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Section L.

RHP Organization

RHP Participant Type Texas Provider | Texas Identification Ownership Organization Lead Lead Representative Contact Information
Identifier (TPI) | Number (TIN) Type (state Name Representative (address, email, phone number)
owned, non-
state public,
private)
Anchoring Entity
Anchor 137999206 17513013627004 Non-State Lubbock County | Bobbye Hrncirik 602 Indiana Avenue, Lubbock TX 79423
Urban Public Hospital Owned Hospital District Bobbye.hrncirik@umchealthsystem.com
Public dba University 806-775-8532
Medical Center
IGT Entities
(specify type of
government entity, e.g.
county, hospital district)
IGT Entity Urban 137999206 17513013627004 Non-State Lubbock County | Bobbye Hrncirik 602 Indiana Avenue, Lubbock TX 79423
Hospital District Owned Hospital District Bobbye.hrncirik@umchealthsystem.com
Public dba University 806-775-8532
Medical Center
IGT Entity 130618504 17512270327004 Non-State Terry Memorial Paul Gafford 705 East Felt, Brownfield, TX 79316
Rural Public Hospital Owned Hospital District paulg@brownfield-rmc.org
Public dba Brownfield (806) 637-3551
Regional Medical
Center
IGT Entity 127374005 17512943550003 Non-State Central Plains Ron Trusler 2700 Yonkers, Plainview, TX 79072
CMHC Owned Center ron@clplains.org
Public 806-293-2636
IGT Entity 133250406 17512283494002 Non-State Childress John Henderson 901 US Hwy 83, Childress, TX 79201
Rural Public Hospital Owned Regional Medical jmh@childresshospital.com
Public Center 940-937-9178
IGT Entity pending 17560051397010 Non-State City of Amarillo | Matt Richardson 1000 Martin Road, Amarillo, TX 79107
City of Amarillo Owned matt.Richardson@amarillo.gov
Public 806-378-6320
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RHP Participant Type Texas Provider | Texas Identification | Ownership Organization Lead Lead Representative Contact Information
Identifier (TPI) | Number (TIN) Type (state Name Representative (address, email, phone number)
owned, non-
state public,
private)
IGT Entity 135103304 17560005906000 Non-State City of Lubbock | Lee Ann PO Box 2000, Lubbock, TX 79401
City of Lubbock Owned Dumbauld ldumbauld@mail.ci.lubbock.tx.us
Public 806-775-2003
IGT Entity 136330107 17524036872002 Non-State Cogdell John H Everett 1700 Cogdell Blvd, Snyder, TX 79549
Rural Public Hospital Owned Memorial cmh.jeverett@cogdellhospital.com
Public Hospital 325-574-7439
IGT Entity 126840107 12009293213000 Private Collingsworth Candy Powell 1013 15th Street, Wellington, Texas 79095
Rural Public Hospital Hospital District candypowell@collingsworthgeneral.net
806-447-2521
IGT Entity 130826407 17517021626000 Non-State Coon Memorial Donny Pettit 1411 Denver Avenue, Dalhart, TX 79022
Rural Public Hospital Owned Hospital and dlp@dhchd.or
Public Home 806-244-9270
IGT Entity N/A 17522924673555 Non-State Hutchinson Jock Lee 100 Medical Drive
Rural Hospital District Owned County Hospital Borger, TX 79007
Public District jockleekt@hotmail.com
806-467-5701
IGT Entity 094117105 12372971908004 Non-State Hansford County | Jonathan Bailey 707 S. Roland, Spearman, TX 79081
Rural Hospital District Owned Hospital jonathanbailey@hchd.net
Public 806-659-5858
IGT Entity 127373205 17512419767000 Non-State Helen Farabee Roddy Atkins 1000 Brook Ave, Wichita Falls, TX 76307
CMHC Owned Center atkinsr@helenfarabee.org
Public 940-397-3143
IGT Entity 109588703 17560028882005 Non-State Hemphill County | Christy Francis 1020 South 4th Street, Canadian, TX 79014
Rural Public Hospital Owned Hospital Christy@hchdst.org
Public 806-323-6422 ext 260
IGT Entity 133544006 17560012977004 Non-State Deaf Smith Nathan A. Flood 540 W. 15th St., Hereford, TX 79045
Rural Hospital District Owned County Hospital Nathan.flood@dschd.org
Public District dba (8006) 364-2141
Hereford
Regional Medical
Center
IGT Entity 127313803 17523885154010 Non-State Lamb Healthcare | Jo Nell 1500 S. Sunset, Littlefield, TX
Rural Public Hospital Owned Center Wischkaemper jwischkaemper@trhta.net
Public 806-385-6411, ext 204
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RHP Participant Type Texas Provider | Texas Identification | Ownership Organization Lead Lead Representative Contact Information
Identifier (TPI) | Number (TIN) Type (state Name Representative (address, email, phone number)
owned, non-
state public,
private)
IGT Entity 189947801 17560050647002 Non-State Dawson County | Melissa Matlock 2200 N. Bryan Ave, Lamesa, Texas 79331
Rural Public Hospital Owned Hospital District mmatlock@medicalartshospital.org
Public dba Medical Arts 806-872-5727 x 2035
Hospital
IGT Entity 094180903 17513283543001 Non-State Lynn County Donna Raindl PO Box 1310, Tahoka, TX 79373
Rural Public Hospital Owned Hospital District draindl@]lchdhealthcare.org
Public 806-998-4533 x 305
IGT Entity 094121303 17513626717501 Non-State Gaines County Betsy Briscoe 209 NW 8™ Seminole, TX 79360
Rural Public Hospital Owned Hospital District bbriscoe@seminolehospitaldistrict.com
Public dba Memorial 432-758-4898
Hospital
IGT Entity 094129602 17513021521006 Non-State Moore County Jeff Turner 224 East 2nd Street
Rural Public Hospital Owned Hospital District Dumas, TX 79029
Public dba Memorial jturner@mchd.net
Hospital 806-935-7171 x 1300
Moore County
IGT Entity 130877708 17522904360002 Non-State Muleshoe Area LaJuana Renfro 708 S 1st St, Muleshoe TX 79347
Rural Public Hospital Owned Hospital District Irenfro@mahdtx.org
Public dba Muleshoe 8006-272-4524 x 103
Area Medical
Center
IGT Entity 112704504 17512119037003 Non-State Ochiltree General | Jeff Barnhart 3101 Garret Drive, Perryton, TX 79070
Rural Public Hospital Owned Hospital Jbarnhart@oghtx.com
Public 806-648-7110
IGT Entity N/A 1752383041”Pending” | Non-State Parmer County Gayla Quillin 1307 Cleveland Street, Friona Texas 79035
Rural Private Hospital Owned Hospital District gquillin@parmermedicalcenter.com
Public 806-250-2754
IGT Entity 136142011 17560039392501 Non-State Castro County Linda Rasor, CEO | 310 W Halsell St, Dimmitt, TX 79027
Rural Hospital District Owned Hospital District linda.rasor(@cchdonline.com
Public dba Plains 806-647-2191
Memorial
Hospital
IGT Entity 084897001 17512976915000 Non-State Lubbock MHMR | Cathy Pope P.O. Box 2828, Lubbock, TX 79408
CMHC Owned dba Star Care cpope(@starcarelubbock.org
Public Specialty Health 806-766-0221
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RHP Participant Type Texas Provider | Texas Identification | Ownership Organization Lead Lead Representative Contact Information
Identifier (TPI) | Number (TIN) Type (state Name Representative (address, email, phone number)
owned, non-
state public,
private)
System
IGT Entity 130721710 17560025565000 Non-State
Rural Hospital District Owned
Public
IGT Entity 127378105 17561761218002 Non-State Texas Panhandle | Jim Womack PO Box 3250, Amarillo, TX 79116
CMHC Owned Center jim.womack(@txpan.org
Public 806-351-3326
IGT Entity 084563802 37397397391014 State-Owned | Texas Tech Richard Jordan, 1400 S. Coulter, Amarillo, TX 79106
Physician Practice University Health | M.D. Richard.jordan@ttuhsc.edu
Associated with a Health Sciences Center- 806-354-5401
Science Center Amarillo
IGT Entity 084599202 37397397391007 State-Owned | Texas Tech Brent D. Magers 3601 4th Street, Lubbock, Texas 79430-6212
Physician Practice University Health brent.magers@ttuhsc.edu
Associated with a Health Sciences Center- 806-743-1830
Science Center Lubbock
IGT Entity 130725806 17526061696003 Non-State West Texas Gail Wells 409 Runnels, Big Spring, Texas 79720
CMHC Owned Centers gail.wells@wtcmhmr.org
Public 432-466-1504
IGT Entity 126667806 17514249659000 Non-State W.J. Mangold Larry Mullins P.O. Box 37, Lockney, TX 79241
Rural Public Hospital Owned Memorial larrym@mangoldmemorial.org
Public Hospital 806-652-3373 Ext. 204
IGT Entity 137227806 17560012126009 Non-State Yoakum County | Chris Ekrem 412 Mustang Drive, Denver City, TX 79323
Rural Public Hospital Owned Hospital cekrem@ych.us
Public 806-592-2121
Performing Providers
Performing Provider 130618504 17512270327004 Non-State Terry Memorial | Michelle Lewis 705 East Felt, Brownfield, TX 79316
Rural Public Hospital Owned Hospital District smlewis2012@gmail.com
Public dba Brownfield (806) 637-3551
Regional Medical
Center
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RHP Participant Type Texas Provider | Texas Identification | Ownership Organization Lead Lead Representative Contact Information
Identifier (TPI) | Number (TIN) Type (state Name Representative (address, email, phone number)
owned, non-
state public,
private)
Performing Provider 127374005 17512943550003 Non-State Central Plains Ron Trusler 2700 Yonkers, Plainview, TX 79072
CMHC Owned Center ron@clplains.org
Public 806-293-2636
Performing Provider 133250406 17512283494002 Non-State Childress John Henderson 901 US Hwy 83, Childress, TX 79201
Rural Public Hospital Owned Regional Medical jmh@childresshospital.com
Public Center 940-937-9178
Performing Provider pending 17560051397010 Non-State City of Amarillo | Matt Richardson 1000 Martin Road, Amarillo, TX 79107
Local Health Department Owned Dept Public matt.Richardson@amarillo.gov
Public Health 806-378-6320
Performing Provider 135103304 17560005906000 Non-State City of Lubbock | Becky Brawley 1902 Texas Avenue, Lubbock, TX 79415
Local Health Department owned Health bbrawley@mylubbock.us
Public Department 8006-775-2941
Performing Provider 136330107 17524036872002 Non-State Cogdell John H Everett 1700 Cogdell Blvd, Snyder, TX 79549
Rural Public Hospital Owned Memorial cmbh.jeverett@cogdellhospital.com
Public Hospital 325-574-7439
Performing Provider 126840107 12009293213000 Private Preferred Candy Powell 1013 15th Street, Wellington, Texas 79095
Rural Private Hospital Leasing, Inc. dba candypowell@collingsworthgeneral.net
Collingsworth 8006-447-2521
General Hospital
Performing Provider 130826407 17517021626000 Non-State Coon Memorial Donny Pettit 1411 Denver Avenue, Dalhart, TX 79022
Rural Public Hospital Owned Hospital and dlp@dhchd.org
Public Home 806-244-9270
Performing Provider 127319504 17524289117002 Private Covenant Chris Dougherty 3615 19th Street, Lubbock, Texas 79410
Urban Children’s Children's doughertycl@covhs.org
Hospital Hospital 806-725-0000
Performing Provider 139461107 17527655660501 Private Covenant Steve Beck 3615 19th Street, Lubbock, TX 79410
Urban Private Hospital Medical Center becks2(@covhs.org
806-725-0522
Performing Provider 197063401 12603289294001 Private Golden Plains Dennis Jack 100 Medical Drive, Borger TX 79007
Rural Public Hospital Community ceogpch@goldenplains.org
Hospital 806-467-5702
Performing Provider 127373205 17512419767000 Non-State Helen Farabee Roddy Atkins 1000 Brook Ave, Wichita Falls, TX 76307
CMHC Owned Center atkinsr@helenfarabee.org
Public 940-397-3143
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RHP Participant Type Texas Provider | Texas Identification | Ownership Organization Lead Lead Representative Contact Information
Identifier (TPI) | Number (TIN) Type (state Name Representative (address, email, phone number)
owned, non-
state public,
private)
Performing Provider 281514401 12640210162000 Private Lubbock Dana Rains 2415 50th Street, Lubbock, TX 79412
Urban Private Hospital Heritage Hospital drains@gracehealthsystem.com
LLC, dba Grace 806-773-2532
Medical Center
Performing Provider 094117105 12372971908004 Non-State Hansford County | Jonathan Bailey 707 S. Roland Spearman, TX 79081
Rural Public Hospital Owned Hospital jonathanbailey@hchd.net
Public 806-659-5858
Performing Provider 109588703 17560028882005 Non-State Hemphill County | Christy Francis 1020 South 4th Street, Canadian, TX 79014
Rural Public Hospital Owned Hospital Christy@hchdst.org
Public 806-323-6422 ext 260
Performing Provider 133544006 17560012977004 Non-State Deaf Smith Nathan A. Flood 540 W. 15th St., Hereford, TX 79045
Rural Public Hospital Owned County Hospital Nathan.flood@dschd.org
Public District dba 806-364-2141
Hereford
Regional Medical
Center
Performing Provider 127313803 17523885154010 Non-State Lamb Healthcare | Jo Nell 1500 S. Sunset, Littlefield, TX
Rural Public Hospital Owned Center Wischkaemper jwischkaemper@trhta.net
Public 806-385-6411, ext 204
Performing Provider 094180903 17513283543001 Non-State Lynn County Donna Raindl PO Box 1310 Tahoka, TX 79373
Rural Public Hospital Owned Hospital District draindl@]lchdhealthcare.org
Public 806-998-4533 x 305
Performing Provider 189947801 17560050647002 Non-State Dawson County | Melissa Matlock 2200 N. Bryan Ave, Lamesa, Texas 79331
Rural Public Hospital Owned Hospital District mmatlock@medicalartshospital.org
Public dba Medical Arts 806-872-5727 x 2035
Hospital
Performing Provider 094121303 17513626717501 Non-State Gaines County Betsy Briscoe 209 NW 8™ Seminole, TX 79360
Rural Public Hospital Owned Hospital District bbriscoe@seminolehospitaldistrict.com
Public dba Memorial 432-758-4898
Hospital
Performing Provider 094129602 17513021521006 Non-State Moore County Jeff Turner 224 East 2nd Street
Rural Public Hospital Owned Hospital District Dumas, TX 79029
Public dba Memorial jturner@mchd.net

Hospital
Moore County

806-935-7171 x 1300
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RHP Participant Type Texas Provider | Texas Identification | Ownership Organization Lead Lead Representative Contact Information
Identifier (TPI) | Number (TIN) Type (state Name Representative (address, email, phone number)
owned, non-
state public,
private)
Performing Provider 130877708 17522904360002 Non-State Muleshoe Area LaJuana Renfro 708 S 1st St Muleshoe TX 79347
Rural Public Hospital Owned Hospital District Irenfro@mahdtx.org
Public dba Muleshoe 806-272-4524 x 103
Area Medical
Center
Performing Provider 112704504 17512119037003 Non-State Ochiltree General | Jeff Barnhart 3101 Garret Drive, Perryton, TX 79070
Rural Public Hospital Owned Hospital Jbarnhart@oghtx.com
Public 806-648-7110
Performing Provider 178848102 14551256879000 Private Prime Healthcare | Brad Morse One Medical Plaza, Pampa, TX 70965
Rural Private Hospital Pampa Regional bradmorse@prmc.primehealthcare.com
Medical Center 806-663-5500
Performing Provider 137343308 17507033375001 Private Parmer County Gayla Quillin 1307 Cleveland Street, Friona, TX 79035
Rural Private Hospital Community gquillin@parmermedicalcenter.com
Hospital 806-250-2754
Performing Provider 136142011 17560039392501 Non-State Castro County Linda Rasor, CEO | 310 W Halsell St, Dimmitt, TX 79027
Rural Public Hospital Owned Hospital District linda.rasor(@cchdonline.com
Public dba Plains 806-647-2191
Memorial
Hospital
Performing Provider 079877902 17526464775004 Physician Paul Acreman 5219 Citybank Pkwy Ste160, Lubbock, TX 79407
Physician Practice NOT Network Services Paul.acreman@umchealthsystem.com
Associated with a Health 806-761-0333
Science Center
Performing Provider 084897001 17512976915000 Non-State Star Care Cathy Pope P.O. Box 2828, Lubbock, TX 79408
CMHC Owned Specialty Health cpope@starcarelubbock.org
Public System 8006-766-0221
Performing Provider 136492909 17512976915000 Non-State Sunrise Canyon Cathy Pope P.O. Box 2828, Lubbock, TX 79408
Psychiatric Hospital Owned Hospital cpope(@starcarelubbock.org
Public 806-766-0221
Performing Provider 127378105 17561761218002 Non-State Texas Panhandle | Jim Womack PO Box 3250, Amarillo, TX 79116
CMHC Owned Centers jim.womack@txpan.org
Public 806-351-3326
Performing Provider 084563802 37397397391014 State-Owned | Texas Tech Richard Jordan, 1400 S. Coulter, Amarillo, TX 79106
Physician Practice University Health | M.D. Richard.jordan@ttuhsc.edu
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RHP Participant Type Texas Provider | Texas Identification | Ownership Organization Lead Lead Representative Contact Information
Identifier (TPI) | Number (TIN) Type (state Name Representative (address, email, phone number)
owned, non-
state public,
private)
Associated with a Health Sciences Center- 806-354-5401
Science Center Amarillo
Performing Provider 084599202 37397397391007 State-Owned | Texas Tech Brent D. Magers 3601 4th Street
Physician Practice University Health Lubbock, Texas 79430-6212
Associated with a Health Sciences Center- brent.magers@ttuhsc.edu
Science Center Lubbock 806-743-1830
Performing Provider 130725806 17526061696003 Non-State West Texas Gail Wells 409 Runnels, Big Spring, Texas 79720
CMHC Owned Centers gail. wells@wtcmhmr.org
Public 432-466-1504
Performing Provider 137999206 17513013627004 Non-State Lubbock County | Bobbye Hrncirik 602 Indiana Avenue, Lubbock TX 79423
Urban Public Hospital Owned Hospital District Bobbye.hrncirik@umchealthsystem.com
Public dba University 806-775-8532
Medical Center
Performing Provider 126667806 17514249659000 Non-State W.J. Mangold Larry Mullins P.O. Box 37, Lockney, TX 79241
Rural Public Hospital Owned Memorial larrym@mangoldmemorial.org
Public Hospital 806-652-3373 Ext. 204
Performing Provider 137227806 17560012126009 Non-State Yoakum County | Chris Ekrem 412 Mustang Drive, Denver City, TX 79323
Rural Public Hospital Owned Hospital cekrem@ych.us
Public 806-592-2121
UC-only Hospitals
UC-Only 133457505 17508006693004 Private Baptist St. Brian Walton 1600 Wallace Blvd. Amarillo TX 79106
Urban Private Hospital Anthony's Health Brian.Walton@bsahs.org
System - Baptist 806-212-8170
Campus
UC-Only 094152803 17512558465000 Non-State Cochran Larry Turney 201 East Grant, Morton, TX 79346
Rural Public Hospital Owned Memorial Iturney(@cochranmemorial.com
Public Hospital 806-266-5565
UC-Only 133258705 17522463482000 Private Covenant Jerry Osburn 1900 S College Ave, Levelland, TX 79336"
Rural Private Hospital Hospital josburn@covhs.org
Levelland (806)-894-4963
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UC-Only 127263503 17524260100000 Private Covenant Alan King 2601 Dimmitt Road, Plainview, Texas 79027"
Rural Private Hospital Hospital alan.king@stjoe.org
Plainview 806-296-5531
UC-Only 094141105 17507112765000 Private Crosbyton Clinic | Debra Miller 710 West Main, Crosbyton, TX 79322
Rural Private Hospital Hospital debra.Miller@crosbytonclinichospital.com
806-675-8701
UC-Only 121787905 17511886750000 Non-State Parkview Monica Kidd Box 1030, 901 S Sweetwater St,
Rural Public Hospital Owned Hospital Wheeler Tx 79096
Public monicak@parkviewhosp.org
806-826-5581
UC-Only 137245009 12322389763501 Private Northwest Carlos Zaffirini 401 W 15th St, Suite 840, Austin, TX 78701
Urban Private Hospital carlos@ahcv.com
512-322-9413
UC-Only 130721710 17560025565000 Non-State Swisher Pam Clark 539 S.E. 2nd Street, Tulia, TX 79088
Rural Public Hospital Owned Memorial
Public Hospital rbarnard@swisherhospital.com
806-995-3581
Other Stakeholders
County Medical Society Lubbock, Dr. Mike Ragain Mike.ragain@umchealthsystem.com
Crosby, Garza 806-775-
County Medical
Society
County Medical Society Potter-Randall Dr. Paul Proffer prems@suddenlinkmail.com
County Medical 806-355-6854
Society
County Judge Cottle County Judge Gregory cottlejdg@yahoo.com
806-492-3613
County Auditor Gaines/Garza Rick Dollehen 806-872-5631
County
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Office of Representative

FQHC

FQHC

State Health Services

Office of Representative

Coalition of Health
Services

Area Foundation

Planning Commission

Area Health Education

Texas Silver Haired
Legislature
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Charles Perry
Office

Robyn Tepper

Robyn.tepper@house.state.tx.us
806-783-9934

Community Mike Sullivan | (806) 765-2611 ext. 1029

Health Center msullivan@chcl.tachc.org

Lubbock

Combest Center | Linda McMurry Linda.mcmurry@ttuhsc.edu
806-743-9393

Texas Peter Pendergrass | peter.pendergrass@dshs.state.tx.us

Department of 806-744-3577

State Health

Services

John Frullo Kimberly Lile Kimberly.lile@house.state.tx.us

Office 806-763-2366

Coalition of Carolyn carolyn.witherspoon@covhs.net

Health Services Witherspoon 806-337-1700

Amarillo Area Angela Lust angela@aaf-hf.org

Foundation 806-376-4521

Panhandle Gary Pitner gpitner@theprpc.org

Regional 806-372-3381

Planning

Commission

Panhandle AHEC | Tommy Sweat tsweat@mailowtamu.edu

806-651-3481

Texas Silver Alan Abraham Alan.nancy@sbcglobal.net
Haired (Nancy)
Legislature
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Section II. Executive Overview of RHP Plan

The overall vision for the Region 12 RHP is to assure residents receive high-quality, patient-centered care, in a cost
effective manner that focuses on coordinated care delivery and improved health outcomes, with a particular focus on the
Medicaid and uninsured residents, while containing cost growth. The vision is to fulfill as many of the community needs
identified in the area as possible focusing on those identified as urgent and critical needs. These include improving quality
and performance, increasing access to care, and increasing prevention and early detection activities.

RHP 12 is comprised of 47 counties in the Texas panhandle. The area is mostly rural and frontier, which means that
there are less than 12 people per square mile. There are two urban areas, which are the Lubbock area (Lubbock County)
and the Amarillo area (Potter County and Randall County).

According to the Behavioral Risk Factor Surveillance System (BRFSS) (2010), 59.8% of residents had employer-based
health insurance; 19.2% had Medicare; 4.0% had Medicaid; 2.7% had Veteran’s Administration or Military Insurance;
0.6% had coverage through JO Wyatt or a District Clinic; and 0.3% had other coverage. 13.4% of residents were
uninsured.

Because of the remoteness of the rural areas of the region, which comprises the bulk of RHP-12, there are major health
care provider shortages, multiple counties with no acute care hospitals, and significant transportation issues to access
primary care services especially after normal business hours. In addition, the region has a large minority population,
limited English proficient population, and the educational levels of adults in the region are significantly below state and
national levels.

A survey of independent health related data as well as a health needs assessment completed by the West Texas Area
Health Education Center (AHEC) in response to this initiative was conducted. The outcome of the analysis not only
identified challenges for the region, but also ranked the issues in three tiers according to the availability of evidence
documenting the need. Tier one included the two most pressing needs in RHP 12: 1) a severe lack of primary care
access including provider shortages, financial barriers, wait times, and length of time to get an appointment; and 2) a lack
of mental health services including lack of available appointments, insurance coverage, and emergency room usage for
mental health issues. The second tier identified the priority issues as: 1) uninsured and underinsured; 2) high incidence of
obesity, diabetes, and heart disease; 3) need for specialty care; and 4) need for cancer screenings; and 5) insufficient
maternal and prenatal care.

RHP Plan Region 12 11



From the patient perspective, the relatively high level of employer-based insurance is not reflective of the ability of area
residents to actually access services. The remoteness of the area prevents patients from accessing care, which is often
only available after a one hour drive across desolate roads. The individuals who are the target of this initiative, Medicaid
consumers and uninsured individuals, often do not even have reliable transportation to make this journey safely, if at all.
Therefore, a need exists to increase the availability of care in those remote areas. This will be accomplished through
expanded primary care services, utilization of telemedicine, and integrated behavioral health services.

According to the health needs assessment completed for this initiative, in Amarillo 21.2% needed to see a doctor, but
could not due to the cost. In the rural areas, when asked if anyone in their household was currently having difficulty
accessing medical care; cost of services was a barrier for 19% of respondents. Of those that have private insurance, 20%
reported that their deductible was “too expensive” and 17% said their insurance coverage was inadequate to their
healthcare needs. The high cost of prescription drugs was a barrier to 22% of the persons queried. The other most
significant barriers identified in the needs assessment included long wait times at provider offices (23%) ; an inability to
get an appointment (16%); and lack of transportation (6%).

Finally, Federally Qualified Health Centers (FQHC) are typically the safety net providers across Texas. Previously there
was an initiative in Texas, the FQHC Incubator Program, which sought to expand the number of FQHCs across the state.
However, these program sunsets so there are no other concerted efforts by the Department of State Health Services to
expand access to primary care in underserved areas through FQHCs.

This will be accomplished through the following goals and objectives:
o] Expand primary care capacity and quality
» Decrease address non-emergent emergency room usage
» Increase facilities for primary care
= Increase patient centered medical home capacity
= Increase prevalence of chronic disease management among providers
= Improve ability to recruit providers
* Increase access to mental health services

o Enhance performance improvement capacity
= Address patient satisfaction issues
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= Improving patient and disease tracking capacity
» Reduce potentially preventable re-admissions
= Utilize non-traditional service methodology such as telemedicine

o Implement disease prevention activities

= Implement health promotion activities
» Increase availability of prevention and early detection services

RHP Plan for Region 12
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e Complete the summary of Categories 1-2 projects table below for all projects in the RHP Plan. The table is based

on projects listed in Section V.

Summary of Categories 1-2 Projects

Project Title Brief Project Description Related Category 3 Outcome Estimated Incentive
Amount (DSRIP) for DYs 2-
5
Category 1: Infrastructure Development

130618504.1.1, 1.1.2 - Expand existing primary care IT-2.11 Ambulatory Care $1,993,278
Expand Primary Care Capacity capacity Sensitive Conditions Admissions
Brownfield Regional Medical Center Rate
130618504
127374005.1.1 — “PASS 2” 1.11.2 - Implement technology-assisted TBD $580,008
Implement technology-assisted services behavioral health services from
(telehealth, telemonitoring, telementoring, or psychologists, psychiatrists, substance
telemedicine) to support, coordinate, or deliver | abuse counselors, peers and other
behavioral health services qualified providers.
Central Plains Center
127374005
133250406.1.1, 1.6.2 - Establish/expand access to IT-3.2 Congestive Heart Failure 30 $921,700
Enhance Urgent Medical Advice medical advice and direction to the day readmission rate
Childress Regional Medical Center appropriate level of care to reduce
133250406 Emergency Department use for non-

emergent conditions and increase

patient access to health care.
135103304.1.1, 1.8.6 - The expansion of existing dental IT-7.7 Urgent Dental Needs in $8,561,029
Increase, Expand, and Enhance Dental Services clinics, the establishment of additional Older Adults
City of Lubbock Public Health Department dental clinics, or the expansion of dental
135103304 clinic hours.
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Project Title

Brief Project Description

Related Category 3 Outcome

Estimated Incentive

Measure(s) Amount (DSRIP) for DYs 2-
5
135103304.1.2 “PASS 2” 1.8.6 - The expansion of existing dental IT-7.7 Urgent Dental Needs for $1,222,918
Increase, Expand, and Enhance Oral Health clinics, the establishment of additional Adults
Services dental clinics, or the expansion of dental
City of Lubbock Public Health Department, clinic hours.
135103304
136330107.1.1, 1.1.2 - Expand existing primary care IT-1.1 Third next available $2,431,794
Expand Primary Care Capacity capacity. appointment
Cogdell Memorial Hospital
136330107
136330107.1.3 “PASS 3b” 1.10.1 - Enhance improvement capacity IT-2.1 Congestive Heart Failure $1,755,509
Enhance Performance Improvement and within people Admission Rate
Reporting Capacity
Cogdell Memorial Hospital
136330107
130826407.1.1, 1.1.2 - Expand existing primary care IT-6.1 Percent improvement over $1,669,586
Expand Primary Care Capacity capacity. baseline of patient satisfaction
Coon Memorial Hospital scores.
130826407
130826407.1.3 “PASS 3b” 1.8.6 - The expansion of existing dental 3.IT-7.2 Cavities: Percentage of $1,011,096
1.8 - Increase, Expand, and Enhance Oral Health | clinics, the establishment of additional Children With Untreated Dental
Services dental clinics, or the expansion of dental | Caries (Healthy People 2020)
Coon Memorial Hospital and Home clinic hours.
130826407
197063401.1.1, 1.3.1 - Implement/enhance and use IT-10.1 Quality of Life $2,092,285

Implement a Chronic Disease Management
Registry

Golden Plains Community Hospital
197063401

chronic disease management registry
functionalities.
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Project Title

Brief Project Description

Related Category 3 Outcome

Estimated Incentive

Measure(s) Amount (DSRIP) for DYs 2-
5

197063401.1.2, 1.1.2 - Expand existing primary care IT-1.7 Controlling High Blood $3,975,342
Expand Primary Care Capacity capacity. Pressure
Golden Plains Community Hospital
197063401
197063401.1.3, 1.1.2 - Expand existing primary care IT-6.1 Percent improvement over $3,556,885
Expand Primary Care Capacity capacity. baseline of patient satisfaction
Golden Plains Community Hospital scores.
197063401
281514401.1.1, 1.1.2 - Expand existing primary care IT-9.2 ED appropriate utilization $2,348,845

Expand Primary Care Capacity.

Lubbock Heritage Hospital, LLC, dba Grace
Medical Center

281514401

capacity.

094117105.1.1,

Expand Specialty Care Capacity
Hansford County Hospital
094117105

1.9.2 - Improve access to specialty care

IT-6.1 Percent improvement over
baseline of patient satisfaction
scores

$182,699

094117105.1.3 “PASS 3b”
Expand Primary Care Capacity
Hansford County Hospital
094117105

1.1.2 - Expand existing primary care
capacity

IT-6.1 Percent improvement over
baseline of patient satisfaction
scores

$851,947

127373205.1.1,

Enhance service availability (i.e., hours,
locations, transportation, mobile clinics) to
appropriate levels of behavioral health care
Helen Farabee Center

127373205

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

IT-10.1 Quality of Life.

$434,617
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Project Title

Brief Project Description

Related Category 3 Outcome

Estimated Incentive

Measure(s) Amount (DSRIP) for DYs 2-
5
1273733205.1.2, 1.9.2 - Improve access to specialty care. IT-10.1 Quality of Life. $49,025
Expand Specialty Care Capacity
Helen Farabee Center
1273733205
133544006.1.1, 1.1.2 - Expand existing primary care IT-6.1 Percent improvement over $2,091,731
Expand Primary Care Capacity capacity. baseline of patient satisfaction
Deaf Smith County Hospital District dba scores.
Hereford Regional Medical Center
133544006
13354406.1.2, “PASS 2” 1.12.2 Expand the number of community | IT-6.1 Percent improvement over $307,880
Enhance service availability of based settings where behavioral health baseline of patient satisfaction
appropriate levels of behavioral health care services may be delivered in scores.
Deaf Smith County Hospital District dba underserved areas
Hereford Regional Medical Center
133544006
127313803.1.1, 1.1.2 - Expand existing primary care IT-2.1 Congestive Heart Failure $1,494,536
Expand Primary Care Capacity capacity. Admission rate.
Lamb Healthcare Center
127313803
189947801.1.1, 1.7.1 - Implement telemedicine program | IT-6.1 Percent improvement over $932,743
Introduce, Expand, or Enhance to provide or expand specialist referral baseline of patient satisfaction
Telemedicine/Telehealth services in an area identified as needed scores.
Dawson County Hospital District dba Medical to the region.
Arts Hospital
189947801
189947801.1.2, 1.7.2 - Implement remote patient IT-3.2 Congestive Heart Failure 30 $603,539
Introduce, Expand, or Enhance monitoring programs for diagnosis day readmission rate.
Telemedicine/Telehealth and/or management of care.
Dawson County Hospital District dba Medical
Arts Hospital
189947801
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Project Title

Brief Project Description

Related Category 3 Outcome

Estimated Incentive

Measure(s) Amount (DSRIP) for DYs 2-
5
189947801.1.5 “PASS 3b” 1.9.2 - Improve access to specialty care IT-6.1 Percent improvement over $1,045,738
Expand Specialty Care Capacity baseline of patient satisfaction
Dawson County Hospital District dba Medical scores
Arts Hospital
189947801
189947801.1.4, “PASS 3” 1.1.2 - Expand existing primary care IT-9.2Appropriate ED Utilization $279,319
Expand Primary Care Capacity capacity
Dawson County Hospital District dba Medical
Arts Hospital
189947801
094129602.1.1, 1.1.1 - Establish more primary care IT-1.7 Controlling High Blood $923,405
Expand Primary Care Capacity clinics. Pressure.
Moore County Hospital District dba Memorial
Hospital, Moore Co
094129602
094129602.1.3, “PASS 3b” 1.9.2 - Improve access to specialty care IT-6.1 Percent Improvement over $957,991
Expand Specialty Care Capacity baseline of patient satisfaction
Moore County Hospital District dba Memorial scores
Hospital, Moore Co
094129602
094121303.1.1 1.1.2 - Expand existing primary care IT-1.11 Diabetes Care: BP Control $1,356,188
Expand Primary Care Capacity capacity.
Memorial Hospital, Gaines Co
094121303
130877708.1.1, 1.1.1 — Establish more primary care IT-6.1 Percent Improvement over $182,699
Expand Primary Care Capacity clinics. baseline of patient satisfaction
Muleshoe Area Medical Center, scores
130877708
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Project Title

Brief Project Description

Related Category 3 Outcome

Estimated Incentive

Measure(s) Amount (DSRIP) for DYs 2-
5
112704504.1.1, 1.1.2 - Expand existing primary care IT-6.1 Percent improvement over $952,590
Expand Primary Care Capacity capacity. baseline of patient satisfaction
Ochiltree General Hospital scores.
112704504
178848102.1.1, 1.1.2 - Expand existing primary care IT-1.7 Controlling High Blood $3,009,406
Expand Primary Care Capacity capacity. Pressure.
Pampa Regional Medical Center
178848102
079877902.1.1, “PASS 2” 1.1.1 - Establish more primary care IT-1.7 Controlling High blood $5,383,937
Expand Primary Care Capacity clinics pressure
Physician Network Services
079877902
084897001.1.1, 1.13.1 - Develop and implement crisis IT-9.2 ED Appropriate Utilization. $11,810,102
Development of behavioral health crisis stabilization services to address the
stabilization services as alternatives to identified gaps in the current community
hospitalization crisis system.
StarCare Specialty Health System
084897001
084897001.1.2, “PASS 2” 1.13.1 - Develop and implement crisis IT-9.2 ED Appropriate Utilization $1,710,067
Development of behavioral health crisis stabilization services to address the
stabilization services as alternatives to identified gaps in the current community
hospitalization crisis system
StarCare Specialty Health System
084897001
127378105.1.1, 1.13.1 - Develop and implement crisis IT-10.1 Quality of Life $4,116,727
Development of behavioral health crisis stabilization services to address the
stabilization services as alternatives to identified gaps in the current community
hospitalization crisis system.
Texas Panhandle Centers
127378105
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Project Title

Brief Project Description

Related Category 3 Outcome

Estimated Incentive

Measure(s) Amount (DSRIP) for DYs 2-
5
084563802.1.1, 1.9.1 - Expand high impact specialty care | IT-9.4 Other Outcome $3,669,142
Expand Specialty Care Capacity capacity in most impacted medical Improvement Target.
Texas Tech University Health Sciences Center- specialties
Amarillo
084563802
084563802.1.2, 1.2.4 - Establish/expand primary care TBD $3,261,459
Increase Training of Primary Care Workforce training programs, with emphasis in
Texas Tech University Health Sciences Center- communities designated as health care
Amarillo provider shortage areas (HPSAs)
084563802
084563802.1.3, “PASS 2” 1.9.2 - Improve access to specialty care IT-6.1 Percent Improvement over $3,257,916
Expand Specialty Care Capacity baseline of patient satisfaction
Texas Tech University Health Sciences Center- scores
Amarillo
084563802
084563802.1.4, “PASS 3” 1.7.5 - Use telehealth services to provide | IT-8.9 Other outcome $303,040
Introduce, Expand, or Enhance medical education and specialized improvement target
Telemedicine/Telehealth training for targeted professionals in
Texas Tech University Health Sciences Center- remote locations.
Amarillo
084563802
084599202.1.1, 1.2.4 - Establish/expand primary care TBD $4,107,023
Increase Training of Primary Care Workforce training programs, with emphasis in
Texas Tech University Health Sciences Center- communities designated as health care
Lubbock provider shortage areas (HPSAs)
084599202
084599202.1.2, 1.6.2 - Establish/expand access to TBD $4,363,712
Enhance Urgent Medical Advice medical advice and direction to the
Texas Tech University Health Sciences Center- appropriate level of care to reduce
Lubbock, Emergency Department use for non-
084599202 emergent conditions and increase
patient access to health care.
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Project Title

Brief Project Description

Related Category 3 Outcome

Estimated Incentive

Measure(s) Amount (DSRIP) for DYs 2-
5
084599202.1.3, 1.9.1 - Expand high impact specialty care | TBD $3,850,334
Expand Specialty Care Capacity, capacity in most impacted medical
Texas Tech University Health Sciences Center- specialties.
Lubbock,
084599202
137999206.1.1, 1.3.1 - Implement/enhance and use IT-3.1 All Cause 30 day $10,450,337
Implement a Chronic Disease Management chronic disease management registry Readmission Rate
Registry, functionalities
University Medical Center,
137999206
137999206.1.2, 1.6.2 - Establish/expand access to IT-9.2 ED Appropriate utilization $9,927,821
Enhance Urgent Medical Advice, medical advice and direction to the
University Medical Center, appropriate level of care to reduce
137999206 Emergency Department use for non-
emergent conditions and increase
patient access to health care.
137999206.1.3, 1.10.1 - Enhance improvement capacity IT-4.4 Surgical Site Infection (SSI) $8,882,786
Enhance Performance Improvement and within people rates
Reporting Capacity,
University Medical Center,
137999206
130725806.1.1, 1.11.3 — “Other” Project Option IT-6.2 Other Outcome $1,271,896

Implement technology-assisted services to
support, coordinate, or deliver behavioral health
services

West Texas Centers

130725806

Improvement Target.
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Project Title

Brief Project Description

Related Category 3 Outcome

Estimated Incentive

Measure(s) Amount (DSRIP) for DYs 2-
5
130725806.1.2, “PASS 2” 1.13.1 - Develop and implement crisis IT-6.2 Other Improvement Target $449,304
Development of behavioral health crisis stabilization services to address the
stabilization services as alternatives to identified gaps in the current community
hospitalization crisis system
West Texas Centers
130725806
137227806.1.2 “PASS 3b” 1.7.1 - Implement telemedicine program | IT-6.1 Percent Improvement over $1,032,425
Introduce, Expand, or Enhance to provide or expand specialist referral baseline of patient satisfaction
Telemedicine/Telehealth services in an area identified as needed scores
Yoakum County Hospital to the region.
137227806
Category 2: Program Innovation and Redesign

130618504.2.2, “PASS 3b” 2.9.1 - Provide navigation services to IT-2.11 Ambulatory Care $964,171
Establish/Expand a Patient Care Navigation targeted patients who are at high risk of | Sensitive Conditions Admissions
Program disconnect from institutionalized health Rate
Brownfield Regional Medical Center care (eg: patients with multiple chronic
130618504 conditions, cognitive impairments and

disabilities, Limited English Proficient

patients, recent immigrants, the

uninsured, those with low health

literacy, frequent visitors to the ED, and

others)
127374005.2.1, 2.15.1 - Design, implement, and evaluate | TBD $2,386,438
Integrate Primary and Behavioral Health Care projects that provide integrated primary
Services and behavioral health care services.
Central Plains Center
127374005
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Project Title

Brief Project Description

Related Category 3 Outcome

Estimated Incentive

Measure(s) Amount (DSRIP) for DYs 2-
5

127374005.2.2, 2.18.1 - Design, implement, and TBD $1,670,507
Recruit, train and support consumers of mental | evaluate whole health peer support for
health services to provide peer support services | individuals with mental health and /or
Central Plains Center substance use disorders.
127374005
133250406.2.1 2.1.3 - Implement medical homes in IT-6.1 Percent Improvement over $972,907
Enhance/Expand Medical Homes HPSA and other rural and impoverished Patient Satisfaction Scores
Childress Regional Medical Center areas using evidence-approached
133250406 change concepts for practice

transformation developed by the

Commonwealth Fund’s Safety Net

Medical Home Initiative
133250406.2.3 “PASS 3b” 2.10.1 - Implement a Palliative Care IT-13.2 Proportion with more $1,922,828
Use of Palliative Care Programs Program to address patients with end- than one emergency room visit in
Childress Regional Medical Center of-life decisions and care needs the last days of life
133250406
Pending.2.1 2.7.6 — “Other” project option IT-2.10 Flu and pneumonia $8,663,251
Implement Evidence-based Disease Prevention Admission Rate
Programs
City of Amarillo Department of Public Health
TPl pending
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Project Title

Brief Project Description

Related Category 3 Outcome

Estimated Incentive

Measure(s) Amount (DSRIP) for DYs 2-
5
Pending.2.2 “PASS 2” 2.13.1 - Design, implement, and evaluate | IT-9.1 Decrease in Mental Health $1,238,557
Provide an intervention for a targeted research-supported and evidence-based | admissions and readmissions to
behavioral health population to prevent interventions tailored towards criminal justice settings such as
unnecessary use of services in a specified setting | individuals in the target population. jail or prison
(i.e., the criminal justice system, ER, urgent care
etc.).
City of Amarillo Department of Public Health
TPl Pending
136330107.2.1 2.3.1 - Redesign primary care in order to | IT-12.1 Breast Cancer Screening; $1,178,096
Redesign primary care achieve improvements in efficiency, IT-12.3 Colorectal Cancer
Cogdell Memorial Hospital access, continuity of care, and patient Screening;
136330107 experience IT-12.4 Pneumonia vaccination
status for older adults.

126840107.2.1, 2.2.1 - Redesign the outpatient delivery IT-2.1 Congestive Heart Failure $139,692
Expand Chronic Care Management Models, system to coordinate care for patients Admission Rate
Preferred Leasing dba Collingsworth General with chronic diseases.
Hospital,
126840107
126840107.2.3, “PASS 3b” 2.4.3 - Project Option: Increased patient | IT-6.1 Percent Improvement over $204,307

Redesign to Improve Patient Experience
Preferred Leasing dba Collingsworth General
Hospital

126840107

satisfaction

baseline of patient satisfaction
scores

127319504.2.1

Establish/Expand a Patient Care Navigation
Program

Covenant Children's Hospital

127319504

2.9.1 - Provide navigation services to
targeted patients who are at high risk of
disconnect from institutionalized health
care (e.g., patients with multiple chronic
conditions, cognitive impairments and
disabilities, Limited English Proficient
patients, recent immigrants, the
uninsured, those with low health
literacy, frequent visitors to the ED, and

IT-9.3 Pediatric/Young Adult
Asthma Emergency Department
Visits

$10,169,711
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Project Title

Brief Project Description

Related Category 3 Outcome
Measure(s)

Estimated Incentive
Amount (DSRIP) for DYs 2-
5

others)

139461107.2.1,

Apply Process Improvement Methodology to
Improve Quality/Efficiency,

Covenant Medical Center,

139461107

2.8.11 - Project Option: Sepsis

IT-4.8 Sepsis Mortality

$13,491,617

139461107.2.2,

Establish/Expand a Patient Care Navigation
Program,

Covenant Medical Center,

139461107

2.9.1 - Provide navigation services to
targeted patients who are at high risk of
disconnect from institutionalized health
care (eg, patients with multiple chronic
conditions, cognitive impairments and
disabilities, Limited English Proficient
patients, recent immigrants, the
uninsured, those with low health
literacy, frequent visitors to the ED, and
others)

IT-3.12 Other Readmission Rate

$11,805,165

139461107.2.3, 2.17.1 - Design, implement, and evaluate | IT-10.1 Quality of Life. $15,178,069
Establish improvements in care transition from interventions to improve care transitions

the inpatient setting for individuals with mental | from the inpatient setting for individuals

health and / or substance abuse disorders, with mental health and/or substance

Covenant Medical Center, abuse disorders.

139461107
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Project Title

Brief Project Description

Related Category 3 Outcome
Measure(s)

Estimated Incentive
Amount (DSRIP) for DYs 2-
5

139461107.2.4,

Use of Palliative Care Programs,
Covenant Medical Center,
139461107

2.10.1 - Implement a Palliative Care
Program to address patients with end-
of-life decisions and care needs

IT-13.1 Pain Assessment

IT-13.2 Treatment Preferences
IT-13.5 Percentage of patients
receiving hospice or palliative
care services with documentation
in the clinical record of a
discussion of spiritual/religions
concerns or documentation that
the

patient/caregiver did not want to
discuss.

$10,118,712

197063401.2.1, 2.8.6 - Reduce Inappropriate ED Use. IT-9.2 ED appropriate utilization $3,138,428
Apply Process Improvement Methodology to
Improve Quality/Efficiency,
Golden Plains Community Hospital,
197063401
197063401.2.2, “PASS 2” 2.1.3 - Implement medical homes in IT-9.2 ED Appropriate Utilization $1,873,395
Enhance/Expand Medical Homes HPSA and other rural and impoverished
Golden Plains Community Hospital areas using evidence-approached
197063401 change concepts for practice
transformation developed by
the Commonwealth Fund’s Safety Net
Medical Home Initiative
109588703.2.1, 2.9.1 - Provide navigation services to IT-6.1 Percent Improvement over $80,688
Establish/Expand a Patient Care Navigation targeted patients who are at high risk of | baseline of Patient Satisfaction
Program disconnect from institutionalized health | Score.
Hemphill County Hospital care (eg, patients with multiple chronic
109588703 conditions, cognitive impairments and
disabilities, Limited English Proficient
patients, recent immigrants, the
uninsured, those with low health
literacy, frequent visitors to the ED, and
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Project Title

Brief Project Description

Related Category 3 Outcome
Measure(s)

Estimated Incentive
Amount (DSRIP) for DYs 2-
5

others)

133544006.2.2 “PASS 2”

Redesign to Improve Patient Experience
Deaf Smith County Hospital District dba
Hereford Regional Medical Center
133544006

2.4.1 - Implement processes to measure
and improve patient experience

IT-6.1 Percent Improvement over
baseline of Patient Satisfaction
Score.

