: Project planning
and implementation documentation
demonstrates plan, do, study act
quality improvement cycles

Baseline/Goal: Baseline of Project
status will be determined to include
efficacy of learning, what is going
well and what needs to be improved
upon; Goal - achieve the milestone
and metric

Data Source: Project reports
including examples of how real-time
data is used for rapid-cycle
improvement to guide continuous
quality improvement (i.e. how the
project continuously uses data such
as weekly run charts or monthly
dashboards to drive improvement),
Project management tools from
benchmark quality improvement

“Coffeehouse” Model of Social Skills Training

Year 4
(10/1/2014 - 9/30/2015)
Milestone 7 [I-11]: Increased
utilization of community behavioral
healthcare

Metric 1 [I-11.1]: Percent utilization
of community behavioral healthcare
services.

a. Numerator: Number receiving

community behavioral healthcare

services from clinics after access
expansion.

b. Denominator: Number of people
receiving community behavioral
health services after access
expansion

Baseline/Goal: Baseline - 14 persons
served. Goal —Serve 14 additional

persons in DY4 (estimated cumulative

total of 28 persons)

Data Source: Claims data, encounter
data and attendance rosters from
community behavioral health site
and expanded transportation

Expand the number of community based settings where behavioral health
services may be delivered in underserved areas

081771001

Year 5
(10/1/2015 -9/30/2016)
Milestone 8 [I-11]: Increased utilization
of community behavioral healthcare

Metric 1 [I-11.1]: Percent utilization of
community behavioral healthcare
services.

a. Numerator: Number receiving
community behavioral healthcare
services from clinics after access
expansion

b. Denominator: Number of people
receiving community behavioral
health services after access
expansion.

Baseline/Goal: Baseline: 14 established
in DY3. Goal - Serve 24 additional
persons in DY5 (estimated cumulative
total of 52 persons)

Data Source: Claims data and
encounter data from community
behavioral health sites and expanded
transportation programs
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clinic operations, evidence
based behavioral health
practices, engagement and
outreach strategies.

Baseline/Goal: Baseline — none;
Goal — Developed project plan and
timeline.

Data Source: Project Plan, leases
obtained, equipment purchased,
etc.

Milestone 1 Estimated Incentive
Payment: $229,179

Milestone 2 [P-3]: Develop
administrative protocols and clinical
guidelines for projects selected

Metric 1 [P-3.1]: Manual of
operations for the project detailing
administrative protocols

and clinical guidelines

Baseline/Goal: Baseline — none;
Goal — Complete the manual of
operations

Data Source: Reference Center and
other agency policy and procedure
manuals

processes.

Milestone 4 Estimated Incentive
Payment: $208,145

Milestone 5 [P-10]: Participate in
face-to-face learning (i.e. meetings
or seminars) at least twice per year
with other providers and the RHP to
promote collaborative learning
around shared or similar projects.
At each face-to-face meeting, all
providers should identify and agree
upon several improvements (simple
initiatives that all providers can do
to “raise the floor” for
performance). Each participating
provider should publicly commit to
implementing these improvements.

Metric 1 [P-10.1]: Participate in
semi-annual face-to-face meetings
or seminars organized by the RHP.

Baseline/Goal: Baseline —
Framework for the meetings will be
established. Goal — Use the
framework to conduct the Learning
Collaboratives.

Data Source: Documentation of
semiannual meetings including
meeting agendas, slides from

programs

Milestone 7 Estimated Incentive
Payment: $670,722

Milestone 8 Estimated Incentive
Payment: $709,893
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Milestone 2 Estimated Incentive
Payment: $229,179

Milestone 3 [P-4]: Hire and train
staff to operate and manage
projects selected.

Metric 1 [P-4.1]: Number of staff
secured and trained

Baseline/Goal: Baseline — 0; Goal -
hire and train staff

Data Source: Project records;
Training curricula as develop in
Milestone 1. Personnel records.

Milestone 3 Estimated Incentive
Payment: $229,179

presentations, and/or meeting
notes. Facilitation processes from
previous stakeholder meetings,
benchmarks on “how to hold
effective meetings.”

Metric 2 [P-10.2]: Implement the
“raise the floor” improvement
initiatives established at the semi-
annual meeting.

Baseline/Goal: Baseline — 0; Goal -
Implement initiatives

Data Source: Documentation of
“raise the floor” improvement
initiatives agreed upon at each
semiannual meeting and
documentation that the
participating provider implemented
the “raise the floor” improvement
initiative after the semiannual
meeting.

Milestone 5 Estimated Incentive
Payment: $208,145

Milestone 6 [I-11]: Increased
utilization of community behavioral
healthcare

Metric 1 [I-11.1]: Percent utilization
of community behavioral healthcare
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services.

a. Numerator: Number receiving
community behavioral healthcare
services from clinics after access
expansion

b. Denominator: Number of people
receiving community behavioral
health services after access
expansion

Baseline/Goal: Baseline - No
persons are currently served using
this model; Goal - Serve 14 persons
by year end, a 15 % increase in # in
target population.

Data Source: Claims data and
encounter data from community
behavioral health sites and
expanded transportation programs

Milestone 6 Estimated Incentive
Payment: $208,146

Year 2 Milestone Bundle Amount:
$687,537

Year 3 Estimated Milestone Bundle
Amount: $624,436

Year 3 Estimated Milestone Bundle
Amount: $670,722

Year 5 Estimated Milestone Bundle
Amount: $709,893

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD (add milestone bundle amounts over Years 2-5): $2,692,588
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Category 1 Project Narrative — Pass 2
Central Counties Services — 081771001.1.4

Project Area, Option and Title: 1.13.1 Develop and implement crisis stabilization services to
address the identified gaps in the current community crisis system.
RHP Project Identification Number: 081771001.1.4

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

Project Summary:

Provider Description: Central Counties Services (Center) is an agency of the state
providing publicly-funded adult/ child mental health, intellectual and developmental
disability (IDD), and early childhood intervention services for 3 RHP 8 Counties (Bell,
Lampasas, Milam = 2,789 square miles/352,218 population) and 2 RHP 16 Counties
(Coryell, Hamilton = 1,8878 square miles/91,250 population). The Center as the Single
Portal Authority authorizes state psychiatric hospital and IDD state living Center
admissions. In FY2012, we helped 8,000 people with 240,000+ units of service. The Texas
Department of State Health Services (DSHS) deemed all Center clinics as serving Medically
Underserved Populations.

Intervention: This project provides 24/7 residential-based crisis respite (15 beds),
transitional living (15 beds) and supportive day services at a properly equipped facility
within our service area to persons with severe and persistent mental illness who have
experienced a recent mental health crisis, in lieu of these persons being sent to the state
psychiatric hospital system or incarcerated in local jails.

Project Status: This is a new project.

Project Need: CN.2.10 Limited access for seriously mentally ill adults to crisis services in
Bell, Lampasas and Milam Counties. Addendum 8-1G illustrates our Center’s overuse of
state psychiatric hospitals. Our service area currently does not have crisis residential
services.

Target Population: 97% of all of the Center’s patients are Medicaid (41.89%), uninsured
or indigent. We anticipate this project will benefit this same population, and expect this
project to admit 640 in DY4 and 800 in DY5.

Category 1 or 2 Expected Project Benefit for Patients: This project seeks to provide crisis
services to patients in more appropriate and less costly setting than psychiatric
hospitalization or incarceration (Improvement Milestone I-11.1 and |-11.2). This project
intends to provide 3,200 crisis respite bed days of service in DY4 and 4,000 bed days of
crisis respite services in DY5. Assuming an average length of stay of 5 days per patient
admission, there would be approximately 640 admissions in DY4 and 800 admissions in
DY5.

Category 3 Outcomes: IT-9.1: An expected outcome for this project is to reduce the
mental health admissions/readmissions to criminal justice and psychiatric hospital
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settings with the percent of improvement to be determined once the baseline is set in
DY3.

° Collaboration: There was not a TAMHSC allocation in Pass 2 and, therefore, was not used
for a Pass 2 project. This project is transformational in that these services are currently
not available in our service region, and this project will make crisis respite services
available to all regional communities and the cost of up to 4000 hospital (5461/day/FY’12
at Austin State Hospital — average length of stay = 21 days*)/incarceration ($50+/day with
average time in pre-trial services is 145 days**) days will be avoided by these services in
DY5.

*Austin State Hospital Regional Planning Meeting Oct.31, 2012, pp.30, 35.

**”A Simulation Modeling Approach for Planning and Costing Jail Diversion Programs for
Persons with Mental lliness. David Hughes, et al, Criminal Justice and Behavior, Vol. 39 No
4 April, 2012, p. 438.

Project Description:

Crisis Respite Services

The Center’s service region has an immediate need for crisis respite services/transitional living
services for those persons in mental health crisis who have no place to live (see Rationale
Section below). The description of crisis respite services to be implemented in this project is:
Crisis Respite Services (CRS) provides short-term (3-7 days) structured residential treatment
organized in a non-medical, psycho-social recovery-focused service model that focuses on the
person’s strengths to manage/reduce their crisis. CRS provides a calm, protected, and
supervised non-hospital setting where the patient can stabilize, resolve problems and link with
possible sources of ongoing support. CRS includes supervised, structured room/board available
24 hours/day, 7 days/week and is an immediate alternative to acute hospitalization or
incarceration in emergency situations. The CRS facility would be an unlocked unit that relies on
voluntary patient participation. It serves as an early intervention for persons showing signs of
deteriorating ability to self-manage their behavioral health problems/symptoms, and can be a
“cooling off” place for persons whose home situation has become intolerable. It can serve as a
“step-down” (less intensive service) for someone being discharged from inpatient psychiatric
services. Treatment services offered at this CRS are intended to keep the person safe, stabilize
the person’s acute psychiatric symptoms, and return the person to their familiar living situation
and treatment quickly. Actual treatment services may include milieu therapy, psychotropic
medications, solution-focused brief therapy, assertive case management, housing assistance,
etc. The CRS target population is described as: adults with a diagnosed or suspected mental
iliness; in behavioral health crisis, but whose behavior is under sufficient control to not be
considered an immediate risk of self-harm, or harm to others; agree to voluntarily participate in
CRS; for whom CRS is deemed a safe, appropriate, beneficial level of care; and do not have
medical problems requiring regular medical treatment beyond a self-care level. Persons
excluded from CRS would be persons who are: under 18 years old, have a blood alcohol/drug
level putting them at risk of withdrawal symptoms, or impaired judgment about their behavior;
unwilling to voluntarily take part in services or comply with services rules; have a medical
condition requiring intervention above a self-care level; have not yet fully recovered from the

RHP 8 Plan 162



physical symptoms associated with a suicide attempt; or has any other condition/circumstance
judged to be beyond the service capability of the crisis respite staff.

The Center is planning a multiphase project approach to address this unmet service need as
soon as possible with interim arrangements while more desirable ways of addressing these
unmet behavioral health needs gets worked out. The first step contracts for CRS with Heart of
Texas Regional MHMR Services (HOTRMHMRS) in Waco Texas (40 miles north of Temple).
While this CRS is not in our service region, it is closer than Austin State Hospital (68 miles from
Temple). HOTRMHMRS has extra CRS capacity and can make 5-10 beds available to our Center,
depending on their daily census. This will provide some immediate relief to our Center’s recent
overuse of our state psychiatric hospitals (See RHP Addendum 1G). Within 3 months of project
approval Coryell County will begin to remodel, furnish, and equip the former Coryell County
Hospital for interim use as transitional living services, with a target start date of Oct. 1, 2013.
This project may also include partnering with the Coryell Memorial Healthcare System (CMHS)
for medical screening, patient minor health issues treatment, and food services contracting. It
will have 16 beds and can serve both male and female patients. During DY2, the Center will
convene the main stakeholders for behavioral health CRS, namely, every local law enforcement
agency, hospital emergency department, and the Bell, Coryell, Hamilton, Lampasas and Milam
County Judges to ask them to support an intense needs gap analysis process on the amount of
CRS needed by our service area and the best location of these services. This gap analysis
process would track the number of persons who present or are brought to local emergency
departments in mental health crisis, and if a CRS care level would have met their needs. We
will also collect data on the number of persons in mental health crisis arrested for minor crimes
who could benefit more from CRS than jail. This gap analysis process will also document if post-
crisis respite service is needed by the person in crisis (e.g. housing, day support services,
transportation, transitional living support, medical care, substance abuse services, medicine,
etc.). The maximum capacity of CRS will be set by Health and Safety code and licensing
requirements — likely 16 beds. Two admissions per day would lead to someone having to be
discharged by the 7t day to allow further admissions. If the patient is homeless, it is difficult to
stabilize the patient and set up a new living situation in 7 days. The only way to have an
effective, accessible CRS would be to also have step-down, transitional living services so
patients who are stable, but homeless, could be in a transitional living setting a few more days
while living arrangements are worked out.

Goals and Relationship to Regional Goals:

Project Goals:

This project’s goal is to establish crisis-responsive residential services within our service area
that provides a less restrictive/costly level of care for persons in behavior health crisis than
admission to the state psychiatric hospitals or jailed for a minor offense. The goal is to provide
successful interventions for persons in early stages of crisis before the crisis situation reaches
the complexity that institutional level of care becomes the only care option resulting in the
person’s support system and living arrangements being disrupted and jeopardized.
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This Project meets the following Regional Goals:
. Increasing coordination of prevention and care for residents, including those with
behavioral or mental health needs.

Challenges:

Perhaps the biggest challenge will be managing the gap analysis, local planning, program
design/documentation, securing an appropriate facility that meets licensing and health/safety
codes requirements of CRS, and staffing up/fully operationalizing the services by the end of DY3
so project outcomes can be properly measured in DY4 and DY5. Our Center will do as much
local organizational work with stakeholders, gap analysis partnering, and CRS planning as it can
in early 2013 in order to have as much information in place as possible to expedite the actual
establishment and operations of these CRS for our area.

5-Year Expected Outcome for Provider and Patients:

In 5 years, our Center intends to have fully functioning CRS with step-down transitional living
services available to our service area. It is also our goal to have strong working relationships
with our local hospital EDs and our local law enforcement agencies such that persons are
identified in early stages of behavioral health crisis and assisted through these proposed
services, rather than admitted to the state psychiatric hospital system or local jails. We would
expect that psychiatric hospitalizations and the incarceration of persons with mental illness
would decrease/100,000 population in our service area.

Starting Point/Baseline:

Our Center and its staff have previously provided both crisis stabilization services (16 bed
medical model) and transitional living services (15 bed capacity), and both were usually close to
capacity by serving persons from our area until they closed due to funding reductions. Our
service demand for residentially-based behavioral health crisis services exceeds our regional
capacity at this time as shown by our Center’s overuse of state psychiatric hospitals, the
keeping of patients in EDs while waiting for a state psychiatric hospital bed to be open, and the
anecdotal reports from local law enforcement agencies/County Judges that persons who have
committed minor crimes while in a behavioral health crisis who would be better served in a
mental health residential facility than incarcerated as is currently occurring. The Bell County
2010 Community Needs Assessment (see Addendum 1 supplemental) also notes (p. 262) that
27% of the 715 homeless persons interviewed had mental health problems and were at risk of
mental health crisis due to homelessness
http://www.co.bell.tx.us/2010%20Needs%20Assessment.pdf.

Rationale:

Community Need Addressed:

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

° Specific Community Need: CN.2.10 - Limited access for serious mentally ill adults to crisis
services in Bell, Lampasas and Milam Counties
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The Center provided Crisis Stabilization Services from the late 1980’s until June 2000 when the
services closed due to higher service demand and less resources to provide them. The Center
also provided transitional living services from the late 1980’s until 1995 when these services
had to close due to state funding reductions. Now Bell, Lampasas, Milam, Coryell, and
Hamilton Counties do not have any residential services to assist residents experiencing a mental
health crisis. Persons in a mental health crisis in this service region must be guided to one of
four options, namely, 1) admission to the state psychiatric hospital, 2) kept in a local ED for
stabilization while waiting for a state psychiatric hospital bed (most recent severe case was for
13 days), 3) being jailed for a minor crime, or 4) released to community supports; at times, a
less-than-desirable choice. Our county jails now track the number of inmates having a mental
iliness/take psychotropic medications and report that 28% of the inmates have mental health
problems. The Center is allotted a portion of state psychiatric hospital days in proportion to its
percent of the state’s population being in our service area. Last fiscal year (ending 8/31/12),
our service area used 110.87% of the bed days allotted for our service area, thus demonstrating
a much greater demand for resources than are available to respond to persons in our region
who experience severe mental health crises. Comparing our use of bed days to Local Mental
Health Authorities (LMHA) who have CRS near us proves this point. The LMHA to the North
used 99.27% of their bed days and the LMHA to the South used 71.9% in FY2012. HB2292 in
the 78" Texas Legislature required each LMHA to have a Jail Diversion Task Force to expedite
the diversion of mentally ill persons arrested for minor crimes while in a mental health crisis.
The Center’s Community Jail Diversion Task Force consists of local law enforcement agencies,
community social service agencies and local Judges. This Task Force’s jail diversion efforts are
hampered by the lack of residential options needed to divert a mentally ill offender from
incarceration.

Core Project Components:

a)  Convene community stakeholders who can support the development of crisis stabilization
services to conduct a gap analysis of the current community crisis system and develop a
specific action plan that identifies specific crisis stabilization services to address identified
gaps. There was much stakeholder support for CRS prior to our having to close them.

b)  Analyze the current system of crisis stabilization services available in the community in-
cluding capacity of each service, current utilization patterns, eligibility criteria and
discharge criteria for each service. There are no residential crisis stabilization or CRS, and
consequently, no crisis residential service capacity in our area at this time.

c)  Assess the behavioral health needs of patients currently receiving crisis services in the jails,
EDs, or psychiatric hospitals. Determine the types and volume of services needed to
resolve crises in community-based settings. Then conduct a gap analysis that will result in
a data-driven plan to develop specific community-based crisis stabilization alternatives
that will meet the behavioral health needs of the patients (e.g. minor emergency
stabilization site for first responders to utilize as an alternative to costly and time
consuming Emergency Department settings). Having operated crisis stabilization and
transitional living services for 10+ years in the past, we know that these two levels of CRS
are needed in our area and were well received and supported by the EDs and law
enforcement agencies in our service area. These partnering agencies were greatly
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disappointed and adversely affected when these services ended. Our partners had to
transport crisis patients to Austin State Hospital instead of accessing local services.

d)  Explore potential crisis alternative service models and determine acceptable and feasible
models for implementation. Our past experience of providing CRS and transitional living
services, which were in separate communities, has brought us to the conclusion that
these two levels of care can operate best if they are proximate to each other, perhaps in
the same building, if possible. Having them in the same building would give more flexible
use of staff and gain various operating efficiencies, such as meal preparation, laundry
facilities, etc.

e)  Review the intervention(s) impact on access to and quality of behavioral health crisis
stabilization services 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. See Milestones 9 and 11. Our Center’s project #081771001.1.5 — Enhance
Improvement Capacity through Technology, will also assist our Center with its
commitment to continuous quality improvement of these services.

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

How the project represents a new initiative or significantly enhances an existing delivery system
reform initiative: This project does not supplant any services or funds currently provided to
Central Counties Service from the U.S. Department of Health and Human. The services
proposed to be provided under this project serve to enhance, but not duplicate, the services
provided by our Center to persons with severe and persistent behavioral health problems.

Related Category 3 Outcome Measures:
e OD-9 —Right Care, Right Setting
o IT-9.1 — Decrease in mental health admissions and readmissions to criminal justice and
psychiatric hospital (Planning Protocol 1.13) settings (Standalone measure).

This outcome measure is chosen because it directly addresses and measures the impact of this
project’s goal or purpose, namely to provide effective local crisis residential services that can be
utilized by persons in behavioral health crisis in lieu of admissions and readmissions to more
restrictive/expensive institutional levels of care in EDs, psychiatric hospitals or local jails.

Relationship to Other Projects:

This project is related to our Temple Day Services (#081771001.2.3) which also has the purpose
of lowering the frequency of admissions/readmissions to psychiatric hospitalization and /or
incarceration. Our telemedicine project (#081771001.1.2) is also intended to improve patients’
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access to psychiatric care and compliance with anti-psychotic medication, both of which are key
elements in persons with severe and persistent mental illness maintaining stability in their
community setting. The Center’s “enhance improvement capacity through technology” project
(#081771001.1.5) has as its service objective to increase the number of timely follow-up visits
with patients after they have been discharge from psychiatric hospitalization — also a very
important service that is aim at reducing hospital readmissions. The use of data dashboards
created under this project will greatly assist the Center’s work with Milestones 6, 9, and 11 to
continuously improve our crisis respite services.

Relationship to Other Performing Provider’s Projects and Plan for Learning Collaborative:
Bluebonnet Trails is also proposing 3 crisis respite services projects (#126844305.1.2,
#126844305.1.3, and #126844305.1.4) for Williamson and Burnet Counties.

The Center is committed to improving services and broad-level delivery system transformation.
We are willing to participate in learning collaboratives with providers in RHP 8 to share
successes, challenges, and lessons learned in order to better serve our target population and
meet our community needs. Sharing this information at least on a yearly basis allows providers
to strengthen their partnerships and continue providing services efficiently so there is
maximum positive impact on the healthcare delivery system in RHP 8.

Project Valuation:

The project valuations takes into account that this project is of great value to our service region
and is transformational in that these services are currently not available in our service region,
and this project will make crisis respite services available to all regional communities and the
cost of up to 4000 hospital (5461/day/FY12 at Austin State Hospital — average length of stay =
21 days*)/incarceration ($50+/day with average time in pre-trial services is 145 days**) days
will be avoided by these services in DY5. Assuming that all days of crisis respite services would
take the place of days in the state hospital, this project would save the State of Texas
$1,383,000 in DY4 and $1,844,000 in DY5.

DY2 project valuation includes contracting costs for CRS from HOTRMHMRS, a minivan, costs to
trans-port persons to/from CRS in Waco, costs for screening and follow-up for persons referred
to HOTRMHMRS, renovation, furnishing and equipping costs to make the former Coryell County
Hospital building useable for our service region and hiring/training costs for staff to provide
these post-crisis, respite transitional living services. DY2 also has costs for convening
stakeholders multiple times, hiring consultants to complete the in-depth gap analysis/service
planning implications and final project proposal required by this project. DY3 valuation
continues the HOTRMYMRS contract for CRS, and includes transitional living service costs, while
ramping up operation of CRS within our service area, which involves acquiring office and
patient area equipment/furnishings, vehicles, operating supplies, food storage/handling
equipment, telemedicine equipment, phone, electronic health record access, and data services,
etc. needed to start CRS in our service area (see Milestone 8). DY3 also includes hiring/training
crisis respite staff, including a psychiatric advance nurse practitioner, obtaining proper Dept. of
State Health Services' site approval/licensing, the design and writing of service protocols and
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manuals. DY4 and DY5 valuation reflects the operations of the residential crisis services called
for in the gap analysis, planning and design process. The DYs 2-5 valuation includes Center
indirect program and administrative overhead costs. This project’s valuation also considers the
psychiatric hospitalization and incarceration costs that can be saved by local access to CRS. If
this project keeps half of its patients (10-15) out of psychiatric hospitals (15 days/admission) or
jails (30 days/event), it will save our state/communities considerable financial and personnel
costs. Admission/ readmission to criminal justice settings is disruptive/deleterious to
behavioral health crisis recovery. Studies of recidivistic criminal justice patients in Texas and
other states show poorer physical health status, increased homelessness, increased use of ED
and inpatient services. Services that keep persons from cycling through the criminal justice
system help avert poor health/ mental health outcomes, reduce long term medical costs and
improve personal functioning. This valuation reflects 79.5% of the total valuation (Region 8 has
79.5% of our service region’s population) while 20.5% of this project’s valuation is reflected in
our project submitted to RHP 16.
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Central Counties Services —081771001.1.4 (Project 1.13.1 — Pass 2)
Category 1 Milestones and Metrics

Develop and implement crisis stabilization services to address the

identified gaps in the current community crisis system

081771001

Decrease in mental health admissions and readmissions to criminal justice

settings such as jails or prisons

081771001.1.4

Central Counties Services

081771001.3.7 IT-9.1

Related Category 3
Outcome Measure (s):

Year 2
(10/1/2012 -9/30/2013)
Milestone 1 [P-3]: Develop
implementation plans for needed
crisis services

Metric 1 [P-3.1]: Produce Data-
driven written action plan for
development of specific crisis
stabilization alternatives that are
needed in each community based on
gap analysis and assessment of
needs (Economy of scale may lead
to service region options rather than
individual community options)

Baseline/Goal: Baseline - No data-
driven CRS plan is available. Goal - A
written, data-driven implementation
crisis respite services plan would be
presented and endorsed by the
stakeholder group.

Data Source: Interviews with other
LMHAs who have crisis residential
services; Hospital Diversion Services-
A Manual on Assisting in the

Year 3
(10/1/2013 - 9/30/2014)
Milestone 3 [P-X] (See p. 7 of the
Planning Protocol): Hire staff to
support the project/intervention

Metric 1 [P-X.8]: Hire staff to
implement the interim transitional
living services at the former Coryell
Memorial Hospital renovated
quarters, which will serve the
Center’s patients from RPH 8 and
RPH 16

Baseline/Goal: Baseline — Not
enough staff to operate the
proposed crisis transitional living
services. Goal - Hire sufficient staff
to operate this crisis transitional
living services for patients from RHP
8 and RHP 16.