$1,643,169

094180903.2.1, 2.9.1 - Provide navigation services to IT-9.2 ED Appropriate Utilization. $189,977
Establish/Expand a Patient Care Navigation targeted patients who are at high risk of
Program disconnect from institutionalized health
Lynn County Hospital District care (eg, patients with multiple chronic
094180903 conditions, cognitive impairments and
disabilities, Limited English Proficient
patients, recent immigrants, the
uninsured, those with low health
literacy, frequent visitors to the ED, and
others)
094121303.2.1, “PASS 2” 2.11.1 - Implement interventions that IT-1.7 Controlling High Blood $194,165
Conduct Medication Management put in place the teams, technology, and Pressure
Memorial Hospital, Gaines Co processes to avoid medication errors
094121303
130877708.2.1, 2.6.2 - Establish self-management IT-10.1 Quality of Life $445,608
Implement Evidence-based Health Promotion programs and wellness using evidence-
Programs, based designs.
Muleshoe Area Medical Center,
130877708
112704504.2.1, “PASS 2” 2.4.1 - Implement processes to measure | IT-6.1 Percent Improvement over $136,382
Redesign to Improve Patient Experience, and improve patient experience baseline of Patient Satisfaction
Ochiltree General Hospital, Score
112704504
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Project Title

Brief Project Description

Related Category 3 Outcome

Estimated Incentive

Measure(s) Amount (DSRIP) for DYs 2-
5

137343308.2.1, 2.2.1 - Redesign the outpatient delivery IT-2.1 Congestive Heart Failure $361,892
Expand Chronic Care Management Models system to coordinate care for patients Admission rate
Parmer County Community Hospital, Inc. with chronic diseases.
137343308
137343308.2.3 “PASS 3b” 2.4.3 - Project Option: Increased patient | IT-6.1 Percent Improvement over $236,173
Redesign to Improve Patient Experience, satisfaction baseline of patient satisfaction
Parmer County Community Hospital, Inc., scores
137343308
136142011.2.1, 2.9.1 - Provide navigation services to IT-9.2 ED appropriate utilization. $515,963
Establish/Expand a Patient Care Navigation targeted patients who are at high risk of
Program, disconnect from institutionalized health
Plains Memorial Hospital, care, (eg, patients with multiple chronic
136142011 conditions, cognitive impairments and

disabilities, Limited English Proficient

patients, recent immigrants, the

uninsured, those with low health

literacy, frequent visitors to the ED, and

others)
136492909.2.1, “PASS 2” 2.13.1 - Design, implement, and evaluate | IT-9.2 ED Appropriate Utilization $6,729,302
Provide an intervention for a targeted research-supported and evidence-based
behavioral health population to prevent interventions tailored towards
unnecessary use of services in a specified setting | individuals in the target population.
Sunrise Canyon Hospital
136492909
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Project Title

Brief Project Description

Related Category 3 Outcome

Estimated Incentive

Measure(s) Amount (DSRIP) for DYs 2-
5
127378105.2.1, 2.13.1 - Design, implement, and evaluate | IT-10.1 Quality of Life $5,881,040
Provide an intervention for a targeted research-supported and evidence-based
behavioral health population to prevent interventions tailored towards
unnecessary use of services in a specified setting | individuals in the target population.
Texas Panhandle Centers
127378105
127378105.2.2, 2.15.1 - Design, implement, and evaluate | IT-10.1 Quality of Life $4,998,884
Integrate Primary and Behavioral Health Care projects that provide integrated primary
Services, and behavioral health care services.
Texas Panhandle Centers,
127378105
127378105.2.3, “PASS 2” 2.18.1 - Design, implement, and evaluate | IT-10.1 Quality of Life $2,048,986
Recruit, train and support consumers of mental | whole health peer support for
health services to provide peer support services, | individuals with mental health and /or
Texas Panhandle Centers, substance use disorders.
127378105
084563802.2.1, 2.1.1 - Develop, implement, and IT-6.1 Percent Improvement Over $3,669,142

Enhance/Expand Medical Homes,

Texas Tech University Health Sciences Center-
Amarillo,

084563802

evaluate action plans to
enhance/eliminate gaps in the
development of various aspects of PCMH
standards.

Baseline Of Patient Satisfaction
Scores
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Project Title

Brief Project Description

Related Category 3 Outcome

Estimated Incentive

Measure(s) Amount (DSRIP) for DYs 2-
5

084563802.2.2, 2.6.4 - Implement other evidence-based | IT-3.9 Chronic Obstructive
Implement Evidence-based Health Promotion project to implement health promotion Pulmonary Disease 30 Day $3,261,459
Programs, programs in an innovative manner not Readmission Rate
Texas Tech University Health Sciences Center- described in the project options above
Amarillo,
084563802
084599202.2.1, 2.7.1 - Implement innovative evidence- TBD $4,107,023
Implement Evidence-based Disease Prevention based strategies to increase appropriate
Programs, use of technology and testing for
Texas Tech University Health Sciences Center- targeted populations (e.g.,
Lubbock mammography screens, colonoscopies,
084599202 prenatal alcohol use, etc.)
084599202.2.2, 2.9.1 - Provide navigation services to TBD $4,363,712
Establish/Expand a Patient Care Navigation targeted patients who are at high risk of
Program, disconnect from institutionalized health
Texas Tech University Health Sciences Center- care (eg, patients with multiple chronic
Lubbock, conditions, cognitive impairments and
084599202 disabilities, Limited English Proficient

patients, recent immigrants, the

uninsured, those with low health

literacy, frequent visitors to the ED, and

others)
084599202.2.3, “PASS 2” 2.8.1 - Design, develop, and implementa | TBD $3,610,649

Apply Process Improvement Methodology to
Improve Quality/Efficiency,

Texas Tech University Health Sciences Center-
Lubbock,

084599202

program of continuous, rapid process
improvement that will address issues of
safety, quality, and efficiency.
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Project Title

Brief Project Description

Related Category 3 Outcome

Estimated Incentive

Measure(s) Amount (DSRIP) for DYs 2-
5
137999206.2.1, 2.2.1 - Redesign the outpatient delivery IT-1.12 Diabetes Care: Retinal eye $9,927,821
Expand Chronic Care Management Models, system to coordinate care for patients exam.
University Medical Center, with chronic diseases. IT-1.13 Diabetes care Foot exam.
137999206 IT-1.14 Diabetes care:
Microalbumin/Nephropathy
137999206.2.2, 2.3.2 - “Other” project option: IT-3.1 All Cause 30 day $9,927,821
Redesign Primary Care, Implement other evidence-based project | Readmission Rate
University Medical Center, to redesign primary care in an innovative
137999206 manner not described in the project
options above

137999206.2.3, 2.11.2 - Evidence-based interventions IT-3.3 Diabetes 30 day $9,927,821
Conduct Medication Management, that put in place the teams, technology readmission rate.
University Medical Center, and processes to avoid medication
137999206 errors.
137999206.2.4, “PASS 2” 2.10.1 - Implement a Palliative Care IT-13.3 Proportion with more $8,467,517

Use of Palliative Care Programs,
University Medical Center,
137999206

Program to address patients with end-
of-life decisions and care needs

than one emergency room visit in
the last days of life x
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Project Title

Brief Project Description

Related Category 3 Outcome

Estimated Incentive

Measure(s) Amount (DSRIP) for DYs 2-
5

130725806.2.1, 2.15.1 - Design, implement, and evaluate | IT-6.2 Other Outcome $1,707,680
Integrate Primary and Behavioral Health Care projects that provide integrated primary | Improvement Target
Services, and behavioral health care services.
West Texas Centers
130725806
137227806.2.1, 2.6.2 - Establish self-management IT3.3 Diabetes 30 day $1,443,289

Implement Evidence-based Health Promotion
Programs,

Yoakum County Hospital,

137227806

programs and wellness using evidence-
based designs.

readmission rate.
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Section III. Community Needs Assessment

The data used for this section was collected and analyzed under the direction of the
West Texas AHEC. The first step of the project consisted of focus group meetings in 11
counties within RHP-12 Rural. Focus groups were conducted to gain a better
understanding of community health needs and available resources. Subjects were
recruited by West Texas AHEC staff in collaboration with the community champion.
Focus group participants consisted of local government officials, local health care
providers, and other community members who had a stake in public health. The focus
groups were conducted by a moderator from the Earl Research Survey Lab.

The next step of the project consisted of telephone surveys that were conducted by the
Earl Research Survey Lab. The goal was to complete 100 random-digit telephone
surveys, 3 per each county, from residents living in RHP-12 Rural owning a land-line. In
RHP-12 Rural 1023 telephone surveys were completed with a response rate of 11.29%
and a cooperation rate of 40.67%. Surveys were conducted in Spanish and English.
The survey instrument contained questions regarding basic demographics, health care
access and various health and behavior indicators.

The RHP 12 Urban area needs assessment was based on a similar study completed by
Covenant Hospital.

Behavioral Risk Factor Surveillance Survey (BRFSS), Census, and other health and
demographic data was obtained from the Texas Department of State Health Services
(DSHS).

e Demographics (e.g. race/ethnicity, gender, language, age, income, education,
employment, large employers)

RHP Region 12 is comprised of both urban and rural areas. The RHP-12 Urban region
consists of 3 counties: Lubbock, Potter and Randall counties. According to the 2010
Census, the urban region consists of 2,745 square miles with a population density of
189.66 residents per square mile. The rural portion of the region consists of 42,793
square miles with a population density of 8.65 residents per square mile. Population
densities of less than 7 people per square mile are considered frontier. The RHP-12
region is larger than the State of Ohio and larger than 17 other states in the union.

According to the county-based population estimates from the United States Census
Bureau, RHP-12 Rural changed in population from 369,552 in April, 2000 to an
estimated 370,191 in April, 2010 by 639 residents. This reflects an increase of 0.2% in
population. During the same period, the RHP-12 Urban area changed in population from
460,486 in April, 2000 to an estimated 520,629 in April, 2010 by 60,143 residents. This
reflects an increase of 13.1 percent in population. During the same time period, the
state's population changed by 4,293,741 residents from 20,851,820 to an estimated
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25,145,561 persons representing a comparative change of 20.6%. The RHP-12 region's
race/ethnic distribution in 2010 is estimated by the Census Bureau to be:

White 79.3 88.5
Black 3.4 14.29
Other 15.2 18.15
Hispanic® 42.8 32.9
Total Population 441 55.9

° Hispanic count includes White, Black and other representation when reported.

Non-Hispanic/Latino
White 506,209 56.8
Black 46,324 5.2
American Indian or Alaskan Native 3,839 0.4
Asian/Native Hawaiian/Other Pacific Islander 14,612 1.6
Other 10,134 1.1
Hispanic/Latino 309,702 34.8
Total 890,820 100.0

The gender distribution of an area can provide additional insight into the RHP-12 rural
region's overall distribution in the population by male and female. Of RHP-12 rural
population, males comprised 51.5% of the population and females comprised 48.5%. Of
the RHP-12 Urban area's population, 258,442 were male which represents 49.6% and
262,187 were female which represents 50.4%. This compares to the statewide
percentage of 49.6% for male and 50.4% for female.

The age distribution of an area can provide valuable insight into the region's economic
composition and income potential. By national standards, Texas has a relatively young
population. The 2010 Census estimates for Texas show a population composition as
follows:

Under 5 8 7.4 10.0
5-14 154 13.9 19.0
15-19 7.6 7.8 10.1
20-44 18.9 23.8 28.5
45-64 17.5 16.8 22.4
65+ 8.4 7.0 10.0
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According to the American Community Survey (2005-2010), across the entire region the
average percentage of families with income below poverty in the entire region is 12.1%.
However, when looking at families with children, the ratio is significantly higher at
19.4%. The rate increases to 26.8% when children under 5 years old are present in the
house. Among all adults age 25 and over, 23.8% of them live in poverty. The average
median earnings in 2009 for the population 25 and over were $27,415. An average of
14.9% of the population in the region’s counties is linguistically isolated.

Poverty levels, income, and English ability correlate with education levels. In RHP-12,
12.8% of individuals older than 25 years old had less than a 9" grade education. In
terms of educational attainment, 74.6% of all residents over 25 years old had a high
school diploma or higher; 16.5% had a Bachelor’'s degree or higher; and 4.3% had a
graduate or professional degree.

Texas Workforce Commission reported an average weekly wage during 3rd quarter
2010 for all covered wages and salaried employment in the RHP-12 Rural region to be
$705.20 and in the RHP-12 Urban region to be $683.70. Average weekly wages for 3rd
quarter 2011 was $761.01, an increase of 7.9%, and in the RHP-12 Urban region
$718.97, an increase of 5.2%. This is compared to an increase of 6.3% statewide for
the same period of time. The Texas statewide average weekly wage in the 3rd quarter
of 2010 was $931.50. The wage data is the result of the reported quarterly wages and
salaries paid by employers divided by 13 weeks.

The most recent civilian labor force estimates from the Texas Workforce Commission
(TWC) for Texas statewide in April 2012 is 12,547,852 which is an increase in the labor
force of 139,139 persons since April 2011. This represents a 1.1% change in Texas
during this time period. These estimates are not seasonally adjusted. RHP-12 Rural
had a civilian labor force of 187,016 for April 2012 which was a change of 1,745 since
April 2011. This change represented an increase of 0.9% for the RHP-12 Rural study
area. RHP-12 Urban had a civilian labor force of 279,611 for April 2012 which was a
change of 4,576 in CLF since April 2011. This change represented an increase of 1.7%
for RHP-12 Urban.

Compared to Texas, employment sectors in RHP-12 Rural changed at a higher rate for
Construction, Manufacturing, Trade, Transport & Utilities and Other Services between
3rd quarter 2010 and 3rd quarter 2011. During that same time period, area employment
for Natural Resources & Mining, Information, Financial Activities Group, Professional,
Business & Other Services, Education & Health Services., Leisure & Hospitality Group
and Public Administration changed at a lower rate when compared to Texas.

In the Urban area, employment sectors in RHP-12 Urban changed at a higher rate for
Trade, Transport & Utilities, Prof., Business & Other Services, Education & Health
Services and Public Administration between 3rd quarter 2010 and 3rd quarter 2011.
During that same time period, area employment for Natural Resources & Mining,
Construction, Manufacturing, Information, Financial Activities Group, Leisure &
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Hospitality Group and Other Services changed at a lower rate when compared to
Texas.

Top Manufacturers for the RHP-12 Rural Region:

Name City County
American Cotton Littlefield Lamb
Growers

Azteca Milling LP Plainview Hale
Cargill Meat Solutions Plainview Hale
Cargill Meat Solutions Friona Parmer
Caviness Packing Hereford Deaf Smith
Conoco Phillips Crude Borger Hutchinson
Terminal

Hereford Svc Hereford Deaf Smith
Jbs Swift & Co Cactus Moore
Valero Mc Kee Refinery  Sunray Moore
National Oilwell Varco Varies West Texas Region

Top 10 Manufacturers for the RHP-12 Urban Region:
Aramark

B&W Technical Svc Pantex
Beef Products

Bell Helicopter Textron
Industrial Molding Corp
Mrs. Baird's Bakeries
Owens Corning

Tyco Fire Products

Tyson Fresh Meats

X-fab Texas

e Insurance coverage (e.g. commercial, Medicaid, Medicare, uncompensated)

According to the Behavioral Risk Factor Surveillance System (BRFSS) (2010), 59.8% of
residents had employer-based health insurance; 19.2% had Medicare; 4.0% had
Medicaid; 2.7% had Veteran’s Administration or Military Insurance; 0.6% had coverage
through JO Wyatt or a District Clinic; and 0.3% had other coverage. 13.4% of residents
were uninsured.

e Description of region’s current healthcare infrastructure and environment (e.g.
number/types of providers; hospital sizes, services, systems, and cost; Health
Professional Shortage Area (HPSA))

The number of acute and psychiatric care hospitals in RHP-12 Rural as of October 2007
was 29, with an average total beds capacity of approximately 36.2 compared to a
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statewide ratio of 123.1 beds per hospital according to statistical reports from the Texas
Department of State Health Services. The number of acute and psychiatric care
hospitals in RHP-12 Urban as of October 2007 was 19, with an average total beds
capacity of approximately 168.8 compared to a statewide ratio of 123.1 beds per
hospital according to statistical reports from the Texas Department of State Health
Services.

The Texas State Board of Pharmacy data for October 2007 shows there are 168
licensed pharmacies in the RHP-12 Urban study area and 122 licensed pharmacies in
RHP-12 Rural.

According to the Texas Department of State Health Services October 2007 report, there
were 386 direct patient care and primary care physicians who practiced in the Rural
region and 1,520 in the Urban region. Including primary care and specialty physicians,
the ratio of total persons to each physician in the RHP-12 Rural area was 991.1
residents per each physician. The ratio of total persons to each physician in RHP-12
Urban was 323.3 residents per each physician. This compares to a statewide ratio of
460.5 persons for each physician in Texas. Although the urban ratio shows better ratios
than the state, the area is home to a medical school with more than 300 residents who
are factored into these ratios, but do not provide the same level of care or access as
physicians who have completed their training.

Federally Designated Health Professional Shortage Area of RHP 12 as of March 25,
2011 is shown on the maps following the tables at the end of the report. The map was
created by the Primary Care Office at DSHS. The white counties are counties that have
no designation at all, and this is typically because they lack enough population to make
the Health Resources and Services Administration (HRSA) Health Professions
Shortage Area (HPSA) matrix work and usually no doctors at all. The blue counties are
counties that have been designated as entire county HPSAs after going through the
matrix mentioned above. The specific reasons why each blue county was designated as
a geographic HPSA have to do with patient-provider ratios as well as distance to care
factors. The red counties have census tracts that fall into the same criteria as the blue,
but not the entire county census tracts are deemed underserved by the distance and
ratio factors. The cream colored counties and the bright green counties are either entire
(cream) county designated, or partial (green) county designated based on needs of
special populations. 99.9% of the time that translates to the county having plenty of
providers, but far too few or none that will accept Medicaid, Medicare, CHIP, etc. As
shown on the map, RHP 12 has a primary care shortage, dental care shortage and a
severe Mental Health Care Shortage.
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Federally Designated Primary Care
Health Professional Shortage Areas
as of March 23, 2011

Dezignation Status
[ Mot Designated
| Special Pooulation
[ Special Population Partial County
Partial Courty
Whaole County

Prepared By

Heallh Piolession: Ressuros Cesnler
Cembar for Health Slalistics

Teres Departiment of Stalte Health Servces
March 22, 2011

Federally Designated Dental
Health Professional Shortage Areas
as of March 25, 2011

Cesgnation Status
Mot Designated
Special Population

Zpecial Population Parlial County
Fartial County

Whole County

Pmpared By

Heaidt Prodessions Resiiroe Cemer
Cpater dar Haalth Statistica

Texas Departmen af Stats Health Services
harch 25, 2011
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Federally Designated Mental
Health Professional Shortage Areas
as of March 25, 2011

[— == RHP 1Z Rzgon

Designation Status

Mot Designated Prepared By
g ial Population Heawlth Prafeasiard Ressunce Tealer
pec op
Partial County Certer for Heallh Stalistios
Wihala C Tidai Dogarimerd of Slala Haalth Sardces
& County March 25, 2011

Because of the rural and frontier nature of the RHP-12 region, many counties do not
have acute care hospitals. In addition, there have been a number of hospital closings in
recent years that has further reduced access for area residents. Within the RHP-12
region, 17 counties have no acute care hospital; 27 counties have 1-2 acute care
hospitals; and 2 counties have more than 2. The following map from the Texas
Department of Health Services illustrates the number of acute care hospitals in 2011.
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Hospitals By County
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e A brief description of any initiatives in which providers in the RHP are
participating that are funded by the U.S. Department of Health and Human
Services. Refer to the Companion Document for a list of applicable federal
initiatives.

Texas Tech Health Sciences at Amarillo has one HRSA grant for the Pediatric
residency. The funding amount is $960,000 for resident salary over a 5 year period.
The second year of the grant began on July 1, 2012. This grant supports two salaries
plus benefits. Texas Tech Health Sciences at Amarillo also has a State DSHS for Early
Head Start Home Based Option (EHS), Home Instruction for Parents of Preschool
Youngsters (HIPPY), Nurse Family Partnership. However, these funds cannot be used
towards any matching funds. This is a fairly new project so no reimbursements have
been received and the state has not finalized the budget.

South Plains Rural Health Services, Inc. in Levelland, Texas has a HRSA grant for
$650,000 which supports the primary care services at a Federally Qualified Health
Center.

Bailey County is in the final stage of a HRSA grant that was designed to expand the
size of their Rural Health Clinic through a capital expansion. However, matching funding
was not raised. Therefore, the scope of the grant changed to equipment only. This
project will be finished by 12/31/12.

Nolan County reports the following grants that have US Department of Health and
Human Services funding passed through the Texas Department of State Health
Services. These grants are the Mental Health Block Grant; Title XX-Social Services
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Block Grant; and Temporary Assistance for Needy Families (TANF). Nolan County also
reports funding passed through Texas Department of Assistive and Rehabilitative
Services Temporary Assistance for Needy Families (TANF) funding; Medical Assistance
Program funding (Title XIX Medicaid); and ARRA-Medical Assistance Program (Title
XIX Medicaid)

Cogdell Memorial Hospital of Snyder, TX in Scurry County reports a SHIP grant (Small
Rural Hospital Improvement Program) from the state for physician peer review and IT
infrastructure.

e A brief description of any other relevant delivery system reform initiatives
underway in the RHP region.

There are currently no other Medicaid or Medicare delivery system reform initiatives
occurring in the region.

e Projected major changes in items considered in the above five bullets expected
to occur during the waiver period of FFY 2012 — FFY 2016

The Office of the State Demographer for the State of Texas distributes the most widely
used population projections for Texas. Projection estimates in these tables and the
methodology for migration scenarios have been revised as of 2008 by the Texas State
Data Center and Office of the State Demographer - now housed at University of Texas,
San Antonio. Using this projection scenario, the following table represents population
projections for RHP-12 Rural as computed in 2008 by The Office of the State
Demographer for the State of Texas:

Population Projections and Percent Change Since 2000
Year Total % Anglo % Black % Hispanic % Other %
Chg Chg Chg Chg Chg
2000 20,851,820 --- 11,074,716 --- 2,421,653 --- 6,669,666 685,785 ---
2005 22,556,046 8.2 11,327,873 2.3 2,588,605 6.9 7,820,842 17.3 818,726 194
2010 24,330,646 16.7 11,533,976 4.1 2,754,751 13.8 9,080,459 36.1 961,460 40.2
2015 26,156,723 25.4 11,694,520 5.6 2,913,062 20.3 10,436,546 56.5 1,112,595 62.2

e Key health challenges specific to region supported by data (e.g. high diabetes
rate, access issues, high emergency department (ED) utilization)

The following health data is sourced from the Behavioral Risk Factor Surveillance
System (BRFSS). This data does present some limitations because of the ability of
BRFSS to cover the rural and frontier areas. Therefore additional information is
presented from the survey that the West Texas AHEC completed in association with the
needs assessment for the RHP-12 initiative.
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Vaccinations — In Amarillo 93.4% got needed vaccinations in 2010 compared to 89.2%
in 2007. In the rural counties 5% of the phone survey said certain vaccinations were
unavailable and 6% said their health coverage did not provide for vaccinations. 4% of
adults did not have access to vaccinations. Of those age 65 and older, 30.3% have not
had a pneumococcal vaccination and 36.7% had no flu vaccination within 12 months. Of
those between 18 and 65 years 67.5% have had a flu vaccination within 12 months.

Excess Body Weight — In Amarillo 61.1% of the population had excessive body weight
(overweight 32%, obese 28.4%) compared to 54.4% in 2007. Increasing obesity mirrors
nationwide trends. Physical inactivity and diet are the major contributing factors
according to surveys in both the rural and urban areas. Nationwide show the incidence
is increasing.

Diabetes Mellitus — Patients surveyed who were told they have diabetes in 2010 (9.1%)
and 2007 (11.0%) are compared to nationwide in 2009 (8.3%) and Texas 2007 (9.3%).
Statistically there are many more cases of undiagnosed diabetes. Survey respondents
indicated that 8.7% were told they had borderline diabetes and 4.3% of women said
diabetes was diagnosed when they were pregnant. All national surveys show the
incidence of diabetes is increasing. Approximately 1.8 million adult Texans have Type 2
diabetes and an estimated 460,000 are undiagnosed. Diabetes related illness is the 6™
leading cause of death in Texas and the 4™ leading cause of death for African
Americans and Hispanics. Approximately 21.9% of adults with diagnosed diabetes do
not have health insurance. Lubbock BRFSS data indicate that 10.7% have diagnosed
diabetes. The death rate from diabetes in Lubbock is 38.6/100,000 and is higher than
the Texas rate of 26.5/100,000.

Heart Disease, High Blood Pressure and Stroke- 4.8% of Amarillo respondents in 2010
said they have had a heart attack or angina. Lubbock had a higher incidence of 7.1%
with a nationwide at risk comparison of 4.0% in 2008. In the rural counties, 25%
reported a household member with some form of heart disease; 7% cited someone in
their household having had a stroke; and high blood pressure was cited by 56% as
being prevalent in their household. In Lubbock 2.8% reported they had had a stroke. In
Amarillo, the at risk rate for stroke was 3.2% in 2010 and 3.1% in 2009. The national at
risk for stroke percentage is 2.4%.

Asthma - Respondents were asked if a doctor, nurse, or other health professional had
ever told them they had asthma. 19.6% of the respondents had been told they had
asthma. When asked if they still had asthma, 77 (66.4%) of the 116 respondents who
had ever been told they had asthma answered “yes.” This equals 12.9% (“at risk”) of all
598 respondents.

This rate is higher than both the nationwide percentage (8.8%) and the Texas
percentage (6.5%) in 2009. Asthma was higher among female respondents,
Black/African American respondents, respondents with some college education,
respondents with an income of $50,001 to $75,000, and respondents who completed
the interview in English.
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Tobacco Use — Amarillo respondents were asked if they had smoked at least 100
cigarettes (5 packs) in their entire life. A total of 42.9% reported having smoked at least
100 cigarettes in their life. The percentage of respondents who had smoked at least 100
cigarettes in their entire life appears to have decreased from 48.1% in 1999 to 44.3% in
2007 to 42.9% in 2010. The percentage of Amarillo 2010 respondents who had smoked
at least 100 cigarettes in their life is equal to that of Nationwide 2009 respondents and
higher than that of Texas 2009 respondents. The percentage smoking at least 100
cigarettes in their life (“at risk”) decreased as education and income increased and was
higher among male respondents.

Respondents who had smoked at least 100 cigarettes in their entire life were asked if
they still smoked every day, some days or not at all. 32.0% still smoked every day while
11.6 percent smoked some days. 57% no longer smoked cigarettes. The percentage of
those respondents who still smoke every day appears to have decreased from 44.2% in
1999 to 36.7 percent in 2007 to 32.0 percent in 2010. An “at risk” person is defined as
one who has smoked at least 100 cigarettes in their entire life and still smokes every
day or some days (111 respondents/598 total = 18.6%). In Lubbock current smokers
were 20.9% and 43.6% smoked at some time in their lifetime.

In rural counties when surveyed about perceptions around tobacco use, 43% of
respondents thought tobacco use was a problem, with 43% citing youth smoking as
their basis, and 37% including use of smokeless tobacco and youth. Twenty-nine
percent of respondents believed that the number of pregnant women who smoke is too
high. Forty-six percent of respondents believed that the number of adults who smoke is
too high. Lack of local enforcement of smoking bans was considered to be a problem by
24% percent of respondents and 25% of respondents were concerned about
enforcement of minors purchasing tobacco products.

Mammogram Screening - Female respondents were asked if they had ever had a
mammogram, an x-ray of each breast to look for breast cancer. The Amarillo BRFSS
data indicated 62.0% of the female respondents reported having had a mammogram.
Of women age 45 to 64, 15.8% have never had a mammogram. In Lubbock women of
all ages reported that 26.1% have never had a mammogram. The percentage of the
female respondents who had a mammogram increased as the age of the respondent
increased, and was higher among Black/African American respondents, respondents
with a college degree or more, and respondents with an income of $50,001 to $75,000.
In the rural counties, opportunities and education regarding the need for mammograms
are known to be low, although no specific data is available.

Pap Smear - Female respondents were asked if they had ever had a Pap test, a test for
cancer of the cervix. 86.8 percent of those respondents answered “yes.” It appears that
a smaller percentage of female respondents reported ever having a Pap test in 2010
(86.8%) than in 2007 (90.3%). The percentage of female respondents who reported
ever having had a Pap test was higher among Black/African American respondents and
respondents with an income of $50,001 to $75,000. In Lubbock, 24.7% of women over
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18 years of age have had no pap smear within 2 years. Female respondents who
reported having had a Pap test were asked how long it had been since they got their
last one. Survey information shows 73.7% of those respondents reported they had
gotten their last Pap test within the past year (57.0%) or within the past 2 years (16.7%).

An “at risk” person is defined as a woman age 18 or older who has not had a Pap test in
the past three years. The percentage of at risk women is lower for Amarillo 2010
respondents than Nationwide 2008 (17.1%) and Texas 2008 (18.5%) respondents. The
percentage of female respondents over 18 years of age who were at risk because they
had not had a Pap test in the past three years increased as the age of the respondent
increased.

Rectal Exam - Male respondents were asked if they had ever had a digital rectal exam
and 42.7% of those respondents answered “yes.” It appears that the percentage of male
respondents who had ever had a digital rectal exam had decreased to 42.7% in 2010
from 46.6% in 2007.

Male respondents who reported having had a digital rectal exam were asked how long it
had been since they had the examination. 65.3% of those respondents reported having
had this exam either within the past year (48.6%) or within the past 2 years (16.7%). In
Lubbock 45.9% of males surveyed stated they had a rectal exam performed in the past.

Sigmoidoscopy or Colonoscopy - Survey results indicated 30.7% of the respondents
indicated they had had one or the other of the exams. 38% of Amarillo 2010
respondents age 50 or older were at risk compared to 37.8% of Nationwide 2008
respondents and 43.8% of Texas 2008 respondents). The percentage appears to have
increased when compared to Amarillo 2007.

Results show 40.4% of those respondents reported having one of these exams within
the past year (22.2%) or within the past 2 years (18.2%). A smaller percentage of 2010
respondents (40.4%) than 2007 respondents (49.6%) reported having had a
sigmoidoscopy or a colonoscopy exam within the past 2 years.

HIV Testing - The Survey indicated that 37% had been tested for HIV. The percentage
of respondents who reported being tested for HIV generally decreased as the age of the
respondent and income decreased and was greater among Black/African American
respondents and respondents with children under 18 living in the household (see Table
83). 47% of those who had been tested for HIV were tested from between January,
2008 and August, 2010.

Mental Health - Mental disorders are present in 6% of the adult population. 20% of
children have at some point in their life a seriously debilitating mental disorder. Mental
disorders account for 25% of years of life lost to disability and premature mortality.
Access in all of Texas is difficult due to insufficient providers and low funding levels.
Fewer than half of the eligible mental health population received services in Texas. Only
41.7% of children ages 2 to 17 received care they needed. In the Lubbock area 18.8%
of the adult population experienced 5 or more days of poor mental health. The 2010

RHP Plan for Region 12 44



Amarillo BRFSS data indicate 15% of respondents sought mental health services in the
last two years.

The most common problem reported by respondents who sought mental health care
was the inability to get an appointment (24.2%). Access in all of Texas is difficult due to
insufficient providers and low funding levels. In the Lubbock Independent School District
that 19% had felt sad or depressed most or all of the time in the last month and 18%
reported attempting suicide at least once. 15% had engaged in bulimic or anorexic
behavior. Lubbock County’s rate for family violence was 90% higher than the Texas
average and child abuse was 120% higher than the Texas average. Counseling
services are offered on only a limited basis to Medicaid patients and worse to uninsured
patients.

In the rural counties respondents were asked to report on mental health issues present
in their households during the previous 5 year period. 22% of respondents reported a
household member affected by depression or anxiety. Almost 3% of respondents had a
family member attempt suicide. 3% of respondents also reported a household member
who had been diagnosed with a mental illness other than depression/anxiety, and over
2% stated the condition was too severe for the member to maintain employment. Stress
was a mental health issue reported by 25% of persons surveyed. 3% of respondents
also reported a household member dealing with some form of eating disorder. When
asked about their ability to receive help and support for these mental health issues, only
7% stated they were completely lacking a resource that would meet their needs, but 3%
cited a lack of quality, affordable, accessible, mental health services in their local
community, with lack of transportation affecting 4% of respondents. Less than 2% of
respondents reported concerns around the perception of accessing mental health
services.

Maternal Care Issues — Maternal health is a key determinant in long term health status.
Fewer than one half of pregnancies are planned. In Lubbock County in 2007 only 58.1%
of mothers received first trimester prenatal care. In Lubbock 41.7% of births are to
unmarried mothers and 4.9% to mothers less than 18 years of age. Adolescent
motherhood to Hispanics girls is 10.9%. For all groups low birth rate babies were 8.4%
of the total births. Potter/Randall County has a very high rate per population of sexually
transmitted diseases.

Dental Care — DSHS data indicate a severe shortage of dental care as do hospital
needs assessments.
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The assessment should inform the selection of DSRIP projects in Section V. The
community need ID number shall be referred to in the project narratives in Section V.

Summary of Community Needs

ID# Description of Problem Needing to be Data Source
Addressed

CRITICAL NEED

CN.1 Severe primary care provider shortage, wait BRFSS data, Focus groups,
time, expense, lack of insurance, access to care survey, DSHS

CN.2 Lack of mental health services, inability to get an | BRFSS data, survey, focus
appointment, lack of insurance, need to use ERs | groups. DSHS data
for initial contact.

URGENT NEED

CN.3 Poor insurance support or uninsured. BRFSS data and survey

CN.4 High incidence of obesity, diabetes mellitus and | BRFSS data and survey
heart disease.

CN.5 Need for specialists to assist in the treatment of | BRFSS data
obesity, diabetes mellitus, heart disease,
asthma, chronic lung disease & other chronic
diseases.

CN.6 Need for cancer screening with mammogrames, BRFSS data, survey, focus
pap smears, colonoscopy, sigmoidoscopy, rectal | groups
exam

CN.7 Insufficient maternal and prenatal care, BRFSS data, survey, focus
especially the first trimester teen pregnancy, groups.
high percentage of unmarried mothers

IMPORTANT BUT LESS URGENT

CN. 8 Alcohol abuse and binge drinking, substance BRFSS data, survey
abuse

CN.9 Tobacco use BRFSS data, survey

CN. 10 High Prevalence of asthma and care issues BRFSS data, survey

CN. 11 Inadequate vaccination of the population BRFSS data

CN. 12 High incidence of sexually transmitted disease BRFSS data

CN. 13 There is a shortage of dental care BRFSS data, surveys,

Hospital Needs Assessment
CN. 14 HIV Screening BRFSS data
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Section IV. Stakeholder Engagement

A. RHP Participants Engagement

Work on stakeholder involvement began when the Medicaid 1115 Waiver was approved
in December 2011. Initially the Texas panhandle was divided into Region 12 and
Region 16. However, during the participant engagement process the regions were
merged, as described below, so now Region 12 is comprised of the former Regions 12
and 16. Jeff Dane, the Chief Financial Officer for University Medical Center, began
discussions with Steve Beck at Covenant Health System, who then brought into the
conversation Brandon Durbin, a well-known West Texas consultant who deals heavily
with the rural hospitals in this region. This initial group then formed a list of all hospitals
in the original Region 12, which at that time were only 25 counties not 47. From this list
the team worked to get contact information for lead representatives at each facility, and
subsequently created an email group.

The provider outreach in the original Region 16 began in Amarillo with the Coalition of
Health Services, which is an organization of all Northern Panhandle Hospitals. Region
16’s first step in their process was to have the Coalition of Health Services identify
additional potential stakeholders. Kyle Sanders, then-CEO of Northwest Texas,
suggested outreach to Matt Richardson, Director of Public Health in Amarillo and the
Amarillo Hospital District. Mr. Richardson was contacted and the Amarillo Hospital
District was tentatively named anchor of the original Region 16 (Moore County was later
appointed anchor for the original region 16 prior to the final merger of the regions) Mr.
Richardson then immediately initiated the involvement of Brandon Durbin, who was the
same consultant used by the original Region 12 to gather a list of potential
stakeholders.

The Original region 12’s first stakeholder gathering took place on March 22,2012 in
Lubbock, TX. Several members from the original region 16 were present at this
meeting. The following meetings included participants from the proposed mer%ed
region. These additional regional stakeholder meetings took place on April 24™, May
22" July 17", August 16™ and September 13". A meeting was scheduled for June
26™, but the executive committee cancelled due to significant direction change in the
waiver and lack of confirmed information to share. The March, April, May, July, &
September meetings were all face to face meetings with attendance recorded.

However, because of the size of Region and travel distances involved, alternative
meeting formats were also offered. The August meeting was done via webinar. For the
July and September meetings, two location options were provided utilizing technology at
the Texas Tech University Health Science Center campuses. Stakeholders could attend
the meeting in Lubbock or Amarillo face-to-face. They could also dial in for a live audio-
only feed of the presentation.
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In September the state distributed a list of Pass 1 Hospital Allocations. From this list, the
executive committee reached out to all hospitals that were not actively participating in
the waiver. Those included Cochran Memorial Hospital in Cochran County, and in
Wheeler County, Parkview Hospital and Shamrock Hospital. All three hospitals opted
out of DSRIP; two are participating as a UC-only hospital; and one is not participating at
all.

One of the agenda items of the April regional meeting was a discussion of the proposed
merger of Regions 12 & 16 (Amarillo). Representatives from both the original Region 12
and 16 were present at this meeting. It was voted on and decided by the two regions
executive committee to move forward with the merger. UMC presented the proposed
merger to the state at a public hearing in Austin on May 17th and received approval via
the Final RHP map on May 31°.

At the May 22" meeting, subcommittees were developed. (See Addendum 4). The
most active of these subcommittees were the behavioral health & the community needs
assessment groups in addition to the executive committee, which met regularly. From
April to June, the executive committee met every other week face-to-face, and
beginning in July the committee added a thirty minute conference call in the weeks
without a face-to-face meeting. This schedule continued through September, but since
then has decreased in frequency because of the significant project time required to work
on thecProjects and on the RHP plan document completion. However, on October 1%
and 2", UMC staff held work sessions in Amarillo and Lubbock. Partners were provided
with one hour time slots for each to receive technical assistance in writing their DSRIP
projects.

Quarterly, regional meetings will continue to be held and an option to participate via
teleconference will continue to be available. Executive committee will have regularly
scheduled monthly conference calls beginning in January 2013 with a planned duration
of at least one hour going forward. All participants will also be encouraged to participate
in a regional learning collaborative (being developed) and an open forum project
discussion forum on our www.texasrhpl2.com website.

B. Public Engagement

The consolidated Region 12 developed a website, www.texasrhpl2.com, as a means of
communication with the region and the public at large. All updates regarding the waiver
and the region are present on this site and public comments were accepted through this
website. The website also has a member section that contains resources, unique
regional templates and other working documents specifically for RHP-12 members.

Regular and frequent email communication was used throughout the entire process on
an as needed basis along with personal communication with each partner as questions
arose. UMC strove to offer as much technical support as possible to the group.
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In Mid-February, Jeff Dane attended the South Plains Association of Governments
meeting along with several county judges where he gave a presentation on the waiver.
On March 22nd, the first Region 12 stakeholder meeting was held. At this meeting, the
executive committee for ORIGINAL Region 12 was established and the topics
discussed included the need to identify additional stakeholders and local needs
assessment that would need completed.

Two public meetings were organized in Amarillo before merger. One was for March 20,
2012, which was announced in the Amarillo newspaper and online. The second was
held for Amarillo area stakeholders at the Amarillo Globe on April 23, 2012 with thirty-
eight people in attendance. Power Point Presentation and sign-in sheets are available
from the second meeting.

In July, UMC mailed letters to fifteen county judges representing counties in the region
that do not have a healthcare facility in the county. UMC received one response from
Oldham County Judge, Don Allred. After a discussion of the waiver and its
requirements, he decided that because their indigent costs are so low there was not a
need for them to participate in the waiver.

All major milestones in the current and future development and implementation of the
RHP plan are accompanied by a public comment period through the website and
periodic meetings if deemed appropriate by the executive committee. On November 8
and December 14, 2012, UMC hosted a teleconference/webinar to open the Region 12
plan to public comment. These meetings were posted in the Amarillo and Lubbock
newspaper and at the region’s www.texasrhpl2.com website. Comments were
accepted during the call, on the website, and for five days following the call. The
Region will continue to follow this structure at every major milestone in the plan’s
development and implementation. The schedule for public comment will be posted on
the Region 12 website.

Region 12 has a letter of support from the two major medical societies in the Region.
The Potter-Randall Medical Society and the Lubbock, Crosby, Garza Medical Society
have provided letters regarding their participation in the waiver process.

RHP Plan for Region 12 49



Section V. DSRIP Projects

A. RHP Plan Development

RHP-12 is a Tier 3 region. In Pass 1, the RHP-12 has identified 88 Category 1 and 2
projects with an associated 95 Category 3 outcome measures.

For the implementation of Pass 1, providers were notified of the available funding
amounts and the valuation formulas that would be utilized to determine fundability.
From there, local communities developed projects based on the results of the local
needs assessment and according to how they felt they could most significantly impact
the overall goals of the initiative. This has resulted in a set of projects that will
significantly both the Urgent and Critical needs identified in the Needs Assessment.
Rather than RHP-12 utilizing a top down methodology to direct project development, the
governing body elected for an organic process that would allow local communities to
address gaps and challenges as they found most appropriate. Because of the great
distance between rural providers, it is difficult to develop “region wide” responses. The
difficulty with administering such regional approaches become immobilizing in a region
as vast as RHP-12. Therefore, the local approach elected by the governing body has
mitigated that barrier, and the strategy of allowing local self-determination regarding
projects has insured that the projects contribute towards the overall objectives and
goals of RHP-12.

Although the majority of projects are being carried out by individual Performing
Providers, multiple collaborations did evolve between partners. An example includes
telemedicine project with Texas Tech Health Science Center and rural partners. The
geographic isolation of the majority of communities impedes large collaborations across
the entire region. Therefore, local communities have developed local responses that
achieve the overarching goal of RHP 12, which is to address as many of the community
needs identified in the assessment as possible.

A list of projects considered during Pass 1 and Pass 2 can be found in the attachments.

Because of the vastness of the area, the community needs assessment differentiated
between the urban and rural portions of the region. This was needed because of the
differences in the health care environments. The community level focus groups also
reinforced this idea. This core issue of geography directed the regional approach and
strategy for addressing the needs and goals. While recognizing the geographic
barriers, at the outset, RHP-12 sought to develop a process and outcomes that were:

o Inclusive

0 Maximize Financial Impact
0 Maximize Impact on Delivery of Healthcare
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The result of this framework produced a set of projects that 1) seek to address local
needs as identified in the needs assessment; and 2) produce maximum impact by
moving RHP-12 towards the triple aim goal of assuring patients receive high quality and
patient centered care, in the most cost effective ways. This is being accomplished by
impacting some of the least costly areas of care, namely primary care. In fact, the bulk
of the projects outlined relate to providing expanded primary care as outlined by the
following goals and objectives.

0 Expand primary care capacity and quality
» Decrease address non-emergent emergency room usage
= Increase facilities for primary care
» Increase patient centered medical home capacity
= Increase prevalence of chronic disease management among
providers
= Improve ability to recruit providers
» Increase access to mental health services

The performance improvement capacity goal aims to address issues that deter patients
from seeking care and issues which negatively impact the health status of the region’s
patients. The strategies utilized to address the goal are grounded in evidenced based
practices as outlined in guidance from CMS and HHSC. The patient tracking systems,
reductions of preventable re-admissions, and the telemedicine initiative will also support
the efforts of the primary care strategies described above.

o Enhance performance improvement capacity
= Address patient satisfaction issues
= Improving patient and disease tracking capacity
= Reduce potentially preventable re-admissions
= Utilize non-traditional service methodology such as telemedicine

Finally, the disease prevention activities also link to primary care in that these activities
are aimed to increase knowledge about the importance of primary care, self-care, and
increase availability of prevention and early detection services for cancer.

o Implement disease prevention activities
= Implement health promotion activities
= Increase availability of prevention and early detection services

While individual projects may not be region wide, local strategies are addressing the

major goals of the region and specifically the critical and urgent goals outlined in the
needs assessment.

Again, being inclusive, maximizing financial impact, and maximizing impact of the
delivery of health care governed the process for evaluating and selecting projects.
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Because the RHP-12 governing committee and anchor believed in the need for a
participatory approach, the committee decided to use a primarily qualitative process
rather than a strictly quantitative analysis to evaluate projects. In addition, the
overwhelming majority of the participating providers are IGTs, because per instructions
from HHSC, willing IGTs with viable projects could not be eliminated during the
selection process.

Each 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. The anchor
compiled proposals and facilitated meetings with the entities and performing providers
to discuss their ideas and began to negotiate with the IGTs. 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 12 proceeded through Pass 1 focused on meeting the Pass 1
requirements and ensuring that the eligible Pass 1 providers were able to include
projects that would enable them to participate in Pass 2.

In terms of the review and evaluation processRHP-12 was divided into three areas: 1)
North Rural; 2) South Rural; and 3) Urban. Sub-committees of the Executive
Committee comprised of providers from each of these three sub-regions were formed.
These sub-committees reviewed the proposed projects of the sub-region which they
represented. During the process, projects were evaluated for the ability to address the
needs identified in the needs assessment, adherence to the project areas, and
duplication of efforts. When any duplication was identified or when opportunities for
coordination and collaboration were identified, the sub-committee members would then
provide such feedback to the performing provider(s) regarding the issues identified.

Hospitals that are exempt:

1. Muleshoe Area Medical Center 130877708
2. Plains Memorial Hospital 136142011
3. Childress Regional Medical Center 133250406
4. Cochran Memorial Hospital 094152803
5. Crosbyton Clinic Hospital 094141105
6. Medical Arts Hospital 189947801
7. Hereford Regional Medical Center 133544006
8. WJ Mangold Memorial Hospital 126667806
9. Memorial Hospital 094121302
10. Hansford County Hospital 094117105
11. Coon Memorial Hospital & Home 130826407
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12. Hemphill County Hospital 109588703

13. Lamb Healthcare Center 127313803
14. Lynn County Hospital District 094180903
15. Ochiltree General Hospital 112704504
16. Parmer Medical Center 137343308
17. Cogdell Memorial Hospital 136330107
18. Swisher Memorial Hospital 130721710
19. Brownfield Regional Medical Center 130618504
20. Shamrock General Hospital

21. Parkview Hospital 121787905
22. Yoakum Hospital 137227806

B. Project Valuation

RHP-12 developed a valuation strategy that provided maximum self-determination to
local performing providers. Funding allotments were determined and local providers
were able to determine how the funds should be spent.

Because funding decisions were made by sub-committees of the Executive Committee
along with the Finance Committee, local communities were able to evaluate the impact
of peer projects and direct funding to those initiatives that provided the greatest overall
impact to the community as determined by the impact on critical needs (as determined
by the needs assessment); area population; and project scope. Therefore, two different
Performing Providers might have similar projects with different valuations because of
local geography barriers (i.e. frontier vs. urban); the complexity of need (i.e. after hours
care vs. new primary care services); and the diversity of projects from any one
Performing Provider. It is expected that similar projects with different valuations will
produce different values in terms of the evaluation metrics.

Hospital Performing Providers had to comply with the funding distribution across
Categories 1-4 for DY2 - DY5.

Category 1+2 No more No more No more No more than
than 85% than 75% than 70% 65%

Category 3 At least 10% At least 15% At least 20% At least 25%

Category 4 5% 10 - 15% 10 — 20% 10 — 25%
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No projects are valued at more than $20 million in total over s DY 2-5, and hospitals that
elected not to participate in category 4 shall allocate category 4 funding to categories 1
& 2 or 3.

RHP-12 utilized a set of criteria that were each worth up to five points. Each entity was
then required to evaluate the project based on those criteria, which were: 1) achieves
waiver goals; 2) address community needs (as identified by the needs assessment); 3)
project scope/size; and 4) project investment.

For each proposed project, the scores across each of the criteria in the proposed
methodology were summed to produce a total score. Using this assessment,
Performing Providers and sub-region committees were able to value projects for
submission to the RHP Plan. Performing Providers were advised that they may need to
adjust the number of projects and/or the project values upon consideration of such
factors as availability of local matching funds (IGT) and consistency of project valuations
across the region. Many providers also conducted more detailed valuations for their
projects by assessing the anticipated investments and community benefit, particularly
savings resulting from avoiding unnecessary healthcare costs, and the relationship to
other projects in RHP-12. Again, because of the geographic barriers, there was an
emphasis on identifying potential linkages with other regional providers and how the
project could tie into proposed learning collaboratives. Furthermore, the Community
Mental Health Centers worked together with their industry association to engage a
health economist in valuing their projects. This was important since many of their
projects cross regional boundaries and these organizations placed great emphasis on
ensuring consistency throughout the state.
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C. Category 1: Infrastructure Development

Project Option: 1.1.2 Expand Primary Care Capacity, Expand Existing Primary Care Capacity
Performing Provider: Brownfield Regional Medical Center/130618504

Unique Identification Number: 130618504.1.1

Project Components: 1.1.2.a-c

Provider: Brownfield Regional Medical Center (BRMC) is an acute care facility operating under Terry Memorial Hospital District.
BRMC is currently staffed for 26 beds but is licensed for 45 beds. BRMC's primary service area is Terry County, but secondary service
area extends to surrounding counties and parts of eastern New Mexico. The total service area population is estimated at around
28,000.

Intervention: This project increases access to healthcare through extended clinic hours on nights and weekends, additional
physician hours, and needed support staff.

Need for the Project: As sited in the community needs assessment (CN.1 and CN.4), there is a critical shortage of primary care
capacity and access to chronic disease management. More appointment availability will give patients better access to primary care.

Target Population: The target population is residents of Terry, Gaines, Dawson, and Yoakum Counties that currently do not have
sufficient access to primary care. We expect to serve approximately 1,132 new clinic patients by DY5 with a Medicaid and indigent
share of at least 20%.

Category 1 or 2 Expected Patient Benefits: The project seeks to improve BRMC’s primary care capacity, as evidenced by an 8%
increase in primary care encounters by DY 5. Patients will benefit from more appointment availability and expanded access.
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Category 3 Outcomes: The related category 3 outcome measure is IT-2.11: Ambulatory Care Sensitive Conditions Admissions Rate.
Our goal is to decrease the number of acute care hospitalizations for ambulatory care sensitive conditions under age 75 years by 4%
in DY 4 and 8% in DY 5.
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Project Option: 1.1.2 Expand Primary Care Capacity, Expand Existing Primary Care Capacity
Performing Provider: Brownfield Regional Medical Center/130618504

Unique Identification Number: 130618504.1.1

Project Components: 1.1.2.a-c

Project Description: Brownfield Regional Medical Center’s (BRMC) goal is to be able to treat more patients in the primary care
setting where they can receive more preventive and proactive care, more efficiently. We propose to enhance primary care service
availability by offering extended hours in BRMC’s physician clinics, adding support staff and physician hours. More specifically,
BRMC proposes to extend clinic hours by approximately 8 hours, but is testing a number of options to see what best fit our patient
needs. The target population for expanded access is new BRMC primary care clinic patients from Terry, Gaines, Dawson, and
Yoakum Counties as of DY 3. The five-year target goal is to improve BRMC's primary care capacity, as evidenced by an 8% increase in
primary care encounters.