Data Source: Center Dept. of
Human Resources hiring records

Milestone 3 Estimated Incentive
Payment: $554,917

Year 4
(10/1/2014 - 9/30/2015)
Milestone 9[P-6]: Evaluate and
Continuously improve crisis services

Metric 1 [P-6.1]: Project planning
and implementation documentation
demonstrates plan, do, study, act
quality improvement.

Baseline/Goal: Baseline — Use the
reports and improvement tasks from
DY3 to set improvement goals for
DY4. Goal - Staff will sustain the
improvements achieved in DY3 and
achieve improvement in at least 3
areas of crisis respite identified by
staff as problematic/lower
achievement than desired.

Data Source: Project reports include
examples of how real-time data is
used for rapid-cycle improvements to
guide continuous quality
improvement (i.e. how the project
continuously used data such as
weekly run charts or monthly

Year 5
(10/1/2015 -9/30/2016)
Milestone 11 [P-6]: Evaluate and
Continuously improve crisis services

Metric 1 [P-6.1]: Project planning and
implementation documentation
demonstrates plan, do, study, act quality
improvement

Baseline/Goals: Baseline - Utilize the
reports and improvement tasks from
DY4 to set improvement goals for DY5.
Goal - Staff will sustain the
improvements achieved in DY4 and
achieve improvement in at least 3 new
areas of crisis respite identified by staff
as problematic/lower achievement than
desired.

Data Source: Project reports include
examples of how real-time data is used
for rapid-cycle improvements to guide
continuous quality improvement (i.e.
how the project continuously used data
such as weekly run charts or monthly
dashboards to drive improvement)
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Development of a Respite/Diversion
Service in Your Area; Mental Health
Peer-Operated Crisis Respite
Programs — compiled by the
National Empowerment Center;
Behavioral Health Crisis Study —
Crisis System Overview and
Exemplary Models — Colorado
Division of Behavioral Health;
Behavioral Health Crisis Services —
Tennessee Dept. of Mental Health &
Substance Abuse Services, etc.

Milestone 1 Estimated Incentive
Payment: $259,104

Milestone 2 [P-X] (See p. 7 of the
Planning Protocol): Hire staff to
support the project/intervention

Metric 1 [P-X.8]: Hire staff to
implement the interim contract
crisis respite services contract with
HOTRMHMRS

Baseline/Goal: Baseline — Not
sufficient staff to provide the
transportation and support for
persons sent to HOTRMHMRS for
crisis respite services. Goal - Hire
sufficient staff to provide
transportation and support of area
patients referred to HOTRMHMRS

Milestone 4 [P-5]: Develop
administration of operational
protocols and clinical guidelines for
crisis respite/residential services

Metric 1 [P-5.1]: Completion of
policies and procedures

Baseline/Goal: Baseline - No
written administrative and clinical
protocols/manual to guide the
operation of crisis respite/
residential services. Goal - Have
written administrative and clinical
protocols prior to opening these
crisis respite/residential services.

Data Source: See Data Source
information listed in Milestone 1.

Milestone 4 Estimated Incentive
Payment: $554,917

Milestone 5 [P-4]: Hire and train
staff to implement identified crisis
stabilization/respite/residential
services

Metric 1 [P-4.1]: Number of staff
hired and trained.

dashboards to drive improvement)
Milestone 9 Estimated Incentive

Payment: $834,750

Milestone 10 [I-X]: Provide crisis
respite residential services

Metric 1 [I-X.1]: Provide increased

crisis respite days of service for adult
behavioral health patients.

Baseline/Goals: Baseline will be
established in DY3 (estimated to be
an average daily census of 5). Goal —
Provide 3,200 patient days of service.

Data Source: Claims encounters, and
service event data from the Center’s
EHR system

Milestone 10: Estimated Incentive
Payment: $834,750

Milestone 11 Estimated Incentive
Payment: $953,000

Milestone 12 [I-X]: Provide crisis respite
residential services

Metric 1 [I-X.1]: Provide increased crisis

respite days of service in DY5

Baseline/Goals: Baseline - Established
in DY3 (estimated to be an average daily
census of 5). Goal — Provide 4,000
patient days of service.

Data Source: Claims encounters, and
service event data from the Center’s
EHR system

Milestone 12 Estimated Incentive
Payment: $953,000
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for crisis respite services.

Data Source: Center Dept. of
Human Resources hiring records

Milestone 2 Estimated Incentive
Payment: $259,104

Baseline/Goal: Baseline — Not
sufficient staff working at the
appropriate skill levels to operate a
residential crisis services. Goal -
Develop a staffing pattern to
appropriately operate its CRS and
then hire and train people to serve
in these staff positions.

Data Source: Staff roster training
records, and training curricula

Milestone 5 Estimated Incentive
Payment: $554,917

Milestone 6 [P-6]: Evaluate and
Continuously improve crisis services

Metric 1 [P-6.1]: Project planning
and implementation documentation
demonstrates plan, do, study, act
quality improvement.

Baseline/Goal: Baseline — No
regular reports to monitor CRS
operations. Goal - Develop reports
that monitor key functions of the
crisis respite service and when
anomalies occur, problem-solving
and corrective actions can be taken
promptly.

Data Source: Project reports
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include examples of how real-time
data is used for rapid-cycle
improvements to guide continuous
quality improvement (i.e. how the
project continuously used data such
as weekly run charts or monthly
dashboards to drive improvement)

Milestone 6 Estimated Incentive
Payment: $554,917

Milestone 7: [P-X] (See p. 7 of the
Planning Protocol): Establish a
baseline in order to measure
improvement over self.

Metric 1 [P-X.6]: Determine the
baseline of crisis respite days of
service provided for adult behavioral
health patients.

Baseline/Goal: Baseline —this is a
new service so the baseline number
of crisis respite service days
provided is not known. DY3 is a
transitional year for implementing
the new crisis respite services (see
Milestones 4 and 5) and the average
daily census of crisis respite service
will be ramping up during the course
of the year. Goal — Determine the
baseline average daily census for the
new crisis respite service by using
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the average daily census (estimated
to be 5) from the last 2 months of
DY3.

Data Source: Claims encounters,
and service event data from the
Center’s EHR system

Milestone 7 Estimated Incentive
Payment: $554,916

Milestone 8: [P-X] (see p. 7 of
Planning Protocol) Implement,
adopt, upgrade, or improve
technology to support the project

Metric 1 [P-X.9] Resize the Center’s
clinical data system to
accommodate medical and
counseling staff of the crisis respite
program to have ready access to the
Center’s electronic health record
(EHR) system and to accommodate
the EHR capacity needed for
processing up to a 1,000
admission/year (DY5). This would
include having telepsychiatry
equipment to access psychiatry
services when needed. This would
include the equipment needed to
insure continuous access to the local
clinical EHR application, telepsychi-
atry, telephone access to law
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enforcement and medical resources,
security system, medication
refrigeration, and other such
equipment/ technology to insure
the safe, continuous operation of
this service.

Baseline/Goal: Baseline — The
Center’s EHR and technology
systems are insufficient to support a
free-standing crisis respite service
operation. Goal —To acquire and
install technology in the crisis
respite service area to appropriately
support the level of patient services
expected for this operation.

Data Source: Center purchase
orders, receipts and billing
statements for completed work.

Milestone 8: Estimated Incentive
Payment: $554,916

Year 2 Milestone Bundle Amount:
$518,208

Year 3 Estimated Milestone Bundle
Amount: $3,329,500

Year 4 Estimated Milestone Bundle
Amount: $1,669,500

Year 5 Estimated Milestone Bundle
Amount: $1,906,000

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD (add milestone bundle amounts over Years 2-5): $7,423,208
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Category 1 Project Narrative — Pass 2
Central Counties Services —081771001.1.5

Project Area, Option and Title: 1.10.2 Enhance improvement capacity through technology
RHP Project Identification Number: 081771001.1.5

Performing Provider Name: Central Counties Services (Center)
Performing Provider TPI #: 081771001

Project Summary:

° Provider Description: Central Counties Services (Center) is an agency of the state
providing publicly-funded adult/ child mental health, intellectual and developmental
disability (IDD), and early childhood intervention services for 3 RHP 8 Counties (Bell,
Lampasas, Milam = 2,789 square miles/352,218 population) and 2 RHP 16 Counties
(Coryell, Hamilton = 1,8878 square miles/91,250 population). The Center as the Single
Portal Authority authorizes state psychiatric hospital and IDD state living Center

admissions. In FY2012, we helped 8,000 people with 240,000+ units of service. The Texas
Department of State Health Services (DSHS) deemed all Center clinics as serving Medically

Underserved Populations (MUP).
° Intervention: This project provides improved data management and organizational

process improvement capacity which the Center wants to focus on reducing readmissions
to state psychiatric hospitals and local jails by improving post discharge follow-up services.

This project seeks to improve the efficiency of clinical service operations through
improved technology, and thus increase the Center’s service capacity.

° Project Status: This is a new project.

° Project Need: CN.2.11 Improve behavioral health service access and capacity in Bell,

Lampasas and Milam Counties. 41% of admissions to the state psychiatric hospital system
in FY2012 were re-admissions and the Center overused its share of state psychiatric beds

in FY2012 by 10.87% (see Addendum 1G).

. Target Population: The focused target population for this project are persons with severe

and persistent mental illness who have recently been discharged from a psychiatric

hospital (496 in FY2012) or jail. 97% of all of the Center’s patients are Medicaid (41.89%),

uninsured or indigent. We anticipate this project will benefit this same population.
° Category 1 or 2 Expected Project Benefit for Patients: The Center will create data
dashboards to monitor and guide the clinical improvement processes for our 7 other

direct service 1115 Waiver Service Enhancement Projects which will impact an additional

2,000 persons in DY4 and an additional 4,000 persons DY5 who will be served through

these innovative/transformational behavioral health projects implemented through DYs

3-5.

° Category 3 Outcomes: IT-1.18: Improved post-hospital discharge follow-up services at 7

days and 30 days to engage the patients in ongoing mental health treatment and
medication support. We will strive for prompt follow-up with over 1,200 discharged
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patients in DYs 3-5, and in so doing, keep as many of these patients engaged in our
behavioral health system of care. We believe the timely service follow-up with patients
recently discharged from a psychiatric hospital will reduce readmissions.

° Collaboration: There was not a TAMHSC allocation in Pass 2 and, therefore, was not used
for a Pass 2 project.

Project Description:

Process Improvements through Technology

This project seeks to establish a process improvement approach to increasing the Center’s
effective utilization of its talent and resources to serve persons in our local area who need
behavioral health services, intellectual and developmentally disability services, and early
childhood intervention services (addresses infant development/delay needs). For example, the
Center had 496 state psychiatric hospital admissions in FY2011. Of the 496 admissions, 12 were
children under 18 years of age. Twenty of these admissions were forensic admissions to
restore competency to stand trial, and were discharged back to the referring County jail. 203
(41%) of these admissions were readmissions of people who had been previously hospitalized,
while 293 (59%) were first admissions to the state psychiatric hospital system. In FY2011,
between 9 and 10 patients were hospitalized each week, 4 of whom were re-admissions. Our
Center wants to study the primary causes for these readmissions and, through
organizational/service process improvement efforts, lower these readmissions to the state
psychiatric hospital system. Finding ways to improve our post-discharge patient follow-
up/engagement will be one of these improvement efforts.