The Brownfield community and all of West Texas have a growing share of people with multiple chronic conditions and various other
challenges with access to care. Without regular primary care, chronic conditions are likely to become acute episodes, putting
patients at risk for disability and premature death. Extended delays in appointment scheduling and long waiting times have a
significant negative impact on patient and provider satisfaction and quality of care and discourage people from using health care
proactively.

The overall vision for the Region 12 RHP is to assure residents receive high-quality, patient-centered care, in a cost effective manner
that focuses on coordinated care delivery and improved health outcomes, with a particular focus on the Medicaid and uninsured
residents, while containing cost growth. BRMC is partnering in the region’s vision to fulfill as many of the community needs
identified in the area as possible focusing on those identified as urgent and critical needs. These include improving quality and
performance, increasing access to care, and increasing prevention and early detection activities. In order to meet the healthcare
needs of our population within Northwest Texas, BRMC is proposing to expand primary care capacity. Expanding primary care
access meets two community needs outlined by RHP 12, including: severe primary care provider shortage, wait time, expense, lack
of insurance, access to care (CN.1) and high incidence of obesity, diabetes mellitus and heart disease (CN.4).
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Starting Point/Baseline: In FY 2012, the BRMC clinics saw a baseline of 14,154 clinic visits. Offering extended clinic hours will
expand service availability to those not currently utilizing primary care services, traveling for their primary care needs, and provide
better options for the employed population. As described in more detail below, extended hours is expected to increase the number
of clinic visits by 1132 visits (8%) over the baseline of 14154 by DY5.

Rationale: BRMC's reason for selecting the expansion of existing primary care capacity project option is to increase the availability
of primary care clinic services, translating to a healthier population and decreased hospital utilization. BRMC has chosen milestones
for increased volume because providing more appointment availability and more clinic visits promotes expanded access to
preventive care. Expanded service hours will allow patients to come at their convenience and have better access to care.
Furthermore, the relationships built with the primary care physicians will promote healthier lifestyles, improve chronic disease
management, and facilitate effective follow up care with treatment plans.

As sited in the community needs assessment (CN.1 and CN.4), there is a widespread critical shortage of primary care capacity and
access to chronic disease management. More appointment availability will allow patients to come at their convenience and have
better access to primary care.

As part of our plan to expand existing primary care capacity, BRMC will meet the required core components of the project. The
proposed extension of clinic hours to include multiple nights and weekends will be a significant enhancement to their current clinic
hour initiative of one night per week. Expanding the clinic staffing with nursing, clerical, and provider services will be necessary to
cover the additional hours and patients. There is available space in the clinic that will be used to service the increase in the number
of patients seen in the clinic.

It is difficult for working patients to schedule appointments during normal business hours, and the result is a large percentage of
patients utilizing the Emergency Department for their primary care needs. An article published in Health Affairs, a peer-review
healthcare journal, suggests that “two-thirds of acute care visits to emergency departments took place on weekends (30 percent) or
on a weekday after office hours (37 percent) (Pitts et al.).” Extending service hours will also provide better access to primary care
because of the distance traveled for a clinic visit. In rural areas, it’s difficult for patients to get to a clinic before it closes at 5:00
when they have to drive 30 minutes after getting off of work for the day. Likewise, the commute is difficult in the morning because
it could take 2-3 hours out of their work day.
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(Pitts, S.R.; Carrier, E.R.; Rich, E.C.; & Kellermann, A.L. (2010). Where Americans Get Acute Care: Increasingly, It's Not At Their
Doctor’s Office. Health Affairs, 29:9, 1620-1629.

In its March 2012 Executive Newsletter, HealthGrades reported that WellPoint, Inc. beneficiaries “experienced an 18% decrease in
inpatient admissions and a 15% decrease in ER visits during patient-centered medical home (PCMH) pilots.” The evidence of
decreased admissions and ED visits revealed in these primary care based pilots shows that preventive care can lead to lower overall
utilization and cost. Applying this utilization data, the chart below shows the estimated annual savings of expanding primary care
access through extended clinic hours:

Estimated Annual Savings - Extended Clinic Hours
Total New Clinic Patients 1,725
ED visits/year/person 0.45
Potential ED Visits 778
ED Visits Reduced @ 15% 117
Average ED Payment S 425
ED Savings S 49,596
IP Admissions/year/person 0.11
Potential IP Admissions 197
Admissions Reduced @ 18% 35
Average Total Medicare Costs/Discharge S 12,354
IP Admission Savings 5437,141

Total Estimated Savings 5486,737

Related Category 3 Outcome Measure(s): The related category 3 outcome measure is IT-2.11: Ambulatory Care Sensitive
Conditions Admissions Rate in the Potentially Preventable Admissions domain (OD-2). BRMC's goal is to reduce the number of acute
care hospitalizations for ambulatory care sensitive conditions under age 75 years through a series of primary care expansion
initiatives. Our goal is to decrease the number of acute care hospitalizations for ambulatory care sensitive conditions under age 75
years, by 4% in DY 4 and 8% in DY 5. It is important to note that it is our belief that both this project to expand primary care clinic
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hours and capacity and our second project to develop a patient navigation service will both serve to reduce ambulatory care
sensitive conditions admission rates, but each has its own goal.

We propose to increase the overall quality of care and improve the health status of our target population—new BRMC primary care
clinic patients as of DY 3. Extending clinic hours to nights and weekends will promote higher quality healthcare to our patients at an
overall lower cost to payers. Extending primary care clinic hours will decrease acute care hospitalizations for ambulatory care
sensitive conditions due to expanded primary care access and improved preventive care.

The previously stated project description and rationale further describes how extending primary care clinic hours will prevent future
ambulatory care sensitive admissions.

Relationship to other Projects: The BRMC clinic will begin offering extended hours (130618504.1.1) to provide additional
appointment availability that will expand overall access to primary care. The expansion of primary care access will decrease the
number of acute care hospitalizations for ambulatory care sensitive conditions under age 75 years (130618504.3.1) due to enhanced
physician-patient relationships and preventive care.

Relationship to Other Performing Providers’ Projects in the RHP & Plan for Learning Collaborative: BRMC has ensured that all
project plans meet fulfill the community needs and operate in conjunction with the RHP-wide initiatives. Furthermore, our
proposed projects meet the needs of specific populations and will not duplicate services of other performing provider projects in the
RHP. Our RHP will encourage participation by all our partners in a learning collaborative that will meet annually to discuss local
disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their
projects. In addition to the face-to-face meeting, we will have an open forum on our website that will foster communication
amongst our partners with related projects.

Project Valuation: Our region used a project scoring system based on the following criteria:

Criteria Narrative Score
Achieves Waiver | Our extended clinic hours will assure that patients receive high-quality and patient-centered care, in the most cost 5
Goals effective ways. Providing primary care in the clinic setting is certainly the most cost effective—much more efficient than

the ED or inpatient hospitalization. The expanded availability of hours will establish a patient-centered mindset.
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Primary care will better serve the Medicaid and uninsured residents of the greater Brownfield community much more
effectively than the ED—having access to follow-up and preventive care.

Extending clinic hours to nights and weekends will promote higher quality healthcare to our patients at an overall lower
cost to payers. Extending primary care clinic hours will decrease acute care hospitalizations for ambulatory care sensitive
conditions due to expanded primary care access and improved preventive care.

This project primarily impacts Medicaid and/or uninsured residents since this population is most likely to receive primary
care in the ED and be disconnected from a primary care provider.

Expanding hours and appointment availability will move the dial considerably to expand primary care access.

An article published in Health Affairs, a peer-review healthcare journal, suggests that “two-thirds of acute care visits to
emergency departments took place on weekends (30 percent) or on a weekday after office hours (37 percent).” In
addition, the March 2012 Executive Newsletter for HealthGrades reported that WellPoint, Inc. beneficiaries “experienced
an 18% decrease in inpatient admissions and a 15% decrease in ER visits during patient-centered medical home (PCMH)
pilots.” The evidence of decreased admissions and ED visits revealed in these primary care based pilots shows that
preventive care can lead to lower overall utilization and cost.

(Pitts, S.R.; Carrier, E.R.; Rich, E.C.; & Kellermann, A.L. (2010). Where Americans Get Acute Care: Increasingly, It's Not At
Their Doctor’s Office. Health Affairs, 29:9, 1620-1629.)

Addresses As sited in the community needs assessment (CN.1 and CN.4), there is a widespread critical need and shortage of primary 5
Community care capacity and access and chronic disease management. More appointment availability through extended clinic hours
Need(s) will allow patients to come at their convenience and have better access to primary care.
There is peer-review literature suggesting that extended hours will help to keep patients in a primary care clinic instead of
the ED during nights and weekends. An article published in Health Affairs, a peer-review healthcare journal, suggests that
“two-thirds of acute care visits to emergency departments took place on weekends (30 percent) or on a weekday after
office hours (37 percent).”
Project BRMC expects to see about 1,132 new patients by DY5. Considering the small population (~18,600) of Terry County, that 5
Scope/Size is a considerable degree of primary care expansion.
The March 2012 Executive Newsletter for HealthGrades reported that WellPoint, Inc. beneficiaries “experienced an 18%
decrease in inpatient admissions and a 15% decrease in ER visits during patient-centered medical home (PCMH) pilots.”
The evidence of decreased admissions and ED visits revealed in these primary care based pilots shows that preventive
care can lead to lower overall cost.
Project The extended hours will require additional physician, RN, and clerical staffing. It will also require additional IT and 5
Investment overhead expenses for reporting category 3 measures. Since we have no other projects, the relative investment is high.
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130618504.1.1

1.1.2 1.1.2.a-c

Expand Primary Care Capacity

Brownfield Regional Medical Center

130618504

Related Category 3 Outcome
Measure(s):

DY 2 (10/1/2012-9/30/2013)

130618504.3.1

DY 3 (10/1/2013-9/30/2014)

3.1T-2.11

DY 4 (10/1/2014-9/30/2015)

Ambulatory Care Sensitive Conditions Admissions

Rate
DY 5 (10/1/2015-9/30/2016)

Milestone 1: 1.1.2.P-4

Expand the hours of a primary care
clinic, including evening and/or
weekend hours

Metric: 1.1.2.P-4.1
Increased number of hours at primary
care clinic over baseline

Baseline/Goal:

Expand clinic hours over current
operating hours by approximately 8
additional hours.

Data Source:
Clinic Documentation

Milestone 1 Estimated Incentive
Payment: $459,956

Milestone 2: 1.1.2.1-12

Increase primary care clinic volume
of visits and evidence of improved
access for patients seeking services.

Metric: 1.1.2.1-12.1

Documentation of increased number
of visits. Demonstrate improvement
over prior reporting period.

Baseline/Goal:
Increase visits by 566 (4%) over
baseline visits of 14,154

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

Milestone 2 Estimated Incentive
Payment: $533,150

Milestone 3: 1.1.2.1-12

Increase primary care clinic volume
of visits and evidence of improved
access for patients seeking services.

Metric: 1.1.2.1-12.1

Documentation of increased number
of visits. Demonstrate improvement
over prior reporting period.

Baseline/Goal:
Increase visits by 849 (6%) over
baseline visits of 14,154.

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

Milestone 3 Estimated Incentive
Payment: $538,660

Milestone 4: 1.1.2.1-12

Increase primary care clinic volume
of visits and evidence of improved
access for patients seeking services.

Metric: 1.1.2.1-12.1
Documentation of increased
number of visits. Demonstrate
improvement over prior reporting
period.

Baseline/Goal:
Increase visits by 1,132 (8%) over
baseline visits of 14,154.

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

Milestone 4 Estimated Incentive
Payment: $461,512

Year 2 Estimated Total DSRIP:
$459,956

Year 3 Estimated Total DSRIP:
$533,149

Year 4 Estimated Total DSRIP:
$538,660

Year 5 Estimated Total DSRIP:
$461,512

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD (add milestone bundle amounts over Years 2-5): $1,993,278
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Project Option: 1.11.2 Implement technology-assisted behavioral health services from psychologists, psychiatrists, substance abuse
counselors, peers and other qualified providers.

Performing Provider Number/TPI: Central Plains Center/127374005

Unique Project ID: 127374005.1.1 — “PASS 2”

Project Components: 1.11.2.a-h

e Provider: Central Plains Center, CPC, will be the provider. CPC is a community-based mental health and intellectual
disabilities center serving 9 rural and frontier counties which is 10 000 square miles and approximately 92,000 people. We
provide mental health services to on average 465 adults and 125 children. We also provide intellectual disability services to
120 individuals. CPC also offers early intervention services to babies, birth up to 3 years of age and residential substance
abuse treatment for adolescent boys. In our RHP, we are the only provider of these specific services in our nine-county
service area.

e Interventions: Specifically, the intervention will be the provision of psychiatric and other mental health services via
telemedicine for 5 additional counties. This intervention will seek to decrease the burden on individuals residing in Parmer,
Castro, Floyd, Motley and Briscoe counties that exist due to the need to drive up to 90 miles one way to receive psychiatric
services. This intervention will allow individuals to receive psychiatric services in their home county, or a county close to
them. This project will also connect our children’s psychiatrist to all of our remote locations throughout our service area,
expanding the availability of this service to underserved counties.

e Need for the project: Currently, individuals in the designated counties have had to travel up to 90 miles one way to receive
psychiatric services for the mental health disorders. We currently operate two remote locations and this project double the
number of remote sites we operate. Additionally, many of these counties do not have a children’s psychiatrist available in
their county and this project will expand that service.

e Target Population: This project seeks to provide telemedicine services to 25 adults residing in the designated rural and
frontier counties and 25 children residing in Parmer, Swisher, Briscoe, Motley, Floyd, Bailey, Lamb and Castro counties. Our
Medicaid rate for adults is 31% and our indigent rate is about 60% so about 91% of the encounters will be delivered to this
population. Our Medicaid rate for children is 62% and our indigent rate is about 20% of children with no payer source, so
about 82% of the encounters will be delivered to this population.

e Category 2 expected patient benefits: Because we serve rural and frontier counties we anticipate to provide between 35-50
telemedicine encounters in these designated counties.
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e Category 3 outcomes - TBD
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Project Option: 1.11.2 Implement technology-assisted behavioral health services from psychologists, psychiatrists, substance abuse
counselors, peers and other qualified providers.

Performing Provider Number/TPI: Central Plains Center/127374005

Unique Project ID: 127374005.1.1 — “PASS 2”

Project Components: 1.11.2.a-h

Project Description: As a center, we have been providing telemedicine services to three of the counties in our service area since
1999. This project will allow us to expand our network to include four additional rural/frontier counties; Floyd, Briscoe, Motley and
Castro Counties. We will install remote sites in Floydada and Dimmitt to better serve those counties and the surrounding counties
via telemedicine with our psychiatric services as well as crisis services. We also want to enhance our current telemedicine
connection with our children's psychiatrist by installing a point to point connection using fiber optic cables with him and his
advanced nurse practitioner in Lubbock. Barriers we anticipate are finding the right location for the remote sites and we are will
work closely with county and hospital representatives to find the right locations. We expect that in five years we will be able to give
our consumers residing in Castro, Floyd, Motley and Briscoe Counties the option of receiving telemedicine psychiatric services. This
project is related to the regional goals in that it improves access to medical services in small rural counties while decreasing the cost
for this service by not having to pay a psychiatrist and children's psychiatrist to travel to these counties. It also eases the burden on
consumers of mental health services in that it decreases their costs for traveling to receive these services.

Unique community need identification numbers the project addresses:

ID#  Description of problem needing to be addressed Data Source
CN.2 Lack of mental health services, inability to get an BRFSS data, survey, focus groups.
appointment, lack of insurance, need to use ERs for DSHS data

initial contact.

Relationship to Other Performing Providers’ Projects in the RHP and Plan for Learning Collaborative: Our RHP will encourage
participation by all our partners in a learning collaborative that will meet annually to discuss local disparities in care and the ways
they have successfully gathered relevant data and ultimately better served the populations in their projects. In addition to the face-
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to-face meeting, we will have an open forum on our website that will foster communication amongst our partners with related
projects.

Starting Point/Baseline: Beginning baseline is zero

Rationale: By expanding our current telemedicine network capacity we will essentially be doubling the number of counties we
currently provide telemedicine services to. Also, by developing the point-to-point connection with our children's psychiatrist he will
be able to connect to any of our four telemedicine sites which will bring children's psychiatry to counties that have not have that
service available to them in their home counties. Up until now, children and adolescents from our nine counties have had to travel
to Plainview for this service, which in some counties is over one hour of travel one way. The community need this addresses is
CN.2, which identifies a lack of mental health providers in our area as a critical need.

Project Options: We will complete the following components:

a) We will not develop administrative or clinical protocols because we have been doing telemedicine since 1999 and have
established and DSHS-approved protocols in place.

b) We will not be conducting a pilot as we believe we have already identified the need with the successful use of our other
telemedicine locations.

c) Our telemedicine network will be in-house and only serving the consumers of Central Plains Center. We have already
identified and trained our employees who will be utilizing the telemedicine equipment. We will not identify any additional
providers at this time.

d) Since we have been providing telemedicine services since 1999 we already have our billing service codes identified for
electronic encounters for our physicians. We will identify other services that will be provided via telemedicine. We will
utilize modifiers we currently use on other electronic encounters.

e) We will begin to develop and implement data collection and reporting standards for electronically delivered services.

f)  We will periodically review the intervention’s impact on access to specialty care and identify opportunities to expand to a
broader patient population

g) We will determine the need for scaling up the project according to identified community needs.

h) We will assess the impact on patient experience outcomes.
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Milestones/Metrics: While we have been providing telemedicine for some time, this project represents a new initiative for us by
expanding into new counties. The population we serve is, by nature, low income with very little resources. The counties we seek to
serve with this project have not had psychiatric services located in their counties; they had to drive 30 to 65 miles to get this same
service. We selected milestones and metrics that would enable us to quickly get the project functioning. The counties we seek to
serve are designated as frontier and as the designation indicates, resources are very limited. We selected our metrics in a way that
would allow us to increase accessibility and availability of needed adult and children psychiatric services in these frontier counties.

Related Category 3 Outcome Measure(s): TBD We are a non-hospital provider and have not determined Category 3 Outcome
Measures.

Relationship to other Projects: This project will work at times with our other project on integrating behavioral health and physical
health services. It will be important for our peers to have good working relationships with members of our medical community in
order to ensure ease of access to needed medical services. Our RHP will encourage participation by all our partners in a learning
collaborative that will meet annually to discuss local disparities in care and the ways they have successfully gathered relevant data
and ultimately better served the populations in their projects. In addition to the face-to-face meeting, we will have an open forum
on our website that will foster communication amongst our partners with related projects.

Relationship to Other Performing Providers’ Projects in the RHP and Plan for Learning Collaborative: Our RHP will encourage
participation by all our partners in a learning collaborative that will meet annually to discuss local disparities in care and the ways
they have successfully gathered relevant data and ultimately better served the populations in their projects. In addition to the face-
to-face meeting, we will have an open forum on our website that will foster communication amongst our partners with related
projects.
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Project Valuation:

Criteria Narrative Score
(1-5)
Achieves | This project meets the triple aim of assuring patients receive high-quality and patient-centered 4
Waiver care in the most cost effective way most significantly by addressing the lack of mental health
Goals providers in our rural counties. This project will enhance the health care infrastructure by
increasing the number of mental health providers. The project further develop and maintain a
coordinated care delivery system by being an integral cog in the wheel of linking individuals to
needed mental health and psychiatric services. Cost growth is contained by decreasing the costs
put on the patients for travel and by not having to pay our physicians to travel to these rural
locations?
Addresses | This project addresses the community needs by addressing the lack of mental health providers in 4
Community | our RHP. Individuals residing in our target counties have had to travel up to 65 miles to receive
Need(s) psychiatric services and one can assume this has prevented individuals in seeking needed mental
health services. We have been doing telemedicine in two of our counties for individuals residing in
Parmer, Lamb and Bailey counties. We have had great success with this in that we are able to
bring mental health services to people where they live.
Project The target populations of this project are the adults and children receiving mental health services 4
Scope/Size | from Central Plains Center. Although the total number served will be limited initially, we expect to
expand the target population within the life of the project.
Project This project will require a big investment in IT equipment, software and maintenance to get
Investment | started. Including getting stable and reliable high speed broadband connection in the Frontier
communities. We will have annual costs in human resources training and maintaining broadband
connection. Meeting the timeline in implementing this project should be relative simple because
of the organization, legal, professional and staff support that is available. During this time we will
be evaluating the risk assessment over the years and make adjustments as identified.
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127374005.1.1 - “PASS 2” 1.11.2 1.11.2.a-h Implement technology-assisted behavioral health services from
psychologists, psychiatrists, substance abuse counselors, peers and other
qualified providers.

Central Plains Center 127374005

Related Category 3 Outcome 127374005.3.3 | IT--TBD TBD

Measure(s):

DY 2 (10/1/2012-9/30/2013)

P-4. Milestone: Procurement of
telehealth, telemedicine,
telementoring, and telemonitoring
equipment

P-4.1. Metric: Inventory of new
equipment purchased

Data Source: Review of inventory or
receipts for purchase of equipment
Goal: purchase telemedicine
equipment

Estimated Milestone Incentive
Payment: $ 48,826

P-5. Milestone: Procurement of
Broadband Connection

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

Data Source: Review of purchase
receipt or demonstration of
equipment

Goal: Establish broadband
connection in designated counties

DY 3 (10/1/2013-9/30/2014)

P-7. Milestone: Hiring of
tele-presenters, as needed, for
remote site equipment operation.

P-7.1. Metric: Documentation of
acquisition of proper staff / training
to operate

equipment at remote locations

Data Source: Interviews with staff,
review of hiring or payroll records
Goal: Tele-presenters hired and/or
current employees identified for
remote site operation.

Estimated Milestone Incentive
Payment: $73,141

P-8. Milestone: Training for providers
/ peers on use of equipment /
software

P-8.1. Metric: Documentation of
completions of training on use of
equipment /software

DY 4 (10/1/2014-9/30/2015)
I-15. Milestone: Satisfaction with
telemental services

I-15.1. Metric: 50 % of consumer,
peer and provider surveys indicate
satisfaction with telemental services

Data Source: Satisfaction survey
results.

Goal: 50%, or 25 consumers
satisfied with telemental services.

Estimated Milestone Incentive
Payment: $148,918

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

I-15.1. Metric: 80 % of consumer,
peer and provider surveys indicate
satisfaction with telemental services

Data Source: Satisfaction survey
results.

Goal: 80% or 40 consumers are

satisfied with telemental services.

Estimated Milestone Incentive
Payment: $138,332
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Estimated Milestone Incentive
Payment: S 48,826

P-6. Milestone: Establishment of the
Remote Site Locations where
equipment /software will

be available to consumers

P-6.1. Metric: Documentation of
completion of site acquisition

Data Source: Purchase, lease, grant,
or rental agreement

Goal: Remote site locations will be
identified and established.

Estimated Milestone Incentive
Payment: $ 48,825

Data Source: Training roster.

Goal: Tele-presenters hires and/or
current employees trained for
remote site operation. Seek to train 8
employees.

Estimated Milestone Incentive
Payment: $73,140

DY 2 Estimated Milestone Bundle
Amount: $146,477

DY 3 Estimated Milestone Bundle
Amount: $146,281

DY4 Estimated Milestone Bundle
Amount: $148,918

DY5 Estimated Milestone Bundle
Amount: $138,332

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD: 5580,008
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Project Option: 1.6.2 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.

Performing Provider Number/TPI: Childress Regional Medical Center/133250406

Unique Project ID: 133250406.1.1

Project Components: 1.6.2.A-C

Provider: Childress Regional Medical Center is a 39-bed hospital located in the city of Childress, Texas. The
hospital is the primary healthcare provider for 30,000 residents in a 5 county area of the southeastern
Texas panhandle; all 5 counties are HPSA designated.

Interventions: This project will implement nursing telephone triage for area patients.

Need for the Project: When primary care clinics are closed, the Emergency Room is the only place to access healthcare,
resulting in a very high ratio of non-urgent ER patient encounters and very expensive after-hours
primary care.

Target Population: Approximately 4,512 patients that presented to the ER with non-urgent conditions in 2012. 94% of ER
visits in 2012 resulted in charges for non-urgent care. Poor utilization is a significant and costly
problem. Patients with primary diagnosis of CHF are included, and the service is expected to reach
~1,000 patients over the life of the project. About 30% of our ER visits are Medicaid or indigent. The
number of patients served by our urgent medical advice project is estimated to be at least 400 per
year.

Category 1 or 2 Ex-
pected Patient Benefits: Patients will receive the appropriate level of care in the appropriate setting. Triage nurses will be able

to guide these patients to a primary care site.

Category 3 Outcomes: Current hospital CHF readmission rate is 26.1%. By better coordinating care for this chronic condition,
we expect to reduce that readmission rate to less than 5% during the 4 year project period.
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Project Option: 1.6.2 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.

Performing Provider Number/TPI: Childress Regional Medical Center/133250406

Unique Project ID: 133250406.1.1

Project Components: 1.6.2.A-C

Project Description:
There is only one clinic in Childress, which is a county designated as a HPSA. When that clinic
closes, the local emergency room is really the only place for patients to access care — regardless of
the urgency of their condition. And when patients call our hospital with anything but very simple
health related questions, our nursing staff is compelled to instruct them to come to the ER for
evaluation...which is essentially the equivalent of a physician practicing defensive medicine...we
don’t want to miss anything. The result is a very high ratio of non-urgent ER visits, and very costly
after-hours primary care.
Our collaboration with Crosbyton was the result of a good relationship and realization that a minimal allocation in the
first pass (~¥$300k) would not be enough to support a meaningful or sustainable project. The hospital in Crosbyton
wanted to partner with another rural hospital and improve the funding opportunity for our facility, so we developed
an agreement. Because the funding amount was so small, we didn’t dedicate it to a single project, but rather added it
into our total allocation (51.9m). Both of our pass 1 projects (medical home and urgent medical advice) have
potential to have a transformative to the patients in our area. We hope to help patients access our system
appropriately, drive down non-urgent ER use and get patients in a primary care setting that does a better job of caring
for their chronic conditions. Our collaboration with Crosbyton, although relatively immaterial, is certainly helpful.
Goal: We hope to initiate a telephone triage system that helps patients navigate the system. Our
goal is to improve community health, rely less on care delivered in the ED, avoid hospitalizations,
and provide a better overall experience while driving down costs.
Challenges: Because of our rural location and geographic isolation, after-hours calls will present
challenges. We don’t foresee other major challenges because local clinicians have requested the
service, and our only reluctance has been the associated costs. There might be some initial
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reluctance from patients who resist change. We will address that challenge by clearly
communicating options and benefits to patients.

Relationship to Regional Goals: This project supports the critical regional need (CN2): Lack of
mental health services, inability to get an appointment, lack of insurance, need to use ERs for initial
contact.

5 Year Expected Outcome: Over 5 years, we would expect to have a robust telephone triage
system that serves both the hospital and our patients very well. This project supports the regional
goal of reducing non-urgent ED utilization. Target population for this project will be patients
treated in our ER with primary diagnosis of CHF.

Starting Point/Baseline:

Rationale:

There is no formalized local system for providing urgent medical advice currently (0% in February
2013).

We selected this project option because we see a real opportunity to revolutionize care in our
community. We are aware of the alarming rural ED utilization trends (rural relevance study by
Ivantage in June 2012 showed patient acuity in rural emergency department is relatively low — over
50% of visits are low acuity — compared to published national benchmarks for all emergency
departments — 34% of visits are low acuity). The urgent medical advice line is a new initiative for
our medical community and gives us a tool to counter the prevailing trend.

We have chosen milestones and metrics for this project that will prompt planning and protocols,
education resources and eventual patient utilization of the service to support care decisions.

This project will cover core components; it addresses a critical community need (CN.2 — inability to
get an appointment, lack of insurance, need to use ER’s for initial contact). There are no projects
with related funding from U.S. Department of Health and Human Services. A review of local data
shows that 94% of YTD 2012 ER visits are charged as non-urgent.

This project will cover core components:
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Process development: we will develop a call center that triages patients to a primary care site.
Because of our rural location and geographic isolation, after-hours calls will present challenges. We
will survey patients to ensure their satisfaction with the nurse advice line.

Enhance linkages: we will work to develop improved communication between our primary care
(clinic) and emergency departments.

Quality Improvement: we always want to get better, so we’ll use lessons learned and setbacks to
improve the quality of the program.

This project addresses a critical community (and regional) need. The regional plan identifies
inability to get an appointment, lack of insurance, need to use ERs for initial contact as a critical
need (CN.2).

There are no projects with related funding from U.S. Department of Health and Human Services.
Local data shows that 94% of YTD 2012 ER visits are charged as non-urgent.

Related Category 3 Outcome Measure(s):
Potentially preventable readmissions (PPR) related to primary diagnosis of CHF (OD-3.1T-3.2) was
selected as a stand-alone outcome measure related to our urgent medical advice project.
- THA Datagen report shows CRMC readmission rates specific to CHF at 26.1% (well above the
national average)
- Better information and advice have proven to reduce readmission rates by improving utilization
patterns.
- Low-income populations are disproportionately affected by poor utilization patterns and/or
uncoordinated care. And low-income patients’ health will improve when they get the care they
need in the right setting (primary care).
- Preventable readmissions cost our region and our healthcare system billions of dollars every year.
This project aims to reduce costs for our area.

Relationship to other Projects:

Healthcare delivery innovation projects are symbiotic. Medical homes (2.1) and Urgent Care
Advice (1.6) will drive down non-urgent ED visits. Primary care capacity (1.1) building will improve
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access and support the medical home philosophy. And providing appropriate care in the
appropriate setting will result in fewer readmissions, fewer HAC's, less overall healthcare spend,
and fewer preventable readmissions. This project really does provide a win-win-win situation for
patients, providers, and the system.

Because of our rural location and relatively low volumes, we won’t be reporting category 4
measures.

Relationship to Other Performing Providers’ Projects in the RHP: We are not aware of another provider in our RHP that is
attempting an urgent medical advice project, but we'd be happy to participate in learning collaborative at any point during the
project. We would view that as a useful development.

Plan for Learning Collaborative: If a peer regional provider were to take on a similar project, we would suspect a monthly
conference call and annual face to face meetings would allow us to share successes and failures. Our RHP anchor has also
developed an online forum tool that could be utilized to share developments in real time. Together, we could troubleshoot and
develop best practices.

Project Valuation:

Criteria Narrative Score
(1-5)
Achieves Waiver Our urgent medical advice project will have great impact on achieving waiver goals: 5
Goals e Urgent medical advice is a patient service.

e  Childress county Medicaid and uninsured patients disproportionately access their
care in the ER...often for non-urgent care. We can better serve these patients
through better triage and guiding them to care in a primary care setting.

e Urgent medical advice improves utilization and contains cost growth

e Evidence suggests telephone triage can have a significant impact on non-urgent
ED care and hospital readmissions
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Addresses
Community
Need(s)

Care guidance is a major issue and community need in rural Texas...especially in
designated HPSA counties. Childress County is underserved in terms of both physicians
and nurses. Everyone works hard and is spread thin, so inappropriate utilization is a
problem that can be addressed with urgent medical advice.

The linkage concepts in this project are good for fractured clinic and emergency
department communications.

By putting a telephone triage system in motion, and working through issues as they arise,
we will have met a significant community need.

Project Scope/Size

We are only proposing one other project due to the limited nature of our allocation.
Medical home is our major planned initiative, but urgent medical advice is our secondary
project. It has the potential to save significant dollars associated with non-urgent ED
utilization and hospital readmissions by helping our patients get the care they need in the
appropriate setting.

Project Investment

We are only proposing one other project due to the limited nature of our allocation. In
terms of investment, both projects are similar.
We will be required to make a significant investment in the telephone triage system. We

will be required to make smaller investments in education (both patient and provider),
training, data collection, policy and protocol development, and quality improvement
activities.
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133250406.1.1 1.6.2 1.6.2.A-C 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.

Childress Regional Medical Center 133250406

Related Category 3 133250406.3.1 IT-3.2 Congestive Heart Failure 30 day readmission rate

Outcome Measure(s):

Year 2

Year 3

Year 4

Year 5

(10/1/2012 -9/30/2013)

Milestone 1 [RHP PP Milestone — P-

1]: Establish clinical protocols for an
urgent medical advice line

Metric 1 [RHP PP Metric — P-1.1]:
Submission of complete protocols
Baseline/Goal:
Baseline: No protocols (2/13)
Goal: Complete protocols
Data Source: Protocol Documents

Milestone 1 Estimated Incentive
Payment (maximum amount):
$212,686

(10/1/2013 -9/30/2014)

Milestone 2 [P-6]: Inform and
educate patients on the nurse advice
line. Target population is 25% of all
ED visits (roughly 5,000 total visits
per year).

Metric 1 [P-6.1]: # or % of targeted

patients informed/educated
Baseline/Goal: Baseline: 0% (2/13)
Goal: 25% of targeted patients
Data Source: Hospital Electronic
Medical Record Estimated
Milestone 1 Incentive

Milestone 2 Estimated Incentive
Payment: $246,531

(10/1/2014 - 9/30/2015)

Milestone 3 [I-13]: Improvement:
Increase in the number of patients
that accessed the nurse advice line

Metric 1 [I-13.1]: Utilization of the
nurse advice line
Baseline: 0 (2/13)
Goal: 400 patient calls to the line
Data Source: Call Center Logs

Milestone 3 Estimated Incentive
Payment: $249,079

(10/1/2015 -9/30/2016)

Milestone 4 [I-13]: Improvement:
Increase in the number of patients
that accessed the nurse advice line

Metric 1 [I-13.1]: Utilization of the
nurse advice line
Baseline: 0 (2/13)
Goal: 600 patient calls to the line
Data Source: Call Center Logs

Milestone 4 Estimated Incentive
Payment: $213,404

Year 2 Estimated Milestone Bundle
Amount: $212,686

Year 3 Estimated Milestone Bundle
Amount: $246,531

Year 4 Estimated Milestone Bundle
Amount: $249,079

Year 5 Estimated Milestone Bundle
Amount: $213,404

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD: $921,700
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Project Option: 1.8.6 - The expansion of existing dental clinics, the establishment of additional dental clinics or the expansion of
dental clinic hours.

Performing Provider: City of Lubbock Health Department/135103304.1.1

Unique Project ID: 135103304.1.1

PROVIDER: The City of Lubbock, Texas is currently home to over 229,000 residents. The City of Lubbock Health Department’s
mission is to protect the health, safety and welfare of citizens through: 1. Preventing epidemics and the spread of disease;

2. Educating and empowering people to adopt health and responsible behaviors; 3. Promoting the quality and accessibility of health
services; and 4. Developing new insights and innovative solutions to health problems.

INTERVENTIONS: The City of Lubbock Health Department will expand dental services, through the establishment of a new dental
clinic.

NEED FOR THE PROJECT: The City of Lubbock selected this project because it directly addresses Region 12 Community Needs
Assessment ID# CN13 (Important Need): There is a shortage of dental care; and ID# CN3 (Urgent Need): Poor insurance support or
uninsured. The City of Lubbock does not currently operate a dental clinic; therefore, this will be a new endeavor.

TARGET POPULATION: The target population for this project includes people who don’t historically have access to or avail
themselves of dental care: people with mental illness, substance abuse issues, intellectual disabilities, people who are homeless,
people struggling with the challenges of aging, veterans, people living in poverty, etc. Estimates are that 95% of the people served in
this new clinic will be Medicaid funded or indigent.

CATEGORY 1 EXPECTED PATIENT BENEFITS: During DY3 the City of Lubbock will hire and train staff, develop all operational
protocols and clinical guidelines and develop a baseline from which to calculate system improvements. The City of Lubbock hopes to
provide at least 600 office visits during DY4 and to provide at least 750 office visits in DY5. Conceivably, over 350 people per year
could be impacted by this project. The City of Lubbock will focus upon special needs patients, pregnant women and/or the elderly
hoping for a 10% increase over baseline in DY4 and 15% over baseline in DY5.
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CATEGORY 3 OUTCOMES: (IT —7.7)The goal of this project is to decrease the number of older adults 65 years or older with urgent
dental care needs by 10% from baseline in DY4 and 15% from baseline in DY5.
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Project Option: 1.8.6 - The expansion of existing dental clinics, the establishment of additional dental clinics or the expansion of
dental clinic hours.

Performing Provider: City of Lubbock Health Department/135103304.1.1

Unique Project ID: 135103304.1.1

Project Description:

Dental health is a key component of overall health. Oral disease can lead to poor nutrition; serious systemic illnesses and conditions
such as poor birth outcomes, diabetes and cardiovascular disease; and a diminished quality of life and life expectancy. Inadequate
access to oral health services compounds other health issues. It can result in untreated dental disease that not only affects the
mouth, but can also have physical, mental, economic and social consequences. Fortunately, many of the adverse effects associated
with poor oral health can be prevented with quality regular dental care, both at home and professionally. Increasing, expanding and
enhancing oral health services will improve health outcomes.

The Texas Dental Association (TDA) looked carefully at the economic, medical and social consequences of untreated oral disease in
Texas. It reviewed the current systems of oral health care delivery, assessed payment structures, and studied the oral health status
of Texans in general and analyzed the oral health disparities that exist in the state. Then TDA made specific and practical policy
recommendations to expand access to oral health care in Texas, including: identifying a “dental home” for every citizen; creating
new programs to encourage general dentists and specialists to practice in underserved areas and to treat underserved populations;
developing a comprehensive oral health public awareness and education campaign; and expanding access to oral health services for
older citizens.

This project focuses upon all of these state priorities by establishing a new dental clinic, targeting people who don’t historically have
access to or avail themselves of dental care: people with mental iliness, substance abuse issues, intellectual disabilities, people who
are homeless, people struggling with the challenges of aging, veterans, people living in poverty, etc. The City of Lubbock Health
Department (City of Lubbock) does not have adequate resources to meet the demand for dental services in Lubbock, especially for
populations with special needs. This project sets forth collaboration with the Local Mental Health Authority (StarCare Specialty
Health System “StarCare”) and a Federally Qualified Health Center (the Texas Tech School of Nursing’s Federally Qualified Health
Center, The Larry Combest Center for Health and Wellness “Combest”) to obtain synergy, economies of scale and to increase access
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for preventative dental visits impacting the severity of going to the dentist as a last resort. This project will help divert patients from
more expensive, less effective treatment of extreme dental procedures.

In the first stage of this project, the City of Lubbock will partner with StarCare and Combest to engage a Lubbock Oral Health Project
Coordinator to conduct a city-wide needs assessment related to citizens of all ages, to perform a gap analysis and to develop a
dental coalition of all providers of dental services to people with low income. In addition, the coalition will develop a Lubbock Oral
Health Plan and begin implementation of the Lubbock Oral Health Program. Next, the City of Lubbock, StarCare and Combest will
partner to open a new dental clinic, to include the development of policies and procedures and hiring and training staff. The initial
plan is to co-locate with a new integrated physical and behavioral health clinic in StarCare’s Psychiatric Emergency Service Center in
order to improve access to marginalized populations. The City of Lubbock hopes to provide at least 600 office visits during DY4 and
to provide at least 750 office visits in DY5. Conceivably, over 350 people per year could be impacted by this project. The City of
Lubbock will focus upon special needs patients, pregnant women and/or the elderly hoping for a 10% increase over baseline in DY4
and 15% over baseline in DY5.

Goal of Project: The primary goals of this project are to: close gaps/disparities in access to dental care services and to enhance the
quality of dental care provided.

Challenges: Challenges associated with the successful implementation of this project are: lack of qualified dental providers, patient
transportation and low oral health literacy. The City of Lubbock will work with its project partners to develop and implement a
comprehensive provider recruitment effort and public information campaign. The dental clinic will likely provide bus passes to
patients to help address issues related to transportation.

5-Year Expected Outcome for Performing Provider and Patients: Performing Provider Perspective —improved healthcare
infrastructure that better serves the Medicaid-funded and uninsured residents of our counties; coordinated care delivery system;
improved efficiency and cost growth containment.

e Patient Perspective — high quality, patient-centered care; improved access to coordinated healthcare; improved health

outcomes.
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Relationship to Regional Goals: Commissioned by the Regional Healthcare Partnership (RHP), the West Texas Area Health
Education Center conducted an assessment of the healthcare-related needs in Region 12. The resulting document ranked the needs
in tiers, according to the availability of evidence documenting each need. Tier one included the two (2) most pressing needs in RHP
12: 1) a severe lack of primary care access including provider shortages, financial barriers, wait times, and length of time to get an
appointment; and 2) a lack of mental health services including lack of available appointments, insurance coverage, and emergency
room usage for mental health issues. Tier two identified other priority issues as: 1) uninsured and underinsured; 2) high incidence of
obesity, diabetes, and heart disease; 3) need for specialty care; and 4) need for cancer screenings; and 5) insufficient maternal and
prenatal care. The goals of Region 12 are to address as many identified community needs as possible, focusing on those identified as
“critical” and “urgent,” including increased access to care, increased prevention and early detection activities and
quality/performance improvement.

This project is directly related to the Region 12 goals of increased access to care and increased prevention and early detection
activities. This project will transform healthcare delivery from a disease-focused model of episodic care to a patient centered,
coordinated delivery model that improves patient satisfaction and health outcomes, reduces unnecessary or duplicative services and
builds on the accomplishments of our existing healthcare system.

Starting Point/Baseline: The City of Lubbock does not currently operate a dental clinic; therefore, the starting point/baseline for the
number of people to be assisted is zero.

Reason/Rationale for Selecting Measure: Poor oral health affects more than just the mouth. It can seriously compromise a person’s
general health, quality of life and life expectancy. Oral diseases can and do lead to systemic problems — damaging other parts of the
body and resulting in the need for expensive emergency department visits, hospital stays and medications. The consequences of poor
oral health, however, go far beyond damaging medical effects. Oral disease can also wreak economic havoc — keeping children out

of school and adults home from work — not to mention lower productivity of workers in pain. Untreated oral diseases can also drive

up health care costs in general. The good news is that with proper oral health care, both at home and in professional settings, many

of the negative consequences associated with poor oral health can be prevented.’

! http://www.buildingbetteroralhealth.org/media/TDA_full_report.pdf
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The number of emergency-room visits for patients seeking dental treatment has increased, mostly because of problems that could
have been prevented with regular dental visits, according to the Pew Center on the States. Most cases are in rural areas, which have
a shortage of dentists. Nationwide, the number of ER dental visits increased 16 percent from 2006 to 2009, and the center suggests
the trend is continuing. Visiting the ER for dental treatment can be 10 times more expensive than preventive care. Many visits
involve the same patients seeking more care because emergency rooms aren't staffed by dentists. Doctors can offer pain relief, but
not much more, and many patients can't afford follow-up treatment or can't find a dentist. "Emergency rooms are really the canary
in the coal mine. If people are showing up in the ER for dental care, then we’ve got big holes in the delivery of care," said Shelly
Gehshan, director of Pew’s child-dentistry campaign. "It’s just like pouring money down a hole." The Center analyzed information
from 24 states, the Federal Agency for Healthcare Research and Quality and dental care studies. It found that in 2009, 56 percent of
children with Medicaid didn't receive dental care, ER visits for dental care increased by almost 60 percent in South Carolina, and
there were 55,000 dental-related ER visits in Tennessee hospitals. Part of the problem is that few dentists participate in Medicaid
programs, The Associated Press reports. The center is working with states to develop dental hygienists training programs and train
non-dentists to treat cavities and other uncomplicated procedures. More than 830,000 visits to emergency rooms nationwide in
2009 were for preventable dental problems. Dental disease is the No. 1 chronic childhood disease, sending more children in search
of medical treatment than asthma. In a nation obsessed with high-tech medicine, people are not getting preventive care for
something as simple as tooth decay. >

The following Project Option and Project Components were selected because they directly address Region 12 Community Needs
Assessment ID# CN13 (Important Need): There is a shortage of dental care; and ID# CN3 (Urgent Need): Poor insurance support or
uninsured.

Project Option 1.8: Increase and expand services by increasing clinics, clinic hours, using satellite mobile clinics with an affiliated
fixed-site dental clinic location, school-based/school-linked health centers or other approaches to increase oral health services to
underserved populations. Project Component: 1.8.6 Establish a new dental clinic.

The City of Lubbock will conduct Continuous Quality Improvement (CQl) activities using methods such as rapid cycle improvement.
Activities may include, but are not limited to, identifying project impacts, identifying “lessons learned,” opportunities to scale all or
part of the project to a broader patient population and identifying key challenges associated with expansion of the project, including

? http://www.pewstates.org/uploadedFiles/PCS_Assets/2012/A%20Costly%20Dental%20Destination(1).pdf
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special considerations for safety-net populations. Our RHP will encourage participation by all our partners in a Learning
Collaborative that will meet annually to discuss local disparities in care and the ways they have successfully gathered relevant data
and ultimately better served the populations in their projects. In addition to the face-to-face meeting, we will have an open forum
on our website that will foster communication amongst our partners with related projects.

Unique Community Need ID#: CN13 There is a shortage of dental services and CN3 Poor insurance support or uninsured.

Milestones & Metrics: The milestones and metrics (1.8.6 — P-4, 4.1; P-10, 10.1; and I-14, 14.1) selected for this project directly
address CN#13&3 outlined in the Region 12 Community Needs Assessment.

Related Category 3 Outcome Measure: OD-7 Oral Health; IT-7.7 Urgent Dental Care Needs in Older Adults: Proportion of older
adults aged 65 and older with urgent dental care needs (standalone measure)

Reason/Rationale for Selection: According to the Region 12 Community Needs Assessment, there is a shortage of dental services
and a high prevalence of people with poor insurance support or who are uninsured. According to the TDA, services for older Texans
is a priority.

Explanation of how focusing on the outcomes will help improve the health of low-income populations: Establishment of a new
dental clinic focusing services upon people who are under- or uninsured will directly help improve the health of low-income
populations.

Relationship to Other Projects: This project relates to the City of Lubbock’s Pass 2 project (135103304.1. 2 — expand access/hours in
dental clinic) in that it is the foundation project that opens a new dental clinic. These projects are all related in that they are aimed
to increasing access to needed health care in the most appropriate setting.

Relationship to Other Performing Providers’ Projects in RHP & Plan for Learning Collaborative: This project relates to StarCare’s
Pass 1 and Pass 2 projects (084897001.1.1 and 084897001.1.2) - to open a Psychiatric Emergency Service Center and adolescent
crisis respite unit —in that this clinic will be housed within the same facility. Our RHP will encourage participation by all our partners
in a “learning collaborative” that will meet annually to discuss local disparities in care and the ways they have successfully gathered
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relevant data and ultimately better served the populations in their projects. In addition to the face-to-face meeting, we will have an

open forum on our website that will foster communication amongst our partners with related projects. Project Valuation:

Criteria Narrative Score
Achieves This project is designed to achieve, to the greatest extent possible, the Texas Healthcare Transformation and
Waiver Quality Improvement (1115 Waiver) goals of 1. Improved patient care experience; 2. Improved health; and 3.
Goals Reduced cost of healthcare, without compromised quality. In order to achieve alignment with this triple aim, the
Scale: primary goal of this project is to ensure people receive coordinated, timely and site-appropriate healthcare 5
1to5 services. The City of Lubbock hopes to address the healthcare disparity of unequal access for people with low-
5 Greatest income. This project will transform healthcare delivery from a disease-focused model of episodic care to a
patient centered, coordinated delivery model that improves patient satisfaction and health outcomes, reduces
unnecessary or duplicative services and builds on the accomplishments of our existing healthcare system.
Commissioned by the Regional Healthcare Partnership (RHP), the West Texas Area Health Education Center
Addresses | conducted an assessment of the healthcare-related needs in Region 12. The goals of Region 12 are to address as
Community | many identified community needs as possible, focusing on those identified as “critical” and “urgent,” including
Need(s) increased access to care, increased prevention and early detection activities and quality/performance 5
Scale: improvement. The following Project Option and Project Components were selected because they directly
1to5 address Region 12 Community Needs Assessment ID# CN13 (Important Need): There is a shortage of dental care;
5 Greatest | and ID# CN3 (Urgent Need): Poor insurance support or uninsured. The lack of available appointments for people
without money or insurance, results in the need to use emergency rooms for initial contact.
The City of Lubbock hopes to provide at least 600 office visits during DY4 and to provide at least 750 office visits
Project in DY5. Conceivably, over 350 people per year could be impacted by this project. The City of Lubbock will focus
Scope/Size | upon special needs patients, pregnant women and/or the elderly hoping for a 10% increase over baseline in DY4
Scale: and 15% over baseline in DY5. When considering the impact upon each person’s care experience, his/her health 4
1to5 and the reduced cost upon the community’s healthcare delivery system, the scope and size of this project will be
5 Greatest | fairly great. This project will be managed by highly trained staff who specialize in linkage to the right care in the
right setting.
Project The City of Lubbock’s investment in this project will be fairly significant. Staffing will include a Program Director,
Investment | Dentist(s), Licensed Hygienists, Dentals Technicians, office personnel, etc. (Some administrative staff will be
Scale: shared with StarCare and Combest in order to obtain economies of scale.) Other investments include physical 4
1to5 space, furnishings and equipment, computer hardware/software, etc. As one might imagine, dental equipment
5 Greatest | can be very expensive.
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135103304.1.1

1.8.6

n/a

The expansion of existing dental clinics, the establishment of
additional dental clinics or the expansion of dental clinic hours.