The key to such an effort is easy, efficient and reliable access to a highly sophisticated clinical
data system in which Center staff enter real-time patient demographic and service data that
documents the clinical and support activities of Center staff, patient response to these activities
and how these service activities interact with the patient to support the patient’s functional
improvement. This project will regularly seek system improvement ideas and feedback from
Center clinical line staff, support staff, clinical leadership staff, administrative staff and patients
to harvest the creative ideas and insights of those who are closest to service production
successes and failures. This project will include the implementation of sophisticated software
tools and systems with the efficient and error reducing capability of auto-sharing/auto-filing
patient demographic and event data across the Center’s internal divisions so that no data needs
to be entered more than once and will have robust report writing capabilities. The project will
include data/system analyst services that can design/redesign and implement data dashboards
for the different parts and functions of our Center, to include the quality control/improvement
strategies impacting the approximately 4,000 persons served through the Center’s proposed
1115 Waiver projects. This project will establish data interfaces with other agencies (law
enforcement, state psychiatric hospitals, local and regional health agencies, Temple
Independent School District, etc.) in order to regularly draw information from them regarding
factors that affect Center service access, delivery, and outcomes. This project will proactively
explore ways that advancing technology can bring efficiencies to our Center operations, and
consequently stretch our service dollars to increase our service access, quality and capacity.
This project will form the operational hub for gathering data and monitoring the Center’s
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performance outcomes associated with its 8 Category 3 performance improvement plans. It
will also utilize various internal and external sources of information to identify Center
operational procedures (scheduling, use of telemedicine vs. in-person services, use of
evening/weekend clinics, etc.), practices (community based services vs. office based services,
collaborative patient charting, use of dictation vs. direct record entry, etc.), and patient events
(e.g., patient no-show rates by clinic and by provider, medication non-compliance, etc.) that are
deemed key to the Center’s improving its operational efficiency, quality of services and service
efficiency/capacity. This project will also focus on patient services as a customer service and
seek to improve the Center’s workflow so as to increase patient satisfaction with their time
spent waiting for and receiving services. This process will seek to identify and remove non-
value-added activities in the patient service process, while maximizing the value-added
activities in the best possible sequence that supports efficient/effective patient service delivery
(p.3, Chapter 44, Patient Safety and Quality: An Evidence-Based Handbook, Ronda Hughes,
chapter author-http://www.ncbi.nim.nih.gov/books/NBK2682/?report=printable).

On a semi-annual basis the Center staff involved with this project will summarize the outcome
findings of the Center’s improvement projects, analyze these outcomes to establish the
Center’s improvement progress, to set new goals for further organizational improvement, and
to recommend new or related performance processes or indicators that would be considered
for the Center’s next phase of organizational/operations improvement.

Goals and Relationship to Regional Goals:

Project Goals:
The goal of this project is to:

° Improve organizational service delivery efficiency, service quality and effectiveness of its
service outcomes by enhancing access and use of operating data;
° Improving our data technology system to be more user-friendly, less cumbersome, highly

reliable, high capacity, user responsive system for our 8 clinical operations over long
distances (farthest distance between clinics is 120 miles — telemedicine providers are
about 200 miles from Center clinics);

° Be able to have the right data at the right place at the right time;

. Use data to inform and support our Center’s improved performance and service capacity;
and

° Provide the data management tools and capacity to effectively manage the Center’s direct
care 1115 Waiver expansion/transformation projects.

This Project meets the following Regional Goals:

° Increasing coordination of prevention and care for residents, including those with multiple
needs; and
° Increasing coordination of prevention and care for residents, including those with

behavioral or mental health needs.
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Challenges:

The activities planned for DY2 are complex to accomplish if project approval comes in late
Spring 2013. The Center recognizes this potential challenge and has already begun its work on
Milestone 1 (data system planning/selection) to prepare the Center to take action upon project
approval notice. We will need to identify a source for the data analyst/system analyst support
needed by this project. The Center will be hiring at least one staff person to assist with the data
gathering, data monitoring, data analysis, and formulation of system improvement paths based
on the analyzed data, so will insure that the person hired has the professional knowledge and
skills to support this and the 7 other system improvement projects.

5-Year Expected Outcome for Provider and Patients:

In 5 years, the Center expects to have a well-designed, user-friendly, high-speed data system
that facilitates and supports multiple, simultaneous organizational improvement projects. The
data system/technology will facilitate our service delivery system with unobtrusive, accurate
automation support. This support will improve operation efficiency and improved service
capacity/access to meet the behavioral health needs of our service area citizens. As a result,
patient service episode time will be very efficiently organized and satisfying to the patients.

Starting Point/Baseline:

The Center is not currently using an organizational improvement process and does not have in
place any quality management dashboards. The Center struggles with a data system that is
dragging the clinical staff productivity down to unacceptable levels (around 40%). The data
system is slow for our 80+ clinical users and at times unreliable due to its applications locking-
up, which prompt staff to reboot their computers, having lost all work completed since last
saving their work. Our data system is also vulnerable to power outages caused by storm
damage, brown-outs due to power grid overuse in the hot summer months, and occasional
utility work that disrupts the Center’s electricity. Electrical power interruptions in the Temple
area prompt our data system, phone system and telemedicine system to be inaccessible to our
80+ clinical staff whose work depends on access to the Center’s electronic health record
system. It is difficult and cumbersome to extract data from this system to be used for system
monitoring and performance improvement. The Center recognizes that its 8 clinics all operate
differently with various levels of efficiency and patient service satisfaction. Needless to say, we
recognize that our service delivery system functions at a lower level than it can or should
function. This recognition prompts us to undertake this project to enhance the Center’s
improvement capacity through technology.

Rationale:

Community Need Addressed:

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

. Specific Community Need: CN2.11- Improve behavioral health service access and capacity
in Bell, Lampasas, and Milam Counties

The Center recognizes that technology and operating practices for our current behavioral
health service environment are increasingly complex and intrusive to our historical operating
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style of delivering behavioral health services. Our staff says they are spending more time
documenting patient work than they are in delivering actual patient services. The Center has
tried to get the best functional use from its technology and now clearly sees that our current
data system and how it is applied in our practices is hampering our daily operations and has
become a barrier to the Center’s ability to efficiently access operating information needed to
undertake an efficient, effective organizational improvement process. We are eager to improve
our data system capability and to initiate processes that will engage our staff in a Center-wide
organizational improvement process that is within our reach through this project. The Center
believes it has committed, willing, professional staff that will promote and support
improvement processes to increase our operational efficiency, service capacity and service
effectiveness with long term, difficult-to-serve populations. Staff will be energized by their
input and inclusion in systems improvement processes. We expect this project’s outcome to be
a well-designed workflow pattern that accommodates collaborative documentation
(documenting services as they are being provided) and other technology supported efficiencies
which enable us to operate with increased service access and capacity within the resources
available to the Center. The outcome should also result in a fully functional, efficient data
system that will address patient needs in a timely and accurate manner.

Project Components:
a) Provide training and education to clinical and administrative staff on process improvement

strategies, methodologies, and culture. The Center will have training sessions for all
Center staff regarding our Center’s process improvement strategies, methodologies and
work culture implications within DY2. The Center will also use its established means of
communicating organizational change through our quarterly Leadership Forums (all
supervisors) and our monthly Human Resources Newsletter.

b)  Develop an employee suggestion system that allows for the identification of issues that
impact the work environment, patient care and satisfaction. The Center will organize a
suggestion system that will accommodate both identified and anonymous suggests
regarding areas of the Center operations that could be improved upon. We will also
utilize periodic electronic surveys (Survey Monkey) on focused topics under
consideration/study for improvement.

c) Design data collection system to collect real-time data that is used to drive continuous
quality improvement (possible examples include weekly run charts or monthly
dashboards). This component will be addressed in DY4 through Milestone 6. We will also
work with leadership and Quality Management staff to determine what data will be
monitored on the continuously evolving Dashboards that we design and put in place to
guide and monitor our 7 direct care 1115 Waiver projects and general Center operations
in DY4.

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

How the project represents a new initiative or significantly enhances an existing delivery system
reform initiative: This project does not supplant any services or funds currently provided to the
Center from the U.S. Department of Health and Human Services. The services proposed to be
provided under this project serve to enhance and expand, but not duplicate, the services
provided by our Center to persons with severe and persistent behavioral health problems.

Related Category 3 Outcome Measures:
° OD-1 — Primary Care and Chronic Disease Management
o IT-1.18 — Follow-up Hospitalization for Mental Iliness - NQF 0576

This Outcome Measure was chosen due to its importance to persons with a severe and
persistent mental illness to engage in outpatient services to continue receiving medications and
support services directed at helping the person’s potential for long-term negative symptom
reduction and better ability to live in a stable manner in their community. For those patients
who were suicidal when hospitalized, they are at higher than average risk of suicide within 30
days of hospital discharge. When discharged, their medications have brought more control
over their disorganized thinking patterns and they are more able to formulate suicide plans and
have the mental organization to carry them out. Thus, it is imperative to get them re-involved
with the local behavioral health treatment system so that their suicidal risk can be assessed,
their treatment/medications to be continued to consolidate and build on the symptom
management gains from their hospitalization, and that the patients feel supported as they work
to re-establish their living arrangements/ support system engagement in their home
community.

“Nationally, only 42% of initial appointments following psychiatric hospitalization are kept.
Missed appointments increase readmission frequency and increase costs of outpatient care.
Among several recent studies looking at missed outpatient follow-up after hospital discharge,
rates of failure to attend a first outpatient appointment ranged from 18 to 67%, with a median
rate of 58%. Over time periods ranging from one to nine years about 30 % of patients
disengage from mental health services. Taken together, research suggests that a significant
proportion of individuals with serious mental illness are not engaged in mental health
treatment as a result of dropping out of some form of care” (p. 3 National Quality Forum
publication #0576 —
http://www.qualityforum.org/WorkArea/linkit.aspx?Linkidentifier=id&ltemID=70617).

Relationship to Other Projects:

This project relates to the Center’s telemedicine project (#081771001.1.2; RHP 16
#081771001.1.1 serving 900 people in DYs 3-5) which seeks to use highly reliable telemedicine
and high-speed clinical EHR technology to increase timely access to psychiatric services in our
service area. This project also relates to our School-based Mental Health project
(#081771001.1.1 serving 420 children in DYs 3-5) which will need to flawlessly access the
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Center’s EHR system in a remote wireless, secure manner to interact with the Center’s data
system and make patient EHR entries. This project also relates to our Crisis Respite Services
Project (#081771001.1.4; RHP 16 #081771001.1.2 serving 1,200 patients in DYs 4 & 5) that will
need to use the Center’s new telemedicine technology, the EHR clinical data system and the
VOIP telephone system in a quick and reliable manner. This project relates to all of our
Category 3 Quality Improvement Outcome Projects (#081771001.3.1, #081771001.3.2,
#081771001.3.3, #081771001.3.4, #081771001.3.5, #081771001.3.6, #081771001.3.7, and
#081771001.3.8) which will depend on a robust, user-friendly, high-speed reliable data system
to collect, monitor and manipulate data into reports that document our Center’s
accomplishments through these projects.

Relationship to Other Performing Provider’s Projects and Plan for Learning Collaborative:
Our Center is not aware of other Provider’s Projects which relate to this project. We are
committed to service improvement and broad-level delivery system transformation. We are
willing to participate in learning collaboratives with providers in RHP 8 to share successes,
challenges, and lessons learned to better serve our target population and meet our community
needs. Sharing this information at least on a yearly basis will allow providers to strengthen
their partnerships and to continue providing services efficiently so there is maximum positive
impact on the healthcare delivery system in RHP 8 (see Milestones 5, 7, 8, 9 and 10).

Project Valuation:
This project’s valuation includes the very core data functions and capabilities that are necessary
for our Center to meet and manage the data needs of the Center’s eight Medicaid 1115 Waiver
Transformation Projects (including this project) that are proposed by our Center (See
“Relationship to Other Projects” paragraph above). This project’s valuation includes the value
of improved service access by the people we serve, their improved quality of life and the cost-
avoidance value gained from reduced psychiatric hospital readmissions through better
discharge follow-up (over 1,200 patients are expected to be discharged from a psychiatric
hospital in DY3 through DY5 and will need this follow-up), as shown in the Project Description
section above. It also reflects the value of the clinical hours gained by the ability to complete
patient records while serving the patient, and being able to complete EHRs in the field rather
than traveling back to offices to accomplish this — both of which translate into increased service
capacity. Itincludes the cost-avoidance value of an inaccessible data system that halts the work
of 80+ clinical staff. The valuation also includes the technology assessment team’s time spent
in reviewing data systems, narrowing the choices, making site visits where different data
systems are in use, understanding the computer hardware systems needed by each option, and
then coming to a final data system recommendation. In addition, the valuation includes:
° Receiving our IT Department’s technical support to this team process;
. Procuring, implementing and training IT staff needed to efficiently update our data system
and stabilize its power supply to insure its 24/7 availability;
° Establishing the external data interfaces with key organizations in our service area;
° Providing staff training for those who will use the new data system, to include the costs of
taking them away from their regular work duties to participate in the training;
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. Composing, assembling and printing instructional/procedural manuals to help staff
learning how to operate and get the best organizational use from the updated data
system, to include computer lab instruction for those staff who will train others (train-the-
trainer);

° Getting data analyst and system analyst assistance in designing our use of our data system
to support Center’s process improvement projects;

° Implementing process improvement training, the production of training documents/visual
training presentations/ setting up an employee suggestion system and overseeing its use
— evaluating the feasibility of suggestions for process improvement projects, etc.;

o Identifying technology applications that facilitate the Center’s workflow and efficiency
(e.g. technology that assists with the reduction of patient no-show events, etc.);

. Reviewing and analyzing the data for its organizational improvement implications, and
formulate a report/presentation for the RHP Collaborative Learning conferences; and

° The Center’s indirect program and central administrative costs.