City of Lubbock Health Department

| 135103304

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

Milestone 1: [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
shall identify and agree upon
several improvement (simple
initiatives that all providers
can do to “raise the floor” for
performance.) Each
participating provider should
publicly commit to
implementing these
improvements.

Metric(s): [P-10.1]
Participate in semi-annual
face-to-face meetings or
seminars organized by the
RHP.

135103304.3.1
DY 3(10/1/2013-9/30/2014)

Milestone 2: [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 shall
identify and agree upon several
improvement (simple initiatives that all
providers can do to “raise the floor” for
performance.) Each participating
provider should publicly commit to
implementing these improvements.

Metric(s): [P-10.1]

Participate in semi-annual face-to-face
meetings or seminars organized by the
RHP.

Baseline/Goal: Participate in face-to-face
meetings

Data Source: Documentation of semi-
annual meetings, including meeting
agendas, slides from presentations,
and/or meeting notes.

IT-7.7

DY 4 (10/1/2014-9/30/2015)

Milestone 4: [P-4]:

Establish additional/expand
existing/relocate dental care clinics or
space.

Metric(s): [P-4.1]

Number of additional clinics, expanded
space, or existing available space used
to capacity.

Baseline/Goal: Add 1 new clinic
Data Source: Tax ID#

Milestone 4 Estimated Incentive
Payment: $760,530

Milestone 5: [P-3]

Increase Interdisciplinary (IDT) training
and education for dental and other
health care providers to promote an ID
Team approach to addressing oral
health.

Metric(s): [P3.1]
City of Lubbock will hold quarterly
(4/year) grand rounds, in-service

Urgent Dental Care Need in Older Adults: Proportion of older
adults aged 65 and older with urgent dental care needs

DY 5(10/1/2015-9/30/2016)

Milestone 6: [I-14]

Increase number of special
population members that access
dental services

Metric(s): [I-14.1]

15% increase from baseline in the
number of children, special needs
patients, pregnant women and/or
the elderly accessing dental services.

Baseline/Goal: 10% increase over
baseline in the number of children,
special needs patients, pregnant
women and/or the elderly accessing
dental services.

Data Source: Claims, encounter and
clinical record data

Milestone 6 Estimated Incentive
Payment: $1,102,218
Milestone 7: [P-3]

Increase Interdisciplinary (IDT)
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Baseline/Goal: Participate in
face-to-face meetings

Data Source: Documentation
of semi-annual meetings,
including meeting agendas,
slides from presentations,
and/or meeting notes.

Milestone 1 Estimated
Incentive Payment:
$1,942,214

Milestone 2 Estimated Incentive
Payment: $1,066,396

Milestone 3: [P-3]

Increase Interdisciplinary (IDT) training
and education for dental and other
health care providers to promote an ID
Team approach to addressing oral
health.

Metric(s): [P3.1]

City of Lubbock will hold quarterly
(4/year) grand rounds, in-service
trainings and continuing education that
focus on oral health issues and
implications as related to chronic
diseases, such as diabetes and
cardiovascular disease and pregnancy.

Goal: City of Lubbock will hold quarterly
(4/year) grand rounds, in-service
trainings and continuing education that
focus on oral health issues and
implications as related to chronic
diseases, such as diabetes and
cardiovascular disease and pregnancy.

Data Source: Attendance rosters, power
point presentations, sign in sheets, etc.

Milestone 3 Estimated Incentive
Payment: $1,066,395

trainings and continuing education that
focus on oral health issues and
implications as related to chronic
diseases, such as diabetes and
cardiovascular disease and pregnancy.

Goal: City of Lubbock will hold
quarterly (4/year) grand rounds, in-
service trainings and continuing
education that focus on oral health
issues and implications as related to
chronic diseases, such as diabetes and
cardiovascular disease and pregnancy.

Data Source: Attendance rosters,
power point presentations, sign in
sheets, etc.

Milestone 5 Estimated Incentive
Payment: $760,530

Milestone 6: [I-14]
Increase number of special population
members that access dental services

Metric(s): [I-14.1]

10% increase over baseline in the
number of children, special needs
patients, pregnant women and/or the
elderly accessing dental services.

Goal: 10% increase over baseline in the
number of children, special needs
patients, pregnant women and/or the
elderly accessing dental services.

training and education for dental
and other health care providers to
promote an ID Team approach to
addressing oral health.

Metric(s): [P3.1]

City of Lubbock will hold quarterly
(4/year) grand rounds, in-service
trainings and continuing education
that focus on oral health issues and
implications as related to chronic
diseases, such as diabetes and
cardiovascular disease and
pregnancy.

Goal: City of Lubbock will hold
quarterly (4/year) grand rounds, in-
service trainings and continuing
education that focus on oral health
issues and implications as related to
chronic diseases, such as diabetes
and cardiovascular disease and
pregnancy.

Data Source: Attendance rosters,
power point presentations, sign in
sheets, etc.

Milestone 7 Estimated Incentive
Payment: $1,102,217
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Data Source: Claims, encounter and
clinical record data

Milestone 6 Estimated Incentive
Payment: $760,530

DY 2 Estimated Milestone Bundle
Amount: $1,942,214

DY 3 Estimated Milestone Bundle
Amount: $2,132,791

DY4 Estimated Milestone Bundle
Amount: $2,281,590

DY5 Estimated Milestone Bundle
Amount: $2,204,435

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD (add milestone bundle amounts over Years 2-5): $8,561,029
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Project Option: 1.8.6 - The expansion of existing dental clinics, the establishment of additional dental clinics or the expansion of
dental clinic hours. Performing Provider: City of Lubbock Health Department/135103304
Unique Project ID: 135103304.1.2 — “PASS 2”

PROVIDER: The City of Lubbock, Texas is currently home to over 229,000 residents. The City of Lubbock Health Department’s
mission is to protect the health, safety and welfare of citizens through: 1. Preventing epidemics and the spread of disease;

2. Educating and empowering people to adopt health and responsible behaviors; 3. Promoting the quality and accessibility of health
services; and 4. Developing new insights and innovative solutions to health problems.

INTERVENTIONSThe City of Lubbock Health Department will expand dental services, through the establishment of a new dental
clinic.

NEED FOR THE PROJECT: The City of Lubbock selected this project because it directly addresses Region 12 Community Needs
Assessment ID# CN13 (Important Need): There is a shortage of dental care; and ID# CN3 (Urgent Need): Poor insurance support or
uninsured. The City of Lubbock does not currently operate a dental clinic; therefore, this will be a new endeavor.

TARGET POPULATION: The target population for this project includes people who don’t historically have access to or avail
themselves of dental care: people with mental illness, substance abuse issues, intellectual disabilities, people who are homeless,
people struggling with the challenges of aging, veterans, people living in poverty, etc. Estimates are that 95% of the people served in
this new clinic will be Medicaid funded or indigent.

CATEGORY 1 EXPECTED PATIENT BENEFITS: During DY3 the City of Lubbock will hire and train staff, develop all operational protocols
and clinical guidelines and develop a baseline from which to calculate system improvements. With Pass 1 funding, the City of
Lubbock plans to provide at least 600 office visits in DY4 and to provide at least 750 office visits in DY5, serving 350 people per year.
Pass 2 funding will allow the City of Lubbock to provide an additional 250 office visits each year in DY4 and DY5, with capacity to
serve 147 more people each year. The City of Lubbock will focus upon special needs patients, pregnant women and/or the elderly
hoping for a 10% increase over baseline in DY4 and 15% over baseline in DY5.

CATEGORY 3 OUTCOMES: (IT—7.7) The goal of this project is to decrease of older adults 65 years or olderwith urgent dental care
needsby 10% from baseline in DY4 and 15% from baseline in DY5.
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Project Option: 1.8.6 - The expansion of existing dental clinics, the establishment of additional dental clinics or the expansion of
dental clinic hours.

Performing Provider: City of Lubbock Health Department/135103304

Unique Project ID: 135103304.1.2 - “PASS 2”

Project Description: During Pass 2, the City of Lubbock will expand its Pass 1 project (which was to establish a new dental clinic) in
two (2) ways: 1. Serve more people than possible with Pass 1 funding alone and 2. Expand dental clinic hours from those anticipated
with Pass 1 funding.

Dental health is a key component of overall health. Oral disease can lead to poor nutrition; serious systemic illnesses and conditions
such as poor birth outcomes, diabetes and cardiovascular disease; and a diminished quality of life and life expectancy. Inadequate
access to oral health services compounds other health issues. It can result in untreated dental disease that not only affects the
mouth, but can also have physical, mental, economic and social consequences. Fortunately, many of the adverse effects associated
with poor oral health can be prevented with quality regular dental care, both at home and professionally. Increasing, expanding and
enhancing oral health services will improve health outcomes.

The Texas Dental Association (TDA) looked carefully at the economic, medical and social consequences of untreated oral disease in
Texas. It reviewed the current systems of oral health care delivery, assessed payment structures, and studied the oral health status
of Texans in general and analyzed the oral health disparities that exist in the state. Then TDA made specific and practical policy
recommendations to expand access to oral health care in Texas, including: identifying a “dental home” for every citizen; creating
new programs to encourage general dentists and specialists to practice in underserved areas and to treat underserved populations;
developing a comprehensive oral health public awareness and education campaign; and expanding access to oral health services for
older citizens.

This project (in combination with the City of Lubbock’s Pass 1 project) focuses upon all of these state priorities by establishing a new
dental clinic, targeting people who don’t historically have access to or avail themselves of dental care: people with mental illness,
substance abuse issues, intellectual disabilities, people who are homeless, people struggling with the challenges of aging, veterans,
people living in poverty, etc. The City of Lubbock Health Department (City of Lubbock) does not have adequate resources to meet
the demand for dental services in Lubbock, especially for populations with special needs. This project sets forth collaboration with
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the Local Mental Health Authority (StarCare Specialty Health System “StarCare”) and a Federally Qualified Health Center (the Texas
Tech School of Nursing’s Federally Qualified Health Center, The Larry Combest Center for Health and Wellness “Combest”) to obtain
synergy, economies of scale and to increase access for preventative dental visits impacting the severity of going to the dentist as a
last resort. This project will help divert patients from more expensive, less effective treatment of extreme dental procedures.

The City of Lubbock plans to partner with StarCare and Combest to engage a Lubbock Oral Health Project Coordinator to conduct a
city-wide needs assessment related to citizens of all ages, to perform a gap analysis and to develop a dental coalition of all providers
of dental services to people with low income. In addition, the coalition will develop a Lubbock Oral Health Plan and begin
implementation of the Lubbock Oral Health Program. Next, the City of Lubbock, StarCare and Combest will partner to open a new
dental clinic, to include the development of policies and procedures and hiring and training staff. The initial plan is to co-locate with
a new integrated physical and behavioral health clinic in StarCare’s Psychiatric Emergency Service Center in order to improve access
to marginalized populations. With Pass 1 funding, the City of Lubbock plans to provide at least 600 office visits in DY4 and to
provide at least 750 office visits in DY5, serving 350 people per year. Pass 2 funding will allow the City of Lubbock to provide an
additional 250 office visits each year in DY4 and DY5, with capacity to serve 147 more people each year. The City of Lubbock will
focus upon special needs patients, pregnant women and/or the elderly hoping for a 10% increase over baseline in DY4 and 15% over
baseline in DY5.

Goal of Project: The primary goals of this project are to: close gaps/disparities in access to dental care services and to enhance the
quality of dental care provided.

Challenges: Challenges associated with the successful implementation of this project are: lack of qualified dental providers,
patient transportation and low oral health literacy. The City of Lubbock will work with its project partners to develop and implement
a comprehensive provider recruitment effort and public information campaign. The dental clinic will likely provide bus passes to
patients to help address issues related to transportation.
5-Year Expected Outcome for Performing Provider and Patients: Performing Provider Perspective — improved healthcare
infrastructure that better serves the Medicaid-funded and uninsured residents of our counties; coordinated care delivery system;
improved efficiency and cost growth containment.

e Patient Perspective — high quality, patient-centered care; improved access to coordinated healthcare; improved
health outcomes.
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Relationship to Regional Goals: Commissioned by the Regional Healthcare Partnership (RHP), the West Texas Area Health
Education Center conducted an assessment of the healthcare-related needs in Region 12. The resulting document ranked the needs
in tiers, according to the availability of evidence documenting each need. Tier one included the two (2) most pressing needs in RHP
12: 1) a severe lack of primary care access including provider shortages, financial barriers, wait times, and length of time to get an
appointment; and 2) a lack of mental health services including lack of available appointments, insurance coverage, and emergency
room usage for mental health issues. Tier two identified other priority issues as: 1) uninsured and underinsured; 2) high incidence of
obesity, diabetes, and heart disease; 3) need for specialty care; and 4) need for cancer screenings; and 5) insufficient maternal and
prenatal care. The goals of Region 12 are to address as many identified community needs as possible, focusing on those identified as
“critical” and “urgent,” including increased access to care, increased prevention and early detection activities and
quality/performance improvement.

This project is directly related to the Region 12 goals of increased access to care and increased prevention and early detection
activities. This project will transform healthcare delivery from a disease-focused model of episodic care to a patient centered,
coordinated delivery model that improves patient satisfaction and health outcomes, reduces unnecessary or duplicative services and
builds on the accomplishments of our existing healthcare system.

Starting Point/Baseline: The City of Lubbock does not currently operate a dental clinic; therefore, the starting point/baseline for the
number of people to be assisted is zero.

Reason/Rationale for Selecting Measure: Poor oral health affects more than just the mouth. It can seriously compromise a person’s
general health, quality of life and life expectancy. Oral diseases can and do lead to systemic problems — damaging other parts of the
body and resulting in the need for expensive emergency department visits, hospital stays and medications. The consequences of poor
oral health, however, go far beyond damaging medical effects. Oral disease can also wreak economic havoc — keeping children out

of school and adults home from work — not to mention lower productivity of workers in pain. Untreated oral diseases can also drive

up health care costs in general. The good news is that with proper oral health care, both at home and in professional settings, many

of the negative consequences associated with poor oral health can be prevented.’

? http://www.buildingbetteroralhealth.org/media/TDA_full_report.pdf

RHP Plan for Region 12 92



The number of emergency-room visits for patients seeking dental treatment has increased, mostly because of problems that could
have been prevented with regular dental visits, according to the Pew Center on the States. Most cases are in rural areas, which have
a shortage of dentists. Nationwide, the number of ER dental visits increased 16 percent from 2006 to 2009, and the center suggests
the trend is continuing. Visiting the ER for dental treatment can be 10 times more expensive than preventive care. Many visits
involve the same patients seeking more care because emergency rooms aren't staffed by dentists. Doctors can offer pain relief, but
not much more, and many patients can't afford follow-up treatment or can't find a dentist. "Emergency rooms are really the canary
in the coal mine. If people are showing up in the ER for dental care, then we’ve got big holes in the delivery of care," said Shelly
Gehshan, director of Pew’s child-dentistry campaign. "It’s just like pouring money down a hole." The Center analyzed information
from 24 states, the Federal Agency for Healthcare Research and Quality and dental care studies. It found that in 2009, 56 percent of
children with Medicaid didn't receive dental care, ER visits for dental care increased by almost 60 percent in South Carolina, and
there were 55,000 dental-related ER visits in Tennessee hospitals. Part of the problem is that few dentists participate in Medicaid
programs, The Associated Press reports. The center is working with states to develop dental hygienists training programs and train
non-dentists to treat cavities and other uncomplicated procedures. More than 830,000 visits to emergency rooms nationwide in
2009 were for preventable dental problems. Dental disease is the No. 1 chronic childhood disease, sending more children in search
of medical treatment than asthma. In a nation obsessed with high-tech medicine, people are not getting preventive care for
something as simple as tooth decay. *

The following Project Option and Project Components were selected because they directly address Region 12 Community Needs
Assessment ID# CN13 (Important Need): There is a shortage of dental care; and ID# CN3 (Urgent Need): Poor insurance support or
uninsured.

Project Option 1.8: Increase and expand services by increasing clinics, clinic hours, using satellite mobile clinics with an affiliated
fixed-site dental clinic location, school-based/school-linked health centers or other approaches to increase oral health services to
underserved populations. Project Component: 1.8.6 Expansion of dental clinic hours

The City of Lubbock will conduct Continuous Quality Improvement (CQl) activities using methods such as rapid cycle improvement.
Activities may include, but are not limited to, identifying project impacts, identifying “lessons learned,” opportunities to scale all or
part of the project to a broader patient population and identifying key challenges associated with expansion of the project, including

* http://www.pewstates.org/uploadedFiles/PCS_Assets/2012/A%20Costly%20Dental%20Destination(1).pdf
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special considerations for safety-net populations. Our RHP will encourage participation by all our partners in a Learning
Collaborative that will meet annually to discuss local disparities in care and the ways they have successfully gathered relevant data
and ultimately better served the populations in their projects. In addition to the face-to-face meeting, we will have an open forum
on our website that will foster communication amongst our partners with related projects.

Unique Community Need ID#: CN13 There is a shortage of dental services and CN3 Poor insurance support or uninsured.

Milestones & Metrics: The milestones and metrics (1.8.6 — P-4, 4.1; P-10, 10.1; and I-14, 14.1) selected for this project directly
address CN#13&3 outlined in the Region 12 Community Needs Assessment.

Related Category 3 Outcome Measure: OD-7 Oral Health; IT-7.7 Urgent Dental Care Needs in Older Adults: Proportion of older
adults aged 65 and older with urgent dental care needs (standalone measure)

Reason/Rationale for Selection: According to the Region 12 Community Needs Assessment, there is a shortage of dental services
and a high prevalence of people with poor insurance support or who are uninsured. According to the TDA, services for older Texans
is a priority.

Explanation of how focusing on the outcomes will help improve the health of low-income populations: Establishment of a new
dental clinic focusing services upon people who are under- or uninsured will directly help improve the health of low-income
populations.

Relationship to Other Projects: This project relates to the City of Lubbock’s Pass 1 project (135103304.1. 1 — expand access/hours in
dental clinic) in that it allows the new clinic to be open longer hours than possible with only Pass 1 funding. These projects are all
related in that they are aimed to increasing access to needed health care in the most appropriate setting.

Relationship to Other Performing Providers’ Projects in RHP & Plan for Learning Collaborative: This project relates to StarCare’s
Pass 1 and Pass 2 projects (084897001.1.1 and 084897001.1.2) - to open a Psychiatric Emergency Service Center and adolescent
crisis respite unit —in that this clinic will be housed within the same facility. Our RHP will encourage participation by all our partners
in a “learning collaborative” that will meet annually to discuss local disparities in care and the ways they have successfully gathered
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relevant data and ultimately better served the populations in their projects. In addition to the face-to-face meeting, we will have an
open forum on our website that will foster communication amongst our partners with related projects.

Project Valuation:

Criteria Narrative Score
Achieves | This project is designed to achieve, to the greatest extent possible, the Texas Healthcare Transformation and Quality
Waiver Improvement (1115 Waiver) goals of 1. Improved patient care experience; 2. Improved health; and 3. Reduced cost of
Goals healthcare, without compromised quality. In order to achieve alignment with this triple aim, the primary goal of this project is to
Scale: ensure people receive coordinated, timely and site-appropriate healthcare services. The City of Lubbock hopes to address the 5
1to5 healthcare disparity of unequal access for people with low-income. This project will transform healthcare delivery from a disease-

5 Greatest | focused model of episodic care to a patient centered, coordinated delivery model that improves patient satisfaction and health
outcomes, reduces un- necessary or duplicative services and builds on the accomplishments of our existing healthcare system.
Commissioned by the Regional Healthcare Partnership (RHP), the West Texas Area Health Education Center conducted an

Addresses . . . . . .

Community assessment of the healthcare-related. neerjls. in Regﬂlorl '12.”The g”oals of Figglon 1.2 a're to address as many |de.nt|f|ed communltY
Need(s) needs as possible, focusing on those identified as “critical” and “urgent,” including increased access to care, increased prevention
Scale: and early detection activities and quality/performance improvement. The following Project Option and Project Components were 5
selected because they directly address Region 12 Community Needs Assessment ID# CN13 (Important Need): There is a shortage
1to5 , . . .

5 Greatest of dental care; and ID# CN3 (Urgent Need): Poor insurance support or uninsured. The lack of available appointments for people
without money or insurance, results in the need to use emergency rooms for initial contact.

With Pass 1 funding, the City of Lubbock plans to provide at least 600 office visits in DY4 and to provide at least 750 office visits in
Project DY5, serving 350 people per year. Pass 2 funding will allow the City of Lubbock to provide an additional 250 office visits each year

Scope/Size | in DY4 and DY5, with capacity to serve 147 more people each year. The City of Lubbock will focus upon special needs patients,

Scale: pregnant women and/or the elderly hoping for a 10% increase over baseline in DY4 and 15% over baseline in DY5. When 4
1to5 considering the impact upon each person’s care experience, his/her health and the reduced cost upon the community’s

5 Greatest | healthcare delivery system, the scope and size of this project will be fairly great. This project will be managed by highly trained
staff who specialize in linkage to the right care in the right setting.

Project The City of Lubbock’s investment in this project will be fairly significant. Staffing will include a Program Director, Dentist(s),

Investment | Licensed Hygienists, Dentals Technicians, office personnel, etc. (Some administrative staff will be shared with StarCare and
Scale: Combest in order to obtain economies of scale.) Other investments include physical space, furnishings and equipment, computer 4
1to5 hardware/software, etc. As one might imagine, dental equipment can be very expensive.

5 Greatest
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135103304.1.2 1.8.6

n/a

The expansion of existing dental clinics, the establishment of
additional dental clinics or the expansion of dental clinic hours.

City of Lubbock Health Department

| 135103304

Related Category 3 Outcome
Measure(s):

DY 2 (10/1/2012-9/30/2013) |

135103304.3.2
DY 3(10/1/2013-9/30/2014)

IT-7.7

DY 4 (10/1/2014-9/30/2015)

Urgent Dental Care Need in Older Adults: Proportion of older
adults aged 65 and older with urgent dental care needs

DY 5 (10/1/2015-9/30/2016)

Milestone 1: [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 shall identify and agree
upon several improvement
(simple initiatives that all
providers can do to “raise the
floor” for performance.) Each
participating provider should
publicly commit to implementing
these improvements.

Metric(s): [P-10.1]

Participate in semi-annual face-
to-face meetings or seminars
organized by the RHP.

Baseline/Goal: Participate in face-
to-face meetings

Data Source: Documentation of
semi-annual meetings, including
meeting agendas, slides from

Milestone 2: [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
shall identify and agree upon
several improvement (simple
initiatives that all providers can do
to “raise the floor” for
performance.) Each participating
provider should publicly commit to

implementing these improvements.

Metric(s): [P-10.1]

Participate in semi-annual face-to-
face meetings or seminars
organized by the RHP.

Baseline/Goal: Participate in face-
to-face meetings

Data Source: Documentation of
semi-annual meetings, including
meeting agendas, slides from
presentations, and/or meeting

Milestone 4: [P-4]:

Establish additional/expand
existing/relocate dental care clinics or
space.

Metric(s): [P-4.1]

Number of additional clinics, expanded
space, or existing available space used
to capacity.

Baseline/Goal: Add 1 new clinic
Data Source: Tax ID#

Milestone 4 Estimated Incentive
Payment: $106,001

Milestone 5: [P-3]

Increase Interdisciplinary (IDT) training
and education for dental and other
health care providers to promote an ID
Team approach to addressing oral
health.

Metric(s): [P3.1]
City of Lubbock will hold quarterly
(4/year) grand rounds, in-service

Milestone 6: [I-14]

Increase number of special
population members that access
dental services

Metric(s): [I-14.1]

15% increase from baseline in the
number of children, special needs
patients, pregnant women and/or
the elderly accessing dental services.

Baseline/Goal: 10% increase over
baseline in the number of children,
special needs patients, pregnant
women and/or the elderly accessing
dental services.

Data Source: Claims, encounter and

clinical record data

Milestone 6 Estimated Incentive
Payment: $147,698

Milestone 7: [P-3]
Increase Interdisciplinary (IDT)

RHP Plan for Region 12

96




presentations, and/or meeting
notes.

Milestone 1 Estimated Incentive
Payment: $297,150

notes.

Milestone 2 Estimated Incentive
Payment: $156,186

Milestone 3: [P-3]

Increase Interdisciplinary (IDT)
training and education for dental
and other health care providers to
promote an ID Team approach to
addressing oral health.

Metric(s): [P3.1]

City of Lubbock will hold quarterly
(4/year) grand rounds, in-service
trainings and continuing education
that focus on oral health issues and
implications as related to chronic
diseases, such as diabetes and
cardiovascular disease and
pregnancy.

Goal: City of Lubbock will hold
quarterly (4/year) grand rounds, in-
service trainings and continuing
education that focus on oral health
issues and implications as related to
chronic diseases, such as diabetes
and cardiovascular disease and
pregnancy.

Data Source: Attendance rosters,
power point presentations, sign in
sheets, etc.

trainings and continuing education that
focus on oral health issues and
implications as related to chronic
diseases, such as diabetes and
cardiovascular disease and pregnancy.

Goal: City of Lubbock will hold
quarterly (4/year) grand rounds, in-
service trainings and continuing
education that focus on oral health
issues and implications as related to
chronic diseases, such as diabetes and
cardiovascular disease and pregnancy.

Data Source: Attendance rosters,
power point presentations, sign in
sheets, etc.

Milestone 5 Estimated Incentive
Payment: $106,000

Milestone 6: [I-14]
Increase number of special population
members that access dental services

Metric(s): [I-14.1]

10% increase over baseline in the
number of children, special needs
patients, pregnant women and/or the
elderly accessing dental services.

training and education for dental
and other health care providers to
promote an ID Team approach to
addressing oral health.

Metric(s): [P3.1]

City of Lubbock will hold quarterly
(4/year) grand rounds, in-service
trainings and continuing education
that focus on oral health issues and
implications as related to chronic
diseases, such as diabetes and
cardiovascular disease and
pregnancy.

Goal: City of Lubbock will hold
quarterly (4/year) grand rounds, in-
service trainings and continuing
education that focus on oral health
issues and implications as related to
chronic diseases, such as diabetes
and cardiovascular disease and
pregnancy.

Data Source: Attendance rosters,
power point presentations, sign in
sheets, etc.

Milestone 7 Estimated Incentive
Payment: $147,698
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Milestone 3 Estimated Incentive
Payment: $156,185

Goal: 10% increase over baseline in the
number of children, special needs
patients, pregnant women and/or the
elderly accessing dental services.

Data Source: Claims, encounter and
clinical record data

Milestone 6 Estimated Incentive
Payment: $106,000

DY 2 Estimated Milestone Bundle
Amount: $297,150

DY 3 Estimated Milestone Bundle
Amount: $312,371

DY4 Estimated Milestone Bundle
Amount: $318,001

DY5 Estimated Milestone Bundle
Amount: $295,396

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD (add milestone bundle amounts over Years 2-5): $1,222,918
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Project Option: 1.1.2 Expand Existing Primary Care Capacity
Performing Provider: Cogdell Memorial Hospital/136330107

RHP Unique Identification Number: 136330107.1.1
Project Components: 1.1.2.a-c

Provider: Cogdell Memorial Hospital is a 49-bed sole community hospital serving a 30 square mile radius and a population base of
almost 16,000.

Interventions: This project will implement a walk-in clinic as well as expand primary care clinic space and providers.

Need for Project: Currently our community only has the Cogdell Family Clinic for primary care which sees patients Monday — Friday
8:30-5:30. The need is more after hour’s coverage as well as a need for more primary care providers who do FP and OB.

Target Population: Our target population is those patients who cannot get an appointment within 24 hours and those who do not
have insurance. We believe we will be able to increase our annual visits by 1,500 to get patients in the same day. Currently, our
clinic sees about 30% Medicare, 20% Medicaid and Medicaid Managed Care, 33% Managed Care, 15% self-pay and 2% other. Our
clinic not only handles primary care, but OB and of the 215 deliveries we do a year approximately 85% of them is Medicaid.

Category 1 or 2 expected patient benefits: Our estimated impact of this project will be to increase primary care visits by over 200 a
month in DY 4 and over 250 a month in DY5.

Category 3 Outcomes: — the low income population base for our community is approximately 35%, of which 15% are uninsured and
20% are on Medicaid/Medicaid Managed Care, by increasing the primary care capacity with a walk in clinic and adding more space
and providers, CMH will be able to treat more patients timely and get patients the care needed. This will help with better follow up
as on these patients when they do get admitted by having case management follow up with these patients after discharge to ensure
they have gotten in with their primary care provider to ensure they are staying on their treatment.
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Project Option: 1.1.2 Expand Existing Primary Care Capacity
Performing Provider: Cogdell Memorial Hospital/136330107
RHP Unique Identification Number: 136330107.1.1

Project Components: 1.1.2.a-c

Project Description: We purpose to develop a process to expand primary care services with short term and long term goals in mind.
To accomplish this the plan, a "walk-in" clinic will be added in order to decrease non-emergent care seen in our emergency
department; work with our rural health clinic providers(family practice/OB and mid-level providers) and staff to work with patients
to be seen in the clinic within an appropriate time frame; a new clinic will be built on the hospital grounds to bring all services
together in order for care to be more efficient and timely; and recruitment of physicians and/or other providers (ie, PA's, Nurse
Practitioners, etc). This will allow us to increase our annual visits by 1,500 and get those who are needing an appointment in on the
same day.

In Scurry County we face several challenges with patients needing to be seen timely; individuals with a chronic condition do not get
the care they need on an ongoing basis and therefore their condition(s) become acute causing them to be seen in the Emergency
Department due to this is their only option; and delays in appointment scheduling and long waiting times have a significant negative
impact on patients satisfaction 1and provider care, discouraging patients from using healthcare proactively. As a public hospital and
low operating margin, we have a need access capital to expand.

The implementation of this project will address the challenges as listed above. Expansion of primary care is the first step in order to
give care to the patient(s) in need and to keep patients out of the Emergency Department with non-emergent healthcare issues. By
the implementation of the "walk-in" clinic and improving access to care in the primary care setting will also increase the
opportunities to prevent disease and treat in a timely manner to prevent patients from becoming extremely ill with chronic
conditions and other conditions out of the ED and hospital. The hospital will involve case management to assist with the process
with discharged patients to educate patients and following up with patients regarding care after they are dismissed from the
hospital (ie, follow up appointments, medication administration, etc) to also eliminate possible readmissions.
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Our five (5) year expected outcome for this project is to substantially improve Cogdell Memorial Hospital and Cogdell Family Clinic
(Rural Health Clinic) primary care capacity, as evidenced by 20% or more increase in primary care encounters and reduction of non-
emergent care seen in the ED and chronic healthcare conditions.

This project is related to the regional goals by improving the capacity of primary care, reduce readmissions, patients having to be
transferred to tertiary care facilities by patients being seen in the appropriate setting in a timely time frame. Also, the improvement
will help CMH better serve the low income and uninsured.

Starting Point/Baseline: Our primary service is approximately 16,000 in the Scurry County region of which the hospital sees
approximately 8400 patient in the ED each year and of this number approximately 30% or more is non-emergent, and utilizing the
ED due to lack of primary care capacity. Cogdell Family Clinic provided approximately 20,000 patients in 2011. We have recently lost
two (2) more providers adding to our crisis of needed providers. Due to this additional loss we have noted more patient’s travelling
a 30 to 90 mile range for primary care or not receiving care at all. The hospital and clinic have noted a decrease in other services (ie.,
lab, radiology, etc) with the decrease of primary providers. The short term strategic goal for this is diligent primary care provider
recruitment to resolve this crisis. The long term strategic goal is for the hospital is to recruit an additional three (3) primary care
providers over the next five (5) years and the goal with full capacity of primary providers the clinic will be able to grow
approximately 20% to 30%. Another long term strategic goal is to build a new clinic with a new design in order to assist with
recruitment and retention efforts. Currently, the clinic is seeing 4-5 day wait time for patients to get into see a physician as well as
with the shortage in providers, having to turn away patients who are needing to be treated. This causes an increase in ER utilization,
which the hospital has seen over the last couple of months going from an average of 700 a month to over 750 a month as well as
some patients going elsewhere to find primary care services. We currently have approximately 1,500 patients who have been
diagnosed with uncontrolled hypertension and more who have not out of our 16,000 patients in our service area. This project will
allow us to work on getting more patients to come in and get tested and get on a plan to help get those who hypertension is
uncontrolled back in line. Also, we below we will be able to increase our annual visits by 1,500 in order to get patients in the same
day.

Rationale: The project option chosen by CMH is very critical to its community and its ability to provide services need by the

community. In project 1.1.2, CMH will meet the required components by a) expand the clinic space by building a new clinic with a
walk-in clinic, b) it will increases its primary care service hours by hiring PAs to service the walk-in clinic and remain open for longer
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hours in the evening and the weekend, and c) finally CMH will increase clinic staffing by hiring the 2 new PAs, 3 new FP/OB's over the
next five years. With this project CMH will be addressing a critical need CN.1, where CMH will address severe primary carfe
shortage, CMH is in HPSA, decrease wait times and be developing walk-in clinic it will give patients a choice especially those who lack
insurance and have lack of access to care. In doing this, CMH will show process milestones of P-1, Establish/Expand existing/relocate
primary care clinic, P-4, Expand the hours of the primary clinic where they are currently serving patients from 9-5 M-F, and P-5,
Train/Hire additional primary care providers and staff thru hiring more PAs and FP/OBs. CMH will have Improvement Milestones of
I-10, Enhance patient access to primary care services by reducing days to third next available appointment, I-12.1 Increase primary
care clinic volume of visits and evidence of improved access for patients seeking services, I-15, Increase access to primary care
capacity. In doing all of this, CMH will be better able to serve its population and help to ensure those patients with chronic
conditions are seen timely and their needs addressed. CMH will be able to address new initiatives thru the development of a walik-
in clinic process, recruitment of new physicians and PAs as well as provide better service to our patients by offering longer hours to
be seen by a primary care provider. Also, with this project CMH will be able to significantly enhance existing initiatives, improved
patient satisfaction and quality.

Related Category 3 Outcome Measure(s): CMH has chosen IT 1.7.

For IT 1.1 —the low income population base for our community is approximately 35%, of which 15% are uninsured and 20% are on
Medicaid, by increasing the primary care capacity with a walk in clinic and adding more space and providers, CMH will be able to
treat more patients timely and get patients the care needed. This will help with better follow up as on these patients when they do
get admitted by having case management follow up with these patients after discharge to ensure they have gotten in with their
primary care provider to ensure they are staying on their treatment. We currently have approximately 1,500 patients who have been
diagnosed with uncontrolled hypertension and more who have not out of our 16,000 patients in our service area. This project will
allow us to work on getting more patients to come in and get tested and get on a plan to help get those who hypertension is
uncontrolled back in line.

Relationship to other Projects: This project will be closely related to project 2.3, Redesigning primary care. By building the clinic on
site, patients will have the ability to get all of their services needed in one place and during the same clinic visit. By doing this,
providers will be able to see patients more timely any issues the patient maybe experiencing will be addressed timely. Thru the
redesign of the new clinic, this will help improve the patient flow and allow CMH to see more patients.
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Relationship to Other Performing Providers’ Projects and Plan for Learning Collaborative: Our RHP will encourage participation by
all our partners in a learning collaborative that will meet annually to discuss local disparities in care and the ways they have
successfully gathered relevant data and ultimately better served the populations in their projects. In addition to the face-to-face
meeting, we will have an open forum on our website that will foster communication amongst our partners with related projects.
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Project Valuation:

Criteria Narrative Score
Achieves In doing our project, CMH will be able to provide more timely care thru the addition of more providers, a walk-in clinic staffed by PA’s 4
Waiver which will be part of a new clinic designed to improve patient flow and reduce wait times. By doing all of this, CMH will be able to
Goals save money by treating patients more timely and more effectively thus reducing non-emergent ER visits and possible hospitalizations.
This project will work got to category 3 project 1.1, Third next available appointment
This project affects all patients, but it does give e the uninsured and low income a lot more opportunities to get in and see a primary
care provider on a timely basis.
The impact will be very significant to our community thru the increase in providers, better scheduling processes, and the walk-in clinic.
There is very strong evidence what this project will accomplish is supported by literature and will help transform the way we do
healthcare in our service area.
Addresses | This project will address many community needs and issues. It will resolve the issue of getting into a primary care doctor, it will 5
Community | resolve the ER issues, the quality of care provided and the ability to get ancillary services when needed.
Need(s)
Project The walk in clinic will allow anyone to come in and get treated along with the hospitals ability to set aside indigent dollars to take care 5
Scope/Size | of those who qualify for charity or indigent, much higher standards than Medicaid.
Patient visits/encounters, thru this process CMH hopes to grow encounters by over 10% a year starting in year 3.
Providers recruited/trained — 3 and possibly 2-3 Pas/NPS
Savings estimated from avoiding/preventing unnecessary ER visits or hospitalizations - $2,400,000
Project Human resources — significant resources will be needed to cover the increase in providers, the walk in clinic. Not only providers, but 5
Investment | nurses, billers, coders, housekeeping staff, maintenance, registration
Equipment purchase and maintenance — Maintenance cost can grow extreme to keep everything up and going
Legal and professional fees will be moderate in this process
Time to implement will take several years to get all the providers on board, basically the life of the 5 year waiver
Risk assessment — some risk, but rewards are more
Organizational priorities — A top priority in the organization.
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136330107.1.1

1.1.2 1.1.24a,b,c

1.1 Expand Primary Care Capacity

Cogdell Memorial Hospital

136330107

Related Category 3 Outcome
Measure(s):

DY 2 (10/1/2012-9/30/2013)

136330107.3.1 IT1.7

DY 3 (10/1/2013-9/30/2014)

Controlling High Blood Pressure

DY 4 (10/1/2014-9/30/2015)

DY 5 (10/1/2015-9/30/2016)

Milestone 1: P-1
Establish additional/expand
existing/relocate primary care clinics

P-1.1. Metric: Number of additional
clinics or expanded hours or space
documentation of detailed expansion
plans

Baseline/Goal: Expand Space/clinic.
Start construction of new clinic to be
on hospital grounds completion 2014

Data Source: Construction plans and
construction schedule

Milestone 1 Estimated Incentive
Payment: $264,230

Milestone 2: P-5

Train/hire additional primary care
providers and staff and/or increase the
number of primary care clinics for
existing providers

P-5.1. Metric: Documentation of
increased number of providers and
staff and/or clinic

sites.

Milestone 3: P-5

Train/hire additional primary care
providers and staff and/or increase
the number of primary care clinics
for existing providers

P-5.1. Metric: Documentation of
increased number of providers and
staff and/or clinic sites.

Baseline/Goal: Add an additional
provider, making a total of 8 primary
care providers in clinic.

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 3 Estimated Incentive
Payment: $654,082

Milestone 4: 1-12

Increase primary care clinic volume
of visits and evidence of improved
access

for patients seeking services thru the
education of non-emergent ER visits.
Currently we have a service area of
16,000 with approximately 8,400 ER
visits of which approximately 2,500
are non-emergent we would like to
be seen in our primary care clinic
each year.

1-12.1. Metric: Documentation of
increased number of visits
demonstrates improvement over
prior reporting period.

a. Total number of visits for
reporting period

Goal: Increase primary care visits
from an average of 2,000 a month in

base year to 2,125 a month

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

Milestone 4 Estimated Incentive

Milestone 5: 1-12

Increase primary care clinic volume
of visits and evidence of improved
access for patients seeking services.

1-12.1. Metric:

Documentation of increased number
of visits. Demonstrate improvement
over prior reporting period.

a. Total number of visits for
reporting period

Goal: Increase primary care visits
from 2,000 a month in base year to
over 2,250 a month

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

Milestone 5 Estimated Incentive
Payment: $584,705
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136330107.1.1 1.1.2 1.1.243,b,c 1.1 Expand Primary Care Capacity

Cogdell Memorial Hospital 136330107
Related Category 3 Outcome 136330107.3.1 IT1.7 Controlling High Blood Pressure
Measure(s):

DY 2 (10/1/2012-9/30/2013) DY 3 (10/1/2013-9/30/2014) DY 4 (10/1/2014-9/30/2015) DY 5 (10/1/2015-9/30/2016)
Baseline/Goal: Hire one new primary Payment: $664,547
care provider. Go from 6 to 7 primary
care providers.

Data Source: Documentation of
completion of all items described by
the RHP plan for this measure.
Milestone 2 Estimated Incentive
Payment: $264,230

DY 2 Estimated Milestone Bundle DY 3 Estimated Milestone Bundle DY4 Estimated Milestone Bundle DY5 Estimated Milestone Bundle
Amount: $528,460 Amount: $654,082 Amount: $664,547 Amount: $584,705

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD: $2,431,794
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Project Option: 1.10.1 Enhance improvement capacity within people
Performing Provider: Cogdell Memorial Hospital/136330107

RHP Unique Identification Number: 136330107.1.3 — “PASS 3B”
Project Components: 1.10.1.a-b

Provider: Cogdell Memorial Hospital is a 49-bed sole community hospital serving a 30 square mile radius and a population base of
almost 16,000.

Interventions: This project will require Cogdell Memorial Hospital to develop and enhance its performance and quality
improvement processes

Need for Project: As more and more requirements come down from the federal and state legislature, there is a need to improve
our QAPI process and develop others which will help us meet these requirements as well as develop better processes for taking care
of our patients.

Target Population: CMH has over 200 employees who will need to be educated and trained on how to improve processes. With
CMH having over 20,000 clinic visits, 1,000 outpatient surgeries, 8,400 emergency room visits and over 1,500 patients in house each
year, there is a need to improve our processed and our quality to ensure our patients get the best care. Of this population, 20% is
Medicaid and Medicaid Managed Care and 15% is Self-pay. Currently, we have 1 person who oversees performance improvement
and quality improvement and we will work towards getting at least 2-4 more who are trained to help educate the 200 plus staff we
have who need trained. With the improved training we will be able to put processes in place to address CHF admission rate and
address the approximate 1,500 patients with CHF and the related 100 admissions a year and reduce these by 10 a year thru our
Category 3 project..

Category 1 or 2 expected patient benefits: Thru the increased quality reports in DY 4 and a quality dashboard in DY 5, all patients,
including Medicaid and insured, will be getting the best quality possible.
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Category 3 Outcomes: IT 2.1 CHF Admission Rate, by enhancing our performance improvement process, CMH should be able to
reduce the CHF admission rate through treating more patients timely, following up on continued treatments to ensure patients are
staying on their plan. The goal is to reduce CHF preventable Admissions a year by 10%.
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Project Option: 1.10.1 Enhance improvement capacity within people
Performing Provider: Cogdell Memorial Hospital/136330107

RHP Unique Identification Number: 136330107.1.3 — “PASS 3B”
Project Components: 1.10.1.a-b

Project Description: CMH will develop its quality improvement and performance improvement program through education to
hospital staff in all departments, not just clinical. Currently, we have 1 person who oversees our quality improvement process and
thru this project we will work to have at least 2-4 more who will help develop and oversee along with training over 200 employees,
and 8-10 physicians. We will use these train to create programs to help address CHF admission rates. We believe there are 1,500
patients in our service area with CHF and we hope to reduce the 100 admissions a year by 10 a year to begin with thru our Category
3 project.. The main reason for all departments is because if there is an issue in the business office, and we do not improve the
processes then we still have provided unacceptable levels of patient customer service. Also, by expanding and redeveloping our
process improvement and quality improvement programs, the hospital will be able to meet the needs of its patients, their families,
our employees and physicians at the same time better serve our community. We will do this through a number of ways. One is
getting an electronic reporting system to input all quality issues, add a process where employees, patients, physicians and visitors
can feel free to make suggestions to help us improve our processes, and ensure each department is setting performance
improvement measures and monitoring monthly and using PDSA to address any issues. There is even more of a need to improve our
processes due to the changes coming in healthcare and the focus on quality and the various core measures. Also, in order to remain
a viable small community hospital we will need to develop better processes so we can operate efficiently while providing the highest
quality of care.

In Scurry County we face several challenges with patients needing to be seen timely; individuals with a chronic condition do not get
the care they need on an ongoing basis and therefore their condition(s) become acute causing them to be seen in the Emergency
Department due to this is their only option; thru the development of our process improvement teams we will be able to see patients
more timely to ensure they are getting treatment needed as well as follow up with the patients to ensure they are staying on their
prescribed treatment plan. In our population served we have approximately 2,500 patients who are on Medicare, but of these
patients they make up approximately 30% or almost 20,000 of all of our inpatient and outpatients visits. This is typical of most
Medicare patients who do have chronic conditions and who are in need of healthcare services on a regular basis. As a public
hospital with low operating margins, we have a need to access capital to be able to ensure we are providing the latest technology
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and expand as volumes dictate. By improving our processes and our quality will allow us access to this capital and the ability to keep
up with the changes in technology and expand so we can be around for years to come.

The implementation of this project will address the challenges as listed above as well as address the challenges we will face through
the upcoming changes to Medicare, Medicaid and Managed Care programs not just today but for years to come. By improving our
process and our quality we will be able to lower healthcare costs and make it affordable to those on Medicaid and low income
patients. By the implementation of various primary care strategies they will allow us to improve our patients’ access to care in the
primary care setting and will also increase the opportunities to prevent disease and treat in a timely manner to prevent patients
from becoming extremely ill with chronic conditions. The hospital will involve case management to assist with the process with
discharged patients to educate patients and following up with patients regarding care after they are dismissed from the hospital (ie,
follow up appointments, medication administration, etc) to also eliminate possible readmissions. The only way we can do this will
be for us to enhance our process improvement and reporting.

Our five (5) year expected outcome for this project is to substantially improve Cogdell Memorial Hospital and Cogdell Family Clinic
through the development and improvement of our quality and performance improvement process.

This project is related to the regional goals by improving our internal processes as well as working with other hospitals in which we
transfer patients we help to ensure improved patient care, patient flow and the overall help of our patients especially those the low
income and uninsured.

Starting Point/Baseline: CMH has approximately 200 employees, 6 providers and 2 allied health workers who will need to be
trained or —retrained in our QAPI processes. . Currently, we have 1 person who oversees performance improvement and quality
improvement and we will work towards getting at least 2-4 more who are trained to help educate the 200 plus staff we have who need
trained. We will use these train to create programs to help address CHF admission rates. We believe there are 1,500 patients in our
service area with CHF and we hope to reduce the 100 admissions a year by 10 a year to begin with thru our Category 3 project. Also,
CMH’s primary service is approximately 16,000 in the Scurry County region of which the hospital sees approximately 8400 patient in
the ED each year, over 16,000 outpatients visits a year, almost 1,000 outpatient surgeries a year and Cogdell Family Clinic sees
approximately 20,000 patients a year. The starting point or baseline will be to take all of our employees and go through a detailed
training process and develop process improvement plans to go our methods whereby we are able to not only look at issues current
in our facility but ways we can develop processes to help improve the health of our patients before they get admitted to the
hospital, for instance, being able to follow up with our patients to ensure they are following through with the prescribed treatment
plan of their physician will help ensure the patient is taking care of themselves as well as reduce future healthcare costs.
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Rationale: The project option chosen by CMH is 1.10.1 which is enhancing improvement capacity within people. With this project
CMH will create new initiatives and significantly enhance existing ones in order to provide better quality service and improve
performance throughout the organization. This option includes a) provide training and education to clinical and administrative staff
on process improvement strategies, methodologies and culture and b) develop an employee suggestion system that allows for the
identification of issues that impact the work environment, patient care and satisfaction, efficiency and other issues aligned with
continuous process improvement. It is very critical to its community and its ability to provide services which are needed by the
employees, patients and the community. Because of this, this project will affect CN.1 and CN.3 to help develop improved ways
through process improvement and quality improvement to ensure patients can see a primary care provider timely and those who
are uninsured or underinsured will be able to get the best care possible. In project 1.10.1, CMH will develop or enhance its quality
improvement process through training of its staff, purchasing an online quality improvement module to help track and monitor
trends, implement a suggestion box through electronic means and develop processes which will focus on patient outcomes and their
health. In doing this, CMH will show process milestones of P-1, P-2, P-5,P-6, I-7, and I-8. In doing all of this, CMH will be better able
to serve its population and help to ensure those patients with chronic conditions are seen timely and their needs addressed.

Related Category 3 Outcome Measure(s): IT 2.1 CHF Admission Rate, by enhancing our performance improvement process, CMH
should be able to reduce the CHF admission rate through treating more patients timely, following up on continued treatments to
ensure patients are staying on their plan.

Relationship to other Projects: This project will have a relationship to projects 136330107.1.1; expand access to primary care &
136330107.2.1, Redesigning primary care. The relationship to these other projects will only be based on our ability to enhance our
process improvement and the expansion of reporting. Thru enhancing our process and quality we will be able to develop strategies
which will help improve the operational efficiency of the clinic, scheduling, and walk-in clinic. In reality these projects are not
related and not dependent on each other, but as with the rest of the hospital when we enhance our process improvement and our
reporting capacity it will help us better define key areas to focus on and drive our resources to the ones which need the greatest
attention. Also, the project we have selected will also help us better position ourselves to meet the ever changing mandates from
the state and federal government. By developing our processes CMH will be able to see patients more timely; patients will have the
ability to get all of their services needed and the community will have an organization it can truly believe in and depend on. With
the increase in staff in Ql, we will be able to better develop and train the rest of the hospital’s staff to ensure they are constantly
looking for ways for the hospital to improve the way it provides services to our patients. Also, thru the development of dashboards
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and scorecards our employees, patients and community will know where we stand in providing the best quality care while
maintaining an efficient operation to ensure their tax dollars are being utilized in the best way possible. We believe in being
transparent to our community and thru the suggestion box we will be able to address any issues and the community will be able to
see their voices are being heard. Also, the hospital will work on redeveloping its culture, thru the improved reporting capacity and
the use of dashboards and other various reporting tools, we will be able to show our employees the new culture we are seeking
does work and will also be able to show our employees the effects of running a customer service culture and one that truly cares will
pay off thru increased volumes, trust in each other, trust by our patients and community. Also, our QAPI will develop a team which
will coordinate efforts among the hospital departments to ensure proper and timely follow up on our patients thru our ability to
collect and analyze data; the reports generated from this data and our development of train the trainer process.

Relationship to Other Performing Providers’ Projects in the RHP: : Our RHP will encourage participation by all our partners in a
learning collaborative that will meet annually to discuss local disparities in care and the ways they have successfully gathered
relevant data and ultimately better served the populations in their projects. In addition to the face-to-face meeting, we will have
an open forum on our website that will foster communication amongst our partners with related projects.

Plan for Learning Collaborative: Our RHP will encourage participation by all our partners in a learning collaborative that will meet
annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served
the populations in their projects. In addition to the face-to-face meeting, we will have an open forum on our website that will foster
communication amongst our partners with related projects

Project Valuation: The valuation of this project is $1,755,510. Through the recruitment of 3 more primary care physicians, 2-3 more
Pas/NPs, increase the hours of service, add a walk in clinic, develop better processes to follow up with patients on their treatment
plans through the involvement of home health, case management and the clinic staff, address any post discharge issues, reduce
non-emergent visits, and help reduce healthcare cost through these new processes.

| Criteria | Narrative | Value
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Achieves
Waiver Goals

Relative to your other proposed projects, to what extent does this project achieve the following waiver goals:

By enhancing our quality and performance improvement processes CMH will be able to attend to patients more
timely addressing their health needs as well as ensuring they are staying on their prescribed treatment plan to
help reduce health care cost and address the low income and uninsured population to ensure they can get
affordable healthcare.

There will be large amounts of infrastructure through the development of an on-line Ql module, an electronic
suggestion box, more staff needed and more education and training required.

The development of our processes will allow better coordination of the hospitals staff, especially, case
management, its home health and its clinic, delivery will be improved and better processes developed by these
coordinated efforts

This project will improve the patient outcomes at the same time reduce cost by patients accessing the
appropriate setting.

Performing Providers may consider the following attributes when scoring projects on this domain:

The project will be able to tieto 1.1.2 & 2.3.1 as well as IT 2.1

Does the project primarily impact Medicaid and/or uninsured residents? Yes it will allow more affordable health
care and ensure those on Medicaid can get in to see a provider.

How significant is the expected impact? To what extent will it “move the dial”? The impact is very significant and
it will move the pendulum in the right direction to improve health and reduce costs

Is there strong evidence, as shown by literature review, best practices, and/or past experience, that the proposed
project will be effective in its impact? Yes there is very strong evidence shown to support the hospitals plan
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Addresses Relative to your other proposed projects, to what extent does this project address community needs? Performing 5
Community Providers are advised to reference the draft RHP Community Needs Assessment, available at www.texasrhp12.com
Need(s) Performing Providers may consider the following attributes when scoring projects on this domain:
e The project will address many needs of the community by have the coordinated efforts and working to ensure
those without insurance do have access to affordable care.
e How significant is the expected impact? To what extent will it “move the dial”? please see narrative above
e Isthere strong evidence, as shown by literature review, best practices, and/or past experience, that the proposed
project will be effective in its impact? Please see narrative above
Project Relative to your other proposed projects, how “big” is this project? Performing Providers should consider targeted 5
Scope/Size improvements/increases in
e  This project will reach our entire population base as well as affect the other major regional cities in which our
patients have to go for services
e Providers recruited/trained - 3 and 2-3 NPs/Pas as well as hiring additional staff for the QI department
e  Savings estimated from avoiding/preventing unnecessary ER visits or hospitalizations will be substantial
Project Relative to your other proposed projects, how large is the expected investment to successfully implement this project and 5
Investment achieve milestones and metrics? Performing Providers should consider:
e Human resources will the major focus point of this project and will require a significant investment and growth
e Equipment purchase and maintenance not a large amount required except the QI module and the electronic
suggestion box
e Legal and professional fees will be great in order to get the contracts in and employ the providers
e Time to implement will be over the waiver period
e Risk assessment has been done and all risk will be there, but every attempt to minimize
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e Organizational priorities as with the other projects, it will be a top one.
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136330107.1.3 — “PASS 3B”

1.10.1

1.10.1. A-B

Enhance Improvement capacity within people

Cogdell Memorial Hospital

136330107

Related Category 3 136330107.3.6

Outcome Measure(s):

IT2.1

Year 4

’14-‘15

Congestive Heart Failure Admission Rate

Year 5
’15-‘16

Milestone 1: P-1 Est. a performance
improvement office to go from 1 who oversees
to at least two people who are trained to
oversee Ql/PI.
Metric 1 P-1.2 — documentation that the
performance improvement office is engaged in
collecting analyzing and managing real-time data
Baseline/Goal: Enhanced performance
improvement reports
Data Source: Excel Files

Milestone 1 Estimated Incentive Payment:
$216,446

Milestone 2: Establish a program for trained
experts to mentor and train staff work to get all
200 employees and 8-10 providers trained.
Metric 1 — P-2.1 — Train the trainer
Baseline/Goal: Develop train the trainer
system for QI
Data Source: Hospital Records should the
trained experts

Milestone 2 Estimated Incentive Payment:
$216,446

Milestone 3 [P-5]: Enhance or expand
organizational infrastructure

Metric 1 [P-5.1]: Increased collection of patient

experience and/or quality measures data
Baseline/Goal: To increase the amount of data
collected in relation to quality measures
Data Source: Documentation of quality
measures data collection and reporting

Milestone3 Estimated Incentive Payment:
$240,174

Milestone 4: P-6: Hire train quality improvement
staff add at least one more person to help oversee
as part of their job duties
Metric 1: P 6.1 — Increase number of trained staff
Baseline/Goal: To increase the Ql department
by 1 staff
Data Source: Hospital HR Records and training
programs

Milestone 4 Estimated Incentive Payment:
$240,174

Milestone5 [I-7]: Implement
quality improvement data
systems
Metric 1 [I-7.1]: Increase the
number of reports generated
through these quality
improvement data systems
Goal: Implement Ql Module
Data Source: Ql data
Systems work to generate
at least an overall summary
report on all areas of the
hospital and detailed
departmental reports
estimated at approximately
60-75

Milestone 5 Estimated
Incentive Payment: $461,840

Milestone 6 [I-8]: Create a
dashboard
Metric 1 [I-8.1]: Submission
of quality dashboard or
scorecard
Goal: The creation of a
dashboard or scorecard
Data Source: Ql
dashboard/scorecard

Milestone 6 Estimated
Incentive Payment: $380,430
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136330107.1.3 — “PASS 3B” 1.10.1 1.10.1. A-B Enhance Improvement capacity within people

Cogdell Memorial Hospital 136330107
Related Category 3 136330107.3.6 IT2.1 Congestive Heart Failure Admission Rate
Outcome Measure(s):

Year 3 Year 4 Year 5

‘13-14 ’14-15 ’15-‘16
Year 2 Estimated Milestone Bundle Amount: Year 3 Estimated Milestone Bundle Amount: Year 4 Estimated Milestone Year 5 Estimated Milestone
$432,892 $480,348 Bundle Amount: $461,840 Bundle Amount: $380,430

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD: $1,755,509
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Project Option: 1.1.2 Expand Existing Primary Care Capacity

Performing Provider: Dallam-Hartley Counties Hospital District dba Coon Memorial Hospital/130826407
Unique Project ID: 130826407.1.1

Project Components: 1.1.2.a-c

Provider: Coon Memorial Hospital is a 21-bed critical access hospital located in Dalhart, Texas serving two counties, Dallam County and
Hartley County. The combined population of the two counties is approximately 12765. Coon Memorial Hospital is included in the Dallam-
Hartley County Hospital District, which also includes a nursing home, assisted living, Dalhart Family Medicine Rural Health Clinic, physical
therapy clinic, occupational health clinic, and a surgery clinic. In addition, the district provides several specialty services which are provided
by visiting providers. The hospital emergency room is a level four trauma center. The district is located 96 miles from the nearest significant
healthcare facilities in Amarillo, Texas.

Intervention(s): This project will expand the capacity of the Rural Health Clinic to provide primary care services for the target population. In
addition to adding providers, this plan includes altering the existing hours in order to provide primary care during after hours and weekends.
Need for the Project: The rural health clinic experienced 20338 encounters during our last fiscal year, the existing providers are currently at
or above capacity. There are significant instances of either excessive wait times to see a primary care provider (over three days for initial
visit) or no openings at all for new and existing patients. In addition, there is currently no primary care available after hours or weekends.
Due to these factors, patients are either directed to the emergency room, go to the emergency room on their own, or have to travel to a
provider in another city. Indigent patients or those without insurance also rely on the emergency department for their health care since there
is not sufficient primary care capacity. Also, since most of the target population cannot afford to leave work to seek care for themselves or
their children, they use the health care that is available, the emergency department. There is no urgent care facility within 96 miles which
makes such care out of reach for many of our service population. The goal of this project is to increase primary care encounters by 20% at the
end of the five year plan by increasing the number of primary care providers and offering care for additional hours.

Target Population: The target population is the residents in our service area that need a primary care home. Medicaid patient population is
1,442 in Dallam County and 701 in Hartley County with the uninsured population around 2437 and 1582 respectively, (As reported in the
health facts profile from Texas Department of State Health Services for2009, most recent data). This places approximately 48% of the service
population as either Medicaid or indigent/uninsured. This project should increase primary care encounters by 20% over the plan period, or
from the 20338 encounters for the last year to 24405 primary care encounters at the end of the plan period.
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Category 1 or 2 expected patient benefits: This project should increase primary care encounters by 20% over the plan period, or from the

20338 encounters for the last year to 24405 primary care encounters at the end of the plan period. In addition it will extend clinic hours to
make primary care more available and reduce unnecessary emergency room visits.

Category 3 outcomes: Percent improvement over baseline of patient satisfaction scores.

RHP Plan for Region 12 119



Project Option: 1.1.2 Expand Existing Primary Care Capacity

Performing Provider: Dallam-Hartley Counties Hospital District dba Coon Memorial Hospital/130826407
Unique Project ID: 130826407.1.1

Project Components: 1.1.2.a-c

Project Description:

There are currently not sufficient primary care providers to provide reasonable primary care to the resident of Dallam-
Hartley counties. Consequently, our residents either wait an extended period of time to see a provider, go to the emergency room
for care, or travel to another city to see a provider. We plan to address this issue by adding additional providers in the Rural Health
Clinic to increase Primary Care Coverage; re-design existing clinic space to increase the number of examination rooms, re-design
processes to provide for expanded clinic hours. Introduce triage in the Emergency Room evaluation processes to re-direct non-
emergent patients to the expanded clinic for care and treatment. The goal or 5-year expected outcome, will be to increase our
district’s ability to provide Primary Care for our residents by 20% over the project time-line based on historic Primary Care
encounters. The significant challenges to reaching this goal will be 1) Expanding the medical staff and support staff and training; 2)
Re-designing the limited existing clinic space to provide adequate and efficient space for expanded Primary Care; 3) Re-designing
current processes to allow for expanded clinic hours; 4) Obtaining additional equipment as needed.

We believe that this project complies with the overall vision or goal for the Region 12 RHP which is to assure residents receive high-
quality, patient-centered care, in a cost effective manner that focuses on coordinated care delivery and improved health outcomes, with a
particular focus on the Medicaid and uninsured residents, while containing cost growth. The vision is to fulfill as many of the community needs
identified in the area as possible focusing on those identified as urgent and critical needs. (CN.2: Severe primary care provider shortage, wait
time, expense, lack of insurance, access to care.)

Dallam-Hartley Counties Hospital District serves two counties in the Texas Panhandle comprising approximately 11,759
citizens. The uninsured adults in Hartley County are 16% and for Dallam County it is 23%, uninsured children under the age of 18 is
19% and 23% respectively. The balance of residents either have private health insurance or are covered by either Medicare and/or
Medicaid. The primary industry for both counties is agriculture related, with the major companies offering health insurance
coverage but the majority of privately owned agriculture likely does not offer insurance to their employees. Currently, significant
numbers of the under or un-insured or Medicaid residents are unable to find a medical home with an existing primary care provider,
instead turning to the emergency room for their primary care. This project is focused at adding additional primary care services to
re-direct those that use the emergency room when the situation is not emergent to a medical home with a primary care provider
and to offer additional capacity for those residents that cannot find a medical home in our area.
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Some statistical information for the two counties is listed below:

Dallam County 73% urban, 27% rural

Type of workers

Private wage or salary: 71% Government: 15% Self-employed, not incorporated: 13% Unpaid family work: 1%

Races in Dallam County, Texas: White Non-Hispanic Alone (61.7%) Hispanic or Latino (33.6%) Black Non-Hispanic Alone (2.4%)
American Indian and Alaska Native alone (1.0%) Some other race alone (0.7%)

Median resident age: 31.4 years
Males: 3,142 (50.5%)
Females: 3,080 I (49.5%)

Estimated median household income in 2009: $33,777 (527,946 in 1999)

Percentage of residents living in poverty in 2009: 12.5% (10.2% for White Non-Hispanic residents, 36.1% for Black residents, 14.4%
for Hispanic or Latino residents, 21.3% for American Indian residents, 17.9% for other race residents, 41.2% for two or more races
residents)

Residents with income below the poverty level in 2009: 14.1%

Residents with income below 50% of the poverty level in 2009: 6.7%

Adult diabetes rate: 8.5%

Adult obesity rate: 26.8%

Hartley County

(42% urban, 58% rural)

Type of workers:

Private wage or salary: 69% Government: 17% Self-employed, not incorporated: 14%

Unpaid family work: 0%

Races in Hartley County, Texas: White Non-Hispanic Alone (72.9%) Hispanic or Latino (18.0%)

Black Non-Hispanic Alone (7.8%) Two or more races (0.6%)

Median resident age: 39.6 years
Males: 3,358 (60.6%)
Females: 2,179 I (39.4%)

Estimated median household income in 2009: $55,994 ($46,327 in 1999)
Percentage of residents living in poverty in 2009: 5.9%
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(3.7% for White Non-Hispanic residents, 0.0% for Black residents, 22.6% for Hispanic or Latino residents, 84.6% for American Indian
residents, 0.0% for other race residents, 0.0% for two or more races residents)

Residents with income below the poverty level in 2009: 6.6%

Residents with income below 50% of the poverty level in 2009: 1.8%

Adult diabetes rate: 9.3%

Adult obesity rate: 29.0%

Starting Point/Baseline:

For our Fiscal Year ending in July 2012, the primary care clinic serviced four primary care physicians and one mid-level provider
which handled 20,338 patient encounters.

Rationale:

This project was selected based on the needs of the community needs assessment problem CN.1 Severe primary care provider
shortage, wait time, expense, lack of insurance, access to care. We feel that we can best address this need by expanding our existing
primary care capacity by increasing the number of providers in our under-served area, expanding clinic space, and offering extended
clinic hours thus significantly enhancing our ability to provide primary care. In turn, we believe that this project will reduce the
number of unnecessary Emergency Room visits occurring because a resident of our community is unable to see a Primary Care
provider due to availability or time constraints. Core Components: a) Expand primary care clinic space — Our plan will meet this core
component by remodeling existing clinic space to create additional exam rooms (current plans indicate that we will be able to add 3
additional exam rooms). b) Expand primary care clinic hours — Our plan will meet this core component as the new clinic area will
operate from mid-morning/noon for eight hours so that the clinic is open into the evening. The current clinic hours are from 8 a.m.
to 5 p.m.; c) Expand primary care clinic staffing — Our plan includes the intention of recruiting at least one family practice physician
as well as up to two mid-level providers.

Milestone selection: We selected the milestones that we believed best supported the project intention for creating additional
capacity in the area of Primary Care. This additional capacity will be achieved by 1) creating additional clinic space which will be
required to facilitate the additional Practioner and support staff; 2) Expanding the hours which the additional clinic will operate
giving our population an opportunity to receive primary care after normal working hours so they will not be required to leave work
or school for this purpose. Provide a window for our Medicaid and poverty population to seek care in a clinic setting as opposed to
the Emergency Room setting. Milestones selected; P-1, P-4, 1-12, |-13

Related Category 3 Outcome Measures:
OD-6-Patient Satisfaction
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IT-6.1 Percent Improvement over baseline of patient satisfaction scores (all questions within a survey need to be answered to be a
standalone measure) Currently, our Primary Care providers are unable to provide adequate care to our community because there
are just not enough providers to do so. Many residents are unable to get appointments with the providers in a timely manner and
results in either the patient using the Emergency Room as their Primary Care Provider or driving to another city over ninety miles
away for Urgent care services. We are a Health Professional Shortage Area and currently underserved in Primary Care so this is the
area where we have the greatest need in supporting our community needs.

Relationship to Other Projects: N/A

Relationship to Other Performing Providers' Projects and Plan for Learning Collaborative: Our RHP will encourage participation by
all our partners in a learning collaborative that will meet annually to discuss local disparities in care and the ways they have
successfully gathered relevant data and ultimately better served the populations in their projects. In addition to the face-to-face
meeting, we will have an open forum on our website that will foster communication amongst our partners with related projects.
Project Valuation:

Achieves Waiver Goals:

This plan will achieve the proposed waiver goals as it expands our hospital district’s ability to provide primary care to the residents
that we serve. By expanding primary care, we intend to divert our Medicaid and uninsured patients as well as all non-emergent
patients from using the Emergency Room to a Primary Care setting thereby significantly reducing the cost of treatment. We also
anticipate that the extended clinic hours will benefit our population by reducing their need to take time from work or school, which
many of the target population cannot afford, to receive care.

Addresses Community Needs:

This project will directly address the number one need in the community assessment problem CN.1 Severe primary care provider
shortage, wait time, expense, lack of insurance, access to care. Increasing our Primary Care Capacity by 20% over the plan period,
we expect, will have a significant impact on meeting the needs of our communities, reducing healthcare costs by reducing the un-
emergent treatments performed in our Emergency Room and allow our residents a better continuity of care and reduced costs by
having sufficient primary care providers to allow our residents to have their “own” family doctor.

Project Scope/Size:

We currently only have this one project. This project should increase clinic encounters 20% over the plan period and is
focused on providing additional care to the targeted population by opening the clinic extended hours. The savings from unnecessary
ER visits is yet TBD.

Project Investment:
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Significant investments will include the recruitment and hiring costs associated with physician and mid-level placement. There will
also be additional costs as related to hiring and training support personnel and the remodeling of existing clinic space. We also
anticipate needing to overcome some significant objections by the existing providers.
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130826407.1.1 \

112

1.1.2.A-C

EXPAND PRIMARY CARE CAPACITY/EXPAND EXISTING CAPACITY

Dallam-Hartley Counties Hospital District dba Coon Memorial Hospital |

130826407

Related Category 3
Outcome Measure(s):
Year 2

130826407.3.1

I1T-6.1

Year 3

Percent improvement over baseline of patient satisfaction scores

Year 4

Year 5

(10/1/2012 - 9/30/2013)

Milestone 1: P-1

Establish additional/expand
existing/relocate primary care clinic.
Metric 1: P-1.1

Number of additional or expanded
hours or space.

Baseline/Goal: Documentation of
detailed expansion plans

Data Source: New primary care
schedule or other Performing Provider
document or other plans as designated
by Performing

Milestone 1 Estimated Incentive
Payment: $ 385,263

(10/1/2013 - 9/30/2014)

Milestone 2: 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 clinic over baseline

Goal: Expand clinic hours to increase
capacity

Data Source: Clinic hour expansion
documentation

Milestone 2 Estimated Incentive
Payment: $ 446,571

(10/1/2014 - 9/30/2015)

Milestone 3: P-5
Train/hire additional primary care providers and staff
and/or increase the number of primary care clinics for
existing providers.
Metric 1: P-5.1
Documentation of increased number of providers and staff
and/or clinic sites.
Goal: Sufficiently increased number of providers and
staff to expand services
Data Source: Hiring and training documentation
Milestone 4 Estimated Incentive Payment: $225,593
Milestone 4: 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 increased number of visits. Demonstrate
improvement over prior reporting period.
Goal: Increase number of visits by 5% over prior year.
Data Source: Patient/treatment Logs.
Milestone 5 Estimated Incentive Payment: $ 225,593

(10/1/2015 - 9/30/2016)

Milestone 5: I-13.1

Enhanced capacity to provide
urgent care services in the
primary care setting.

Metric 1: 1-13.1
Percent patients receiving
urgent care appointment in
the primary care clinic
(instead of having to go to
the ED or an urgent care
clinic) within 2 calendar days
of request.

Goal: Demonstrate

improvement over baseline

rates by 10%

Data Source:

Patient/treatment logs.
Milestone 5 Estimated
Incentive Payment: $
386,566

Milestone 6: I-12

Increase primary care clinic
volume of visits and evidence
of improved access for
patients seeking services.
Metric 1: 1-12.1
Documentation of increased
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130826407.1.1 1.1.2 1.1.2.A-C EXPAND PRIMARY CARE CAPACITY/EXPAND EXISTING CAPACITY
Dallam-Hartley Counties Hospital District dba Coon Memorial Hospital | 130826407

Related Category 3 130826407.3.1 IT-6.1 Percent improvement over baseline of patient satisfaction scores
Outcome Measure(s):

Year 2 Year 3 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)

number of visits.

Demonstrate improvement

over prior reporting period.
Goal: Increase number of
visits by 5% over prior
year.

Data Source:

Patient/treatment Logs.
Milestone 6 Estimated
Incentive Payment: $
225,593

Year 2 Estimated Milestone Bundle | Year 3 Estimated Milestone Bundle | Year 4 Estimated Milestone Bundle Year 5 Estimated Milestone Bundle Amount:
Amount: $385,263 Amount: $ 446,571 Amount: $ 451,186 $ 386,566

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD: § 1,669,586
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Project Option: 1.8.6 — The expansion of existing dental clinics, the establishment of additional dental clinics, or the expansion of
dental clinic hours

Performing Provider: Dallam-Hartley Counties Hospital District dba Coon Memorial Hospital/130826407

Unique Project ID: 130826407.1.3 — “PASS 3b”

Provider:

Coon Memorial Hospital is a 21-bed critical access hospital located in Dalhart, Texas serving two counties, Dallam County and Hartley County.
The combined population of the two counties is approximately 12765. Coon Memorial Hospital is included in the Dallam-Hartley County
Hospital District, which also includes a nursing home, assisted living, Dalhart Family Medicine Rural Health Clinic, physical therapy clinic,
occupational health clinic, and a surgery clinic. In addition, the district provides several specialty services which are provided by visiting
providers. The hospital emergency room is a level four trauma center. The district is located 96 miles from the nearest significant healthcare
facilities in Amarillo, Texas.

Intervention(s): This project will implement dental services to the district for the purpose of serving the target population of Medicaid children,
Nursing Home residents, and the under- or un-insured located in our service area. The existing dentist located in our area do not accept these
patients and the nearest dental provider that does is over 96 miles away.

Need for the Project: There are two dental providers located in our service area, neither of which will accept Medicaid patients, Nursing Home
Residents, or indigent/un-insured without cash payment arrangements. This project will be directly aimed at providing dental services to
residents within our district that are unable to otherwise receive such care, focusing primarily on Medicaid children and Nursing Home residents
which are primarily Medicaid recipients. It will also eliminate the need for indigent or underinsured patients from seeking dental care in the
Emergency Room. In addition, the nearest dental care for this targeted population is in excess of 96 miles which is prohibitive.

Target Population: The target population is the residents in our service area that need a primary care home. Medicaid patient population is
1,442 in Dallam County and 701 in Hartley County with the uninsured population around 2437 and 1582 respectively, (As reported in the health
facts profile from Texas Department of State Health Services for2009, most recent data). This places approximately 48% of the service
population as either Medicaid or indigent/uninsured. There are no dental services existing in our area targeting Medicaid children. We
anticipate our initial capacity to be approximately 1728 dental patients per year after the clinic is established and the dental provider is in
service. We anticipate that it will take the first year to establish the clinic and communicate with the target population. Beginning in DY4 we
anticipate increase the volume of visits to an additional 10% Medicaid/un-insured patients for total annual visits of 1900 and by DY 5, with
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additional Dental providers/hygienists, etc. those visits are anticipated to reach 2280. As this is a new service for our Hospital District, the
beginning baseline is zero, anticipated visits are estimates.

Category 1 or 2 expected patient benefits: This project will increase/improve dental care for Medicaid recipients, both children and Nursing
Home residents, as well the indigent/uninsured . In addition it will extend clinic hours to make dental care more available and reduce
unnecessary emergency room visits. We expect this project to address a significant need in our community as there are no dental services that
are available to Medicaid or the un/under-insured without having to travel a significant distance. Over the course of the scope of this project, we
hope to aide almost 6000 of our residents that either do not receive dental treatment, have to travel an excessive distance for the service, or
visit our emergency department for relief.

Category 3 outcomes: Cavities: Percentage of children with untreated dental caries (Healthy People 2020)

RHP Plan for Region 12 128



Project Option: 1.8.6 — The expansion of existing dental clinics, the establishment of additional dental clinics, or the expansion of
dental clinic hours

Performing Provider: Dallam-Hartley Counties Hospital District dba Coon Memorial Hospital/130826407

Unique Project ID: 130826407.1.3 — “PASS 3b”

Project Description:

There are currently two dentists within our district (not associated with the district) that will not accept Medicaid patients, Nursing
Home patients, or un-insured without cash payment arrangements. This project will be directly aimed at providing dental services
to residents within our district that are unable to otherwise receive such care, focusing primarily at Medicaid children and Nursing
Home residents. In addition, some of the targeted population currently resort to visiting our Emergency Room for dental services
either because they are unable to see a local dentist or cannot afford to pay for the services since the existing dental offices do not
accept Medicaid. The nearest dentist office that will accept Medicaid patients is over 96 miles from the hospital district, which is a
prohibitive distance for many such patients to be able to go effectively. Nursing Home residents also must be transported more
than 96 miles in order to see a dentist since most of these residents are covered by either Medicare or Medicaid. These trips are
usually very difficult and tiring for the residents to make, therefore they are usually only done in emergency situations. Currently
there are no trained dental personnel to work with the residents on preventive dental care.

The goal of this project is to establish dental services to Medicaid patients, particularly Medicaid children, Nursing Home residents,
and un- or under-insured residents of the area in which the hospital district serves. Dental health is a key component of overall
health. Oral disease can lead to poor nutrition; serious systemic ilinesses and conditions such as poor birth outcomes, diabetes, and
cardiovascular disease; and a diminished quality of life and life expectancy.36 Inadequate access to oral health services compounds
other health issues. It can result in untreated dental disease that not only affects the mouth, but can also have physical, mental,
economic, and social consequences.37 Fortunately, many of the adverse effects associated with poor oral health can be prevented
with quality regular dental care, both at home and professionally. Increasing, expanding, and enhancing oral health services will
improve health outcomes. Basic dental and hygiene services would be provided, to include cleaning, treatment of cavities, etc.
Specific Project Goals:
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e Close gaps/disparities in access to dental care services: Provide basic dental services beginning with approximately 1700
patients per year increasing the visits to over 220 patients per year by the end of DY5. Target population is Medicaid &
the un/underinsured.

e Enhance the quality of dental care

e Increase and enhance the dental workforce

e Redistribute and retain the dental workforce to/in underserved areas

Challenges - the recruiting of dental care professionals to come to our area to provide this service. Establishing a new dental
clinic.

The five year expected outcome — to establish a reliable dental clinic that is able to meet the needs of the Medicaid patients,
Nursing Home residents, and un- or under-insured residents in our service area.

Relationship to Regional Goals — Per the regions community needs assessment identifier CN 13 - there is a shortage of dental
care. We believe that this project is important if not urgent for our specific area due to the lack of dental care for Medicaid
insured patients and Nursing Home residents. It is difficult for this targeted population to travel where such services are available
and the emergency room is not the proper place for such care as the emergency room personnel are not trained in the dental
fields. This project should also help to develop a regional approach to health care delivery that leverages and improves on
existing programs and infrastructure, is responsive to patient needs throughout the entire region, and improves health care
outcomes and patient satisfaction.

Dallam-Hartley Counties Hospital District serves two counties in the Texas Panhandle comprising approximately 11,759 citizens.
The uninsured adults in Hartley County are 16% and for Dallam County it is 23%, uninsured children under the age of 18 is 19%
and 23% respectively. The balance of residents either have private health insurance or are covered by either Medicare and/or
Medicaid. The primary industry for both counties is agriculture related, with the major companies offering health insurance
coverage but the majority of privately owned agriculture likely does not offer insurance to their employees.

Currently, significant numbers of the under or un-insured or Medicaid residents are unable to find a medical home with an
existing primary care provider, instead turning to the emergency room for their primary care. This project is focused at adding
additional primary care services to re-direct those that use the emergency room when the situation is not emergent to a medical
home with a primary care provider and to offer additional capacity for those residents that cannot find a medical home in our
area.
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Some statistical information for the two counties is listed below:
Dallam County
(73% urban, 27% rural)

Type of workers
Private wage or salary: 71% Government: 15% Self-employed, not incorporated: 13%
Unpaid family work: 1%

Races in Dallam County, Texas: White Non-Hispanic Alone (61.7%) Hispanic or Latino (33.6%)
Black Non-Hispanic Alone (2.4%) American Indian and Alaska Native alone (1.0%)
Some other race alone (0.7%)

Median resident age: 31.4 years
Males: 3,142 (50.5%)
Females: 3,080 I (49.5%)

Estimated median household income in 2009: $33,777 (527,946 in 1999)
Percentage of residents living in poverty in 2009: 12.5%
(10.2% for White Non-Hispanic residents, 36.1% for Black residents, 14.4% for Hispanic or

Latino residents, 21.3% for American Indian residents, 17.9% for other race residents, 41.2% for two or more races residents)

Residents with income below the poverty level in 2009: 14.1%
Residents with income below 50% of the poverty level in 2009: 6.7%

Adult diabetes rate: 8.5%
Adult obesity rate: 26.8%
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Hartley County
(42% urban, 58% rural)

Type of workers:
Private wage or salary: 69% Government: 17% Self-employed, not incorporated: 14%
Unpaid family work: 0%

Races in Hartley County, Texas: White Non-Hispanic Alone (72.9%) Hispanic or Latino (18.0%)
Black Non-Hispanic Alone (7.8%) Two or more races (0.6%)

Median resident age: 39.6 years
Males: 3,358 (60.6%)
Females: 2,179 I (39.4%)

Estimated median household income in 2009: $55,994 (546,327 in 1999)
Percentage of residents living in poverty in 2009: 5.9%
(3.7% for White Non-Hispanic residents, 0.0% for Black residents, 22.6% for Hispanic or Latino residents, 84.6% for American

Indian residents, 0.0% for other race residents, 0.0% for two or more races residents)

Residents with income below the poverty level in 2009: 6.6%
Residents with income below 50% of the poverty level in 2009: 1.8%

Adult diabetes rate: 9.3%
Adult obesity rate: 29.0%

Starting Point/Baseline: As this is a new service for the hospital district for this targeted population, the baseline for number of
participants as well as the number of participating providers begins at 0 in DY2.
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Rationale:

This project was selected to directly meet a need that we see in our community by providing dental services to Medicaid insured
patients (with a focus on Medicaid children), and Nursing Home residents. This will be a new service for the hospital district, but one
which has been greatly needed for some time. Over the last 12 months, we have seen at least 24 individuals in our Emergency
Room seeking dental care. These patients have been predominantly Medicaid insured children or patients without any form of
dental insurance. In addition, the residents of our Nursing Home (predominantly Medicaid patients) receive no regular dental care.
The existing dentists have chosen not to provide these services to this population. Furthermore, we believe that it is important to
provide dental services to un- or under-insured patients at a reduced cost or at no cost if necessary in order to promote better
healthcare for our residents and the targeted group. The project components were selected to create and/or increase dental
services to the targeted population. As these services are not available within 96 miles of our district, we believe this to be a very
important project. The milestones selected were chosen as they directly facilitate the successful completion of this project.
(Milestone P-4 Metric P-4.1; establish additional/expand existing dental care clinics: Milestone P-5, Metric P-5.1; Milestone P-2,
Metric P-2.1, P-2.2; I-13, Metrics I-13.1, I-13.2; Milestone I-11, Metric I-11.4; Milestone |-14, Metric I-14.1

This project will directly address the RHP 12 community needs assessment CN 13, need for dental services.

Related Category 3 Outcome Measure(s): Outcome Measure 7.2; Cavities: Percentage of Children With Untreated Dental Caries
(Health People 2002)

Oral health is essential to overall health. We must initiate methods to improve monitoring and evaluating oral health and conditions.
The CDC reports the most recent period shows high levels of untreated cavities: 19.5% in children ages 2-5 and 22.9% in children 6-
19. 42% of children have had dental caries in their primary teeth. Black and Hispanic children and those living in low income
families have more decay. Unmet needs: 23% of children 2-11 have untreated dental care. Our District is currently unable to provide
this service to Medicaid, underinsured, non-insured/low income children, as we do not have a dentist that provides services to this
population. This is the reason that we chose this project, Project 1.8.6 will establish these services for the targeted population.

Relationship to other Projects: This project only relates to the associated Category 3 project 7.2.

Relationship to Other Performing Providers’ Projects in the RHP: This project does not relate to any other performing providers in
the RHP
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Plan for Learning Collaborative: None
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Project Valuation:

Criteria

Narrative

Score
(1-5)

Achieves
Waiver Goals

Relative to your other proposed projects, to what extent does this project achieve the following waiver goals:
e Triple Aim: assuring patients receive high-quality and patient-centered care, in the most cost effective ways
e Improve the health care infrastructure to better serve the Medicaid and uninsured residents of our counties

Further develop and maintain a coordinated care delivery system
e Improve outcomes while containing cost growth

Performing Providers may consider the following attributes when scoring projects on this domain:
e  Will the project impact one or more of the goals?

e Does the project primarily impact Medicaid and/or uninsured residents?

e How significant is the expected impact? To what extent will it “move the dial”?

e |sthere strong evidence, as shown by literature review, best practices, and/or past experience, that the proposed
project will be effective in its impact?

Addresses Relative to your other proposed projects, to what extent does this project address community needs? Performing Providers are
Community advised to reference the draft RHP Community Needs Assessment, available at www.texasrhpl2.com
Need(s)
Performing Providers may consider the following attributes when scoring projects on this domain:
e  Will the project address one or more community need?
e How significant is the expected impact? To what extent will it “move the dial”?
e s there strong evidence, as shown by literature review, best practices, and/or past experience, that the proposed
project will be effective in its impact?
Project Relative to your other proposed projects, how “big” is this project? Performing Providers should consider targeted
Scope/Size improvements/increases in

e  Qutreach to the targeted population

e  Patient visits/encounters

e  Providers recruited/trained

e Savings estimated from avoiding/preventing unnecessary ER visits or hospitalizations
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130826407.1.3 — “PASS 3b”

1.8.6 N/A

The expansion of existing dental clinic, the establishment of additional
dental clinics, or the expansion of dental clinic hours.

Dallam-Hartley Counties Hospital District dba Coon Memorial

130826407

Related Category 3 Outcome
Measure(s):

DY 2 (10/1/2012-9/30/2013)

130826407.3.3 3.1T-7.2

DY 3(10/1/2013-9/30/2014)

Cavities: Percentage of Children With Untreated Dental Caries (Healthy

People 2020)7.2
DY 4 (10/1/2014-9/30/2015)

DY 5(10/1/2015-9/30/2016)

Milestone 1 (P-4). Establish
additional/expand existing/relocate
dental care clinics or space

P-4.1 Metric: Number of additional
clinics, expanded space, or existing
available space used to capacity

a. Documentation of expansion or
efficient use of existing space

b. Data Source: New dental care
schedule or other document,
completed

exams, treatment plans

Baseline/Goal: This project will
provide a service that is not existing at
this time. The baseline will be
historical data in our area as provided
by the CDC and Texas Health and
Human Services. The goal is to initiate
these services for Medicaid children,
Nursing Home Residents, and low
income residents in our service area.
As a new service, the baseline is zero.

Estimated Milestone 1 Incentive
Payment: $247,988

Milestone 2 (P-5): Expand the hours
of a dental care clinic or office,
including both evening and/or
weekend hours

P-5.1. Metric: Increased number of
hours at dental care clinic or office
over baseline, number of patients
served during extended hours

a. Documentation of increased
hours and patients served

b. Data Source: Clinic or office hour
documentation, patient records,
patient schedule

Estimated Milestone 2 Incentive
Payment: 5161,219

Milestone 3 (P-5): Expand the hours
of a dental care clinic or office,
including both evening and/or
weekend hours

P-5.1. Metric: Increased number of
hours at dental care clinic or office
over baseline, number of patients
served during extended hours

Milestone 4 (P-2): Milestone:
Increase recruitment or retention
program for dental care providers in
underserved markets

P-2.1. Metric: Establish and market
available loan repayment programs
to fourth year dental students,
dental residents, and dental
hygienists

a. Documentation of loan repayment
program

b. Data Source: Program materials

P-2.2 Metric: Establish or increase
scholarships for advanced
training/education in a dental
specialty with written commitments
to practice in underserved markets
after graduation

a. Documentation of scholarships

b. Data Source: Program materials

Estimated Milestone 4 Incentive
Payment: 5131,828

Milestone 5 (I-11): Increase dental
care training:

Milestone 6 (I-13): Increase access
to dental care in rural and
underserved areas of the state
1-13.1. Metric: Increased number of
dental care professionals serving
rural and unserved populations

a. Numerator: Provider:patient ratio
after intervention

b. Denominator: Original
provider:patient ratio

c. Data Source: Survey of local rural
dental resources

1-13.2. Metric: Additional rural areas
with local dental access (Local dental
access is defined as a dental care
facility within 75 miles)

c. Data Source: Survey of local rural
dental resources

Estimated Milestone 6 Incentive
Payment: $172,205

Milestone 7 (I-14): Increase number
of special population members that
access dental services

1-14.1. Metric: Increasing the
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130826407.1.3 — “PASS 3b”

1.8.6 N/A

The expansion of existing dental clinic, the establishment of additional
dental clinics, or the expansion of dental clinic hours.

Dallam-Hartley Counties Hospital District dba Coon Memorial

130826407

Related Category 3 Outcome
Measure(s):

130826407.3.3 3.1T-7.2

Cavities: Percentage of Children With Untreated Dental Caries (Healthy

People 2020)7.2

DY 2 (10/1/2012-9/30/2013)

DY 3 (10/1/2013-9/30/2014)

a. Documentation of increased
hours and patients served

b. Data Source: Clinic or office hour
documentation, patient records,
patient schedule

Estimated Milestone 3 Incentive
Payment: $107,479

Baseline/Goal Baselin 0/Goal to
provide basic dental care to NH
residents and 20% of the Medicaid
and un/underinsured population
over the prior year.

DY 4 (10/1/2014-9/30/2015)

I-11.4. Metric: Percentage of
dentists incorporating special
population patients into their
practices following special
population continuing education,
in-service trainings, lunch and learn
presentations.

c. Data Source: Post-training survey

Estimated Milestone 5 Incentive
Payment: $131,827

Baseline/Goal Baseline 0/Goal to
provide basic dental care to NH
residents and 30% of the Medicaid
and un/underinsured population
over the prior year.

DY 5(10/1/2015-9/30/2016)
number of children, special needs
patients, pregnant women, and/or
the elderly accessing dental services
for the past 12 months.

b. Data Source: Billing, consent
forms, other documentation of
dental services

dental care.

Estimated Milestone 7 Incentive
Payment: $172,204

Milestone 8 (I-11): Increase dental
care training:

I-11.4. Metric: Percentage of
dentists incorporating special
population patients into their
practices following special practices
following special population
continuing education, in-service
trainings, lunch and learn
presentations.

c. Data Source: Post-training survey

Estimated Milestone 8 Incentive
Payment: $131,827
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130826407.1.3 — “PASS 3b”

1.8.6 N/A

The expansion of existing dental clinic, the establishment of additional
dental clinics, or the expansion of dental clinic hours.

Dallam-Hartley Counties Hospital District dba Coon Memorial

130826407

Related Category 3 Outcome
Measure(s):

DY 2 (10/1/2012-9/30/2013)

130826407.3.3 3.1T-7.2

DY 3 (10/1/2013-9/30/2014)

Cavities: Percentage of Children With Untreated Dental Caries (Healthy

People 2020)7.2
DY 4 (10/1/2014-9/30/2015)

DY 5(10/1/2015-9/30/2016)
Baseline/Goal Baseline 0/Goal to
provide basic dental care to NH
residents and 30% of the Medicaid
and un/underinsured population
over the prior year.

DY 2 Estimated Milestone Bundle
Amount: §247,988

DY 3 Estimated Milestone Bundle
Amount: $268,699

DY4 Estimated Milestone Bundle
Amount: $263,655

DY5 Estimated Milestone Bundle
Amount: §230,754

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD: 51,011,096
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Project Option: 1.3.1 Implement/enhance and Use Chronic Disease Management Registry Functionalities
Performing Provider: Golden Plains Community Hospital (GPHC LLC)/197063401
Unique Project ID: 197063401.1.1

Provider: GPCH is a 25-bed hospital in Borger, Texas serving an 895 square mile area and a population of approximately
21,000 (primary) and an additional 30,000 (tertiary). Although GPCH is located in a rural part of Texas, the hospital provides
a healthcare safety-net for the industrial local community within its service area.

Intervention(s): GPCH clinical staff will create a longitudinal register database of health care utilization and services for
Hutchinson County patients diagnosed with COPD, which is a common chronic disease in the community (likely due to the
community’s oil refinery, nitrogen fertilizer plant, carbon black plant, and dry, dusty climate). The goal is to identify
previously undiagnosed COPD patients, intervene earlier in thedisease to prevent hospitalization, and to follow up post-
hospitalization to prevent re-admission, thus decreasing the cost and impact of this disease. This project will be performed
through the collaboration with Northwest Texas Healthcare System, a private hospital located in Amarillo, and is intended to
effect transformation of the regional healthcare delivery by allowing rural COPD patients to receive appropriate care in their
communities, in order to prevent costly complications and transfers to urban areas like Amarillo, where providers are already
providing care to urban residents at full capacity.

Need for the project: Approximately ten percent of the 12,000 patients that present at GPCH annually have been diagnosed
with COPD or COPD-like symptoms (approximately 1200 patients), and 44% are uninsured or Medicaid eligible. GPCH expects
the number of diagnosed COPD or pre-COPD patients to double over the course of the Waiver, in light of how many “lung-

related” ED visits GPCH experiences each year. It is imperative to routinely manage and monitor COPD patients in order to
reduce the cost of providing healthcare to this population and to improve the health outcomes of COPD patients. Clinic and
hospital staff must be able to track their COPD patients to meet these goals.

Target population: The target population of this project is patients suffering from or at risk for COPD in GPCH’s catchment
area (currently estimated to include 1200 unique patients). Specifically, the project seeks to manage the treatment for
Medicaid and uninsured COPD patients in the hospital’s catchment area, which GPCH estimates to include 528 patients now
and expects to grow to 1056 over the Waiver.

RHP Plan for Region 12 139



e Category 1 or 2 expected patient benefits: The registry will allow GPCH to increase COPD patient touches for Hutchinson

County residents by 15% over the baseline rate by the end of DY5.
e Category 3 outcomes: IT 10.1 — By DY5, GPCH expects to demonstrate a 10% improvement over the baseline quality of life

scores, as measured by an evidence-based and validated assessment tool for COPD patients in Hutchinson County who are
entered into the registry. GPCH will use the Missoula-VITAS Quality of Life Index (MVQOLI) Survey to measure changes.
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Project Option: 1.3.1 Implement/enhance and Use Chronic Disease Management Registry Functionalities
Performing Provider: Golden Plains Community Hospital (GPHC LLC)/197063401
Unique Project ID: 197063401.1.1

Project Components: 1.3.1.a-d

Project Description:

GPCH clinical staff will create longitudinal register database of health care utilization and services for Hutchinson County patients
diagnosed with COPD, which is a common chronic disease in this industrial community. The goal is to intervene earlier in the course
of the disease to prevent hospitalization, and to follow up in the case of a hospitalization to prevent re-admission, thus decreasing
the cost and impact of this disease. These steps should decrease the rate of hospitalization and LOS for patients with COPD. Care
providers will receive regular reports regarding the status of the chronic disease patients in their panel. COPD patient care will be
more effective if we can interact with the patient in the earlier stages of the disease and earlier in the progression of any acute
episodes.

The flow of the project will include: creating the technological infrastructure to support the registry; reviewing and sorting patient
records to identify Hutchinson County patients with COPD; inputting the COPD patients’ health information into the database;
training GPCH staff to use the registry for outreach and health management; implementing the use of the registry.

Project goals: Ultimately, the disease registry will allow the hospital to increase its awareness of the patient's condition, to help the
patient adhere to care recommendations, reduce visits to the ED and admissions to GPCH and other area hospitals. In turn, the
hospital will use this additional information to create a plan to improve the quality of its care to these patients, and will create a
report of lessons learned from the project. More broadly, the goal of this project is to transform the healthcare delivery process in
Region 12 to prevent the migration or transfer of rural patients to urban centers (such as Amarillo) due to lack of adequate care in
their communities or an inability to effectively manage and treat specific conditions.

o The registry will allow GPCH to increase COPD patient touches for Hutchinson County residents by 15% over the baseline rate
by the end of DY5.
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Project challenges: Expected challenges include that many of these patients are seen at various providers around the area, with little
or no coordination, making the data difficult to gather. Also, many chronic patients have a tendency to be non-compliant with
medical advice, only seeking intervention when their conditions become urgent (which often necessitates transfer to Amarillo for
treatment). GPCH intends to confront these challenges by reaching out to other area providers and/or the patients themselves to
gather relevant health data, and by engaging in patient education through developing and maintaining the registry.

Five Year Expected Outcome: As stated above, GPCH expects the registry to result in an increase by 15% in GPCH clinic patient
touches for Hutchinson County residents suffering from COPD.

Relationship to Regional Goals: This project relates to regional goals by aiming to transform health care delivery from a disease-
focused model of episodic care to a patient-centered, coordinated delivery model that improves patient satisfaction and health
outcomes.

Starting Point/Baseline:
During DY2, GPCH will determine the following: how many Hutchinson County residents suffer from COPD; how many GPCH hospital
admissions per year are due to complications from COPD.

Rationale:

GPCH chose this project because according to the Region 12 Community Needs Assessment, 230 rural residents died of COPD in
2004. This constitutes 3% of deaths from COPD statewide, although the Region 12 rural area only comprises 1.5% of the state
population. Additionally, 9% of Hutchinson County respondents surveyed for the Community Needs Assessment reported having at
least one person with severe breathing issues in their household. Finally, when polled, respondents from Hutchinson County listed
COPD as one of the most prevalent health issues in the County. Thus, COPD is a health issue that needs to be addressed and
controlled in Hutchinson County.
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Core requirements: When GPCH enters the data into the registry, it will allow the providers to identify, track, and manage patients
with COPD, satisfying core components (a) and (b). When the providers use the registry to reach out to patients, there is a much
greater likelihood that patients will keep up with regular primary care visits, treatment, and lifestyle initiatives suggested by their
care providers. Creating the registry will allow GPCH to create and implement a quality improvement plan for measuring the effects
of the registry in DY4 (satisfying core component (c)), which will either alert GPCH that is engaged in a successful best practice that
needs to continued and even expanded, or that the hospital needs to consider a different approach to reaching and managing the
conditions of patients with COPD. Finally, in order to satisfy core component (d), GPCH will assess opportunities to expand the COPD
registry to other targeted chronic disease populations in GPCH’s catchment area in DY5.

Milestones and Metrics: GPCH chose the DY 2-3 milestones and metrics to support creating the registry, infrastructure, policies, and
baseline necessary to track improvement. The milestones and metrics for DY 4-5 are meant to measure GPCH’s success in utilizing
the registry, affording providers the opportunity to track the health and well-being of these patients.

Community needs ID Numbers: CN.5 and CN.10

New or enhanced initiative: This project is a new initiative for GPCH, and is also a new program for Hutchinson County. Currently, no
registry for tracking COPD patients exists in the County, and this project will allow for much-needed patient outreach and disease
management.

Related Category 3 Outcome Measures:

OD - 10: Quality of Life

Process measure: P2 (establish a baseline)

IT: 10.1: Demonstrate improvement in quality of life scores

GPCH chose this outcome because the goal of using the registry to manage the care for patients with COPD is to increase the quality

of life for those patients and their families. COPD is a progressive disease, and with appropriate intervention it can be managed and
allow for a higher quality and quantity of life for those affected by the chronic disease.
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Relationship to Other Projects:

This project relates to Category 4 RD-1(4) (Potentially Preventable Admissions for COPD) and Category 4 RD-2(4) (30-day
readmissions for COPD) because it seeks to assist COPD patients in managing their conditions prior to hospitalization and/or directly
after hospitalization. A key component of providing chronic disease management is having the necessary data for engaging with the
target patients organized and accessible.