This valuation reflects 79.5% of the total valuation (Region 8 contains 79.5% of our service

region’s population) while 20.5% of this project’s valuation will be reflected in our project
submitted to Region 16 (081771001.1.2).
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Central Counties Services — 081771001.1.5 (Project 1.10.2 — Pass 2)
Category 1 Milestones and Metrics

Enhance improvement capacity through technology
081771001

081771001.1.5 1.10.2

Central Counties Services

Related Category 3 Outcome Measure: 081771001.3.8 IT-1.18 Follow-up after hospitalization for mental iliness

Year 2

Year 3

Year 4

Year 5

(10/1/2012 -9/30/2013)
Milestone 1 [P-X] (see Planning
Protocol, page 7): Complete a
planning process/submit a plan, in
order to do appropriate planning for
the implementation of major
infrastructure development or
program/ process redesign.

Metric 1 [P-X.7]: Establish and
utilize a technology assessment
team to delineate the functional
requirements for the Center’s data
management capabilities needed to
support the Center’s care delivery
system and service improvement
projects. The team will review data
system vender’s products to
ascertain which vender has a system
that best matches the list of
technological system required and
desirable performance capabilities

Baseline/Goal: Baseline - Center
does not have a technology
improvement plan. Goal - Center
would have a written list of

(10/1/2013 - 9/30/2014)
Milestone 4 [P-5]: Enhance or
expand the organizational
infrastructure and resources to
store, analyze and share patient
experience data and/or quality
measures data, as well as utilize
them for quality improvement.

Metric 1 [P-5.1]: Increased
collection of patient experience
and/or quality measures data

Baseline/Goal: Baseline - Number
of patient experience or quality
measures data being collected was
established under Milestone 3 in
DY2. Goal - Increase the number of
patient experience or quality
measure data being collected by 6
patient data measures.

Data Source: The Center’s patient
EHR system; patient survey results;
reports generated to document the
progress/outcomes of the Center’s
other improvement/transformation

(10/1/2014 - 9/30/2015)
Milestone 6 [I-8]: Create quality
dashboards or scoreboards to be
shared with organizational leadership
at all levels of the organization on a
regular basis that includes outcome
measures and patient satisfaction
measures.

Metric 1 [I-8.1]: Submission of
quality dashboards or scoreboards

Baseline/Goal: Baseline - The Center
currently has no quality management
dashboards for use by Center staff.
Goal - Have at least 8 quality
dashboards to monitor data streams
of information that are key to our
Center’s improvement of its clinical
operations and patient treatment
outcomes, and the skillful, effective
management of the Center’s eight
1115 Waiver projects, particularly the
timely clinical follow-up of patients
being discharged from psychiatric
facilities (estimated to be 400+ in
DY4) associated with this project.

(10/1/2015 -9/30/2016)
Milestone 9 [P-9]: Participate in face-to-
face learning at least twice per year with
other providers and the RHP to promote
collaborative learning around shared or
similar projects. At each face-to-face
meeting, all providers should identify
and agree upon several improvements
(simple initiatives that all providers can
do to “raise the floor” for performance).
Each participating provider should
publicly commit to implementing these
improvements.

Metric 1 [P-9.1]: Participate in semi-
annual face-to-face meetings or
seminars organized by the RHP

Baseline/Goal: Baseline - Progress
reports presented in DY3 and the
improvement goal(s) that was mutually
agreed to by the providers. Goal -
Prepare and deliver reports/
presentations on the accomplishments/
lessons learned from its implementation
of organizational/ service delivery
system improvement projects
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technological system required and
desirable performance capabilities
and which data system best support
these desired capabilities.

Data Source: Technology team
meeting notes and their final list of
technological system required and
desirable performance capabilities.
The technology assessment team list
of required and desirable data
system capabilities, their vender
scoring grids, and their choice of
venders to upgrade the Center’s
data management system.

Milestone 1 Estimated Incentive
Payment: $565,211

Milestone 2 [P-X] (see Planning
Protocol, page 7): Implement,
adopt, upgrade or improve
technology to support the project

Metric 1 [P-X.9]: The acquisition
and implementation of the chosen
data system upgrade.

Baseline/Goal: Baseline - Center
has a data system that does not
adequately support the Center’s
clinical and organizational
management needs. Goal - Center

projects; documentation of
methodology for patient experience
and/or quality measures data
collection, analysis, and reporting

Milestone 4 Estimated Incentive
Payment: $191,590

Milestone 5 [P-9]: Participate in
face-to-face learning at least twice
per year with other providers and
the RHP to promote collaborative
learning around shared or similar
projects. At each face-to-face
meeting, all providers should
identify and agree upon several
improvements (simple initiatives
that all providers can do to “raise
the floor” for performance). Each
participating provider should
publicly commit to implementing
these improvements.

Metric 1 [P-9.1]: Participate in semi-
annual face-to-face meetings or
seminars organized by the RHP

Baseline/Goal: Baseline -No
organized forum for sharing or
receiving health systems
improvement project outcomes.
Goal - Will have an organized forum
for sharing its improvement project

Data Source: Quality improvement
data systems

Milestone 6 Estimated Incentive
Payment: $106,951

Milestone 7 [P-9]: Participate in
face-to-face learning at least twice
per year with other providers and the
RHP to promote collaborative
learning around shared or similar
projects. At each face-to-face
meeting, all providers should identify
and agree upon several
improvements (simple initiatives that
all providers can do to “raise the
floor” for performance). Each
participating provider should publicly
commit to implementing these
improvements.

Metric 1 [P-9.1]: Participate in semi-
annual face-to-face meetings or
seminars organized by the RHP

Baseline/Goal: Baseline - Have its
progress reports presented in DY3
and the improvement goal(s) that
was mutually agreed to by the
providers. Goal - Prepare and deliver
reports/presentations on the
accomplishments/lessons learned

Data Source: Documentation of
semiannual meetings including meeting
agendas, Center presentations/ slides
from presentations and/or meeting
notes

Milestone 9 Estimated Incentive
Payment: $176,013

Milestone 10 [I-X]: Provide behavioral
health services.

Metric 1 [I-X.1]: Provide documentation
of increased behavioral health
encounters resulting from increased
organizational efficiency.

Baseline/Goal: Baseline - the number of
behavioral health service encounters
delivered in DY3; Goal - 4,000 behavioral
health encounters over baseline.

Data Source: Standards will be set and
routinely monitored through our
electronic health record system.

Milestone 10 Estimated Incentive
Payment: $176,013
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will implement upgrade that will
adequately support the Center’s
clinical and organizational
management needs

Data Source: Purchase orders,
receipts, data system operating
manuals

Milestone 2 Estimated Incentive
Payment: $565,211

Milestone 3 [P-X] (see Planning
Protocol, page 7): Establish a
baseline, in order to measure
improvements over self.

Metric 1 [P-X.6]: Establish a
baseline of the number of quality
measures and/or patient experience
data currently being collected to be
used as the baseline for Milestone
P-5 to be implemented in DY3.

Baseline/Goal: Baseline - Center
does not currently have a master list
of the quality measures and/or
patient experience data. Goal -
Center will have a master list of
quality measures and/or patient
experience data being collected

Data Source: The technology

outcomes and hearing reports of
improvement project outcomes that
may be adapted to the Center’s
operations

Data Source: Documentation of
semiannual meetings including
meeting agendas, Center
presentations/slides from
presentations and/or meeting notes

Milestone 5 Estimated Incentive
Payment: $191,590

from its implementation of
organizational/service delivery
system improvement projects

Data Source: Documentation of
semi- annual meetings including
meeting agendas, Center
presentations/slides from
presentations and/or meeting notes

Milestone 7 Estimated Incentive
Payment: $106,950

Milestone 8 [I-X]: Provide behavioral
health services.

Metric 1 [I-X.1]: Provide
documentation of increased
behavioral health encounters
resulting from increased
organizational efficiency.

Baseline/Goal: Baseline - The
number of behavioral health service
encounters delivered in DY3; Goal -
2,000 behavioral health encounters
over baseline.

Data Source: Standards will be set
and routinely monitored through our

electronic health record system.

Milestone 8 Estimated Incentive
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assessment team’s data system list Payment: $106,951
of required and desirable data
system functions/capabilities,
information gathered from the
Center’s Quality Management Dept.

Milestone 3 Estimated Incentive
Payment: $565,211

Year 2 Milestone Bundle Amount: Year 3 Estimated Milestone Bundle | Year 4 Estimated Milestone Bundle Year 5 Estimated Milestone Bundle
$1,695,633 Amount: $383,180 Amount: $320,852 Amount: $352,026

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD (add milestone bundle amounts over Years 2-5): $2,751,691
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Category 1 Project Narrative — Pass 2
Little River Healthcare — 183086102.1.1

Project Area, Option and Title: 1.1.2 Expand Existing Primary Care Capacity
Unique Project Identifier: 183086102.1.1

Performing Provider Name: Little River Healthcare
Performing Provider TPI: 183086102

Project Summary:

Provider Description: Little River Healthcare is the operator of a 25 bed Rural Hospital
located in Rockdale, Milam County, Texas. Milam County is 1,016.93 square miles and has
a population of approximately 24,757 according to the 2010 census report.

Intervention: This project will increase the number of Primary Care Physicians (PCPs)
which will allow the hospital to increase clinic hours by 5 hours per week and provide
earlier diagnosis of chronic and life-threatening disease states prior to the disease
requiring an emergency department (ED) visit and urgent care. This will better utilize the
ED for true emergencies.

Project Status: This project is expansion of an existing initiative to better utilize the ED,
provide a positive experience when visiting the clinic, and improving the health of Milam
County residents.

Project Need: Milam County is considered a physician shortage area and medically
underserved area as evidenced by the 2010 Census report showing a ratio of residents to
Primary Care Physicians of 2,071:1. This is almost double the ratio for the State of Texas
which is 1,050:1 (see CN.1.1—Limited access to primary care within Milam County).
Milam County also has a high premature death rate of 9,592 which is ranked 160" of 221,
according to the most recent (2006-2008) data from County Health Rankings & Roadmaps.
Target Population: During the calendar year 2011, LRH treated over 1,500 individuals in
the ED which were non-emergent, of which 23% were Medicaid claims, 24% were
Medicare Claims, and 24% were services for the uninsured and indigent. Targeting these
non-emergent visits by providing access to additional PCPs (I-12.1) is projected to benefit
a minimum of 75 patients during DY4 and a minimum of 113 patients during DY5 that
would be considered non-emergent patients. This will reduce claims by the Medicaid
eligible, indigent, and uninsured patients while improving the care of Milam County
residents.

Category 1 or 2 Expected Project Benefit for Patients: By increasing access to PCPs, the
project seeks to increase the volume of clinic appointments and visits (Improvement
Milestone I-12.1). As the confidence, comfort level, and willingness of patients to seek
treatment from PCP’s in a primary care setting increases, the capacity to provide better
care in this same setting will increase. We anticipate having an additional 500 new
patient visits for primary care services in DY4 and 1,000 new visits in DY5. The additional
PCPs will also benefit the over 17,000 people that visited the current clinics during the
calendar year 2012 with improved convenience and shorter waiting times. A potential
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4,828 individuals could benefit by the ability to have a convenient appointment that may
prevent a condition from becoming an emergency. If only 25% or 1,200 individuals realize
the benefit of the ability to have an appointment with a PCP, the cost savings would be
over $2,000,000. Furthermore, the entire population of 24,757 of Milam County will
benefit from the increased number of PCP’s. The convenience of being able to have an
appointment with the same physician when necessary will build confidence and trust to
use the LRH clinics rather than driving elsewhere when their illness may have become
more serious because the patient did not want to drive, have the time, or did not have the
transportation necessary. During the calendar year 2012 there were approximately
17,000 visits to the LRH clinics. Many of these visits were more than likely the same
individuals due to follow ups and general poor health of the individuals. If you were to
estimate that 50% of these were the same individuals, the result would be approximately
16,000 people within the population who for various reasons have not benefited from the
local clinic being convenient. With an increased number of PCPs, the number of excuses
of why they do not see a physician would decrease.

° Category 3 Outcomes: IT-9.2: Our goal is to reduce all ED visits by a TBD% in DY4 and
DY5. Using the base year of 2011 with the 1,500 non-emergent cases treated by the ED,
and the estimated increases over the baseline, a minimum of 5% or 75 individuals would
not visit the ED in DY4 and a minimum of 113 individuals would not visit the ED in DY5. In
addition, with an increased number of available hours by PCP’s, the State of Texas
estimate of 19.5% residents of Milam County considered in poor or fair health will benefit
also.

Project Description:

Expand Existing Primary Care Capacity

Within the State of Texas, 19.5% of rural residents report being in only “fair” or “poor” health
compared with 15.6% of urban residents. Chronic conditions such as cardiovascular disease
and diabetes are a bigger problem for rural populations than in urban or suburban areas. This
is particularly the case in the South, and amongst rural minority communities, for whom obesity
rates and other risk factors are markedly elevated. Rural clinics, community health centers and
small rural hospitals provide the backbone of facility-based rural health care.

Little River Healthcare (LRH) will expand existing primary care capacity so as to promote “the
right care at the right time in the right setting”. LRH will accomplish the desired outcome of
this project by hiring additional physicians and midlevel practitioners. The lack of timely and
efficient access to physicians and midlevel practitioners in rural communities often result in
over utilization of regional Emergency Departments (EDs) and/or Urgent Care Clinics. LRH will
extend clinic hours to provide better access to preventive and non-emergent care services so as
to avoid costly and unnecessary trips to the ED. Clinic hours will be extended by a minimum of
5 hours (either an additional hour per day or multiple hours on targeted high volume days of
the week) each week by end of DY3 and then increase as needed based on availability of
existing and new physicians. In addition, LRH will establish a hospital-based “Fast Track”
process and program whereby patients will be able to see a primary care healthcare provider
24 hours a day 7 days a week as an alternative to utilizing the hospital ED for non-emergent
after hour care needs. LRH will triage patient appointments to ensure that same day
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appointment slots are available for most urgent patients. Patients will be identified as clinic
candidates based on the level of a “tiered” triage system. The triage program and patient flow
process will be researched and established during the planning process timeframe of DY2.
Documentation of the medical care within the Fast Track program will be coordinated in a
single hospital-owned electronic medical record. The Fast Track primary care provider will be
able to interact electronically, via the “cloud based” electronic record system, with the patient’s
routine primary care provider so as to improve efficiency and accuracy of care as well as aid in
the reduction of unnecessary duplicate medical tests and treatment. Statistical data will be
extracted from the EHR on a monthly basis. Further, LRH will develop a house call program to
more fully meet the primary care needs of patients who have limited or no means of
transportation to primary care clinics. We will also use the house call program to follow
discharges from the inpatient and ED of the Hospital. A primary intention of following inpatient
discharges with House call providers will be avoiding potentially preventable readmissions. In
addition and in cooperation with the Rockdale Independent School System (RISS), LRH will
develop a school-based clinic program to insure all children in the RISS have access to primary
care.

Goals and Relationship to Regional Goals:

Project Goals:

° Reduce ED utilization and redirect appropriate utilization to the primary care clinic; and
° Expand capacity to care for more children and young adults.

This Project meets the following Regional Goals:

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

° Reducing inappropriate utilization of services.

Challenges:

A major challenge is attracting additional physicians to locate to Milam County. Milam County
currently has a shortage of primary care physicians. That shortage impacts access to care which
leads to poorer health outcomes. In Milam County, low income, uninsured and minority
populations are steadily increasing due in part to the migratory nature of low income jobs
prevalent to rural agricultural work opportunities, distressed rural economies, high
unemployment rates as well as a migratory trends beginning to emerge where populations are
leaving more urban areas looking for a lower cost of living generally thought to be associated
with rural living in Texas. Because of a general lack of routine primary care, these groups of
people are more likely to become chronically ill resulting in premature death. Lack of
transportation, delays, and/or long wait times to see a physician can impact the outcome of the
patient’s willingness to seek primary and preventive care. In addition, underserved populations
and the under-insured populations create critical issues for Milam County. In summary,
increasing access to primary care physicians in Milam Count is imperative.

Little River plans to address these challenges in the following ways:
° Upgrade current facilities and equipment in the rural area;
° Educate the population about the availability of Primary Care Services available;
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. Offer higher and completive salaries;
° Continue to recruit providers having a rural background; and
° Loan repayment and scholarship programs

5-Year Expected Outcomes:

The five year expected outcome will be to attract additional physicians to locate their practice
in Milam County. With the additional primary care physicians there will be more primary care
visits for preventative services, reduced ED use, and better education about primary care
availability and prevention, resulting in overall better health within Milam County. Increasing
primary care availability in Milam County will improve access for low income, uninsured and
minority populations. Such populations are steadily increasing and are more likely to become
chronically ill resulting in premature death. We expect to impact that through improved
primary care availability. We further anticipate reducing the current delay and long wait times.
We anticipate the improved access will impact patient outcomes through early detection and
patient’s willingness to seek primary and preventive care.

Starting Point/ Baseline:

Little River Healthcare currently employs 2.5 physician full time equivalents (FTEs) and 3
midlevel provider FTEs. While current patient needs are being served adequately, patient
volume is growing and adequate accessibility and appointment availability will be difficult to
maintain due to the increasing uninsured, underinsured and increasing minority population of
Milam County. Milam County is a medically underserved population, not only do we need
additional primary care providers for our current population but the ability to serve more
patients as the county continues to grow. By increasing the number of physician FTE’s, mid-
level provider FTE’s and hours of availability over the current baseline of FTE’s and hours of
availability, the health needs of the residents of Milam County will be better served. The exact
number of additional primary care providers and the expanded hours of coverage will be
determined as a result of the DY2 Milestone 1 and Metric 1.

Rationale:
Community Need Addressed:
° Community Need Area: CN.1 - Limited Access to primary care
° Specific Community Needs:
o CN.1.1—Limited access to primary care within Milam County
o CN.1.8—Limited access to preventive care (cancer screenings) in Milam County

Milam County residents often utilize the Hospital’s ED for conditions that could be managed in
a more coordinated manner if provided in a primary care setting. For certain segments of the
population, it is culturally acceptable to seek non-emergent care in the ED. This often results in
more costly, less coordinated care and a lack of appropriate follow-up care. Patients may
experience barriers in accessing primary care services secondary to transportation, cost, lack of
assigned provider, physical disability, inability to receive appointments in a timely manner and a
lack of knowledge about what types of services can be provided in the primary care setting. By
enhancing these access points, available appointment times, patient awareness of available
services and overall primary care capacity, patients and their families will align themselves with
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the primary care system resulting in better health outcomes, patient satisfaction, and
appropriate utilization and reduced cost of services.

Healthy People 2020 outline several goals and objectives that also align with the goals of
transformation waiver over the next 4 years: 1) patients should have a source of ongoing care;
2) have a usual primary care provider (PCP); and 3) reduce avoidable hospitalizations. By
increasing the number of available healthcare providers and resources to support a growing
population in Milam County, these goals can be achieved.

Milam County is considered both a HPSA (physician shortage area) and MUA (Medically
Underserved Area), bordered by counties of the same designation. In order to expand primary
care services, LRH will have to expand staffing base, clinic resources and increased hours of
operations during times convenient for patients. Due to the Affordable Care Act, an additional
6 million people will be eligible for healthcare benefits in 2014. According to the Texas
Department of Rural Affairs (2008), nearly 60% of office visits were for primary care, which puts
severe strain on those providers.

Project Components:

The required core components will be fulfilled as follows:

a)  Expand primary care clinic space — Existing space in the primary care clinic will be
repurposed to expand primary care for additional practitioners.

b)  Expand primary care clinic hours — In order to address overutilization in the ED for non-
emergent care, clinic hours will be expanded as needed to provide better access in the
primary care clinic.

c)  Expand primary care clinic staffing — To meet the demand for additional hours and
available appointments, LRH will add additional staff to meet patient’s expectations and
utilization needs.

How the project represents a new initiative or significantly enhances an existing delivery system
reform initiative: Expansion of primary care is absolutely necessary for system wide
improvement. With this expansion, more patients have access to preventive care, which
increases opportunities to prevent disease and further deterioration of health status and will
keep people out of the hospital. It is especially important for inpatients to get follow-up
appointments after a hospital discharge for optimal recovery and to avoid readmission. The
expansion of primary care and the increased availability of primary care level healthcare will
reduce unnecessary ED utilization and streamline the delivery of primary care to the residents
of Milam County and Rockdale, Texas. Reduced ED utilization will save Medicare and Medicaid
dollars as well and aid in the prevention of chronic health issues as the result of early diagnosis
and more coordinated care and prevention.

LRH receives funding from the U.S. Department of Health and Human Services for
uncompensated trauma care; however, these funds will not be used for this project.

Related Category 3 Outcome Measure(s):
° OD-9 Right Care Right Setting
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o IT-9.2 ED Appropriate Utilization (Standalone measure)

Through expanding primary care capacity, patients will have more access to primary care which
will improve patient experience, improve preventive screenings and outcomes but most
importantly improve availability. With the additional primary care physicians there will be
more primary care visits for preventative services, reduced ED use, and better education about
primary care availability and prevention, resulting in overall better health within Milam County.
This is why we choose ED Appropriate Utilization as an Outcome Measure.

Relationship to Other Projects:

This project will assist in our efforts to develop a more expansive primary care base. An
expanded primary care base will aid our organization to identify patients who would benefit
from our other projects associated with health promotion and disease prevention
(#183086102.3.1) as well as the reportable metrics for Category 4 Population-Focused
Improvements. LRH has another proposed project (#183086102.1.2) which will address limited
access to specialty care providers. These proposed projects will work together and
communicate with each other; however, the projects will not overlap or duplicate each other.
The specialty care providers, e.g. gastroenterologists and gynecologists, will be providing
screening services and specialty care where as the primary care providers will be promoting
better health and identifying patients needing specialty care and screening.

Relationship to Other Performing Provider’s Projects and Plan for Learning Collaborative:
LRH is proposing a project to expand primary care access. Two other providers are also
expanding primary care: Williamson County and Cities Health Department (#126936702.1.1)
and St. David’s Medical Center Round Rock (020957901.1.1).

LRH will participate in an RHP 8 learning collaborative that meets semi-annually to discuss local
disparities in care and the ways they have successfully gathered relevant data and ultimately
better serve the populations in their projects.

Project Valuation:

Milam County is considered both a HPSA (physician shortage area) and MUA (Medically
Underserved Area). Expanding the hours of service and locations for providers will provide
greater access to care to people who have to this point utilized ED service for non-emergent
health care needs. The 1,500 non-emergency patients that visited the ED in 2011 would have
been better and faster served if they had easier access to PCP’s through additional service
hours or providers. In addition, the over 17,000 patients that visited LRH in calendar year 2012
would benefit from more convenient access to PCP’s. The more convenient access to a PCP will
encourage the current number of 4,308 individuals over 65 in Milam County to seek medical
attention early, rather than waiting until admittance to an ED is necessary. Using this segment
of 17.4% the population, or only 4,308 individuals taking advantage of the increase in PCP’s and
available hours over the project years of DYs 2-5, the cost of the project would equate to only
$745 per individual. Which is much less than the $1,750 average charge of an ED visit.

In addition, patients will experience greater coordination of care, access to an integrated health
system that includes primary care, specialty care, home health, case management and mental
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health services. In 2011, Little River Healthcare experienced over 1,500 non-emergent patients
in the ED, with each visit having an associated charge of $1,750. Redirecting those patients
would provide a cost savings of over $2,625,000 in the ED. Considering that Medicare and
Medicaid comprise 71% of total ED utilization, this program would result in reduction of nearly
$1,800,000 to State and Federal payers. Additional cost savings would unquestionably be
realized as a result of increased primary care hours and providers, through early detection and
prevention of chronic illnesses, and as a result, reduce the need for emergent care services or
patients’ perceived need for emergent care services.
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Little River Healthcare 183086102.1.1 (Project 1.1.2 — Pass 2)
Category 1 Milestones and Metrics

183086102.1.1

Related Category 3
Outcome Measure (s):
Year 2
(10/1/2012 - 9/30/2013)
Milestone 1 [P-X]: Complete a
planning process/submit a plan, in
order to do appropriate planning for
the implementation of major
infrastructure development or
program/process redesign

Metric 1 [P-X.7]: Producing a plan to
implement a process, system,

infrastructure and staffing necessary
to reduce unnecessary ED utilization

Baseline/Goal: Report/Plan

Data Source: Hospital Medical
Record and Statistical Data

Milestone 1 Estimated Incentive
Payment: $347,119

Milestone 2 [P-X]: Establish a
baseline, in order to measure
improvement of primary care services
over self

183086102.3.1 IT9.2

1.1.2.a-1.1.2.c

Little River Healthcare

Year 3
(10/1/2013 - 9/30/2014)
Milestone 3 [ P-1]: Establish
additional/expand existing/
relocate primary care clinics

Metric 1 [P-1.1]: Number of
additional clinics or expanded
hours or space.