Unique IDs: 197063401.4.1 and 197063401.4.2

Relationship to Other Performing Providers Projects in the RHP and Plan for Learning Collaborative:

Our RHP will encourage participation by all our partners in a learning collaborative that will meet annually to discuss local disparities
in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects. In
addition to the collaboration with Northwest Texas Healthcare System we will have an open forum on our website that will foster
communication amongst our partners with related projects.

GPCH LLC, dba Golden Plains Community Hospital Collaboration with Northwest Texas Healthcare System

Golden Plains Community Hospital (“Golden Plains”) and Northwest Texas Healthcare System (“Northwest”) entered into a
Collaboration Agreement in order to allow Golden Plains, as the Performing Provider, to undertake several transformative projects
that will improve access and health care services to patients in the northeast portion of Region 12. Both Golden Plains and
Northwest are private hospitals and entered into the collaboration agreement voluntarily. Although the local community served by
Golden Plains is rural, there is a significant amount of industrial development in the area, including refineries, resulting in a
heightened need for specialized healthcare not typically required in rural communities. Golden Plains is aware that patients in its
community either don’t have access to certain primary and specialty physician services or wait until significant problems arise and
then seek care in Amarillo, where Northwest is located. Frequently, the delay in seeking care results in higher acuity diagnoses that
require costly procedures. The primary objective of the collaboration is to implement projects that will reverse this trend,
particularly in the most salient areas.
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In order to encourage greater use of primary and preventative care services, Golden Plains intends to implement the following
projects:

Project Identifier Name of Project

197063401.1.1 Implement Use Chronic Disease Management Registry Functionalities
197063401.1.2 Expanding Primary Care Capacity (Internal Medicine)

197063401.1.3 Expanding Primary Care Capacity (OB/GYN)

197063401.2.2 Medical Homes

Golden Plains added a description of the transformative impact for these projects into both the project summaries and the project
narratives. Golden Plains may seek advice from Northwest or physician practices and clinics as it seeks to implement these projects,
but Golden Plains will be responsible for carrying out the full scope of the projects. Golden Plains continues to believe that its
collaboration is fully consistent with the terms of Section 25(c)(iv) of the Funding and Mechanics Protocol. Finally, Golden Plains
notes that nothing in Section 25(c)(iv) requires both parties to participate in the implementation of the DSRIP projects undertaken
pursuant to a collaboration agreement.
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Project Valuation:

Criteria

Narrative

Score

Achieves
Waiver
Goals

Using a scoring system of 1-5, GPCH valued this project as follows:

This project aims to use a relatively low cost measure (i.e. a registry) to affect big change (the
coordination of care for a distinct population suffering from this chronic disease) in the health care and
management offered to this population. The registry will allow GPCH to coordinate care for all COPD
patients seeking care through GPCH and its clinic, thus Medicaid and uninsured will benefit from this
program. The registry allows for coordinated, organized care delivery by making it easy for providers to
track, remind, and maintain patient care. Finally, this project is relatively low cost to implement, but will
yield savings by managing a disease that can easily lead to acute episodes requiring hospitalization and/or
transfer to urban areas for acute care. Thus, it meets the goals of the Waiver in several manners.

Addresses
Community
Need(s)

This project addresses Community Needs Assessment number CN.5, which shows that there is a need in
Region 12 for specialists to assist in the management of chronic lung disease because travel to urban
areas is difficult. The registry is a step in the right direction for enabling physicians (including specialists)
to manage COPD patients’ conditions.

Project
Scope/Size

This project will entail important community outreach, though the number of Hutchinson County
residents directly impacted by the project is limited to the number of patients diagnosed with or at risk
for COPD. The provision of care is expected to increase as patients receive additional reminders and care
coordination as a result of the registry. In terms of the impact of monetary savings as a result of the
project, Level 3 ED visit fees for professional and technical services for COPD patients can cost as much as
$2000 per visit. A reduction of even 10% in the total number of COPD admissions (.10 x 1680 total COPD
patients = 168 fewer admissions) would potentially yield a total ED savings of 168 * $2000/ visit =
$336,000. The percentage of COPD patients that routinely become inpatients from the ED would be
reduced as well. A COPD admission with a three day stay often results in service charges of at least
$16,000. Using this registry we will be able to establish a baseline in the first year and determine savings
by DY5.

Project
Investment

This project will require significant human resources to assist in the development of the registry and
training thereafter; the purchase of software through which to implement the registry and maintenance
of the system over time; significant time and effort to collect data, create the registry, train the staff
(estimated DYs2-3), and to increase enrollment (expected to happen during DYs 4-5).
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197063401.1.1 |

1.3.1

1.3.1.A-D

IMPLEMENT/ENHANCE AND USE CHRONIC DISEASE REGISTRY FUNCTIONALITIES

GPCH LLC Golden Plains Community Hospital

197063401

Related Category 3
Outcome Measure(s):
Year 2

(10/1/2012 - 9/30/2013)

197063401.3.1

IT-10.1

Year 3
(10/1/2013 - 9/30/2014)

Quality of Life

Year 4
(10/1/2014 - 9/30/2015)

Year 5
(10/1/2015 -9/30/2016)

Milestone 1 [ P-4]:

Implement a functional disease
management registry to track COPD
patients in Hutchinson County.

Metric 1 [P-4.1]:

Registry functionality is available in at
least 50% of the Performing
Provider’s sites.

Numerator: Number of sites with
registry functionality

Denominator: Total number of sites
Baseline/Goal: 50% implementation
of the registry

Data Source: Documentation of
adoption, installation, upgrade,
interface or similar documentation of
the registry

Milestone 1 Estimated Incentive
Payment: $391,466

Milestone 2 [P-6]:

Conduct staff training on populating
and using registry functions in order
to track the patient touches for those
with COPD in Hutchinson County.

Metric 1 P-6.1

Documentation of training programs
and list of staff members trained on
using the registry to track COPD
patients in Hutchinson County

Baseline/Goal: Train all GPCH clinical
and hospital staff in the registry

Data Source:
HR or training program materials

Milestone 2 Estimated Incentive
Payment: $ 516,477

Milestone 3 [I-15]:

25% increase in the number of
patients enrolled in the registry over
DY3.

Metric 1 [I-15.1]:

Percentage of patients in the registry
Numerator: Number of patients in
registry

Denominator: Number of patients
assigned to this clinic for routine care
(i.e., the clinic is the "medical home")

Baseline/Goal: GPCH expects to
register 500 patients in the registry,
representing approximately 42% of
the presently identified COPD patient
population treated by GPCH through
its hospital facility and clinics.

Data Source: Registry list of patients

Milestone 3 Estimated Incentive
Payment: $307,597.80

Milestone 4 [Additional Process
Milestones]: Assess efficacy of
processes in place and recommend

Milestone 5 4 [I-15]:
Increase the percentage of patients enrolled
in the registry.

Metric 1 [I-15.1]:

Percentage of patients in the registry
Numerator: Number of patients in registry
Denominator: Number of patients assigned to
this clinic for routine care (i.e., the clinic is the
"medical home")

Goal: GPCH expects to have 1000 patients
registered in the registry, representing
approximately 83% of the presently identified
COPD patient population treated by GPCH
through its hospital facility and clinics

Data Source: Registry list of patients

Milestone 5 Estimated Incentive Payment:
$284,573

Milestone 6 [Additional Process Milestones]:
Redesign the process in order to be more

effective, incorporating learnings.

Metric 1: Conduct analysis of options for
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197063401.1.1 ‘ 1.3.1 1.3.1.A-D IMPLEMENT/ENHANCE AND USE CHRONIC DISEASE REGISTRY FUNCTIONALITIES
GPCH LLC Golden Plains Community Hospital | 197063401

Related Category 3 197063401.3.1 IT-10.1 Quality of Life
Outcome Measure(s):

Year 2 Year 3 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)

process improvements to implement, | expanding the patient population tracked

if any through the disease registry.

Metric 1: Conduct analysis of

successes and failures in Baseline/Goal: Use DY4 analysis of the COPD
implementing the registry, including registry successes and challenges, along with
increase in diagnoses, reduction in identified community needs, in order to
acuity for this population, and annual | identify opportunities for expanding the
expansion of participants. diseases tracked through the registry

Baseline/Goal: assess best practices Data source: documentation of assessment
and areas presenting key challenges and plans for expanding the registry

going forward
Milestone 6 Estimated Incentive Payment:
Data source: Report of findings $284,573

Milestone 4 Estimated Incentive
Payment: $307,597.80

Year 2 Estimated Milestone Bundle Year 3 Estimated Milestone Bundle Year 4 Estimated Milestone Bundle Year 5 Estimated Milestone Bundle Amount:
Amount: $ 391,467 Amount: $516,477 Amount: $ 615,196 $ 569,146

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD: $ 2,092,285
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Project Option: 1.1.2 Expand Existing Primary Care Capacity (IM)
Performing Provider: Golden Plains Community Hospital (GPHC LLC)/197063401
Unique Project ID: 197063401.1.2

e Provider: GPCH is a 25-bed hospital in Borger, Texas serving an 895 square mile area and a population of approximately
21,000 (primary) and an additional 30,000 (tertiary). Although GPCH is located in a rural part of Texas, it provides a
healthcare safety-net for the industrial community within its service area.

e Intervention(s): GPCH will recruit an Internal Medicine Physician (“IM”) to the community to provide services previously not
available at GPCH’s clinics and to increase the clinics’ capacity and its volume of patients.

e Need for the project: GPCH chose this project because Hutchinson County is a federally designated Primary Care Health

Professional Shortage Area, meaning that there are patients who either do not have access to preventative or primary care,
or only do so through the ED. Hutchinson County has a total of 11 primary care physicians for a population of 23,474
residents. Clearly there is a need for additional providers, such as an IM, to reduce the ratio of primary care physicians to
patients from 1:2,134. This project will be performed in collaboration with Northwest Texas Healthcare System, a private
hospital in Amarillo, as it is intended to effect transformation of the regional healthcare delivery by allowing rural residents
to receive primary care in their community. The project is intended to prevent chronic disease and potentially preventable
admissions for patients currently without preventative and primary care, which will benefit urban hospitals that often
provide treatment to patients transferred from Hutchinson and surrounding counties with acute conditions.

e Target population: The target population for this project includes residents in Hutchinson County who do not have access to
primary care currently and are eligible to receive care in the Borger clinics, and all patients currently accessing the Borger
clinics who may have trouble accessing regular care because of limited appointment availability. In 2012, GPCH’s clinics
provided approximately 7,000 patient encounters to approximately 3,000 patients, 46% of which were Medicaid-eligible or
uninsured. The current average delay for appointments at the clinic is 14 days. Presently, more than 10,325 residents in
GPCH’s catchment area are Medicaid-eligible or uninsured, and therefore could benefit from this project.

e Category 1 or 2 expected patient benefits: GPCH expects a 5% increase in the Borger clinic volume of appointments for
patients in DY4 (estimated 350 additional appointments, of which approximately 161 are expected to be
Medicaid/uninsured) and a 10 % increase in DY5 (estimated 700 additional appointments, of which approximately 322 are
expected to be Medicaid/uninsured).
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e Category 3 outcomes: IT-1.7: GPCH expects the increased availability of primary care services to help patients with chronic
diseases better manage their conditions. One prevalent chronic disease in the community is high blood pressure, and GPCH
expects an 8% increase in the number of patients with this condition whose blood pressure can be consistently controlled.
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Project Option: 1.1.2 Expand Existing Primary Care Capacity (IM)
Performing Provider: Golden Plains Community Hospital (GPHC LLC)/197063401
Unique Project ID: 197063401.1.2

Project Components: 1.1.2.a-c
Project Description:

GPCH will recruit an Internal Medicine Physician (“IM”) to the community to provide services previously not available at GPCH’s
clinic. This project will entail the core 1.1.2 project requirements:

a) Expand primary care clinic space: the IM will be located in the new clinic GPCH will be operating in the Borger community, with
expanded square footage at a new facility — the IM will have his/her own space in which to treat the clinic’s patients

b) Expand primary care clinic hours: the IM will be available to provide increased hours at the clinic for patients needing IM services;
GPCH plans to offer an addition 1-2 hours of availability at the Borger clinic per weekday, and an additional 4 hours on Saturday

c) Expand primary care clinic staffing: there is currently not an IM at GPCH’s clinic, so the project will be a 100% expansion

Project Goals: By DY5, GPCH intends to have increased access to primary care for Hutchinson County’s residents through the
extended hours during the week and the weekend hours, the expanded clinic space, and the additional primary care provider. The
IM will allow GPCH to provide a higher level of primary care compared to the midlevel practitioners currently at the clinic.

o This project should allow for a 10% increase in the volume of appointments the clinic is able to provide (at the least). This
increased access is expected to lead to better short- and long-term health outcomes for Hutchinson County’s residents in the
prevention and management of chronic conditions and/or acute episodes.

o Additionally, the increased access to primary care at the GPCH clinic will help patients monitor their blood pressure and
implement preventative care designed to reduce the need for patients to travel over an hour to Amarillo for specialty care services
and to prevent the onset of acute conditions requiring costly transfers to Amarillo for treatment.

Project Challenges and Issues: GPCH expects to confront the following challenges and issues, and to address them in the following
manner:
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1) Recruiting and retaining a qualified IM to treat patients in a rural community with for extended hours: GPCH will create
incentives and a benefits package that will incentivize an IM to relocate to Borger.

2) Educating the community about the increase in access and level of care: GPCH will use social media, word-of-mouth and
other innovative methods to make sure that patients know about the new clinic location, hours, and availability of an IM.
3) Assuring the IM has dedicated space in the clinic: GPCH will make sure to plan space within the new clinic it will dedicate to

the IM providing primary care treatment

Five year expected outcome: As mentioned above, GPCH expects this project to result in a 10% (at minimum) increase in the volume
of appointments provided at the Borger Clinic, and an increased ability for patients to manage chronic disease, such as
hypertension, with local primary care support.

Relationship to Regional Goals: This project ties in with Region 12’s goal to develop a local approach to health care delivery that
leverages and improves existing programs and infrastructure, is responsive to patient needs in the Region (especially in rural areas,
which is much of Region 12), and improves healthcare outcomes and patient satisfaction.

Starting Point/Baseline:
Currently the Borger clinics serve approximately 3,000 patients per year, and provide approximately 7,000 appointments per year.

Rationale:

GPCH chose this project because Hutchinson County is a federally designated Primary Care Health Professional Shortage Area,
meaning that there are patients who either do not access preventative or primary care, or only do so through the ED. Hutchinson
County has a total of 15 primary care physicians for a population of 23,474 residents. Clearly there is a need for additional providers,
such as an IM, to reduce the ratio of physicians to patients from 1:47. In rural Region 12, 40% of respondents reported using a
hospital or clinic in a town outside of the one they live in to obtain health care, and 4% of respondents reported using the ED when
sick or in need of health care advice (data from RHP 12 Rural County report).
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Core Requirements: GPCH’s recruitment and retention of an IM will improve the ratio of primary care providers to residents in the
County. GPCH’s addition of expanded space will allow the IM to provide a higher volume and variety of primary care services on-site
at the clinic. Finally, the extended hours provided by the clinic and the IM will allow Hutchinson County patients the option of
accessing primary care after work and on the weekend, which is likely an impediment to accessing care now.

Milestones and Metrics: The milestones and metrics GPCH selected for this project address the infrastructure needs to implement
this project in DYs 2-3 (expand the clinic, expand the hours, hire the IM) and address the sought-after improvement in DYs 4-5,
which is to expand access to primary care for Borger residents, as reflected through an increase in the primary care clinic volume of
10%. The IM is trained to provide primary care and to provide care targeted for chronic adult diseases, which should enable the
clinic to treat more patients and to provide more treatment options than it is currently able.

Community Needs Assessment Identification Numbers: This project ties to CN.1, CN.3, CN.4, and CN.5.

New Initiative: This project represents a new initiative for GPCH because it does not currently employ an internal medicine physician
at the Borger Clinic.

Related Category 3 Outcome Measures:

OD — 1: Primary Care and Chronic Disease Management
Process measure: P2 (establish a baseline)

IT-1.7 Controlling high blood pressure

GPCH chose this Category 3 Outcome because the Region 12 CNA indicates that the rural areas of Region 12 have a high rate of
death from heart disease (which is often linked to high blood pressure) and because 56% of households in Rural Region 12 reported
high blood pressure being prevalent in their home. This is clearly a problem that needs to be addressed through patients receiving
increased interventions from the health care system at early stages, such as the IM care that GPCH plans to implement at its clinic,
and preventative care and chronic disease management are functions that the IM and clinic can fill.

Relationship to Other Projects:
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Category 1 & 2 measures: This project ties to GPCH’s project addressing the inefficient use of the ED at GPCH (2.8), in that access to
primary care will potentially prevent patients from seeking non-emergent care at the ED in the first place. This project is related to
GPCH’s project adding an OB/Gyn, which will take place in the same clinic. Each provider (IM and OB/Gyn) will allow for increased
clinic hours available in their specialty, will require additional treatment space in the new clinic location in order to treat a greater
volume of patients, and each provider will constitute an additional staff member qualified to provide primary and preventative
medical care in their respective specialties.

Category 4 population focused measures: This project ties to RD-1 in that expanded access to primary care should improve the
number of potentially preventable admissions into the hospital. This should happen because patients will receive earlier
interventions and preventative care from the IM. This project also ties to RD-4 in that patient satisfaction and medication
management are both directly linked with patients having regular and easy access to primary care.

Relationship to Other Performing Providers Projects in the RHP and Plan for Learning Collaborative:

Our RHP will encourage participation by all our partners in a learning collaborative that will meet annually to discuss local disparities
in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects. In
addition to the face-to-face meeting, we will have an open forum on our website that will foster communication amongst our
partners with related projects.

GPCH LLC, dba Golden Plains Community Hospital Collaboration with Northwest Texas Healthcare System

Golden Plains Community Hospital (“Golden Plains”) and Northwest Texas Healthcare System (“Northwest”) entered into a
Collaboration Agreement in order to allow Golden Plains, as the Performing Provider, to undertake several transformative projects
that will improve access and health care services to patients in the northeast portion of Region 12. Both Golden Plains and Northwest
are private hospitals and entered into the collaboration agreement voluntarily. Although the local community served by Golden Plains
is rural, there is a significant amount of industrial development in the area, including refineries, resulting in a heightened need for
specialized healthcare not typically required in rural communities. Golden Plains is aware that patients in its community either don’t
have access to certain primary and specialty physician services or wait until significant problems arise and then seek care in Amarillo,
where Northwest is located. Frequently, the delay in seeking care results in higher acuity diagnoses that require costly procedures. The
primary objective of the collaboration is to implement projects that will reverse this trend, particularly in the most salient areas.
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In order to encourage greater use of primary and preventative care services, Golden Plains intends to implement the following
projects:

Project Identifier = Name of Project

197063401.1.1 Implement Use Chronic Disease Management Registry Functionalities
197063401.1.2 Expanding Primary Care Capacity (Internal Medicine)

197063401.1.3 Expanding Primary Care Capacity (OB/GYN)

197063401.2.2 Medical Homes

Golden Plains added a description of the transformative impact for these projects into both the project summaries and the project
narratives. Golden Plains may seek advice from Northwest or physician practices and clinics as it seeks to implement these projects,
but Golden Plains will be responsible for carrying out the full scope of the projects. Golden Plains continues to believe that its
collaboration is fully consistent with the terms of Section 25(c)(iv) of the Funding and Mechanics Protocol. Finally, Golden Plains
notes that nothing in Section 25(c)(iv) requires both parties to participate in the implementation of the DSRIP projects undertaken
pursuant to a collaboration agreement.
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Project Valuation:

Criteria

Narrative

Score

Achieves
Waiver
Goals

Using a scoring system of 1-5, GPCH valued this project as follows:

The addition of an IM, extended hours, and expanded space at the Borger Clinic will allow GPCH to provide a
higher level of care to the Borger community, while reducing costs through increasing access to preventative care
meant to delay/prevent the onset of chronic diseases, and by reducing the escalation of existing patient
conditions into an acute state through medication management and patient education provided by the IM. This
project will assure that Medicaid and uninsured patients (who are the patients the clinic is designed to serve) can
visit the clinic in a timelier manner (due to the additional provider and hours) and reduce/eliminate the need for
patients to travel to urban centers, such as Amarillo, to obtain primary care or to address acute conditions
resulting from a lack of primary care. The IM will be able to refer patients to specialists where necessary. Regular
access to primary care is proven to lead to improved patient outcomes in the short- and long-term and to reduce
system-wide costs, thus by expanding the clinic’s hours, space, and providers, this project should lead to
improved outcomes for patients and providers.

Addresses
Community
Need(s)

This project will address the following community needs: CN.1 (Severe primary care provider shortage, wait time,
expense, lack of insurance, access to care), CN.3 (Poor insurance support or uninsured); CN.4 (High incidence of
obesity, diabetes mellitus and heart disease); and CN.5 (Need for specialists to assist in the treatment of obesity,
diabetes mellitus, heart disease, asthma, chronic lung disease. Travel to Urban areas for care is difficult).

Project
Scope/Size

o Outreach to the targeted population (social media, word of mouth)

o Patient visits/encounters (10% increase for GPCH clinic)

. Providers recruited/trained (1 IM)

o Savings estimated from avoiding/preventing unnecessary ER visits or hospitalizations are estimated to
be 9% over previous years baseline for the targeted population by earlier intervention.

Project
Investment

. Human resources (recruitment and retention of IM)

. Equipment purchase and maintenance (dedicating space and equipment for IM)

. Legal and professional fees (IM salary and other clinic providers who work extended hours)

. Time to implement (1 year to recruit and retain, 3 years to accomplish increase in patient volume)
Value: 5

Total value of project/value of all GPCH’s Pass 1 projects: 19/61
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197063401.1.2 \

1.1.2

1.1.2.A-c

EXPAND EXISTING PRIMARY CARE CAPACITY

GPCH LLC Golden Plains Community Hospital

197063401

Related Category 3
Outcome Measure(s):
Year 2

(10/1/2012 -9/30/2013)

197063401.3.2

IT-1.7

Year 3
(10/1/2013 -9/30/2014)

Primary Care and Chronic Disease Management: Controlling High Blood
Pressure

Year 4
(10/1/2014 -9/30/2015)

Year 5
(10/1/2015 -9/30/2016)

Milestone 1 [ P-1]:
Relocate primary care clinic (to a
larger, new cite in the community)

Metric 1 [P-1.1]:

Additional space in square footage
and/or usable space for treating
patients

Baseline/Goal: Ability to treat more
patients in the future due to
increased space allowing for
increased volume

Data Source:

Documentation showing GPCH’s new
clinical space: a lease or deed.
Milestone 1 Estimated Incentive
Payment: $371,893

Milestone 2: P-5
Train/hire additional primary care
provider (an IM)

Metric: P-5.1
Documentation of increased number
of providers

Milestone 3 [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 clinic over baseline -
Baseline/Goal: To increase clinic
hours by at least 10 hours per week -
GPCH will increase the Borger clinic's
hours by 1-2 hours a day during the
week, and 4 hours on Saturday, with
the IM providing the additional
hours.

Data Source: Clinic documentation
showing the clinic's schedule.

Milestone 3 Estimated Incentive
Payment: $ 981,307

Milestone 4 [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 increased number
of visits. Demonstrate improvement
over prior reporting period.

Goal: 5 % increase in clinic volume of
patients with appointments over DY2
baseline number of approximately
7000 appointments (estimated 350
additional appts.)

Data Source: Clinic's EHR showing the
appointment schedule and residency
of the patients

Milestone 4 Estimated Incentive
Payment: $1,168,872

Milestone 5 [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 increased number
of visits. Demonstrate improvement
over prior reporting period.

Goal: 10 % increase in clinic volume
of patients with appointments who
reside in Hutchinson County over DY2
baseline number of approximately
7000 appointments (estimated 700
additional appts.)

Data Source: Clinic's EHR, showing
the appointment schedule and
residency of the patients

Milestone 5 Estimated Incentive

Payment: $1,081,377

Conducting quality improvement
would not be an appropriate measure
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1.1.2 1.1.2.A-c

EXPAND EXISTING PRIMARY CARE CAPACITY

GPCH LLC Golden Plains Community Hospital

197063401

Related Category 3
Outcome Measure(s):
Year 2

197063401.3.2

IT-1.7

Year 3

Primary Care and Chronic Disease Management: Controlling High Blood
Pressure

Year 4
(10/1/2014 -9/30/2015)

Year 5
(10/1/2015 -9/30/2016)

(10/1/2012 -9/30/2013)

Baseline/Goal: To hire a physician
trained in Internal Medicine

Data Source: Evidence of hiring from
HR, including an employment
contract and/or the physician's clinic
schedule.

Milestone 2 Estimated Incentive
Payment:
$371,893

(10/1/2013 -9/30/2014)

for this project, as it involves hiring a
new provider and increasing volume,
not creating a new process.

Year 2 Estimated Milestone Bundle
Amount: $ 743,786

Year 3 Estimated Milestone Bundle
Amount: $981,307

Year 4 Estimated Milestone Bundle
Amount: $ 1,168,872

Year 5 Estimated Milestone Bundle
Amount: $ 1,081,377

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD: $ 3,975,342

RHP Plan for Region 12

158




Project Option: 1.1.2 Expand Existing Primary Care Capacity (OB/GYN)
Performing Provider: Golden Plains Community Hospital (GPHC LLC)/197063401
Unique Project ID: 197063401.1.3

Provider: GPCH is a 25-bed hospital in Borger, Texas serving an 895 square mile area and a population of approximately
21,000 (primary) and an additional 30,000 (tertiary). Although GPCH is located in a rural part of Texas, the hospital provides a
healthcare safety-net for the industrial community within its service area.

Intervention(s): GPCH will recruit an OB/Gyn to the community to provide services at GPCH’s Borger clinic, in order to
decrease pre-term births and the transfer of women and/or infants to Amarillo hospitals for at-risk pregnancies.

Need for the project: Although GPCH makes obstetric services available to hospital patients, the hospital does not currently
have an OB/Gyn and instead relies on family practitioners to treat indigent patients in the community. Of the approximately
7000 appointments provided at GPCH’s clinics in 2012 (46% of which were Medicaid/self-pay), none were scheduled for
gynecological/obstetric services. The only local provider offering regular OB/Gyn appointments was an independent family
practice physician, who could not provide specialized care for women with complex obstetric or gynecological needs. GPCH
believes that increased, localized access to an OB/Gyn will allow GPCH to create a positive impact on the health outcomes for
female Hutchinson County residents and infants born to Hutchinson County residents. This project will be performed in
collaboration with Northwest Texas Healthcare System, a private hospital in Amarillo, as it is intended to effect
transformation of the regional healthcare delivery by allowing rural residents to receive primary care in their community,
particularly for those females with at-risk pregnancies. The project is intended to prevent costly transfers from GPCH to
Amarillo for pre-natal complications, high-risk deliveries, and NICU stays for infants whose conditions may have been caused
by a lack of access to regular pre-natal care. The average stay in the Northwest NICU is 15 days, and the average cost per day
is estimated to be $10,000, meaning that this project can save $150,000 for the Region for each NICU stay it prevents due to
increased and improved pre-natal care locally.

Target population: The target population of this project is women in Hutchinson County and the surrounding community
who require gynecological and/or obstetric services, and who do not currently have regular access to OB/Gyn specialty
services in the local community. Hutchinson County is comprised of 50% women, and has a 24% rate of uninsured. Patients
who are included in both of those categories are expected to benefit most from this project because the clinic caters to this
population. GPCH treated approximately 12,000 unique patients in 2012 through its hospital and area clinics, meaning that
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approximately 6,000 of those patients were women who could currently or at some point in the future benefit from the
addition the OB/Gyn into the community (both at the hospital and in the clinic). GPCH estimates there are at least 200-300
pregnant women in its catchment area who currently have to drive over 60 miles to obtain specialized prenatal care because
there is no OB/GYN specialty physician in Hutchinson County, and no hospital in the surrounding counties of Carson and
Hansford. Additionally, upon reviewing Texas State Birth numbers by GPCH’s catchment counties, fewer than half of the
births to GPCH residents take place at GPCH. Providing specialty prenatal care for the at-risk population will reduce pre-term
deliveries and costly NICU care associated with this population, many of which are Medicaid or uninsured. Additionally, it will
allow women to deliver their children closer to home and their families.

e Category 1 or 2 expected patient benefits: GPCH seeks to increase the clinic’s patient volume of appointments provided to
women seeking OB/Gyn services by 25% from DY3 baseline in DY4, and by 20% from DY4’s volume in DY5.

e Category 3 outcomes: IT 6.1 — By DY5, GPCH expects to improve patient satisfaction scores concerning female patients’
access to timely OB/Gyn-related care, appointments, and information at GPCH's clinic by 6% over the baseline.
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Project Option: 1.1.2 Expand Existing Primary Care Capacity (OB/GYN)
Performing Provider: Golden Plains Community Hospital (GPHC LLC)/197063401
Unique Project ID: 197063401.1.3

Project Components: 1.1.2.a-c

Project Description:

GPCH will recruit an OB/Gyn to the community to provide services at GPCH’s Borger clinic, in order to decrease pre-term births and
transfer of women and/or infants to Amarillo hospitals. Many babies, and by extension their families, are transferred to Amarillo for
pre-natal care, high risk deliveries and NICU stays that cannot be provided locally. Instead, these babies could be delivered here,
closer to home; thus the goal is to recruit a full time OB/GYN provider to provide close to home quality of care, and as a result,
deliver more infants in Hutchinson County.

This project will entail the core 1.1.2 project requirements:

a) Expand primary care clinic space: the OB/Gyn will be located in the new clinic that GPCH will be operating in Borger, with
expanded square footage at a nicer facility — the OB/Gyn will have his/her own space in which to treat patients

b) Expand primary care clinic hours: the OB/Gyn will be available to provide increased hours at the clinic for patients needing
OB/Gyn services; GPCH plans for an addition 1-2 hours of availability per weekday, and an addition 4 hours on Saturday

c) Expand primary care clinic staffing: The clinic will now include an OB/Gyn physician, which it did not before.

Project Goals: The goal behind adding an OB/Gyn to the clinic is to decrease referrals to Amarillo for NICU care, to provide more
regular and specialized OB/Gyn care locally, and for more Hutchinson County mothers to deliver at term. Historical evidence shows
that there are lower costs to the healthcare system for infants born at term, increased patient satisfaction and better health
outcomes.

o GPCH seeks to increase the clinic’s patient volume of appointments for women of reproductive age by at least 25% over
DY3’s baseline DY4 and by an additional 20% over DY4’s volume in DY5.
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Project Challenges: GPCH expects to confront the following challenges and address them in the following manner:

1) Recruiting and retaining a qualified OB/Gyn to treat patients in a rural community with for extended hours: GPCH will create
incentives and a benefits package that will incentivize an IM to relocate to Borger.
2) Educating the community about the increase in access: GPCH will use social media, word-of-mouth and other innovative

methods to make sure that patients know about the new clinic location, hours, and availability of an OB/Gyn, so they will be less
inclined to travel outside Hutchinson County for care.

3) Assuring the OB/Gyn has dedicated space in the clinic: GPCH will make sure to plan space within the new clinic dedicated to
the OB/Gyn providing primary care treatment

5-year Expected Outcome: The five year expected outcome of this project is to reduce the number of women traveling and/or
transferred to Amarillo for routine and/or specialized OB/Gyn care (and to provide such care to those women who currently do not
seek such care because it is not available locally). This is expected to lead to better health outcomes for local women of reproductive
age and newborn infants, and to increase the number of deliveries close to women’s homes and families.

Relationship to Regional Goals: This project seeks to improve the delivery of necessary healthcare services that are lacking in rural
areas of Region 12, which will reduce the burden on the urban providers and improve patient healthcare outcomes and satisfaction
throughout the Region.

Starting Point/Baseline:

As of February 2013, the OB/Gyn has been hired and has treated approximately 80 unique patients, and expects an average of 4

visits per year for each patient. The OB/Gyn expects to deliver approximately 50 pregnant women over the next three months.

Rationale:
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GPCH chose this project because in Region 12, 8.4% of births result in low-birth weights. In Rural Region 12 in 2003, there were 410
teen pregnancies, which comprised 2% of the teen pregnancies statewide that same year, even though Rural Region 12 is only 1.5%
of the state’s population. Additionally, Rural Region 12 had 1.8% of the total infant deaths in August 2004, which is 1.8% of the total
statewide for the same reporting period (even though Rural Region 12 is only 1.5% of the state population). High-risk and teenage
pregnancies could likely be reduced by easier access to an OB/Gyn in the community and/or at least lead to better health outcomes.
Infant deaths could possibly be prevented by earlier and increased access to prenatal care for women in the community.

Additionally, Hutchinson County is a federally designated Primary Care Health Professional Shortage Area, meaning that there are
patients who either do not access preventative or primary care, or only do so through the ED. Hutchinson County has a total of 15
primary care physicians for a population of 23,474 residents.

Core components: GPCH’s recruitment and retention of an OB/Gyn will improve the ratio of primary care providers to residents in
the County, with specific application to the women of Hutchinson County. GPCH’s addition of expanded space will allow the OB/Gyn
to provide a higher volume and variety of primary care services to women of reproductive age on-site at the clinic. Finally, the
extended hours provided by the clinic and the OB/Gyn will allow Hutchinson County women the option of accessing primary care
after work and on the weekend, which is likely an impediment to accessing care now.

The milestones and metrics GPCH selected for this project address the infrastructure needs to implement this project in DYs 2-3
(relocate the clinic, expand the hours, hire the OB/Gyn) and address the sought-after improvement in DYs 4-5, which is to expand
access to primary care for Hutchinson County women of reproductive age, as reflected through an increase in the primary care clinic

volume of appointments for those patients.

Community Needs Identification Numbers: The addition of the OB/Gyn to the Borger Clinic should address the following Community
Needs: CN.1, CN.7, CN.12, CN.14

New or Enhanced Initiative: Currently, there is not an OB/Gyn physician in the Borger clinic, so this project represents a new
initiative for GPCH, which will enhance GPCH’s provision of healthcare locally.

Related Category 3 Outcome Measures:
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OD 6: Patient Satisfaction
Process measure: P2 (establish a baseline)
IT-6.1(1): Patient rating of timely access to appointments, care, and information

GPCH chose this outcome because one goal behind increasing women’s local access to an OB/Gyn in the local community is to
improve patient satisfaction with the ability to access care in a timely manner before, during, and after pregnancy. Pregnancies
require regular appointments, and especially for first-time mothers, access to a variety of healthcare related information.
Additionally, many women require appointments and information when attempting to become pregnant, and need additional
follow-up appointments and care post-partum. The local OB/Gyn will be able to provide these services, as well as regular
gynecological services, which GPCH anticipates will increase GPCH/Borger clinic patients’ satisfaction with their access to services.

Relationship to Other Projects: This project ties to RD:4 in Category 4, in that it is expected to improve patient satisfaction for
women residing in Hutchinson County who are of reproductive age by giving them increased access to a local practitioner trained to
provide gynecological and obstetric services. This project also ties with GPCH’s project to add an Internal Medicine physician to its
community clinics, in that both projects are meant to expand primary care access for the indigent population in GPCH’s catchment
area. Both the OB/Gyn and the IM physician will provide services in the new Borger clinic space, which will be expanded to allow
treatment space for both providers. Each of the physicians will provide additional hours of service above what the clinic provides
now, and will increase the number of available appointments to the population seeking their care.

Relationship to Other Performing Providers Projects in the RHP and Plan for Learning Collaborative:

Our RHP will encourage participation by all our partners in a learning collaborative that will meet annually to discuss local disparities
in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects. In
addition to the face-to-face meeting, we will have an open forum on our website that will foster communication amongst our
partners with related projects.

GPCH LLC, dba Golden Plains Community Hospital Collaboration with Northwest Texas Healthcare System

Golden Plains Community Hospital (“Golden Plains”) and Northwest Texas Healthcare System (“Northwest”) entered into a
Collaboration Agreement in order to allow Golden Plains, as the Performing Provider, to undertake several transformative projects
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that will improve access and health care services to patients in the northeast portion of Region 12. Both Golden Plains and
Northwest are private hospitals and entered into the collaboration agreement voluntarily. Although the local community served by
Golden Plains is rural, there is a significant amount of industrial development in the area, including refineries, resulting in a
heightened need for specialized healthcare not typically required in rural communities. Golden Plains is aware that patients in its
community either don’t have access to certain primary and specialty physician services or wait until significant problems arise and
then seek care in Amarillo, where Northwest is located. Frequently, the delay in seeking care results in higher acuity diagnoses that
require costly procedures. The primary objective of the collaboration is to implement projects that will reverse this trend,
particularly in the most salient areas.

In order to encourage greater use of primary and preventative care services, Golden Plains intends to implement the following
projects:

Project Identifier Name of Project

197063401.1.1 Implement Use Chronic Disease Management Registry Functionalities
197063401.1.2 Expanding Primary Care Capacity (Internal Medicine)

197063401.1.3 Expanding Primary Care Capacity (OB/GYN)

197063401.2.2 Medical Homes

Golden Plains added a description of the transformative impact for these projects into both the project summaries and the project
narratives. Golden Plains may seek advice from Northwest or physician practices and clinics as it seeks to implement these projects,
but Golden Plains will be responsible for carrying out the full scope of the projects. Golden Plains continues to believe that its
collaboration is fully consistent with the terms of Section 25(c)(iv) of the Funding and Mechanics Protocol. Finally, Golden Plains
notes that nothing in Section 25(c)(iv) requires both parties to participate in the implementation of the DSRIP projects undertaken
pursuant to a collaboration agreement.
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Project Valuation:

who is willing to live and work in a rural community.

eEquipment purchase and maintenance — GPCH will need to identify and/or purchase the necessary equipment
for performing annual exams, sonograms, and other standard gynecological and obstetric services.

*Time to implement — GPCH expects the following: 1 year to recruit the provider; 3 years to increase the clinic
volume of unique patients seen (women seeking OB/Gyn services) by 10%.

Total value of this project/all GPCH Category 1 & 2 projects: 17/61

Criteria Narrative Score
Achieves Using a scoring system of 1-5, GPCH valued this project as follows: 5
Waiver The addition of an OB/Gyn, extended Borger clinic hours, and expanded space will allow GPCH to provide a
Goals higher level of care to the women in Hutchinson County. This higher level of care includes access to preventative
care and management of pregnancy and conditions/diseases that the OB/Gyn is trained to treat. This higher
level of care is intended to prevent acute gynecological and obstetric episodes requiring hospitalization. The
Borger clinic, where the OB/Gyn will be housed, is designed to treat the Medicaid and uninsured population of
Hutchinson County, and will provide previously unavailable services to the Hutchinson County community. The
OB/Gyn will coordinate with patients’ other primary care providers at the clinic and area specialists to assure
that patients receive a continuity of care, especially during pregnancy. Ultimately, preventing the transfer of
patients to Amarillo for delivery and other conditions related to pregnancy will improve patient satisfaction,
quality of life, and overall health, while also reducing costs.
Addresses | This project will address the following Region 12 Community Needs: CN.1, CN.7, CN.12, and CN.14. On a more 4
Community | local level, the project addresses the healthcare needs of all women within the catchment area of the clinic, and
Need(s) will allow increased and more efficient access to primary, preventative, and specialty care (when needed).
Project This project will entail: 3
Scope/Size e Outreach to the targeted population by word of mouth, social media/internet, and posters around the
community.
e The number of patient visits/encounters at the Borger Clinic is expected to increase by 10%, with
regard to its unique patient volume of women needed gynecological and obstetric services.
e The project will entail recruiting and training one physician.
Project GPCH expects this project to require the following investments: 5
Investment | eHuman resources — GPCH will need to invest time and effort to recruit and train a qualified OB/Gyn provider
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197063401.1.3 |

1.1.2

1.1.2.A-c

EXPAND EXISTING PRIMARY CARE CAPACITY

GPCH LLC Golden Plains Community Hospital

197063401

Related Category 3
Outcome Measure(s):
Year 2

(10/1/2012 - 9/30/2013)

Milestone 1 [ P-5]:

Train/hire additional primary care
provider (OB/Gyn) to work in the
expanded clinic space

Metric 1 [P-5.1]:

Documentation of increased number
of providers (1)

Baseline/Goal: To hire a physician
trained in obstetrics and gynecology
Data Source:

The OB/Gyn's contract and/or clinic
schedule

Milestone 1 Estimated Incentive
Payment: $ 665,493

197063401.3.3

IT-6.1

Year 3
(10/1/2013 - 9/30/2014)

Milestone 2 [P-4]:

Expand the hours of the primary care
clinic, including OB/Gyn evening
and/or weekend hours - 1-2 hours of
OB/Gyn availability on weekdays, 4
hours on Saturday.

Metric 1 P-4.1

Increased number of hours at clinic
performed by the OB/Gyn over
baseline - at least 10 hours per week
of after

Baseline/Goal: 10 after
hours/weekend hours of OB/Gyn
services at the clinic

Data Source: Clinic documentation of
the OB/Gyn's schedule during the
measurement year

Milestone 2 Estimated Incentive
Payment: $ 878,011

Percent Improvement over baseline of patient satisfaction scores

Year 4
(10/1/2014 - 9/30/2015)

Milestone 3 [I-12]:

Increase primary care clinic volume of
visits and evidence of improved
access for Hutchinson County women
seeking obstetric/gynecological
services

Metric 1 [I-12.2]:

increased number of unique patients
(Hutchinson County residents of
child-bearing age and pregnant
women) seen at the clinic

Baseline/Goal: By the end of DY3,
GPCH expects the OB/Gyn to have
provided at least 400 appointments.
GPCH is targeting a 25% increase over
that baseline (approximately 100
additional visits for OB/Gyn services,
for a total of 500 OB/Gyn
appointments locally)

Data Source: Electronic health
records showing how many patients
came to the clinic for appointments
with the OB/Gyn, also verifying the
patients' county of residence

Milestone 3 Estimated Incentive
Payment: $1,045,833

Year 5
(10/1/2015 -9/30/2016)

Milestone 4 [I-12]:

Increase primary care clinic volume of
visits and evidence of improved
access for patients seeking
obstetric/gynecological services
Metric 1 [I-12.2]:

increased number of unique patients
(women of child-bearing age and
specifically pregnant women) seen at
the clinic

Goal: By the end of DY4, GPCH
expects the OB/Gyn to have provided
at least 500 appointments. GPCH is
targeting a 20% increase over that
DY4 target (approximately 100
additional visits for OB/Gyn services,
for a total of 600 OB/Gyn
appointments locally)

Data Source: Electronic health
records showing how many patients
came to the clinic for appointments
with the OB/Gyn, also verifying the
patients' county of residence

Milestone 4 Estimated Incentive
Payment: $967,548
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197063401.1.3 ‘ 1.1.2 1.1.2.A-c

EXPAND EXISTING PRIMARY CARE CAPACITY

GPCH LLC Golden Plains Community Hospital

197063401

Related Category 3
Outcome Measure(s):
Year 2

197063401.3.3 IT-6.1

Year 3

Percent Improvement over baseline of patient satisfaction scores

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)

Year 2 Estimated Milestone Bundle Year 3 Estimated Milestone Bundle
Amount: $ 665,493 Amount: $ 878,011

Year 4 Estimated Milestone Bundle Year 5 Estimated Milestone Bundle
Amount: $ 1,045,833 Amount: $ 967,548

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD: $ 3,556,885

Conducting a quality improvement measure would not be appropriate for this
project as it does not include the implementation of a new process.
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Project Option: 1.9.2 Improve access to specialty care (OB/GYN)

Performing Provider Name/TPI: Hansford County Hospital District/094117105
Unigue Project ID: 094117105.1.1

Project Components: 1.9.2.a-d

Project Summary
e Provider: Hansford County Hospital District operates a 14 bed Critical Access Hospital as well as a Rural Health Clinic. We
serve all of Hansford County which has a population of approximately 5,500.
e Interventions: This project will create an OB/GYN specialty clinic to provide OB/GYN services to female patients in Hansford
County.
e Need for the Project: Currently Hansford County residents have to drive 45 — 100 miles to receive OB/GYN care. Many of

our lower income residents fail to receive the appropriate level of prenatal care during their pregnancies which can lead to
complications that could have been prevented with the right care at the right time.

e Target population: The target population is our lower income and Medicaid patients that are not receiving the prenatal care
they need. Hansford County had 112 births in 2012 and of those births, there were 0 prenatal visits at HCHD. For DY2 we will
use 2012 as a baseline and target 10% of the total # of births, or 11 mothers. We then estimated that for a normal pregnancy

the average mother has 10 visits, giving us approximately 110 visits. We plan to increase DY3 visits to 132, DY4 visits to
158,and DY5 visits to 190. We estimate that Medicaid and uninsured patients will comprise of 25% of these visits.
e Category 1 expected patient benefits: The project seeks to steadily improve the number of patients being seen in the

OB/GYN clinic from DY 2 through DY 5. By offering these services closer to home we hope to decrease the number of
preventable complications during pregnancy.

e Category 3 outcomes: IT-6.1 Percent improvement over baseline of patient’s satisfaction scores in Category 3. It is expected
to improve patient satisfaction for women residing in Hansford County who are of reproductive age by giving them increased
access to a local practitioner trained to provide gynecological and obstetric services.

Project Option: 1.9.2 Improve access to specialty care (OB/GYN)
Performing Provider Name/TPI: Hansford County Hospital District/094117105
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Unigue Project ID: 094117105.1.1
Project Components: 1.9.2.a-d

Project Description:
Hansford County Hospital District proposes to improve access to specialty care (OB/GYN) by increasing the number of specialty
clinic locations and standardizing the referral process.

Currently Hansford County Hospital District is the main provider of healthcare in Hansford County. Hansford County has seen its
population grow by 4.5% over the last ten years creating a greater need to improve access to specialty care to our county residents.
This project will consist of increasing available specialty clinic space as well as standardizing the referral process. Our goal is to
create a small, 2 exam room specialty clinic. Currently Hansford county residents have to travel 100 miles to receive specialty care.
This project will address this by creating space for specialist to hold clinic, thus keeping our patients from making the long trip to
Amarillo. The second component of this project is to standardize the referral process at HCHD. We plan to do this by implementing
an online/computerized referral system and by creating guidelines and technology for referrals and consultations into selected
medical specialties.

This project will target the low income, uninsured and minority populations in our community. In Hansford County, approximately
13.3% of the population is below the poverty line. Approximately 33% of our county residents are uninsured. These populations
present a challenge to providing quality health care in our community. Adding an OBGYN Specialty clinic will accommodate the
needs of this population so they receive the right care at the right time and in the right setting. Expanding specialty care will also
provide an opportunity for increased preventative healthcare and improve health outcomes.

Target Zip Codes:
79081 | 79040 79062

Goals and Relationship to Regional Goals:
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The goal of this project is to ensure patients have access to specialty care when they need it. Having access to specialty care allows
patients to receive the right care at the right time thus resulting in a more coordinated effort. This in turn reduces unnecessary visits
to the ED thus reducing the cost to provide health care. By expanding the access to specialty care, Medicaid and uninsured patients
can receive care in a clinic setting as opposed to waiting to the last minute to receive care and end up in the ED

Project Goals:

e Increase the number of specialty clinics 0 to 1

e Increase specialty clinic hours

e Recruit specialist to work in specialty clinic

e Obtain an online/computerized referral system
This project meets the following regional goals:

e This project works to transform health care delivery from a disease-focused model of episodic care to a patient centered,
coordinated delivery model that improves patient satisfaction and health outcomes, reduces unnecessary or duplicative
services, and builds on the accomplishments of our existing health care system. This project specifically addresses
community needs identification # CN.1, which is a critical item identified in RHP 12’s needs assessment.

Challenges:

One of the main challenges our residents have with accessing specialty care is availability of specialist and available hours. By
increasing the availability of our providers and increasing available clinic hours patients will have the access to specialty care at the
right time and right place, thus decreasing unnecessary ER visits and increasing patient compliance.

5-Year Expected Outcome for Provider and Patients:

HCHD expects to see increased specialty clinic visits starting in DY2. Providers expect to see increased patient load as well as
increased patient compliance as access to specialty care increases. Expected outcomes will relate to the project goals described
above.

Starting Point/Baseline:
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Currently HCHD does not have a space for a specialty clinic. Therefore our baseline for DY2 is 0 specialty clinics and 0 specialist
visits.

Rationale:

In our current system, more often than not, patients receive services in urgent and emergent care settings for conditions that could
be managed in a more coordinated manner if provided in the appropriate care setting. This often results in more costly, less
coordinated care and a lack of appropriate follow-up care. Patients may experience barriers in accessing specialty 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 are available. By enhancing access points, available appointment times, patient
awareness of available services and overall specialty care capacity, patients and their families will align themselves with the health
care system resulting in better health outcomes, patient satisfaction, appropriate utilization and reduced cost of services.

One of our milestones for DY2 is to Launch/expand a specialty care clinic. Specialty care clinics improve access for targeted
populations in areas where there are gaps in specialty care. Additionally, specialty care clinics allow for enhanced care coordination
for those patients requiring intensive specialty services. Another milestone for DY 2 is to expand the ambulatory care medical
specialties referral management department and related functions. A robust referral management department or clinic function can
ensure that referrals are processed, reviewed and the patient’s clinical issue addressed in a timely manner.