Baseline/Goal: Establish a hospital
based non-emergent primary care
clinic

Data Source: Clinic Operational
Documentation

Milestone 3 Estimated Incentive
Payment: $405,405

Milestone 4 [P-4]: Expand the
hours of a primary care clinic,
including evening and/or weekend
hours

Metric 1 [P-4.1]: Increased
number of hours at primary care

Expand Existing Primary Care Capacity
183086102

ED Appropriate Utilization

Year 4
(10/1/2014 - 9/30/2015)
Milestone 5 [P-5]: Train/hire
additional primary care providers and
staff / or increase the number of
primary care clinics for existing
providers.

Year 5
(10/1/2015 -9/30/2016)
Milestone 7[I -12]: Increase primary
care clinic volume of visits and evidence
of improved access for patients seeking
services.

Metric 1 [I-12.1]: Documentation of
Metric 1 [P-5.1]: Documentation of increased number of visits.
increased number of providers and
staff and/or clinic sites. Baseline/Goal: Increased volume for
primary care visits by 1000 visits over
Baseline/Goal: Increase primary care | DY2 baseline.
providers by two (2)
Data Source: Registry, HER, claims or
other Performing Provider scheduling

scores

Data Source: Documentation of
completion of all items described by
the RHP plan for this measure.
Hospital or other Performing Provider
report, policy, contract or other
documentation.

Milestone 7 Estimated Incentive
Payment: $391,948

Milestone 5 Estimated Incentive
Payment: $460,466

Milestone 8 [P-21]: Participate in face-
to-face learning (i.e. meetings or
seminars) at least twice per year with
other providers and the RHP to promote
Milestone 6 [I-12]: Increase primary | collaborative learning.

care clinic volume of visits and
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Metric 1 [P-X.6]: Formulation of a
baseline by which to monitor both
the expansion of primary care
services and the reduction of
unnecessary ED Utilization

Baseline/Goal: Creation of the
baseline of unnecessary ED
utilization; Baseline of PCPs is 2.5
FTEs

Data Source: Hospital Medical
Record and Statistical Data

Milestone 2 Estimated Incentive
Payment: $347,119

clinic

Baseline/Goal: Increase Primary
Care clinic hours by 5 hours a week

Data Source: Clinic Documentation

Milestone 4 Estimated Incentive
Payment: $405,405

evidence of improved access for
patients seeking services.

Metric 1 [I-12.1]: Documentation of
increased number of visits.

Baseline/Goal: Increased volume for
primary care visits by 500 visits over
DY2 baseline.

Data Source: Registry, HER, claims or
other Performing Provider scheduling
scores

Milestone 6 Estimated Incentive
Payment: $460,466

Metric 1 [P-21.1]: Participate in semi-
annual face-to-face meetings or
seminars organized by the RHP.

Baseline/Goal: Identify and agree with
the other providers on simple initiatives
to “raise the floor” on performance.

Data Source: Documentation of
meetings including agenda and meeting
notes.

Milestone 8 Estimated Incentive
Payment: $391,949

Year 2 Milestone Bundle Amount:

$694,238

Year 3 Estimated Milestone
Bundle Amount: $810,810

Year 4 Estimated Milestone Bundle
Amount: $920,932

Year 5 Estimated Milestone Bundle
Amount: $783,897

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD (add milestone bundle amounts over Years 2-5): $3,209,877
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Category 1 Project Narrative — Pass 2
Little River Healthcare — 183086102.1.2

Project Area, Option and Title: 1.9.2 Improve access to specialty care
Unique Project Identifier: 183086102.1.2

Performing Provider Name: Little River Healthcare
Performing Provider TPI: 183086102

Project Summary:

Provider Description: Little River Healthcare (LRH) is the operator of a 25 bed Rural
Hospital located in Rockdale, Milam County, Texas. Milam County is 1,016.93 square
miles and has a population of approximately 24,757 according to the 2010 census report.
Intervention: This project will increase the access to Specialty Care Physicians (SCPs) by
expanding the number of specialty providers and/or increasing clinic hours by 5 hours per
week for the specialists most in demand. This will promote early diagnostic, screening,
referral, and treatment services for at risk patients including low income and uninsured
individuals.

Project Status: This is a new project to improve access to timely, high quality and
specialty care for the residents of Milam County.

Project Need: CN.1.8 — Limited access to preventative care (cancer screenings) in Milam
County. Milam County is considered a physician shortage area and medically underserved
area. In addition to being older, the population of 24,757 has a higher percentage than
the State of Texas for obesity and physical inactivity as well as a greater number of
sexually transmitted infections which can lead to conditions and illnesses which are
treatable when diagnosed early by the proper screening and diagnostic services. These
risk factors warrant screening for breast cancer, (IT-12.1), cervical cancer, (IT-12.2), and
colorectal cancer (IT-12-3). In addition, this project will address the need for referrals
from other specialists in the same specialty, to oncologists for the treatment of positive
screening results, and the referral to specialists and primary care providers when other
health issues are diagnosed during a screening process, thus promoting general and long
term health care, (I-25.1).

Target Population: Milam County’s population consists of 56.1% of individuals between
the ages of 18 to 64, 17.4% 65 and older with 50.6% of the population being female,
according to the 2010 Census. LRH is estimating that with the proper referral system (P-
2.1) and education about the importance of screening, 200 — 1,000 individuals within
Milam County will seek diagnostic services over DYs 2-5. However, this quantity of total
diagnostic services is a only a “hoped for” result as this may take longer to achieve due to
human nature, even when a diagnostic test may result in early detection of a potentially
life threatening disease. The older population of Milam County, which is also primarily
female, will benefit from preventive care and screening services, for breast cancer (IT-
12.1), cervical cancer (IT-12.2) and colorectal cancer (IT-12.3) and will also benefit from
the regular follow up screenings for the years thereafter. For those patients that receive a
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positive diagnosis from a SCP, the referrals to another SCP for a second opinion or to an

oncologist for a treatment plan will benefit the long term health and prognosis of the

patient.

° Category 1 or 2 Expected Project Benefit for Patients: The project seeks to provide SCPs
and related access to preventive care and screenings, as well as oncologists and referrals
to Primary Care Providers subject to the diagnosis of the SCP, for those groups which are
considered to be at-risk, by increasing the number of providers, clinic hours, and
procedure hours (I-22.1). According to the Agency for Healthcare Research and Quality,
19.5% of residents in rural areas consider themselves in only fair or poor health and could
be labeled “at risk” because rural residents tend to smoke more, exercise less, and have
less nutritional diets compared to urban areas. Currently, due to the shortage of SCPs
there is a lack of access to preventive care and screenings and there is little to none
targeting of these mentioned groups. Providing improved access to specialty care will be
extremely important for referrals to other specialists (I-25) and follow up testing and care
when there are positive test results from screening and diagnostics. Also, the expanded
specialty care access will provide the patient the opportunity for follow up appointments
in a familiar location in close proximity to their home or work rather than traveling a
longer distance for an appointment. In addition, should a particular service or test not be
available, the patient will be more likely to trust the referral of a specialty care physician
that the patient has visited multiple times and is familiar with. The goal of the project
with the improved access to SCP’s, is to have a minimum of 100 referrals in DY4 with a
20% increase or 120 referrals in DY5 (I-25.1). As residents of the community do become
familiar with the specialty care physicians they will be more willing to have regular
screenings annually or as prescribed by the specialty care physician. Thus, the specialty
care physician will notice any changes or differences between screenings. Currently there
is no access to these services in Milam County.

° Category 3 Outcomes:

0 IT-12.1: Our goal is to increase by TBD% access to mammography and breast cancer
screening services, as well as to inform and educate the Target population on
detection.

o IT-12.2: Our goal is to increase by TBD% access to cervical cancer screening services
as well as to inform and educate the Target Population on prevention.

o IT-12.3: Our goal is to increase by TBD% access to colorectal cancer screening
services as well as inform and educate the Target Population on prevention.

Project Description:

Specialty Care Access

As of the census of 2010, Milam County had a population of 24,757 with a racial makeup of
78.1% White, 10.0% Black or African American, and 11.9% other races. The population was
6.9% under the age of 5, 26.5% under the age of 18, 49.2% over the age of 18 and under 64,
and 17.4% over 65 years of age. The per capita income per household for the county was
$21,509 and 17.6% of the population is below the poverty level. According to a report
published by Agency for Healthcare Research and Quality, 19.5% of residents in rural areas
report being in only “fair” or “poor” health compared with urban residents in the United States.
Chronic conditions such as cardiovascular disease, pulmonary disease and diabetes are a bigger
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problem for rural populations than in urban or suburban areas. This is particularly the case in
the rural Texas for whom obesity rates and other risk factors are markedly elevated. In an
excerpt from a CDC urban and rural chart book, “rural residents smoke more, exercise less,
have less nutritional diets, and are more likely to be obese than suburban residents”. Rural
clinics, community health centers and small rural hospitals provide the backbone of facility-
based rural health care. Supplementing the primary care services offered in such rural and
community clinics with specialty care physician services is a rare, but very necessary,
opportunity. Despite the overwhelming need for access to specialty services in rural
populations, the access often simply does not exist. Milam County is no exception to this rule.
It has an older, poorer population and access to physician specialty services, such as
gastroenterology, mammography, and gynecology are necessary to ensure the health and
vitality of Milam County residents.

LRH will expand specialty care capacity by providing additional space and resources for
physicians and mid-level practitioners such as physician assistants and nurse practitioners to
meet the population of our community most struggling to gain access to high impact specialty
care services. Initially, we will identify through patient surveys and LRH’s electronic health
record (EHR) system the specialty services that are most critical to our population given current
coverage and/or lack of coverage. We will then develop a clinical schedule that will increase
the number of hours that are available to provide expanded specialty care for our patients by
five (5) hours a week by either adding hours during the week or on Saturdays. We will
implement a standardized referral processes across the system as well as expanding diagnostic
testing capabilities specifically aimed at addressing medical screening and treatment needs of
high impact specialty care services. We will provide improved access to specialty care and
specialty diagnostic testing for our patients. We believe we will be able to aid our patients with
avoiding costly trips to physicians located outside of Milam County and improve the overall
health of our rural community.

Providing improved access to specialty care will be extremely important for follow up testing
and care when there are positive test results from screening and diagnostics. The expanded
specialty care access will provide the patient the opportunity for follow up appointments in a
familiar location in close proximity to their home or work rather than traveling a longer distance
for an appointment. In addition, should a particular service or test not be available, the patient
will be more likely to trust the referral of a specialty care physician that the patient has visited
multiple times and is familiar with.

In addition, as residents of the community become familiar with the specialty care physicians
they will be more willing to have regular screenings annually or as prescribed by the specialty
care physician. Thus, the specialty care physician will notice any changes or differences
between screenings.

Goals and Relationship to Regional Goals:

Project Goals:
° Conduct a gap analysis to determine the specific specialty care needs of the community;
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. Expand the number of specialty providers and/or clinic hours for highest demand
specialties; and
° Complete planning and installation of new specialty diagnostic systems.

This Project meets the following Regional Goals:

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

o Reducing inappropriate utilization of services.

Challenges:

A major challenge is attracting additional physicians to locate to Milam County. Milam County
currently has a shortage of primary care physicians, let alone specialty care physicians. Certain
high impact specialty care physician coverage is nonexistent all together. That shortage
impacts access to care which leads to poorer health outcomes. In Milam County, low income,
uninsured and minority populations are steadily increasing and are more likely to become
chronically ill resulting in premature death. Lack of transportation, delays and long wait times
to see a physician can impact the outcome of the patient’s willingness to seek primary care,
preventive care and specialty care. In addition, underserved populations and the under-insured
populations create critical issues for Milam County. In summary increasing access to high
impact specialty care physicians in Milam County is a must.

Little River plans to address these challenges in the following ways:

. Upgrade current facilities and equipment in the rural area;

° Educate the population about the availability of Specialty Care Services available;
° Offer higher and completive salaries;

° Continue to recruit providers having a rural background; and

° Loan repayment and scholarship programs.

5-Year Expected Outcomes:

The five year expected outcome will be to attract additional specialty physicians to locate their
practice part-time and/or full-time in Milam County, thereby addressing the current shortage of
high impact specialty care physician problem in Milam County. Addressing that issue will
positively impact access to care which should lead to better health outcomes. Increasing
specialty care availability in Milam County will improve access for low income, uninsured and
minority populations. Such populations are steadily increasing and are more likely to become
chronically ill resulting in premature death. We expect to impact that through improved
specialty care availability. We further anticipate reducing the current delay and long wait times
associated with our patients having to seek specialty care outside of Milam County. We
anticipate improved access will impact patient outcomes and patient’s willingness to seek
treatment for specialty care needs once the patient is referred for specialty care by their
primary care provider.

Starting Point/ Baseline:
Milam County is a medically underserved population. As such, LRH often refers patients to
physicians located at least 45 miles outside of Milam County, one-way. This is not sufficient to
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care for a growing and aging population and provide the level of services for those unable to
afford or have access to suitable transportation over great distances from rural areas for care
associated with high impact/most impacted medical specialties and specialty imaging and
diagnostic services. The demand for services is reflected in the number of patients who are
referred from our clinic to other physicians, the minority population and the number of citizens
with Medicaid and those who are uninsured. LRH believes that the three (3) measures of
testing for breast cancer (IT-12.1), cervical cancer (IT-12.2), and colorectal cancer (IT-12.3) are
the basic level of specialty care necessary for Milam County and are the starting point for
specialty care services.

Rationale:

Community Need Addressed:

° Community Need Area: CN.1 - Limited Access to Primary Care

° Specific Community Need: CN.1.8 — Limited Access to Preventive Care (cancer screenings)
in Milam County

Inadequate access to specialty care has contributed to the limited scope and size of safety net
health systems. To achieve success as an integrated network, gaps must be thoroughly
assessed and addressed.

Project Components:

a. Increase service availability with extended hours. LRH will review EHR records and
conduct a patient survey to determine the specialties needed locally and the expanded
hours that would satisfy the demand.

b. Increase number of specialty clinic diagnostic testing and imaging capabilities. LRH will
work with its specialty care physicians to expand the Hospital’s specialty care diagnostic
testing and screening/prevention capabilities to improve local access to high impact
patient populations.

c. Implement standardized referrals to specialty care providers across the system. LRH will
develop a process for the specialty and primary care physicians and clinics to have access
to a specialty carereferral system available through LRH’s “cloud” based EHR system. The
referral system would be available whenever there is a positive screening result or a
provider’s diagnosis is that a patient’s health would benefit from treatment by a specialty
care provider. This will expedite patient care and improve patient access to a specific
specialty care provider when treatment is prescribed.

d.  Conduct quality improvement for project using methods such as rapid cycle improvement.
LRH will develop a process where primary care providers and specialty care providers will
be able to easily communicate concerning patient treatment plans as well as share test
results and clinical findings within through the EHR and referral management system.

How the project represents a new initiative or significantly enhances an existing delivery system
reform initiative: Expansion of specialty care is absolutely necessary for system-wide
improvement of LRH’s services. With this expansion, more patients have access to preventive
care, which increases opportunities to prevent disease and further deterioration of health
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status and will keep people out of the hospital. The expansion of specialty care and the
increased availability of specialty healthcare will reduce unnecessary ED utilization and
streamline the delivery of specialty care to the residents of Milam County and Rockdale, Texas.
Reduced ED utilization will save Medicare and Medicaid dollars as well and aid in the
prevention of chronic health issues as the result of early diagnosis and more coordinated care
and prevention.

LRH receives funding from the U.S. Department of Health and Human Services; however, these
funds will not be used for this project.

Related Category 3 Outcome Measure(s)

° OD-12: Primary Care and Primary Prevention
o IT-12.1 — Breast Cancer Screening
o IT-12.2 — Cervical Cancer Screening
0 IT-12.3 — Colorectal Cancer Screening

These three Category 3 Outcome measures were chosen because currently there is no known
mammography screening available in Milam County. With females comprising 50.6% of the
population, LRH foresees a need for this service as the population ages. Milam County also
ranks above the State of Texas in percentage points for adult obesity and physical activity which
are both factors on colorectal cancer. The incidences of sexually transmitted diseases and teen
birth rate, which are risk factors of cervical cancer, are also higher in Milam County than Texas.
Given these health related factors and Milam County ranked 201% out of 221, LRH feels that the
three (3) outcome measures are needed to screen for potentially life-threatening conditions.

Relationship to Other Projects:

This project will assist in our efforts to address high impact specialty care services. An
expanded specialty care base will aid our organization to identify patients who would benefit
from our other projects (#183086102.3.2, #183086102.3.3 and #183086102.3.4) associated
with health promotion and disease prevention as well as the reportable metrics for Category 4
Population-Focused Improvements. LRH has another proposed project (#183086102.1.1) which
will address limited access to primary care providers. Through our primary care project
(#183086102.1.1) and this project, local specialists will be able to better coordinate care and
provide health status reports to the referring patient’s primary care providers.

Relationship to Other Performing Provider’s Projects and Plan for Learning Collaborative:
LRH will participate in an RHP 8 learning collaborative that meets at least semi-annually to
discuss local disparities in care and the ways they have successfully gathered relevant data and
ultimately better serve the populations in their projects. As well as identify and agree on
improvement initiatives to raise performance.

Project Valuation:

Milam County is considered an HPSA (physician shortage area) and MUA (Medical Underserved
Area). Expanding the hours of service and diagnostic testing and screening capabilities for
specialists will provide greater access to care for the target population. In addition, patients
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will experience greater coordination of care, access to an integrated health system that
includes primary care, specialty care, house call services, home health, case management and
mental health services. Providing additional specialty services locally such as Hospitalist
Coverage, Breast Cancer Screening and Mammography, Breast Biopsy and Breast Surgery,
Gynecology, Gastroenterologist, Neurology, Pain Management, Cardiac and Pulmonary
Rehabilitation, Wound Care and Geriatric Phycology should lead to lower hospitalization costs,
better access to care and improved quality of life for those patients with chronic illnesses and
those patients that screening and early detection prevented a life threatening condition.
According to the 2010 Census, 17.6% of the Milam County population was below the poverty
level and 27% of Milam County was uninsured. We expect that the benefits from this project
will lead to lower costs to Little River Healthcare and Texas’ health care system overall and it
will provide better patient satisfaction and outcomes since early detection and follow-up would
be more readily available. Based on 2010 Census data and a publication by the Agency for
Healthcare Research and Quality, this Project could benefit a range of Milam County residents
of anywhere from 3,215 individuals that represent the 19.5% of rural Texas residents that only
consider themselves in fair or poor health, to 8,344 individuals, representing the female
population over the age of 18. This is largely due to rural residents smoke more, exercise less,
and have less nutritional diets compared to urban areas, as published by Agency for Healthcare
Research and Quality.

Screening services associated with specialty care physicians are unavailable in Milam County.
Using the 2010 Census population for Milam County of 24,757, if only 10%, or 2,475 individuals
over DY3, DY4 and DY5, take advantage of the screening tests which could result in early
detection of cancer. The cost of the project, would equate to $1,212 per individual, which if
anyone of these individuals have a positive result, would be less than the treatments for cancer
or chronic diseases in later stages.

The associated cost for completing this project include the personnel and external entities we
will utilize to establish a project plan and perform a gap analysis, the physician and support
personnel that will need to be hired to effect the implementation of our plan and the on-going
cost of support personnel and diagnostic technology to effect expanded specialty care
screening, prevention and treatment. Other ongoing costs include but are not limited to
patient education material needed to inform patients of their treatment plan and health
condition as well as survey material needed assess patient satisfaction level and monitor
outcome.
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Little River Healthcare 183086102.1.2 (Project 1.9.2 — Pass 2)
Category 1 Milestones and Metrics

183086102.1.1

Related Category 3
Outcome Measure(s):

Year 2
(10/1/2012 -9/30/2013)
Milestone 1 [P-7]: Complete a
planning process/submit a plan to
implement electronic referral
technology

Metric 1 [P-7.1]: Development of a
staffing plan for referral system

Baseline/Goal: One (1) Staffing Plan

Data Source: Referral plan, describes
the number and types and staff and
their respective roles needed to
implement the system.

Metric 2 [P-7.2]: Development of an
implementation plan for e-referral

Baseline/Goal: One (1)
Implementation Plan for e-Referral

Data Source: Referral plan, which
describes the technical mechanisms
needed to operate e-referral system.

1.9.2

183086102.3.2
183086102.3.3
183086102.3.4

1.9.2.a-1.9.2.d

Little River Healthcare

IT-12.2

IT-12.3
Year 3
(10/1/2013 - 9/30/2014)
Milestone 4 [P-2]: Train care
providers and staff on processes,
guidelines and technology for
referrals and consultations into
selected medical specialties

Metric 1 [P-2.1]: Training of staff
and providers on referral
guidelines, process and technology

Baseline/Goal: Create the capacity
to consistently and uniformly
manage all referrals into medical
specialties on One (1) System

Data Source: Log of specialty care
personnel trained and Curriculum
for training.

Milestone 4 Estimated Incentive
Payment: $221,130

Year 4
(10/1/2014 - 9/30/2015)
Milestone 7 [I-22]: Increase the
number of specialist providers, clinic
hours and/or procedure hours
available for the high impact/most
impacted medical specialties

Metric 1 [I-22.1]: Increase number of

specialist providers, clinic hours

and/or procedure hours in targeted

specialties

a. Numerator: Number of specialist
providers in targeted specialties
over baseline or change in the
number of specialist providers in
targeted specialties

b. Denominator: Number of monthly
or annual referrals into targeted
medical specialties clinic or
number of specialist providers in
targeted specialties at baseline

Baseline/Goal: Increase the number
of equivalent hours by 20% over
baseline

Improve Access to Specialty Care

Breast Cancer Screening
Cervical Cancer Screening
Colorectal Cancer Screening

183086102

Year 5
(10/1/2015 - 9/30/2016)
Milestone 10 [I-25]: Increase the
number of referrals for the most
impacted specialties that are reviewed
and assigned into appropriate categories
(i.e., urgent appointment, routine
appointment, or e-consult)

Metric 1 [I-25.1]: Number of referrals
appropriately categorized

Baseline/Goal: Increase referrals in DY5
120 over baseline as determined in DY2.

Data Source: Referral management
system, patient’s paper or electronic
medical record. EHR system is “cloud”
based system

Milestone 10 Estimated Incentive

Payment: $320,684

Milestone 11 [P-21]: Participation in
face-to-face learning (i.e. meetings or
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Milestone 1 Estimated Incentive
Payment: $189,338

Milestone 2 [P-11]: Launch/expand a
specialty care clinic

Metric 1 [P-11.1]: Establish/expand
specialty care clinics

Baseline/Goal: One(1) Clinic

Data Source: Documentation of
new/expanded specialty care clinic

Milestone 2 Estimated Incentive
Payment: $189,337

Milestone 3 [P-13]: Complete
planning and installation of new
specialty systems (e.g., imaging
systems).

Metric 1 [P-13.1]: Documentation of
planning and installation of new
systems

Baseline/Goal: One (1) Specialty
System

Data Source: Specialty Care provider
GAP Analysis

Milestone 5 [P-6]: Develop and
implement standardized referral
and work-up guidelines

Metric 1 [P-6.1]: Referral and
work-up guidelines

Baseline/Goal: Operational
Referral and work up guideline
manual

Data Source: Best practices and
policy and procedure manuals from
other rural hospitals

Milestone 5 Estimated Incentive
Payment: $221,129

Milestone 6 [P-11]: Launch/
expand specialty care clinics

Metric 1 [P-11.1]: Establish/
expand specialty care clinics

Baseline/Goal: Increase by One (1)
(for a total of 2) the number of
specialty care clinics over the
Baseline determined in DY2

Data Source: Documentation of
new/expanded specialty care clinic

Milestone 6 Estimated Incentive

Data Source: HR documents or other
documentation demonstrating
employed/contracted specialists with
a “cloud” based EHR system.

Milestone 7 Estimated Incentive
Payment: $251,164

Milestone 8 [I-25] : Increase the
number of referrals within Referral
System

Metric 1 [I-25.1]: Number of
referrals within Referral System

Baseline/Goal: 100 referrals in DY4
over the baseline as determined in
DY2

Data Source: Referral management
system, patient’s paper or electronic
medical record. EHR system is
“cloud” based system

Milestone 8 Estimated Incentive
Payment: $251,163

Milestone 9 [P-21]: Participate in
face-to-face learning (i.e. meetings or
seminars) at least twice per year with
other providers and the RHP to
promote collaborative learning.

seminars) at least twice per year with
other providers and the RHP to promote
collaborative learning.

Metric 1 [P-21.1]: Participate in semi-
annual face-to-face meetings or
seminars organized by the RHP.

Baseline/Goal: Increase the initiatives
that are identified and agreed upon with
the other providers over the baseline
determined in DY4.

Data Source: Documentation of
meetings including agenda and meeting
notes.

Milestone 11 Estimated Incentive
Payment: $320,685
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Milestone 3 Estimated Incentive
Payment: $189,337

Payment: $221,129

Metric 1 [P-21.1]: Participate in
semi-annual face-to-face meetings or
seminars organized by the RHP.

Baseline/Goal: Identify and agree
w