Project Components:
Through the expansion of specialty care capacity, we propose to meet all required project components.

a) Increase service availability with extended hours-Currently there are not any specialist that see patients in Hansford
County. We plan to recruit specialist to our area and to open the specialty clinic various days throughout the week.

b) Increase number of specialty clinic locations — We propose to increase our available specialty clinic from 0 to 1

c) Implement transparent, standardized referrals across the system.- Clinic leadership will demo and select a computerized
referral system to be utilized throughout the primary care clinic. They will also develop standard policies and procedures
for referrals

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

e CN.1- Severe primary care provider shortage, wait time, expense, lack of insurance, access to care.

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

Currently to access specialty care patients must drive 100 miles to Amarillo. The initiative will improve access for targeted patients
while helping the system reach capacity for treating our patients.

Related Category 3 Outcome Measures:

OD-6 Patient Satisfaction:
IT-6.1 Percent improvement over baseline of patient’s satisfaction scores.

Reasons/rationale for selecting the outcome measures:

We selected OD-6 Patient Satisfaction as our related category 3 project. The intent of the HCAHPS initiative is to provide a
standardized survey instrument and data collection methodology for measuring patient’s perspectives on hospital care. HCHD
intends to use the CAHPS Clinician and Groups visit survey for both adults and pediatrics. The surveys are designed to produce
comparable data on the patient’s perspective on care that allows objective and meaningful comparisons between institutions on
domains that are important to consumers. Public reporting of the survey results is designed to create incentives for institutions to
improve their quality of care. Public reporting will serve to enhance public accountability in health care by increasing the
transparency of the quality of institutional care provided in return for the public investment.

Relationship to other Projects:

This project ties IT-6.1 Percent improvement over baseline of patient’s satisfaction scores in Category 3, in that it is expected to
improve patient satisfaction for women residing in Hansford County who are of reproductive age by giving them increased access to
a local practitioner trained to provide gynecological and obstetric services.

This project also ties into our Pass 3b project, Expanding access to primary care. Our pass 3b project includes building new primary
care clinic space for our primary care providers. This project will enhance the pass 3b project by adding additional specialty clinic
space for an OBGYN to see patients.
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Relationship to Other Performing Providers’ Projects and Plan for Learning Collaborative:

Our RHP will encourage participation by all our partners in a learning collaborative that will meet annually to discuss local disparities
in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects. In

addition to the face-to-face meeting, we will have an open forum on our website that will foster communication amongst our

partners with related projects

Project Valuation:

Criteria Narrative Score
(1-5)
Achieves Waiver | This project will ensure patients have access to specialty care when they need it. Having access to specialty 5
Goals care allows patients to receive the right care at the right time thus resulting in a more coordinated effort.
This in turn reduces unnecessary visits to the ED thus reducing the cost to provide health care. By expanding
the access to specialty care, Medicaid and uninsured patients can receive care in a clinic setting as opposed
to waiting to the last minute to receive care and end up in the ED.
Addresses This project addresses community needs identification # 1 of our community needs assessment, Severe 3
Community primary care provider shortage, wait time, expense, lack of insurance, access to care.
Need(s)
Project While there is opportunity to increase the total number of visits, the population of Hansford County is fairly 3
Scope/Size small thus reducing the potential for significant savings as a result of this project.
Project The investment required for this project is high. The cost of adding exam space and recruiting additional 5
Investment staff an providers if very significant. It will take several years to achieve all the goals outlined in this project.
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094117105.1.1

| 1.9.2

| 1.9.2.a-d | Increase access to specialty care (OB/GYN)

Hansford County Hospital District

| 094117105

Related Category 3 Outcome Measure(s):

094117105.3.1

IT-6.1

Percent improvement over baseline of patient satisfaction scores

DY 2 (10/1/2012-9/30/2013)

P-11. Milestone 1: Launch/expand a
specialty care clinic

Metric 1: P-11.1. Establish/expand
specialty care clinics

Baseline/Goal: Baseline of 0 specialty
clinics. Goalis toincrease to 1
specialty clinic

Data Source: Documentation of
new/expanded specialty care clinic
plans

Estimated Milestone 1 Incentive
Payment: $14,053

P-4. Milestone 2: Expand the
ambulatory care medical specialties
referral management department
and related functions

Metric 2: P-4.1 Referral Management
system utilization

Data Source: Reports generated by
the Referral Management system,
EHR and other administrative reports
as needed

Baseline/Goal:0/50%

P-4.2. Metric: Policy development for
and staff training for utilization of

DY 3 (10/1/2013-9/30/2014)

I-23. Milestone: Increase specialty
care clinic volume of visits and
evidence of improved

access for patients seeking services.
1-23.1. Metric: Documentation of
increased number of visits. a. Total
number of visits for reporting period
b. Data Source: Registry, EHR, claims
or other Performing Provider source

Baseline/Goal:110/ 132 OBGYN visits
Data Source:Clinic Documentation

Estimated Milestone 4 Incentive
Payment:
$48,867

DY 4 (10/1/2014-9/30/2015)

I-23. Milestone: Increase specialty
care clinic volume of visits and
evidence of improved

access for patients seeking services.
1-23.1. Metric: Documentation of
increased number of visits. a. Total
number of visits for reporting period
b. Data Source: Registry, EHR, claims
or other Performing Provider source

Baseline/Goal:132/ 158 OBGYN visits
Data Source:Clinic Documentation
Estimated Milestone 5 Incentive

Payment:
$49,372

DY 5(10/1/2015-9/30/2016)

I-23. Milestone: Increase specialty
care clinic volume of visits and
evidence of improved

access for patients seeking services.
1-23.1. Metric: Documentation of
increased number of visits. a. Total
number of visits for reporting period
b. Data Source: Registry, EHR, claims
or other Performing Provider source

Baseline/Goal:158/ 190 OBGYN visits
Data Source:Clinic Documentation
Estimated Milestone 6 Incentive

Payment:
$42,301
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094117105.1.1

| 1.9.2

| 1.9.2.a-d | Increase access to specialty care (OB/GYN)

Hansford County Hospital District

| 094117105

Related Category 3 Outcome Measure(s):

DY 2 (10/1/2012-9/30/2013)
Referral Management system

b. Data Source: Number of
FTEs/Written description for process
of managing referrals into medical
specialties

Baseline/Goal:0/100%

Estimated Milestone 2 Incentive
Payment:
$14,053

1-23. Milestone: Increase specialty
care clinic volume of visits and
evidence of improved

access for patients seeking services.
1-23.1. Metric: Documentation of
increased number of visits

a. Total number of visits for reporting
period

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

Baseline/Goal:0/ 110 OBGYN visits

Estimated Milestone 3 Incentive
Payment: $14,053

094117105.3.1
DY 3(10/1/2013-9/30/2014)

IT-6.1

DY 4 (10/1/2014-9/30/2015)

Percent improvement over baseline of patient satisfaction scores

DY 5 (10/1/2015-9/30/2016)

DY 2 Estimated Milestone Bundle
Amount: 542,159

DY 3 Estimated Milestone Bundle
Amount: $48,867

DY4 Estimated Milestone Bundle
Amount: $49,372

DY5 Estimated Milestone Bundle
Amount: 542,301

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD 5182,699
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Project Option: 1.1.2 Expand Existing Primary Care Capacity
Performing Provider Name/TPI: Hansford County Hospital District/094117105
Unique Project ID: 094117105.1.3— “PASS 3b”

Project Components: 1.1.2.a-c

Project Summary
e Provider: Hansford County Hospital District operates a 14 bed Critical Access Hospital as well as a Rural Health Clinic. We

serve all of Hansford County which has a population of approximately 5,500.

e Interventions: This project will create more exam rooms for primary care providers to see patients in Hansford County.
Currently all exam rooms are spread out over 3 buildings. HCHD proposes to build a new clinic that will house all providers
and will have 20 exam rooms. It will also allow us to expand our hours to include weekends

e Need for the Project: Currently Hansford County Hospital District only has 13 exam room available to our primary care

providers. This limits the number of patients our providers are able to see, thus causing some patients to receive delayed
care.

e Target population: This project will target the low income, uninsured and minority populations in our community.
Approximately 33% of our county residents are uninsured. HCHD will employ a new provider to work weekends as well as
increase the number of exam rooms. As such, the provider will see all payor classes in his/her practice (all patients
regardless of their ability to pay). Based on a 40 hour a week practice of 2,500 visits, we expect the weekend provider ( 12
hours/weekend) to see 750 patients per year. Based on the HCHD payor mix, we estimate the practice could see 210
Medicaid and Uninsured/indigent patients per year.

e Category 1 expected patient benefits: The project seeks to steadily improve the number of Medicaid and uninsured/indigent
patients being seen in the Rural Health Clinic from 4,260 to 4,470 beginning in DY3, to 4,695 in DY4, and 4,930 in DY5. By
increasing our capacity for primary care visits we hope to decrease the number of unnecessary ER visits.

e Category 3 outcomes: IT-6.1 Percent improvement over baseline of patient’s satisfaction scores in Category 3. It is expected
to improve patient satisfaction for residents in Hansford County by increasing the available hours and capacity of the Rural
Health Clinic. HCHD will utilize the CAHPS Clinician and Group Survey for both adults and pediatrics. This will enable patients
to receive the right care at the right time.
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Project Option: 1.1.2 Expand Existing Primary Care Capacity
Performing Provider Name/TPI: Hansford County Hospital District/094117105
Unique Project ID: 094117105.1.3 — “PASS 3b”

Project Components: 1.1.2.a-c

Project Description:
Hansford County Hospital District proposes to expand primary care capacity by expanding available clinic exam rooms and by
expanding clinic hours.

Currently Hansford County Hospital District is the main provider of healthcare in Hansford County. Hansford County has seen its
population grow by 4.5% over the last ten years creating a greater need to expand primary care capacity to our county residents.
This project will consist of increasing the total number of available exam rooms. Our goal is to go from 13 exam rooms to 20 exam
rooms. We propose to do this by constructing a new clinic that will house all of our providers and will have 20 exam
rooms..Currently our providers are challenged with seeing patients in their limited space. This project will address this by giving
each provider up to 5 of their own, dedicated exam space thus allowing them to see more patients per day. An additional goal of
the project is to increase the number of hours the primary clinic is open per week. Currently the clinic is open M-F 9 a.m to 5 p.m.
We expect to increase our available hours in DY 3. This leads to the third component of this project, recruiting additional staff and
providers to work extended hours. HCHD currently has 3 full-time physicians and 1 part time PA working in the clinic. In order to
meet our goals and objectives HCHD will need to recruit additional providers and staff to work during the extended clinic hours. We
anticipate increasing our staff in DY2

This project will target the low income, uninsured and minority populations in our community. Approximately 33% of our county
residents are uninsured. These populations present a challenge to providing quality health care in our community. Individuals from
these various groups often have multiple chronic conditions, prevalent in our community - diabetes. Without regular primary care,
these conditions become acute episodes putting these patients at risk for disability and premature death. Adding a primary care
provider (PCP) will accommodate the needs of this population so they receive the right care at the right time and in the right setting.
Expanding primary care capacity will also provide an opportunity for increased preventative healthcare and improve health
outcomes.

Target Zip Codes:
79081 79040 79062
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Goals and Relationship to Regional Goals:

The goal of this project is to ensure patients have access to primary care when they need it. Having access to primary care allows
patients to receive the right care at the right time thus resulting in a more coordinated effort. This in turn reduces unnecessary visits
to the ED thus reducing the cost to provide health care. By expanding the access to primary care, Medicaid and uninsured patients
can receive care in a clinic setting as opposed to waiting to the last minute to receive care and end up in the ED

Project Goals:

e Increase the number of clinic exam rooms from 13 to 20
e Increase clinic hours to include evenings and weekends
e Recruit additional staff to work expanded hours

This project meets the following regional goals:

e This project works to transform health care delivery from a disease-focused model of episodic care to a patient centered,
coordinated delivery model that improves patient satisfaction and health outcomes, reduces unnecessary or duplicative
services, and builds on the accomplishments of our existing health care system. This project specifically addresses
community needs identification # CN.1, which is a critical item identified in RHP 12’s needs assessment.

Challenges:

One of the main challenges our residents have with accessing primary care is availability of primary care providers and available
hours. By increasing the availability of our providers and increasing available clinic hours patients will have the access to primary
care at the right time and right place, thus decreasing unnecessary ER visits and increasing patient compliance.

5-Year Expected Outcome for Provider and Patients:

HCHD expects to see increased clinic visits starting in DY 3. Providers expect to see increased patient load as well as increased
patient compliance as access to primary care increases. Expected outcomes will relate to the project goals described above.

Starting Point/Baseline:

Currently HCHD has 13 available clinic exam rooms. Therefore our baseline for DY2 is 13 exam rooms. HCHD’s clinic is open 35
hours/ week. Therefore our baseline for clinic hours is 35 hours/week
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Rationale:

In our current system, more often than not, patients receive services in urgent and emergent care settings for conditions that could
be managed in a more coordinated manner if provided in the primary care setting. 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 access points, available
appointment times, patient awareness of available services and overall primary care capacity, patients and their families will align
themselves with the primary care system resulting in better health outcomes, patient satisfaction, and appropriate utilization and
reduced cost of services.

The project options chosen by HCHD are very critical to its community and its ability to provide services needed by the community.
In project 1.1.2, HCHD will expand the clinic space by building a new clinic, and it will increase its primary care service hours by
opening the clinic on weekends. In doing this, HCHD will show process milestones of P-1, Establish/Expand existing/relocate primary
care clinic, P-4, Expand the hours of the primary clinic where they are currently serving patients from 9-5 M-F.

Project Components:
Through the expansion of primary care capacity, we propose to meet all required project components.

a) Expand primary care clinic space - We will increase the number of available exam rooms from 13 to 20 thus giving
providers the capability to see more patients throughout the day.

b) Expand primary care clinic hours- HCHD's clinics are currently open M-F 9 a.m to 5 p.m. We propose to expand clinic
hours to include evenings 3 days a week increasing our hours by 6 per week.

c) Expand primary care clinic staffing - The third and final component of this project is the expansion of primary clinic
staffing. This is an especially difficult component to complete. Finding willing and capable staff and providers to work
evening and weekend hours is difficult. The goal of this project is to recruit additional staff and providers to cover the
expanded hours

Unique community need identification numbers the project addresses:

e CN.1- Severe primary care provider shortage, wait time, expense, lack of insurance, access to care.
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How the project represents a new initiative or significantly enhances an existing delivery system reform initiative:

Currently access to primary care is limited to M-F 9 a.m. to 5 p.m. and is limited to the number of available exam rooms. The
initiative will improve access for targeted patients while helping the system reach capacity for treating primary care patients.

Related Category 3 Outcome Measures:

OD-6 Patient Satisfaction:
IT-6.1 Percent improvement over baseline of patient’s satisfaction scores.

Reasons/rationale for selecting the outcome measures:

We selected OD-6 Patient Satisfaction as our related category 3 project. The intent of the HCAHPS initiative is to provide a
standardized survey instrument and data collection methodology for measuring patient’s perspectives on care. HCHD intends to
use the CAHPS Clinician and Groups visit survey for both adults and pediatrics. The surveys are designed to produce comparable
data on the patient’s perspective on care that allows objective and meaningful comparisons between institutions on domains that
are important to consumers. Public reporting of the survey results is designed to create incentives for institutions to improve their
quality of care. Public reporting will serve to enhance public accountability in health care by increasing the transparency of the
quality of institutional care provided in return for the public investment.

Relationship to other Projects: This is our only Category 1 or 2 project in Pass 3b. The project will help us achieve our Category 3
project outcomes by expanding access to primary care and thus increasing value, timeliness and satisfaction for our patients.

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

Our RHP will encourage participation by all our partners in a learning collaborative that will meet annually to discuss local disparities
in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects. In
addition to the face-to-face meeting, we will have an open forum on our website that will foster communication amongst our
partners with related projects
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Project Valuation:

Criteria Narrative Score
Achieves This project will ensure patients have access to primary care when they need it. Having access to primary care allows patients to 5
Waiver receive the right care at the right time thus resulting in a more coordinated effort. This in turn reduces unnecessary visits to the ED
Goals thus reducing the cost to provide health care. By expanding the access to primary Medicaid and uninsured patients can receive care
in a clinic setting as opposed to waiting to the last minute to receive care and end up in the ED.
Addresses | This project addresses community needs identification # 1 of our community needs assessment, Severe primary care provider 3
Community | shortage, wait time, expense, lack of insurance, access to care.
Need(s)
Project While there is opportunity to increase the total number of visits, the population of Hansford County is fairly small thus reducing the 3
Scope/Size | potential for significant savings as a result of this project.
Project The investment required for this project is high. The cost of adding exam space and recruiting additional staff and providers if very 5
Investment | significant. It will take several years to achieve all the goals outlined in this project.
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094117105.1.3 — “PASS 3b”

1.1.2

1.1.2.a-c

Expand Primary Care Capacity, Expand Existing primary care capacity

Hansford County Hospital District dba Hansford County Hospital

094117105

Related CAT 3 Outcome
Measure:

094117105.3.3

IT-6.1

Percent improvement over baseline of patient satisfaction scores

DY 2 (10/1/2012-9/30/2013)
Milestone 1: P-1.1

Establish additional/expand
existing/relocate primary care clinics

Metric 1: P-1.1
Number of additional clinics or
expanded hours or space

Baseline/Goal:
Baseline of 13 exam rooms. Goal is to
increase to 20 exam rooms

Data Source: Documentation of
detailed expansion plans

Estimated Milestone 1 Incentive
Payment:
5$105,042

Milestone 2: P-4

Expand the hours of a primary care
clinic, including evening and/or
weekend hours

Metricl: P-4.1
Increased number of hours at
primary care clinic over baseline

Baseline/Goal:40hr/week/52

DY 3(10/1/2013-9/30/2014)

Milestone 3:I-15. Milestone:
Increase access to primary care
capacity.

Metric 1: I-15.2. Increased number
of primary care visits.

Baseline/Goal: 4257/4470

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

Estimated Milestone 3 Incentive
Payment:
$233,112

DY 4 (10/1/2014-9/30/2015)
Milestone 4: 1-11

Patient Satisfaction with primary
care services

Metric 1: I-11.2 Percentage of
patients receiving survey.
Specifically, the percentage of
patients that are provided the
opportunity to respond to the survey

Goal:70%

Data Source: Performing provider
documentation of survey
distribution, EHR

Estimated Milestone 4 Incentive
Payment:
$112,065

Milestone 5:1-15. Milestone:
Increase access to primary care

capacity.

Metric 1: I-15.2. Increased number
of primary care visits.

Baseline/Goal: 4470/4695

DY 5(10/1/2015-9/30/2016)
Milestone 6:1-11

Patient Satisfaction with primary care
services

Metric 1:1-11.2

Percentage of patients receiving
survey. Specifically, the percentage
of patients that are provided the
opportunity to respond to the survey

Goal:90%
Data Source: Performing provider
documentation of survey distribution,

EHR

Estimated Milestone 6 Incentive
Payment: $92,311

Milestone 7:1-15. Milestone: Increase
access to primary care capacity.

Metric 1: 1-15.2. Increased number of
primary care visits.

Baseline/Goal: 4695/4930

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

RHP Plan for Region 12

183




hours/week
Data Source: Clinic Documentation

Estimated Milestone 2 Incentive
Payment: $105,041

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

Estimated Milestone 5 Incentive
Payment:
$112,065

Estimated Milestone 7 Incentive
Payment:
$92,311

DY 2 Estimated Milestone Bundle
Amount: 5210,082

DY 3 Estimated Milestone Bundle
Amount: $233,112

DY4 Estimated Milestone Bundle
Amount:: $224,130

DY5 Estimated Milestone Bundle
Amount: 5184,622

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD: 5851,947
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Project Option: 1.12.2 Expand the number of community based settings where behavioral health services may be delivered in
underserved areas

Performing Provider: Helen Farabee Center/127373205

Unique Project ID: 127373205.1.1

Summary Information (RHP12): CAT 1 1.1 Substance Abuse

e Provider: The Helen Farabee Center is a Community Mental Health/Intellectual & Developmental Disability
authority/provider with 9 clinics in north-central Texas serving 19 counties across 16,705 square miles and a population of
318,665.

e Intervention(s): This project involves hiring a licensed substance abuse counselor who will provide substance abuse services
in the Childress, Cottle, King, and Dickens county region.

e Need for the project: Currently, Substance Abuse Services are provided in only one county within Helen Farabee Center’s
catchment area. As a result, substance abuse services are not available for many communities we serve. This project
addresses that challenge by expanding services to a community that has previously lacked services.

e Medicaid and Uninsured Target population: The Center serves primarily indigent clients and roughly 30% of them have
Medicaid.

e Category 1 or 2 expected patient benefits: The project seeks to provide substance abuse services to 35 consumers by
9/30/14, increasing services by 10% (39) and 15% (40) over baseline for Demonstration Years 4 and 5, respectively.

e Category 3 outcomes: IT-10.1. Our goal is improve quality of life scores for 5% of substance abuse service recipients,
increasing to 10% in Demonstration Years 4 and 5 respectively.
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Project Option: 1.12.2 Expand the number of community based settings where behavioral health services may be delivered in
underserved areas

Performing Provider: Helen Farabee Center/127373205

Unique Project ID: 127373205.1.1

Project Description:

This project involves hiring a licensed substance abuse counselor who will provide substance abuse services in the Childress, Cottle,
King, and Dickens county region. The target population for this project includes Adults/Children with a single substance-abuse or
dependence diagnoses who do not meet Co-Occurring Psychiatric and Substance Abuse Disorder (COPSD) service eligibility
requirements per our contract with the Department of State Health Services. As referrals come in, individuals’ treatment needs are
assessed by the counselor; treatments are planned and conducted on an outpatient basis at center facilities in the region.
Continuous assessments are conducted that inform treatment or if discharge/referral services are indicated. Services are terminated
when the needs have been met. The project fits within the Project Area by enhancing the availability of substance abuse services in a
location not currently providing them. The project fits the intervention through expanding the number of settings where substance
abuse services are provided. The goal is to establish a substance abuse division in key regional areas by hiring staff members and
then providing substance abuse services in those counties. Currently, Substance Abuse Services are provided in only one county
within Helen Farabee Center’s catchment area. As a result, substance abuse services are not available for many communities we
serve. This project addresses that challenge by expanding services to a community that has previously lacked services. The expected
outcome for the provider is to have established a substance abuse division in additional counties, provide needed services in that
community, and to see improved quality of life as measured through standard assessments. Regional goals are in accordance with
CMS’ Triple Aim which is Right Service, Right Setting, Right Time. This project provides access to qualified Substance Abuse
counselors as opposed to delayed or crisis-oriented services (Right Service). The services are provided at community access points
and not in costly emergency departments (Right Setting). Finally, the services are provided at the right time in order to begin
treatments quickly if indicated (Right Time). This project improves patient experience by providing timely access to care. It improves
health by creating a system to begin treatment sooner. It is designed to reduce costs by using alternative and efficient routes of
access to substance abuse professionals and by providing care designed to reduce hospitalization and emergency department usage.

Starting Point/Baseline:

Substance Abuse services are being provided only in Wichita County, therefore the baseline for these services in Childress, Cottle,
King, and Dickens counties is zero at this time. The expected outcome at the end of the waiver is to have a staffed Substance Abuse
division at additional key locations, providing Substance Abuse services on a routine basis.
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Rationale:

During the month of May 2012, the Helen Farabee Center solicited feedback via a survey from local stakeholders to inform planning
for expansion and improvement of behavioral health services. Access to Mental/ behavioral health care was identified as difficult by
41.2% of the respondents and Substance Abuse services were ranked as the most important service NOT currently provided in all
service areas. Access to mental health appointments occurs on a walk-in basis, however if patients require substance abuse services
we cannot provide them outside Wichita County at this time. Enhancing service availability for substance abuse services will help
meet this need. When patients with behavioral health issues cannot get timely evaluations and care through a Local Mental Health
Authority, they will likely visit a local emergency department. AHRQ reports that 1 in 8 of 95 million emergency department visits
involved people with a mental health disorder. A quarter of these mental health disorders involved a Substance Abuse problem.
Nearly 41% of these mental disorder and/or Substance Abuse-related visits resulted in hospitalizations. Many patients could be
diverted from emergency departments if an immediate Substance Abuse screenings/ interventions were available. Enhancing
substance abuse service availability for additional counties requires an expansion of those services into that underserved area. The
milestones and metrics were chosen based on the elements required to be in place in order to provide substance abuse services at a
new location where none had been provided before. Substance abuse divisions require state licenses, equipment, administrative
protocols/guidelines, hiring and training staff, evaluation and improvement activity and tracking utilization. A customizable
improvement milestone was selected based on existing milestone 1-11.1. This milestone (I-X.1) was customized by removing the
“mobile clinic” aspect since this project involves creating a new substance abuse division at an existing facility in Wise County. The
customized milestone still measures increased utilization of behavioral health services using roughly the same data source (without
referencing expanded transportation programs). The unique community needs addressed are CN.2 and CN8. The project enhances
care delivery by providing the Substance Abuse intervention dimension which is currently lacking. It provides Center psychiatrists
with immediate referral and coordination options if clinically indicated. It allows the local Mental Health Authority to provide
complete behavioral healthcare which includes Substance Abuse services.

Related Category 3 Outcome Measure(s):

IT-10.1 Quality of Life. This outcome is important to the RHP since improvements in this measure correlate to increased time in a
regular community setting versus seeking help through the emergency department or state hospital. When patients with behavioral
health issues cannot get timely evaluations and care through a Local Mental Health Authority, they will likely visit a local emergency
department. AHRQ reports that 1 in 8 of 95 million emergency department visits involved people with a mental health disorder. A

3 Statistical Brief #92. Healthcare Cost and Utilization Project (HCUP). July 2010. Agency for Healthcare Research and Quality, Rockville, MD. www.hcup-
us.ahrg.gov/reports/statbriefs/sb92.jsp.
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quarter of these mental health disorders involved a Substance Abuse problem. Nearly 41% of these mental disorder and/or
Substance Abuse-related visits resulted in hospitalization6. Many patients reporting improved QOL ratings may also be diverted from
emergency departments if an immediate Substance Abuse screening/ intervention was available. The outcome also reflects any
impact substance abuse services will have in ensuring patients remain in the community and abstinent from drugs/alcohol. The
expected improvement milestone for developmental year 4 is to see improvement in quality of life, comparing assessments at first
contact with assessments at 3 months, as measured by the Substance Abuse Adult/Child Treatment Assessment, for 5% of patients
Childress, Cottle, King, and Dickens counties. The milestone increases to 10% for year 5.

Relationship to other Projects:
This Substance Abuse expansion project is related to project “127373205.1. 2 Improve access to specialty care” in that it is providing
access to a service that would otherwise require a long wait or not be available in the region.

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

The target population for this project includes Adults/Children with a single substance-abuse or dependence diagnosis who do not
meet Co-Occurring Psychiatric and Substance Abuse Disorder (COPSD) service eligibility requirements per our contract with the
Department of State Health Services. Part of this eligibility includes geographic location limited to Childress, Cottle, King, and Dickens
counties with the Helen Farabee Center catchment area. We do not believe the project duplicates another provider’s intervention
for the same target population in these counties. Our RHP will encourage participation by all our partners in a learning collaborative
that will meet annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately
better served the populations in their projects. In addition to the face-to-face meeting, we will have an open forum on our website
that will foster communication amongst our partners with related projects

Project Valuation:

This project serves the population located in Childress, Cottle, King and Dickens counties. Based on substance abuse arrest records
by county we estimate providing substance abuse services to 35 consumers by 9/30/14, increasing services by 10% (39) and 15%
(40) over baseline for Demonstration Years 4 and 5, respectively. The benefit to the community is in the form of outpatient access
to local substance abuse services which avoids costs associated with emergency department usage or hospitalization. Local funding
is in the form of IGT from Helen Farabee Center.

% Statistical Brief #92. Healthcare Cost and Utilization Project (HCUP). July 2010. Agency for Healthcare Research and Quality, Rockville, MD. www.hcup-
us.ahrg.gov/reports/statbriefs/sb92.jsp.
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Substance abuse imposes a heavy burden on emergency room and primary care settings. When individuals are screened for
substance abuse and receive appropriate treatment, the related utilization and abuse of health care settings will go down 50% with
a savings of $3.81 to $4.30 for every dollar spent on treatment services. We used the average of $4.05 saved for every dollar spent
on treatment services. The savings of $4.05 was determined by the Texas Drug Demand Reduction Advisory Committee Report to
state Ieadership7. That savings amount was determined based on costs saved from incarceration, hospitalization, emergency
department usage, and homelessness.

7 Texas Drug Demand Reduction Advisory Committee: Report to State Leadership, January 2009 (http://www.dshs.state.tx.us/sa/ddrac/)
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127373205.1.1

1.12.2

1.12.2

EXPAND THE NUMBER OF COMMUNITY BASED SETTINGS WHERE BEHAVIORAL HEALTH
SERVICES MAY BE DELIVERED IN UNDERSERVED AREAS.

The Helen Farabee Center

| 127373205

Related Category 3
Outcome Measure(s):
Year 2

(10/1/2012 — 9/30/2013)

127373205.3.1

IT-10.1

Year 3
(10/1/2013 — 9/30/2014)

Quality of Life

Year 4
(10/1/2014 — 9/30/2015)

J Year 5

(10/1/2015 — 9/30/2016)

Process Milestone 1:

P-2. Milestone: Identify licenses,
equipment requirements and other
components needed to

implement and operate options
selected

Metric 1;

P-2.1. Metric: Develop a project plan
and timeline detailing the operational
needs,

training materials, equipment and
components

Research existing regulations
pertaining to the licensure
requirements

of psychiatric clinics in general to
determine what requirements must
be met.

When required, obtain licenses and
operational permits as required by
the state, county or city in which the
clinic will operate.

Baseline/Goal: Develop plan and
secure licenses in preparation for
delivery of Substance Abuse services.

Data Source: Project Plan

Process Milestone 3:

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

Metric 3:

P-6.1. Metric: Number of new
community-based settings where
behavioral health

services are delivered

Baseline/Goal: Provide Substance
Abuse services to 35 consumers by
09-30-14.

Data Source: Number of patients
served at these new
community-based sites

Milestone 3 Estimated Incentive
Payment: $54,020

Milestone 4:
P-7. Milestone: Evaluate and
continuously improve services

Metric 4:
P-7.1. Metric: Project planning and
implementation documentation

Improvement Milestone 1:
I-11. Milestone: Increased utilization
of community behavioral healthcare

Metric 1:

I-11.1. Metric: Percent utilization of
community behavioral healthcare
services.

a. Numerator: Number receiving
community behavioral healthcare
services from new substance abuse
division after access expansion (DY3
target of 35)

b. Denominator: Number of people
receiving community behavioral
health services after access
expansion.

Goal: To increase the provision of
Substance Abuse services by 10%
over baseline (39) by 09-30-15

Data Source: Claims data and
encounter data from community
behavioral health sites and expanded
transportation programs.

Milestone 1 Estimated Incentive
Payment: $115,530

Improvement Milestone 2:
I-11. Milestone: Increased utilization
of community behavioral healthcare

Metric 2:

I-11.1. Metric: Percent utilization of
community behavioral healthcare
services.

a. Numerator: Number receiving
community behavioral healthcare
services from new substance abuse
division after access expansion (DY3
target of 35)

b. Denominator: Number of people
receiving community behavioral
health

services after access expansion.

Goal: To increase the provision of
Substance Abuse services by 15%
over baseline (40) by 09-30-16

Data Source: Claims data and
encounter data from community
behavioral health sites and expanded
transportation programs.

Milestone 2 Estimated Incentive
Payment: $111,578
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127373205.1.1

1.12.2

1.12.2

EXPAND THE NUMBER OF COMMUNITY BASED SETTINGS WHERE BEHAVIORAL HEALTH
SERVICES MAY BE DELIVERED IN UNDERSERVED AREAS.

The Helen Farabee Center

| 127373205

Related Category 3
Outcome Measure(s):
Year 2

127373205.3.1

IT-10.1

Year 3

Quality of Life

Year 4

Year 5

(10/1/2012 — 9/30/2013)
Milestone 1 Estimated Incentive
Payment (maximum amount):
$49,734

Process Milestone 2:

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

Metric 2:
P-4.1. Metric: Number of staff
secured and trained

Baseline/Goal: Hire and train one
Licensed Chemical Dependency
Counselor to provide Substance
Abuse services.

Data Source: Project records; Training
curricula as develop in P-2

Milestone 2 Estimated Incentive:
$49,734

(10/1/2013 — 9/30/2014)
demonstrates
plan, do, study act quality
improvement cycles

Baseline/Goal: Complete first project
report which includes a review of
service encounters, analysis and
recommended changes.

Data Source: Project reports

Milestone 4 Estimated Incentive
Payment: $54,021

(10/1/2014 — 9/30/2015)

(10/1/2015 — 9/30/2016)

Year 2 Estimated Milestone Bundle
Amount: $99,468

Year 3 Estimated Milestone Bundle
Amount: $108,041

Year 4 Estimated Milestone Bundle
Amount: $115,530

Year 5 Estimated Milestone Bundle
Amount: $111,578

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD: $434,617
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Project Option: 1.9.2 Improve access to specialty care
Performing Provider: Helen Farabee Center/127373205
Unigue Project ID: 127373205.1.2

Project Components: 1.9.2.a-d

Summary Information (RHP 12): CAT 1 1.2 Open Access

Provider: The Helen Farabee Center is a Community Mental Health/Intellectual & Developmental Disability authority/provider
with 9 clinics in north-central Texas serving 19 counties across 16,705 square miles and a population of 318,665.

Intervention(s): This project expands the hours for psychiatric evaluation by expanding our current contract for telemedicine
services. The expanded hours will provide for open-access (on-demand) routine psychiatric evaluations for individuals determined
eligible to receive services under the Texas Recovery and Resiliency model.

Need for the project: Currently, the average wait time for an initial psychiatric evaluation is ten weeks making access to much
needed psychiatric medical care delayed at the Helen Farabee Center. The project addresses this barrier by creating on open-access
(on-demand) model for psychiatric evaluation via telemedicine occurring within 1 business day.

Medicaid and Uninsured Target population: The Center serves primarily indigent clients and roughly 30% of them have
Medicaid.

Category 1 or 2 expected patient benefits: The project seeks to provide on-demand psychiatric evaluations to roughly 9
patients in DY2 increasing to 12 and 13 over Demonstration Years 4 and 5, respectively. Another goal is to increase the number of
unique patients by 2.5% over baseline increasing to 5% over Demonstration Years 4 and 5, respectively.

Category 3 outcomes: IT-10.1. Our goal is improve quality of life scores for 5% of on-demand evaluation recipients, increasing
to 10% in Demonstration Years 4 and 5 respectively.
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Project Option: 1.9.2 Improve access to specialty care
Performing Provider: Helen Farabee Center/127373205
Unique Project ID: 127373205.1.2

Project Components: 1.9.2.a-d

Project Description:

This project expands the hours for psychiatric evaluation by expanding our current contract for telemedicine services. The expanded
hours will provide for open-access (on-demand) routine psychiatric evaluations for individuals determined eligible to receive services
under the Texas Recovery and Resiliency model. The target population for this project is Adults/Children who meet diagnostic
service eligibility requirements per our contract with the Department of State Health Services (Adults with Major Depression, Bipolar
Disorder, Schizophrenia and Children with a diagnosis of mental illness who exhibit serious emotional, behavioral, or mental health
disorders).The project fits within the Project Area since psychiatry is considered specialty care and is being expanded. The project fits
within the Intervention in that the expansion of psychiatric availability improves access to these services by eligible individuals. The
project goals include collecting baseline data for wait times, completing and submitting a plan for electronic referrals, training
medical staff, implementing referral technology to improve provider communications, and incrementally increasing the volume of
specialty care visits via the open-access model. Currently, the average wait time for an initial psychiatric evaluation is ten weeks
making access to much needed psychiatric medical care delayed at the Helen Farabee Center. The project addresses this barrier by
creating on open-access (on-demand) model for psychiatric evaluation via telemedicine. The team implementing this project
consists of initial intake clinicians who make the initial referrals for psychiatric evaluations, support staff who coordinate the video
session, and contracted psychiatrists and other medical support personnel who conduct the evaluations.

There is currently no mechanism for on-demand (walk-in) psychiatric evaluations for routine outpatient behavioral health services.
The expected outcome during the waiver period is to increase the number of psychiatric evaluations provided within one business
day by creating an on-demand model. This is designed to have the anticipated effect of improving quality of life through removing a
barrier to outpatient behavioral health services. Regional goals are in accordance with CMS’ Triple Aim which is Right Service, Right
Setting, Right Time. This project provides an on-demand psychiatric evaluation for routine mental health inquiries as opposed to
delayed or crisis-oriented services (Right Service). The services are provided at community access points and not in costly emergency
departments (Right Setting). Finally, the services are provided at the right time which is within 1 business day of the inquiry in order
to begin treatments quickly if indicated (Right Time). This project improves patient experience by providing timely access to care. It
improves health by creating a system to begin treatment sooner. It is designed to reduce costs by using alternative and efficient
routes of access to prescribing professionals and by providing care designed to reduce hospitalization and emergency department
usage.
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Starting Point/Baseline:
Although the Center provides scheduled psychiatric evaluations for these counties per year, there are currently no on-demand
psychiatric evaluations for routine behavioral health services.

Rationale:
Expediting services can decrease symptoms and increase functioning in individuals ensuring timely access to initial evaluations and

freeing up other prescribers to provide quicker follow up encounters. Neufeld, et al. (2012)® used the mean time between
appointments as potential indicators for measuring quality of life. An on-demand (walk-in) model of care would expedite services,
potentially reduce psychiatric admissions®, and potentially reduce emergency department usage by individuals in Childress, Cottle,
King, and Dickens counties. The project component (increasing service availability with extended hours) was chosen in order to
provide a cost-effective™® and concrete way to improve access to psychiatric services. Core component (b) “Increase the number of
specialty clinic locations” was not address since our region has an adequate number of physical access points. Component (c)
“Implement transparent, standardized referrals across the system” is chosen in order to ensure efficient access to the new on-
demand evaluation services. Component (d) “Conduct quality improvement for project using methods such as rapid cycle
improvement” was selected in order to maintain quality of access while also tracking and reporting on utilization at frequent
intervals. Access to behavioral health care was identified as difficult by 41.2% of community stakeholder respondents and barriers to
access in terms of long wait times were identified as most important by 40.9%. Baseline data is being collected in order to know the
extent to which access to psychiatric services has been improved through then open access model. Implementation plans for e-
referrals ensure efficiency in the referral process. Training specialty care providers is required with a new access model of care.
Developing and implementing technical referral capabilities will enable improved and streamlined provider communications. The
improvement milestone of increasing clinic volume and improving patient access will help remove access barriers perceived by the
community. The project significantly enhances the existing delivery of psychiatric evaluations by eliminating the potentially 10 week
wait for medical interventions for routine behavioral health conditions. The open-access model is designed to provide psychiatric

¥ Neufeld, J. (2012). Walk-In Telemedicine Clinics Improve Access and Efficiency: A Program Evaluation From the Perspective of a Rural Community Mental
Health Center. Rural Mental Health, Fall/Winter 2012, 33-37. Retrieved October 12, 2012, from http://newprairiepress.org/journals.html

° The American Psychiatric Association’s 2012 Annual Meeting. Abstract SCR10-3, presented May 6, 2012.

1% Neufeld, J. (2012). Walk-In Telemedicine Clinics Improve Access and Efficiency: A Program Evaluation From the Perspective of a Rural Community Mental
Health Center. Rural Mental Health, Fall/Winter 2012, 33-37. Retrieved October 12, 2012, from http://newprairiepress.org/journals.html
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evaluations the same day as or next business day following the determination that they are eligible for services. The project meets
identified community need CN.2.

Related Category 3 Outcome Measure(s):

IT-10.1 Quality of Life. This outcome is important to the RHP since improvements in this measure correlate to increased time in a
regular community setting versus seeking help through the emergency department or state hospital. When patients with behavioral
health issues cannot get timely evaluations and care through a Local Mental Health Authority, they will likely visit a local emergency
department. AHRQ reports that 1 in 8 of 95 million emergency department visits involved people with a mental health disorder. A
quarter of these mental health disorders involved a Substance Abuse problem. Nearly 41% of these mental disorder and/or
Substance Abuse-related visits resulted in hospitalization1 L Many patients reporting improved QOL ratings may also be diverted
from emergency departments if an immediate psychiatric evaluation were available. The outcome also reflects any impact
psychiatric evaluation services will have in ensuring patients remain in the community. The expected improvement milestone for
developmental year 4 is to see improvement in quality of life, comparing assessments at first contact with assessments at 3 months,
as measured by the ANSA, for 5% of patients in Childress, Cottle, King, and Dickens County. The milestone increases to 10% for year
5.

Relationship to other Projects:

The Project relates to “127373205.1.1 Expand the number of community based settings where behavioral health services may be
delivered in underserved areas” in that it also provides a behavioral health service in an area that currently has very limited access to
the service.

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

The target population for this project is Adults/Children who meet diagnostic service eligibility requirements per our contract with the
Department of State Health Services (Adults with Major Depression, Bipolar Disorder, Schizophrenia and Children with a diagnosis
of mental illness who exhibit serious emotional, behavioral, or mental health disorders). Part of this eligibility includes geographic
location limited to Childress, Cottle, King, and Dickens counties within the Helen Farabee Center catchment area. The services
provided by the mental health authority are specific to DSHS’s Texas Recovery and Resiliency model of care. We do not believe the
project duplicates another provider’s intervention for the same target population. Our RHP will encourage participation by all our
partners in a learning collaborative that will meet annually to discuss local disparities in care and the ways they have successfully

' Statistical Brief #92. Healthcare Cost and Utilization Project (HCUP). July 2010. Agency for Healthcare Research and Quality, Rockville, MD. www.hcup-
us.ahrg.gov/reports/statbriefs/sb92.jsp.
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gathered relevant data and ultimately better served the populations in their projects. In addition to the face-to-face meeting, we
will have an open forum on our website that will foster communication amongst our partners with related projects

Project Valuation:

This project serves the population located in Childress, Cottle, King and Dickens counties. We estimate providing intakes to 9
patients in DY2 based on past demand and current usage patterns. The impact increases to 12 in DY4 and 13 in DY5. The benefit to
the community is in the form of on-demand access to services which avoids costs associated with emergency department usage or
hospitalization. Local funding is in the form of IGT from Helen Farabee Center. This project is not receiving other federal funding.

The benefits of the proposed program are valued based on assigning a monetary value of $50,000 per life-year gained due to the
intervention. This threshold has been a standard way of valuing life-years. Based on the literature, an estimated Quality of Life Year
gained by this intervention is 0.0245 years. The result is a $1,225 quality of life improvement per patient impacted. The valuation is
aligned with the Medicaid Waiver goals to develop programs that enhance access to health care, increase the quality of care, the
cost-effectiveness of care provided and the health of the patients and families served. The primary valuation method uses cost-
utility analysis (a type of cost-effectiveness research). Cost-utility analysis (CUA) measures the cost of the program in dollars and the
health consequences in utility-weighted units. This valuation uses a quality-adjusted life-years (QALYs) analysis that combines health
quality (utility) with length of time in a particular health state. Cost-utility analysis is a useful tool for assessing the value of new
health service interventions due to the fact that it provides a standard way of valuing multiple types of interventions and programs.
The valuation also incorporates costs averted when known (e.g., emergency room visits that are avoided). In order to make the
valuations fair across potentially different types of interventions the common health goal, or outcome, is the number of life-years
added. The number of life-years added is based on a review of the scientific literature. A search of the scientific literature identified
the following two studies. The first study looked at telemedicine and mental health and was conducted by Pyne (2010) "2 which
showed a 0.015 incremental QALY for patients with depression in rural New Mexico who received depression treatment by
telemedicine. Another study by Hollinghurst et al. (2010) 13 examining online cognitive behavioral treatment (CBT) of depression
found the QALY gain for the waitlist control group of 0.494 (sd=0.099) while the QALY gain for the intervention group was 0.528
(sd=0.081). The additional QALY gain for intervention was 0.034. The average of the two estimated QALYs is 0.0245.

12 Pyne, J. M., Fortney, J. C., Tripathi, S. P., Maciejewski, M. L., Edlund, M. J., & Williams, D. K. (2010). Cost-effectiveness analysis of a rural telemedicine
collaborative care intervention for depression. Arch Gen Psychiatry, 67(8), 812-821.

3 Hollinghurst, S., Peters, T. J., Kaur, S., Wiles, N., Lewis, G., & Kessler, D. (2010). Cost-effectiveness of therapist-delivered online cognitive-behavioral therapy
for depression: randomized controlled trial. Br J Psychiatry, 197(4), 297-304.
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1273733205.1.2 ‘ 1.9.2 1.9.2.A-D ‘ IMPROVE ACCESS TO SPECIALTY CARE.
The Helen Farabee Center | 127373205
Related Category 3 1273733205.3.2 IT-10.1 Quality of Life

Outcome Measure(s):
Year 2
(10/1/2012 -9/30/2013)
Process Milestone 1:
P-3. Milestone: Collect baseline data for wait
times, backlog, and/or return appointments
in
specialties

Metric 1:
P-3.1. Metric: Establish baseline for
performance indicators

Baseline/Goal: To determine the average
wait time for an initial psychiatric evaluation.
(estimated evaluation demand is 9 in DY2).

Data Source: EHR, Internal Database

Milestone 1 Estimated Incentive Payment:
$3,418

Process Milestone 2:

P-7. Milestone: Complete a planning
process/submit a plan to implement
electronic referral technology

Metric P-7.2 Development of an
implementation plan for e-referral

Baseline/Goal: Develop a plan that will guide
the implementation and technical needs of
e-referrals for the on-demand model

Year 3
(10/1/2013 -9/30/2014)
Process Milestone 4: P-8. Develop the
technical capabilities to facilitate
electronic referral

Metric 1: P-8.1. Metric: Demonstrate
technical mechanisms to be used to
operate referral system

are in place

Baseline/Goal: Develop a Referral
Management system that will enable
providers to efficiently refer consumers
for psychiatric evaluations in the on-
demand model

Data Source: Referral Management
system

Milestone 4 Estimated Incentive
Payment: $4,149

Process Milestone 5: P-9 Implement
referral technology and processes that
enable improved and

more streamlined provider
communications

Metric 1: Documentation of referrals
technology

Baseline/Goal: With improved
technology and e-referral, to establish

Year 4

(10/1/2014 -9/30/2015)
Improvement Milestone 1:
I-23. Milestone: Increase
specialty care clinic volume of
visits and evidence of improved
access for patients seeking
services.

Metric 1:

1-23.1. Metric: Documentation of
increased number of visits.
Demonstrate

improvement over prior
reporting period (baseline for
DY2).

a. Total number of visits for
reporting period

Goal: To increase the number of
psychiatric evaluations by 5%
over baseline by 09-30-15.
(Estimated at 12 patients)

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

Metric 1 [I-23.2]: Documentation

of increased number of unique

patients, or size of patient panels.

Demonstrate improvement over
prior reporting period (baseline

Year 5

(10/1/2015 -9/30/2016)
Improvement Milestone 2:
I-23. Milestone: Increase
specialty care clinic volume of
visits and evidence of
improved
access for patients seeking
services.

Metric 2:

1-23.1. Metric: Documentation
of increased number of visits.
Demonstrate

improvement over prior
reporting period (baseline for
DY2).

a. Total number of visits for
reporting period

Goal: To increase the number
of psychiatric evaluations by
10% over baseline by 09-30-
16. (Estimated at 13 patients)

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

Metric 1 [1-23.2]:

Documentation of increased
number of unique patients, or
size of patient panels.

J
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1273733205.1.2 ‘ 19.2 1.9.2.A-D IMPROVE ACCESS TO SPECIALTY CARE.

The Helen Farabee Center | 127373205
Related Category 3 1273733205.3.2 IT-10.1 Quality of Life
Outcome Measure(s):
Year 2 Year 3 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)
Data Source: Referral plan, which describes more efficient and fluid communication for DY2). Total number of unique | Demonstrate improvement
the technical mechanisms needed to operate | among providers for the on-demand patients encountered in the clinic | over prior reporting period
e-referral system. model of care for reporting period. (baseline for DY2). Total
Goal: Increase unique number of unique patients
Milestone 2 Estimated Incentive Payment: Data Source: Referral system number of patients by 2.5% over | encountered in the clinic for
$3,418 baseline. reporting period.
Milestone 5 Estimated Incentive Data Source: patient registry Goal: Increase unique
Process Milestone 3: Payment: $4,149 number of patients by 5% over
P-2. Milestone: Train care providers and staff baseline.
on processes, guidelines and technology for Process Milestone 6: Milestone 1 Estimated Incentive Data Source: patient
referrals and consultations into selected P-11. Milestone: Launch/expand a Payment: $13,365 registry
medical specialties specialty care clinic (e.g., pain
management clinic)
Metric: P-2.1 Training of staff and providers Milestone 2 Estimated
on referral guidelines, process and Metric 6: Incentive Payment: $12,958
technology P-11.1. Metric: Establish/expand
specialty care clinics
Baseline/Goal: To train providers on e- a. Number of patients served by specialty
referrals so that the on-demand model of care clinic
care is a more efficient and effective service
for the consumer. Baseline/Goal: To initiate the on-demand
model of care for psychiatric evaluations.
Data Source: Log of specialty care personnel
trained and Curriculum for training. Data Source: Documentation of
new/expanded specialty care clinic
Milestone 3 Estimated Incentive Payment: Milestone 6 Estimated Incentive
$3,418 Payment $4,150
Year 2 Estimated Milestone Bundle Year 3 Estimated Milestone Bundle Year 4 Estimated Milestone Bundle Year 5 Estimated Milestone Bundle
Amount: $10,254 Amount: $12,448 Amount: $13,365 Amount: $12,958

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD: $49,025
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Project Title: 1.1.2 Expand Primary Care Capacity, Expand Existing Primary Care Capacity
Performing Provider: Hereford Regional Medical Center/133544006
RHP Unique Identification Number: 133544006.1.1

e Provider: Hereford Regional Medical Center is a 42 bed hospital located in Hereford, TX serving a 1,498 square miles and a
population of approximately 19,500.

e Intervention: Deaf Smith County is nationally recognized as a Health Provider Shortage Area (HPSA) so the recruitment and
retention of new and existing primary care providers is an imperative for the county and the region. This project will expand primary
care capacity to provide to our population additional access to providers.

e Need for the Project: The need for this project is the ratio of primary care providers to population currently sitting at 1/1761. With
the completion of this project we will be adding three additional providers and thus decreasing the ratio of primary care providers to
population to 1/1384. This project will increase the number of primary care hours being provided to our population thus making
primary care more easily available to our patients and our ability to take care of additional patients will increase at least 33%.

e Target population: The target population is our patients that need additional hours and access to primary care. Approximately 38%

of our gross revenues are either Medicaid, self-pay or indigent, so we expect they will benefit from over a third of the additional
hours. The increase of access to primary care by the increase in hours will make available an additional 2,500 visits per year per
provider. For the target population Medicaid, self-pay, and indigent that will increase available visits will be approximately 950 per
provider per year. Over the total waiver period the increase in available visits for the target population will be approximately 2,850
additional visits per year.

e Category 1 expected patient benefits: This project seeks to provide an additional 5,475 hours of additional access to primary care
for our patients in DY4 and DY5. That will be an increase of 37.5% over our current primary care availability.

e Category 3 outcomes: IT-6.1 Our goal is to improve over baseline patient satisfaction scores for our patients getting timely care,

appointments and information by 2% in DY4 and 3% in DY5 thus creating more value for our patients.
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Project Title: 1.1.2 Expand Primary Care Capacity, Expand Existing Primary Care Capacity
Performing Provider: Hereford Regional Medical Center/133544006

RHP Unique Identification Number: 133544006.1.1

Project Components: 1.1.2.a-c

Project Description: The goal of this project is to expand the capacity of primary care to better accommodate the needs of the community
and the regional patient population, as identified in the RHP 12 needs assessment. This project has two goals. First it will improve patient
access to primary care by systemically changing clinic space, hours and staffing. The addition of new primary care practitioners and
physicians to the current number of primary care physicians and practitioners, will give patients more immediate access to primary care.
Second this project will increase interrelationships between hospital and clinic physicians and practitioners.

The main challenges facing the successful completion of this project are related to the shortfall of current primary care physicians practicing
as well as the number of new primary care physicians graduating from residency programs. With aim of this project is to not only add three
additional primary care providers, but also retaining as many of the current primary care providers working in Deaf Smith County over the
course of the 5 year waiver period. By successfully completing this project we will have expanded primary care capacity by over 37%.

Starting Point/Baseline: Currently, the clinic has 5 primary care physicians, one of which is 73 years old, as well as 3 midlevel primary care
practitioners. They combine to provide roughly 14,600 hours of primary patient care per year or 64 hours per day.

Rationale: Deaf Smith County is nationally recognized as a Health Provider Shortage Area (HPSA) so the recruitment and retention of new
and existing primary care providers is an imperative for the county and the region. The greatest healthcare challenge faced by Deaf Smith
County and the region is the shortage of primary care physicians nationwide with the gap of what is needed and supplied widening.
According to the Regional Health Partnership Region 12 Rural Needs Assessment the population of rural counties will increase steadily from
397,997 in 2010 to 451,577 in 2040. More primary care physicians are a badly needed asset for the present and the future of healthcare in
RHP-12 Rural Region communities. The most glaring evidence of the challenges facing rural communities in Region 12 is the shortage of
primary care practitioners currently providing services to our population. In 2007, the state ratio of total persons to each direct patient care
and primary care physician was 386. For that same year, the regional ratio was 991.1 residents per direct patient care and primary care
physician. As of 2010, the ratio for Deaf Smith County residents was 1 primary care physician or practitioner for every 1761 persons. Deaf
Smith County's acute shortage of primary care physicians and practitioners is almost double that of her region and quadruple that of the
state. For the everyday county resident that means a wait to be examined and treated for both minor and more serious healthcare issues.
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A second advantage for many Deaf Smith County residents will be realized by increasing our primary care practitioners and that is improved
access to health and wellness care for lower socioeconomic patients. According to the Needs Assessment for Region 12, the poverty level is
higher (16.6% to 15.4%) for the region compared to the state overall. The educational level attained as well as the income levels for
individuals located in Region 12 is lower than that of their state counterparts. The lower socioeconomic levels of many Deaf Smith County
residents puts them at a far greater risk for health and wellness issues relating to diet and nutrition, as well as childhood health issues such
as immunizations and healthy physical development. An increase in the number of primary care practitioners as well as clinic service hours
will directly impact the accessibility of lower socioeconomic patients to healthcare.

Also, by enhancing available primary care capacity though expanding clinic space, hours and staffing, patients and families will have more
opportunity to align themselves with our primary care providers resulting in better health outcomes, patient satisfaction, and appropriate
utilization and reduced cost of services.

This project will retain the current number of primary care practitioners and providers as well as adding three additional primary care
providers and practitioners. With the retention and the addition of new providers to the clinic the number of hours for direct patient care
will be increase eight hours per day by the end of DY 3 of the five year waiver period. This increase will translate to an additional 1,840
hours of primary patient care by the end of the five year demonstration project. In years 4 and 5 of the project additional providers will be
added at a rate of one per year. At the end of the demonstration project the number of primary care hours provided will have been
increased 24 hours per day or 5,520 hours per year. The ratio of total persons to each direct patient care and primary care physician and
practitioner will be lowered to 1,384.

The square footage needed for the additional primary care providers has already been built, but the furniture, computers telephones, exam
tables and other equipment will need to be purchased to completely set up the clinic space for the new providers. Also, staff will need to
be hired and trained to more fully support the expanded primary care capacity.

Target Population & Zip Codes:
Residents of Deaf Smith County — 79045, 79025, 79035, 79092, 79098
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Community Need Identification Number:

Expand Primary Care Capacity —1 - CN.1, CN.3
CN.1 - Severe primary care provider shortage, wait time, expense, lack of insurance, access to care
CN.3 - Poor insurance support or uninsured.

Related Category 3 Outcome Measure(s): OD-6 Patient Satisfaction - IT 6.1 (1) are getting timely care, appointments and information;
(Standalone Measure).
The Category 3 outcome is directly related to this Category 1 project in the respect that the outcome for this project will not only allow
more individual access to primary care but will also accentuate the value of that care. The Category 3 project will develop and that the
value of the Category 1 project through patient satisfaction scores thus ensuring our patients benefit and value for their time.

Also, with the increase of clinic time, space and staff this project will significantly also help increase our possible Category 3
outcomes because of expanded access to primary care physicians and providers.

Relationship to other Projects: This is our only Category 1 or 2 project in Pass 1. The project will help us achieve our Category 3 project
outcomes by expanding access to primary care and thus increasing value, timeliness and satisfaction for our patients.

Relationship to Other Performing Providers’ Projects in RHP and Plan for Learning Collaborative: Our RHP will encourage participation by
all our partners in a learning collaborative that will meet annually to discuss local disparities in care and the ways they have successfully
gathered relevant data and ultimately better served the populations in their projects. In addition to the face-to-face meeting, we will have
an open forum on our website that will foster communication amongst our partners with related projects.
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Project Valuation:

Criteria Narrative Score
Achieves The Waiver goals for this project are to improve existing processes in the primary care clinic as well as integrate the addition primary 5
Waiver care physicians and practitioners being hired over the course of the waiver period into our existing organization. With this
Goals integration and successful identification of patient satisfaction (Category 3 project) our organization will be able to more directly and
accurately address patients concerns in relation to the satisfaction of their care thus increasing the value for the patient.
Addresses | According to the Regional Health Partnership Region 12 Rural Needs Assessment the population of rural counties will increase 5
Community | steadily from 397,997 in 2010 to 451.577 in 2040. More primary care physicians are a badly needed asset for the present and the
Need(s) future of healthcare in RHP-12 Rural Region communities. The most glaring evidence of the challenges facing rural communities in
Region 12 is the shortage of primary care practitioners currently providing services to our population. In 2007, the state ratio of total
persons to each direct patient care and primary care physician was 386.
Also, according to the Needs Assessment for Region 12, the poverty level is higher (16.6% to 15.4%) for the region compared to the
state overall. The educational level attained as well as the income levels for individuals located in Region 12 is lower than that of
their state counterparts. The lower socioeconomic levels of many Deaf Smith County residents puts them at a far greater risk for
health and wellness issues relating to diet and nutrition, as well as childhood health issues such as immunizations and healthy
physical development.
Project This expansion of primary care capacity project will be the biggest demonstration waiver project undertaken by Hereford Regional 5
Scope/Size | Medical Center. The focus of healthcare provided by the Hereford Regional Medical Center and the Hereford Health Clinic is primary
care. Our mission is to provide the best quality of primary care to the individuals of our communities and county as possible. This
project is the only DSRIP project including the Category 3 project relating to patient satisfaction for Pass 1.
The project will decrease the ratio of total number of individuals per primary care physician and practitioner from 1,761 to 1,384 with
the expansion of primary care capacity with the addition of three primary care physicians and practitioners.
Project The first year project investment for a primary care physician is estimated to be $644,700 and the ongoing investment in retaining 5
Investment | the physician is $502,000. The first year project investment for a primary care practitioner is estimated to be $404,700 and the
ongoing investment in retaining the practitioner is $352,000. With the additional investment of retaining the current number of
primary care physicians and practitioners estimated to be $75,000 per year the total investment for years 2 through 5 of the waiver is
calculated to be $3,852,100.
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133544006.1.1

| 112 | 1.1.2.ac

Expand Primary Care Capacity, Expand Existing Primary Care Capacity

Deaf Smith County Hospital District dba Hereford Regional Medical Center

133544006

Related Category 3 Outcome Measure(s):

133544006.3.1 | IT-6.1

Percent improvement over baseline of patient satisfaction scores

DY 2 (10/1/2012-9/30/2013)
Milestone 1 [P-5]: Hire additional
primary care providers and staff.

Metric 1 [P-5.1]: Documentation of
increased number of providers and
staff.

Goal: Execute one contract for an
additional Primary Care Physician or
Practitioner

Data Source: Executed contract for
one additional primary care physician
or practitioner.

Estimated Milestone 1 Incentive
Payment:
$482,675

DY 3 (10/1/2013-9/30/2014)
Milestone 2 [I-15]: Increase access
to primary care capacity.

Metric 2 [I-15.2]: Increase number
of primary care visits.

Data Source: EHR face to face
encounters.

Goal: Increase number of visits
2,500 over baseline of 20,000 visits.

Estimated Milestone 2 Incentive
Payment: $291,741

Milestone 3 [P-5]: Hire additional
primary care providers and staff.

Metric 3 [P-5.1]: Documentation of
increased number of providers and
staff.

Goal: Execute one additional
contract for a Primary Care Physician
or Practitioner

Data Source: Executed contract for
one additional primary care
physician or practitioner.

Estimated Milestone 3 Incentive
Payment: $291,742

DY 4 (10/1/2014-9/30/2015)
Milestone 4 [I-15]: Increase access
to primary care capacity.

Metric 4 [I-15.2]: Increase number
of primary care visits.

Data Source: EHR face to face
encounters.

Goal: Increase number of visits
2,500 over baseline of 22,500 visits.

Estimated Milestone 4 Incentive
Payment: $282,633

Milestone 5 [P-5]: Hire additional
primary care providers and staff.

Metric 5 [P-5.1]: Documentation of
increased number of providers and
staff.

Goal: Execute one additional
contract for a Primary Care
Physician or Practitioner

Data Source: Executed contract for
one additional primary care
physician or practitioner.

Estimated Milestone 5 Incentive
Payment: $282,633

DY 5 (10/1/2015-9/30/2016)
Milestone 6 [I-15]: Increase access to
primary care capacity.

Metric 6 [I-15.2]: Increase number of
primary care visits.

Data Source: EHR face to face
encounters.

Goal: Increase number of visits 2,500
over baseline of 25,000 visits.

Estimated Milestone 6 Incentive
Payment: $242,153

Milestone 7 [P-5]: Increase the
number of primary care clinics for
existing providers.

Metric 7 [P-5.1]: Documentation of
increased number of clinic sites.

Goal: Allocate square footage in
another area of the hospital district or
execute a contract for a clinic in
another building.

Data Source: Executed contract for
additional clinic space or show
allocation of new space in existing
utilized as new clinic space.

Estimated Milestone 7 Incentive
Payment: $242,154
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133544006.1.1 | 11.2 | 11.2.a-c

Expand Primary Care Capacity, Expand Existing Primary Care Capacity

Deaf Smith County Hospital District dba Hereford Regional Medical Center

133544006

133544006.3.1 | IT-6.1
DY 3 (10/1/2013-9/30/2014)
DY 3 Estimated Milestone Bundle
Amount: $559,483

Related Category 3 Outcome Measure(s):

DY 2 (10/1/2012-9/30/2013)
DY 2 Estimated Milestone Bundle
Amount: 5482,675

Percent improvement over baseline of patient satisfaction scores

DY 4 (10/1/2014-9/30/2015) DY 5(10/1/2015-9/30/2016)
DY4 Estimated Milestone Bundle DY5 Estimated Milestone Bundle
Amount: $565,266 Amount: 5484,307

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD: 52,091,731
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Project Option: 1.12.2 Expand the number of community based settings where behavioral health services may be delivered in underserved
areas

Performing Provider / TPI: Hereford Regional Medical Center/133544006
RHP Unique Identification Number: 133544006.1.2 — “PASS 2”

e Provider: Hereford Regional Medical Center is a 42 bed hospital located in Hereford, TX serving a 1,498 square miles and a
population of approximately 19,500.

e Intervention: Deaf Smith County is nationally recognized as a Health Provider Shortage Area (HPSA) so the recruitment and
retention of new and existing primary care providers is an imperative for the county and the region. This project will expand primary
care capacity to provide to our population additional access to providers.

e Need for the Project: The need for this project is the ratio of primary care providers to population currently sitting at 1/1761. With
the completion of this project we will be adding three additional providers and thus decreasing the ratio of primary care providers to
population to 1/1384. This project will increase the number of primary care hours being provided to our population thus making

primary care more easily available to our patients and our ability to take care of additional patients will increase at least 33%.

e Target population: The target population is our patients that need additional hours and access to behavioral health services.
Approximately 38% of our gross revenues are either Medicaid, self-pay or indigent, so we expect they will benefit from over a third
of the additional hours. The expanded number of community based setting where behavioral health services are being delivered
will help increase of access to primary care by the increase in hours will make available an additional 2,500 visits per year per
provider. For the target population Medicaid, self-pay, and indigent that will increase available visits will be approximately 950 per
provider per year. Over the total waiver period the increase in available visits for the target population will be approximately 2,850
additional visits per year.

e Category 1 expected patient benefits: This project seeks to provide an additional 5,475 hours of additional access to primary care
for our patients in DY4 and DY5. That will be an increase of 37.5% over our current primary care availability.

e Category 3 outcomes: IT-6.1 Our goal is to improve over baseline patient satisfaction scores for our patients getting timely care,
appointments and information by 2% in DY4 and 3% in DY5 thus creating more value for our patients.
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Project Option: 1.12.2 Expand the number of community based settings where behavioral health services may be delivered in underserved
areas

Performing Provider / TPI: Hereford Regional Medical Center/133544006
RHP Unique Identification Number: 133544006.1.2 — “PASS 2”

Project Description: The goal of this project is to expand the capacity of behavioral health services to better accommodate the needs of the
community and the regional patient population, as identified in the RHP 12 needs assessment. This project has two goals. First it will
improve patient access to behavioral health care systemically changing clinic space, hours and staffing. The addition of new behavioral
health care practitioners to the clinic setting, will give patients more immediate access to behavioral health care. Second this project will
increase interrelationships between hospital and clinic primary care physicians and practitioners with the new behavioral health provider
for a more total patient care experience. Third this project will identify regional need by addressing the lack of behavioral health providers
in the region. Community ldentification number CN2 shows a regional lack of behavioral health services.

Starting Point/Baseline: Currently, the clinic has zero behavioral health practitioners dedicated to the mental health of patients.

Rationale: Deaf Smith County is nationally recognized as a Health Provider Shortage Area (HPSA) for Mental Health so the recruitment of
new mental health providers is an imperative for the county and the region. According to the Health Professional Shortage Area website
for the U.S. Department of Health and Human Services, Deaf Smith County, Texas is short one full time mental health provider and since
currently Deaf Smith County has zero dedicated practicing mental health providers working in Deaf Smith County the addition of one
provider will fill the basic mental health need for the county.

As of 2010, the ratio for Deaf Smith County residents was 1 primary care physician and practitioner for every 1761 persons. Deaf Smith
County's acute shortage of primary care physicians and practitioners is almost double that of the region and quadruple that of the state.
More importantly the only mental health services currently provided are performed by the patient’s primary care physician or provider.
The challenges facing rural communities in Region 12 with the shortage of primary care practitioners currently providing services to our
population and the limited time those primary care providers can allocate to the delivery of mental health care, the addition of a dedicated
mental health provider will help relieve some of the patient stress associated with being treated by a provider that doesn’t provide mental
health full time and as well as “opening up” time for additional patients to be seen for primary health care needs.
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According to the Regional Health Partnership Region 12 Rural Needs Assessment the population of rural counties will increase steadily from
397,997 in 2010 to 451,577 in 2040. The complete lack of a trained mental health provider will only be exacerbated over the coming years
with additional increase in projected population.

A second advantage for many Deaf Smith County residents will be realized by increasing our mental health care practitioners and improving
access to mental health for lower socioeconomic patients. According to the Needs Assessment for Region 12, the poverty level is higher
(16.6% to 15.4%) for the region compared to the state overall. The educational level attained as well as the income levels for individuals
located in Region 12 is lower than that of their state counterparts. The lower socioeconomic levels of many Deaf Smith County residents
puts them at a far greater risk for mental health and wellness issues relating to diet and nutrition, as well as childhood health issues such as
immunizations and healthy physical development. An addition of a mental health practitioner will directly impact the accessibility of lower
socioeconomic patients to mental health.

This project will add mental health services in Deaf Smith County by obtaining the services of at least one mental health practitioner
providing services in the clinic. The baseline for the need of a behavioral health provider will be established in DY3 after the provider has
been acquired in DY2. Because of barriers inherently built into the process of individuals seeking behavioral health services, a baseline will
be determined to track the number of cancelled or no-show appointments in DY3. With adjustments to schedule availability times and
other barriers directly addressed, we seek to decrease the percentage of cancelled or no-show appointments by 2% in DY4 and 5% in DY5
from baseline thus increasing the value of the new and enhanced behavioral health services being provided in this project.

The goal of this project is to not only expand the number of community based settings where behavioral health services may be delivered in
Deaf Smith County but also to determine what the baseline for cancelled and “no-show” appointments. By the end of year five we
approximate a decrease in cancelled and “no-show” appointments of 5%. With the introduction of the behavioral health services and
providers to address our HPSA designated shortage for mental health our goal is to address an outstanding and recognized issue within our
community and patient base.

Target Population & Zip Codes:
Residents of Deaf Smith County — 79045, 79025, 79035, 79092, 79098
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Community Need Identification Number:

Expand service availability(i.e., hours) to appropriate levels of behavioral health care —1 - CN.1, CN.2, CN.5
CN.1  Severe primary care provider shortage, wait time, expense, BRFSS data, Focus groups,

lack of insurance, access to care survey, DSHS

CN.2  Lack of mental health services, inability to get an BRFSS data, survey, focus groups.
appointment, lack of insurance, need to use ERs for DSHS data
initial contact.

CN.5 Need for specialists to assist in the treatment of obesity, BRFSS Data

diabetes mellitus, heart disease, asthma, chronic lung
lung disease. Travel to Urban areas for care is difficult.

Related Category 3 Outcome Measure(s): OD-6 Patient Satisfaction
The Category 3 outcome is directly related to this Category 1 project in the respect that the outcome for this project will not only allow
more individual access to mental health care but will also accentuate the value of that care by addressing complete patient wellness.

Relationship to other Projects: This project will accentuate our Pass 1 Category 1 project of expanding primary care access (1.1.2 Expand
existing primary care capacity) by not only providing mental health care by a trained mental health provider, but will also freeing up our
existing providers time they are currently spending on mental health issues. This project will enable us to utilize that time to take care of
other primary care patients.

Relationship to Other Performing Providers’ Projects in the RHP & Plan for Learning Collaborative: Our RHP will encourage participation
by all our partners in a learning collaborative that will meet annually to discuss local disparities in care and the ways they have successfully
gathered relevant data and ultimately better served the populations in their projects. In addition to the face-to-face meeting, we will have
an open forum on our website that will foster communication amongst our partners with related projects.
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Project Valuation:

Criteria

Narrative

Score
(1-5)

Achieves
Waiver Goals

The Waiver goals for this project are to improve access to mental health care by expanding the number of community
based setting where behavior health services may be delivered in underserved areas. This project will also achieve waiver
goals by accentuating our other Category 1 project freeing up time of our primary care providers time to see more
patients with primary care issues. With this addition and successful identification of patient satisfaction (Category 3
project) our organization will be able to more directly and accurately address patients concerns, both mental and physical,
in relation to the satisfaction of their care thus increasing the value for the patient.

Addresses
Community
Need(s)

According to the Regional Health Partnership Region 12 Rural Needs Assessment the population of rural counties will
increase steadily from 397,997 in 2010 to 451.577 in 2040. The complete lack of a trained mental health provider will only
be exacerbated over the coming years with additional increase in projected population.

Deaf Smith County's acute shortage of primary care physicians and practitioners is almost double that of the region and
quadruple that of the state. More importantly the only mental health services currently provided are performed by the
patient’s primary care physician or provider. The challenges facing rural communities in Region 12 with the shortage of
primary care practitioners currently providing services to our population and the limited time those primary care
providers can allocate to the delivery of mental health care, the addition of a dedicated mental health provider will help
relieve some of the patient stress associated with being treated by a provider that doesn’t provide mental health full time
and as well as “opening up” time for additional patients to be seen for primary health care needs.

Also, according to the Needs Assessment for Region 12, the poverty level is higher (16.6% to 15.4%) for the region
compared to the state overall. The educational level attained as well as the income levels for individuals located in Region
12 is lower than that of their state counterparts. The lower socioeconomic levels of many Deaf Smith County residents
puts them at a far greater risk for mental health and wellness issues relating to diet and nutrition, as well as childhood
health issues such as immunizations and healthy physical development. An addition of a mental health practitioner will
directly impact the accessibility of lower socioeconomic patients to mental health.

Project
Scope/Size

This expansion of the number of locations where behavioral health is being provided will take place in the Hereford Health
Clinic. A search will be initiated and space (offices, phones, scheduler, staff, supplies, etc.) will be setup to provide the
appropriate services outlined in the project. Our mission is to provide the best quality of health care to the individuals of
our communities and county as possible. This project is the only DSRIP project including the Category 3 project relating to
patient satisfaction for Pass 2.
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Criteria

Narrative Score

Project
Investment

(1-5)
The first year project investment for expanding the number of community based settings where behavioral health services

are provided will encompass a search initiation and studies of what is required for the implementation of providing

behavioral health care. It is estimated to cost for the first year to be $80,000 and the ongoing investment in retaining the
physician is $95,000.
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133544006.1.2 1.12.2

N/A

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

Hereford Regional Medical Center

133544006

Related Category 3 Outcome
Measure(s):

133544006.3.2

IT-6.1

Percent improvement over baseline of patient satisfaction scores

DY 2 (10/1/2012-9/30/2013)
Milestone 1[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 services are
delivered.

Goal: Execute contract/agreement

with new behavioral health provider
and develop a baseline for canceled
or “no-show appointments.

Data Source: Executed agreement.

Estimated Milestone 1 Incentive
Payment: $75,920

\ DY 3 (10/1/2013-9/30/2014)
Milestone 2 [I-13]: Adherence to
scheduled appointments.

Metric 2 [I-13.1]: X% decrease in
number of canceled or “no-show”
appointments.

Baseline: 1% decrease in the
number of canceled or “no-show”
appointments from baseline
established in DY2.

Data Source: Clinical records from
expanded access sites.

Estimated Milestone 2 Incentive
Payment:$84,243

DY 4 (10/1/2014-9/30/2015)
Milestone 3 [I-13]: Adherence to
scheduled appointments.

Metric 3: [I-13.1]: X% decrease in the
number of canceled or “no-show”
appointments.

Goal: 2% decrease in the number of
canceled or “no-show” appointments
from baseline established in DY2.

Data Source: Clinical records from
expanded access sites.

Estimated Milestone 3 Incentive
Payment:$80,997

DY 5(10/1/2015-9/30/2016)
Milestone 4 [I-13]: Adherence to
scheduled appointments.

Metric 1[I-13.1]: X% decrease in the
number of canceled or “no-show”
appointments

Goal: 5% decrease in the number of
canceled or “no-show” appointments
from baseline established in DY2.

Data Source: Clinical records from
expanded access sites.

Estimated Milestone 4 Incentive
Payment: $66,720

DY 2 Estimated Milestone Bundle
Amount: 575,920

DY 3 Estimated Milestone Bundle
Amount: $84,243

DY4 Estimated Milestone Bundle
Amount: $80,997

DY5 Estimated Milestone Bundle
Amount: $66,720

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD: 5307,880
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Project Option: 1.1.2 Expand Existing Primary Care Clinics, Expand Existing Primary Care Capacity
Performing Provider: Lubbock Heritage Hospital, LLC, d/b/a Grace Medical Center/281514401

RHP Unique Identification Number: 281514401.1.1
Project Components: 1.1.2.a-c

Provider: Grace Medical Center is a 123 bed hospital located in a federally designated primary care Healthcare Provider Shortage Area
(HPSA) in Lubbock, Texas. It is the only hospital in Lubbock that is located in a HPSA serving census tracts 13, 14, 22.02, 22.04, 23 and 24.
Grace Medical Center is located in census tract 23. Because the hospital is located in an underserved area, numerous patients seek care
through the emergency room. In CY2011, Grace Medical Center had 11,784 Emergency Room visits of which 36% were self-pay and 24%
were Medicaid patients.

Intervention: Grace Medical Center will, through Grace Clinic of Lubbock, recruit 2 additional primary care providers to serve the
community in the underserved location This project will increase the. The providers may be Family Medicine, Internal Medicine or mid-
level providers. The project goal is to provide access to primary care in the appropriate setting. The expected outcome is to increase the
number of new primary care clinic visits and reduce low level visits to the Emergency Department (Triage levels 4 and 5) ). Grace will recruit
new providers, open a new walk-in clinic location in the HPSA, establish provider and ER benchmarks, and perform a PSDA of the case
management intervention and scheduling system.

Need for the project: The neighborhood in which the hospital is located has very limited accessibility to primary care; thus, many patients
use the emergency department inappropriately.

Target population: The target population is the underserved Medicaid and self-pay patients who live in the HPSA zip codes 79412, 79404,
and 79423 that present to the Emergency Department for low acuity problems (triage level 4 and 5) because they do not have access to a
primary care physician. There are currently approximately 61,400 people living in the target zip codes. Based on Grace’s Emergency
Department payor mix, Grace projects that 60% or 36,840 individuals are Medicaid or self-pay. Grace cared for 5,893 patients from the
targeted zip codes in DY1. Grace Medical Center currently operates one walk-in clinic through Grace Clinic of Lubbock. There are currently
7,070 Medicaid and uninsured patient visits annually at the Grace Medical Center ER. Out of that 7,070 patients, Grace will establish the
baseline visits of patients that live in the HPSA as the target population
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Category 1 Expected patient benefits: Grace Medical Center expects to build a walk-in clinic, hire and train providers and staff to provide
walk-in care to the self-pay and Medicaid patients so that these individuals will reduce their use of the ER for non-emergent care and
increase primary care visits by 4,000 over the baseline of 52,161 visits.

Category 3 expected patient benefits: Grace Medical Center expects to reduce low acuity visits (triage level 4 and 5) of the target
population by 10% from the baseline established in DY2.

RHP Plan for Region 12 214



Project Option: 1.1.2 Expand Existing Primary Care Clinics, Expand Existing Primary Care Capacity
Performing Provider: Lubbock Heritage Hospital, LLC, d/b/a Grace Medical Center/281514401
RHP Unique Identification Number: 281514401.1.1.2

Project Components: 1.1.2.a-c

Project Description: RHP12 has identified the need to expand primary care as its most critical community need. Grace Medical Center
selected this project based on the high priority placement of this project in RHP12. The target population for this project is the
underserved Medicaid and self-pay patients who live in the HPSA census tracts 13, 14, 22.02, 22.04, 23, and 24 that present to the
Emergency Department for low acuity problems (triage level 4 and 5) because they do not have access to a primary care physician.
Grace Medical Center currently operates one walk-in clinic through Grace Clinic of Lubbock. There are currently 7,070 Medicaid and
uninsured Emergency Room visits annually. Out of that 7,070 patients, Grace will establish the baseline visits of patients that live in the
HPSA zip codes 79412, 79404, and 79423 as the target population . There are currently approximately 61,400 people living in the target
zip codes. Based on Grace’s Emergency Department payor mix, Grace projects that 60% or 36,840 individuals are Medicaid or self-pay.
Grace treated 5,893 patients in the ER from the targeted zip codes. Grace Medical Center will, through Grace Clinic of Lubbock, recruit
2 additional primary care providers and open a new walk-in clinic with extended hours within the HPSA.

Goals and Relationship to Regional Goals: The project goal is to provide access to primary care in the appropriate setting. The
expected outcome is to reduce low level visits to the Emergency Department by the underserved self-pay and Medicaid population.
Grace will expand primary care capacity by recruiting two new providers and support staff, opening a new walk-in clinic in the
underserved area of the existing HPSA, establish provider and ER benchmarks, and perform a PSDA of the case management
intervention and scheduling system. This project meets the Regional goal by adding additional access to primary care through a new
location and new providers.

Challenges: The challenge to the accomplishment of the goal is the historic conditioning of the uninsured and Medicaid patient to
present to the Emergency Room for acute primary care needs. Through neighborhood education, education provided through the
Emergency Room, case management, and the ability to assign the patient to an available primary care provider at the time of the ER
visit through electronic scheduling, Grace can overcome the challenge to accomplish the goal.
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Five Year Expected Outcome for Provider and Patients: The 5 year expected outcome would be an increase in primary care visits over
the baseline and a decrease in low acuity visits to the Emergency Room.

Starting Point/Baseline: DY1 10-01-2011 through 09-30-2011 - 12 primary care providers, baseline for new primary care visits is 52,161
as of the start of DY2 as physician will be added in DY2. Low acuity emergency visit by target population baseline will be established in
DY2.

Rationale: We selected this project because Grace Medical Center is located in a Healthcare Profession Shortage Area (HPSA) serving
census tracts 13, 14, 22.02, 22.04, 23 and 24. Grace Medical Center is located in census tract 23. Grace will use zip codes 79412, 79404,
and 79423 in the HPSA area to define ER target population baselines. In CY2011, Grace Medical Center had 11,784 Emergency Room
visits of which 36% were self-pay and 24% were Medicaid patients. In 2008, 27% of adults went to the Emergency Room for a condition
that could have been treated by a regular doctor, if available. ** Chronically ill individuals without insurance are four to six times more
likely to have problems accessing care, and therefore rely on Emergency Departments for primary care.”

In DY1, Grace Medical Center had 8 Family Medicine physicians, 1 internal medicine physician and 3 primary care mid-level providers.
The majority of these services are provided through Grace Clinic of Lubbock located at 4515 Marsha Sharp Freeway. Currently, only the
Internal Medicine physician has a clinic in the HPSA (on the Grace Medical Center campus). Grace also provides 24/7 Emergency Service
in the HPSA. The Emergency Room experienced 11,784 visits in in 2011 of which 24% were Medicaid and 36% were self-pay. According
to the AHA Resource Center, the average cost of an ER visit in 2010 was $1,349 and the median was $607. Assighment of patients to a
primary care provider is difficult due to limited acceptance of Medicaid and self-pay patients. Grace will add 2 primary care providers
and open new clinic space at the hospital campus to accept assignment of patients from the ER and provide walk-in services which are
projected to see 4,000 additional primary care visits over the baseline of 52,161 and reduce the low level ED visits (triage level 4 and 5)
over the baseline.

Project Core Components: Grace will provide the core project components as follows: a) Expand primary care space by renovating
space at the hospital campus to accommodate additional primary care; b) Expand primary care hours by providing new clinic hours
through two new providers and eight new support staff members with the capacity to see an estimated 4,000 patients annually. c)
Expand primary care clinic staffing (Milestone P-5. Train/hire additional primary care providers and staff and/or increase the number of

' Commonwealth Fund. National Scorecard on US Health System Performance, 2008.
15 Annals of Internal Medicine, August 2008.
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primary care clinics for existing providers) by adding one new provider in DY2 (Metric P-5.1.) and an additional provider in DY3 (Metric
P-5.1.).

Unique Community Need Identification Numbers the Project addresses: This project will assist in meeting community need RHP12 ID #
CN.1 ( Severe primary care provider shortage, wait time, expense, lack of insurance, and access to care as identified by BRFSS data, focus
groups, survey, and DSHS.) This project provided significant enhancements to provide primary care in the HPSA area.

Related Category 3 Outcome Measure(s):

IT-9.2 ED appropriate utilization

Process Improvement DY2 would be to establish benchmark for target population patient visits of low acuity (triage levels 4 and 5) in
the ER. (P-2.) Process improvement in DY3 would be to conduct a PDSA on case management process and electronic scheduling (P-4).
Improvement Target DY4 - IT 9.2, Decrease the percentage low acuity ER visits of the target population by 5% over baseline established
in DY2. Improvement Target DY5 —IT 9.2, Decrease of 10% of baseline target population’s low acuity in ER visits. Lack of access to
primary care leads to inappropriate use of expensive ER services and lack of medical homes. The conclusion of a study published by
Annals of Emergency Medicine [Ann Emerg Med. 2011;58:41-52] was “Interventions targeting frequent users may reduce ED use. Case
management, the most frequently describes intervention, reduced ED costs and seemed to improve social and clinical outcomes.”
AHRQ Agency for Healthcare Research and Quality published in the AHRQ Health Care Innovations Exchange “Formalized, Technology-
Enabled Referral Relationships Between Medical Center and Community Clinics Enhance Access and Reduce Inappropriate Emergency
Department Visits.” This study identified inadequate linkages between ED and primary care as a problem. “Those who present at the
ED often do not follow up on suggestions to go to a community clinic (and instead return to the ED), while those able to access
community-based primary care often have difficulties getting referred to needed specialists.”

Relationship to other Projects: By expanding existing primary care clinics, Grace expects to refocus the delivery of healthcare in a
coordinated manner that leads to a reduction in potentially preventable admissions (RD-1), potentially preventable readmission (RD-2),
and potentially preventable complications (RD-3), improve patient centered healthcare (RD-4) and improve emergency department (RD-

5).

Relationship to Other Performing Providers’ Projects in the RHP: N/A
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Plan for Learning Collaborative: Our RHP will encourage participation by all of our partners in a learning collaborative that will meet
annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the
populations in their projects. In addition to the face-to-face meeting, we will have an open forum on our website that will foster
communication amongst our partners with related projects.

Project Valuation:

Criteria Narrative Score
(1-5)
Achieves This project meets the RHP12 goal of Triple Aim: assuring patients receive high-quality and patient-centered care, in 5
Waiver the most cost effective ways. By providing additional primary care resources, case management, and electronic
Goals scheduling, Grace will improve the health care infrastructure to better serve the Medicaid and uninsured residents of

our counties. The project further develops and maintains a coordinated care delivery system. Right care improvement
targets will allow better management of health in a cost effective location in a HPSA by moving patients out of low
acuity ER visits into a primary care setting. There is a strong body of evidence that access to primary care and
intervention in ER use improves care while reducing cost.

Addresses | This project addresses RHP12’s highest priority community need. Grace Medical Center is the only hospital in the 5
Community | community located within a HPSA.
Need(s) There is a strong body of evidence that access to primary care and intervention in ER use improves care while reducing
cost.
Project This projects targets improvement in an underserved area (HPSA) by offering primary care services in the area through 5

Scope/Size | recruitment of new providers and case management in the ER. Patient visits in the primary care clinic will reduce
inappropriate ER visits and save substantial costs. We anticipate that we will reduce inappropriate visits of the target
population by 700 visits annually. According to the AHA Resource Center, the average cost of an ER visit in 2010 was
$1,349 and the median cost was $607. Grace Medical Center admits 2% of ER patients. We anticipate serving 4,000
additional primary care visits by DY5.

This project will require substantial financial and human resource investment for an organization of this size to 5
serve the HPSA to include

0 Recruitment costs for providers (2 providers salaries, recruitment and relocation)

Start up operational costs (equipment, supplies, medications, furniture)
Staffing costs (8 support staff)
Case Management Costs (ER Case Manager)
Legal Costs (Employment contracts)
IT costs (Electronic Health Record software licenses, hardware)
Renovation costs ($50/square foot)

O O0OO0OO0OO0OOo

RHP Plan for Region 12 218



281514401.1.1 1.1.2

1.1.2.A-C

Care Capacity

Project/Intervention Title: 1.1 Expand Primary Care Capacity, Expand Existing Primary

Lubbock Heritage Hospital, LLC, dba Grace Medical Center

| 281514401

Related Category 3 Outcome
Measure:

DY 2 (10/1/2012-9/30/2013)

281514401.3.1

DY 3(10/1/2013-9/30/2014)

IT-9.2

DY 4 (10/1/2014-9/30/2015)

ED appropriate utilization

DY 5(10/1/2015-

Milestone 1: P-5. Train/hire
additional primary care
providers and staff and/or
increase the number of primary
care clinics for existing providers

Metric: P-5.1. Documentation
of increased number of
providers and staff and/or clinic
sites

Baseline: 12 primary care
providers
Goal: Add 1 primary care
provider

Data Source: Physician
Employment Contract

Estimated Milestone 1
Incentive Payment:
$574,444

Milestone 2: P-5

Train/hire additional primary care
providers and staff and/or increase the
number of primary care clinics for
existing providers

Metric : P-5.1
Documentation of increased number of
providers and staff and/or clinic sites

Baseline: 13 primary care providers.
Goal: Add 1 primary care provider

Data Source: Physician Employment
Contract/HR files for mid-level

Estimated Milestone 2 Incentive
Payment:
$313,344

Milestone 3:1.1.2.1-12

Increase primary care clinic volume of
visits and evidence of improved access
for patients seeking services

Metric 1-12.2
Improve the total number of unique
patients encountered in the clinic for

Milestone 4: P-4

Expand the hours of a primary care
clinic, including evening and/or
weekend hours

Metric: P-4.1:
Increased number of hours at
primary care clinic over baseline

Goal: Expand clinic hours over
current operating hours

Baseline: No Walk-in clinic hours at
new location at the time of this
project proposal. Baseline is zero
hours.

Data Source: Clinic documentation

Estimated Milestone 4 Incentive
Payment:
$314,254

Milestone 5: 1-12

Increase primary care clinic volume
of visits and evidence of improved
access for patients seeking services

Metric: 1-1.12.2

9/30/2016)

Milestone 6: 1-12

Increase primary care clinic
volume of visits and
evidence of improved
access for patients seeking
services

Metric : 1-12.2

Improve the total number
of unique patients
encountered in the clinic or
reporting period

Baseline/Goal: Increase
primary care visits by 4,000
over the baseline of DY1
Data Source: Physician
Employment Contracts/ HR
files for mid-levels

Estimated Milestone 5
Incentive Payment:
$519,204
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reporting period
Baseline: DY1 primary care visits. 52,161

Goal: Increase primary care visits by
2,000 over the baseline

Data Source: Provider patient
from EHR

report

Estimated Milestone 3 Incentive
Payment:
$313,344

Improve the total number of unique
patients encountered in the clinic or
reporting period

Baseline/Goal: Baseline is DY1
primary care visits. Increase
primary care visits by 3,500 over the
baseline

Data Source: Provider patient
report from EHR

Estimated Milestone 5 Incentive
Payment:
$314,254

DY 2 Estimated Milestone
Bundle Amount: $574,444

DY 3 Estimated Milestone Bundle
Amount: $626,688

DY4 Estimated Milestone Bundle
Amount: $628,509

DY5 Estimated Milestone
Bundle Amount: $519,204

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD: $2,348,845
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Project Option: 1.1.2 Expand Primary Care Capacity, Expand existing primary care capacity
Performing Provider: Lamb Healthcare Center/127313803
RHP Unique Identification Number: 127313803.1.1

Provider: Lamb Healthcare Center is a 75 bed licensed sole community hospital (staff for 42 beds) in Littlefield, Texas, serving a town of approximately
6,300 people and 13,977 in Lamb County. We also receive patients from other surrounding counties such as Hockley, Bailey, Cochran, Castro and Lynn.
Intervention: This project will add a primary care physician to LHC Family Medicine’s clinic in order to provide better, more efficient, more convenient,
primary care for our community and surrounding areas.

Need for the project: In Lamb County, the low income, uninsured, and minority populations are higher than the state average. Our percentage of
people living below the poverty level is 16.9%, which is higher than the state average of 14.3%. Of this population, persons without insurance <18 is
19.6% vs. the state average of 19.5%, and persons <65 without insurance is 28.4% vs the average of 26.8%. The non-white or minority population of the
county is approximately 56.9%. Our population for 65+ is 15.9% and our death rate per 100,000 for Heart Disease is at 345.0 vs the state 154.0. When
residents were asked about chronic diseases in the household; 22% reported a household member with some form of heart disease. This is the reason
we have chosen CHF as our Cat 3 outcome measure.

Without regular primary care, chronic conditions are likely to become acute episodes, putting patients at risk for disability and premature death.
Extended delays in appointment scheduling and long waiting periods have significant impact on patient and provider satisfaction and quality of care,
and discourage people from using healthcare proactively. Low income people are also less likely to have the availability of resources to travel,
therefore, if they are not able to get an appointment locally, they will probably be forced to ignore the care they need.

In addition, due to low or negative operating margins of public hospitals, we are relatively disadvantaged in physician recruiting.

Expected outcome is increasing the availability of primary care providers in LHC Family Medicine’s clinic in order to provide better, more efficient, more
convenient, primary care for our community and surrounding areas.

Target Population: Our target population consists of a town of approximately 6,300 people and 13,977 in Lamb County. We also receive patients from
other surrounding counties such as Hockley, Bailey, Cochran, Castro and Lynn. With the poverty level being 16.9% in Lamb County, we feel as though all
of our population, including the Medicaid and indigent populations, will benefit from this project by providing local healthcare when people are not
able to travel. As of last year (YE 9/30/12) our Medicaid, Indigent, and Uninsured percentage for Hospital admissions was approximately 42% of all
admissions. This does not include people that are unable to pay high deductibles on their insurance premiums.

Category 2 expected patient benefits: This project seeks to provide 46 more visits per month (560 per year) in DY3, 70 more visits per month (840 per
year) in DY4, and 93 more visits per month (1120 per year) in DY 5. With the addition of a primary care physician, patients will have a stable medical
home and continuity of care will increase the health of our community.

Category 3 outcomes: IT-2.1 Congestive Heart Failure Admission rate (CHF) Our goal is to decrease admission rate by a percent TBD from baseline data
established in DY2.
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Project Option: 1.1.2 Expand Primary Care Capacity, Expand existing primary care capacity
Performing Provider: Lamb Healthcare Center/127313803

RHP Unique Identification Number: 127313803.1.1

Project Option: 1.1.2.a-c

Project Description:
Our goal is to increase LHC's ability to treat more patients in the primary care setting where they can

receive more preventative and proactive care more efficiently. The primary goal is to increase LHC's primary capacity in order to better
accommodate the needs of our patient population.

In Lamb County, the low income, uninsured, and minority populations are higher than the state average. Our county population is
13,977. Our percentage of people living below the poverty level is 16.9%, which is higher than the state average of 14.3%. Of this
population, persons without insurance <18 is 19.6% vs. the state average of 19.5%, and persons <65 without insurance is 28.4% vs the
average of 26.8%. The non-white or minority population of the county is approximately 56.9%. Our population for 65+ is 15.9% and our
death rate per 100,000 for Heart Disease is at 345.0 vs the state 154.0. When residents were asked about chronic diseases in the
household; 22% reported a household member with some form of heart disease. This is the reason we have chosen CHF as our Cat 3
outcome measure.

Without regular primary care, chronic conditions are likely to become acute episodes, putting patients at risk for disability and
premature death. Extended delays in appointment scheduling and long waiting periods have significant impact on patient and provider
satisfaction and quality of care, and discourage people from using healthcare proactively. Low income people are also less likely to have
the availability of resources to travel, therefore, if they are not able to get an appointment locally, they will probably be forced to ignore
the care they need.

In addition, due to low or negative operating margins of public hospitals, we are relatively disadvantaged in physician recruiting.

Our expected outcome is increasing the availability of primary care providers in LHC Family Medicine’s clinic in order to provide better,
more efficient, more convenient, primary care for our community and surrounding areas.

By expanding primary care clinic staffing, we are better able to address the needs of our community. Our five year expected outcome is
to be able to accommodate the needs of the patient population so they are better able to receive the right care at the right time in the
right setting and provide patients with more preventative and proactive care regardless of their ability to pay.

Region 12 regional goals are to address as many of the community needs in the community needs assessment as possible. We are
focusing on the most critical need established by our community. In addressing this need, we are partnering with the region in meeting
the needs of our community.
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Starting Point/Baseline: 1167 Visits per month (Sept 2012)

Rationale:

We have chosen this project due to the extreme shortage of primary care providers our area. Project components are: a) Expand
primary care clinic space - we already have clinic space available and are not expanding space. b) Expand primary clinic hours — we are
not expanding hours at this time due to the shortage of physicians and staff it would take to achieve this. We do not feel as though this
is a priority at this time. c) Expand primary care clinic staffing — this will be fulfilled by hiring a primary care physician and staff to provide
care for patients in our community. Milestones for this project will be (I-12) to increase primary care clinic volume of visits and evidence
of improved access for patients seeking services. Our metric will be (I-12.1.a) Documentation of increased number of visits. Total
number of visits for reporting period. Our milestones and metrics are relevant to our community need due to our Physicians/100,000
residents being 19.1 vs. the rural total of 38.9, and the urban total of 73.4. Again, our project focuses on the most critical need
determined by our community needs assessment and our RHP 12 Needs Assessment Summary. This results in patients receiving services
in urgent or emergent care settings for conditions that could be better managed in a primary care setting. By adding a new primary care
physician and staff we will be enhancing primary care points, available appointment times, patient awareness of available services and
overall primary care capacity, patients and their families will align themselves with the primary care system resulting in better health
outcomes, patient satisfaction, appropriate utilization and reduced cost of services.

Unique community needs identification number:
CN.1. Severe primary care provider shortage, wait time, expense, lack of insurance, access to care

Related Category 3 Outcome Measure(s):

Congestive Heart Failure Admission rate (CHF) — IT-2.1. Review chronic care management best practices and conduct an assessment of
the hospital/health system to guide quality improvement efforts and evaluate changes in chronic illness care. The chronic care model
has helped hundreds of providers improve care for people with chronic conditions. Randomized trials of system change interventions
include Diabetes Cochrane Collaborative Review and JAMA Re-review, which looked at about 40 studies, mostly randomized trials, with
interventions classified as decision support, delivery system design, information systems, or self-management support; 19 of 20 studies
included a self-management component that improved care, and all five studies with interventions in all four domains had positive
impacts on patients.91 Also, an example of a meta-analysis of interventions to improve chronic illness looked at 112 studies, most of
which were randomized clinical trials (27 asthma, 21 chronic heart failure, 33 depression, 31 diabetes); interventions that contained
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one or more chronic care model elements improved clinical outcomes (RR .75-.82) and processes of care (RR 1.30-1.61).92 Also, it has
been shown that “planned care for all” can be more effective than “disease-silo” care. For example, the Cherokee Nation adopted a
systems approach to diabetes care in 2002, which included many of the concepts in the Improving Patient Care (IPC) change package,
such as patient and population management by registered nurse diabetes care managers; evidence-based guidelines; planned visits;
care by a multidisciplinary team; diabetes self-management support and education; use of registries for population management; and
data driven improvement, resulting in improved diabetes care and intermediate outcomes. Monitor all non-maternal discharges of age
18 years and older with ICD-9-CM principal diagnosis code for CH F.16

Relationship to other Projects: This project meets the highest community need identified (CN.1) which addresses the shortage of
primary care providers. By providing another PCP, we will have more physicians to see the patients that have poor insurance support or
are uninsured (CN.3). A new PCP will also help provide maternal and prenatal care for patients in our community (CN.5) since we seek
to hire Family Practice/OB physicians. In the past, we had more physicians and were able to provide care for more patients in our
community. Project 1.1 will help us fulfill our Cat 3 outcome measure IT 2.1 by improving access to primary care physicians so patients
are better able to get help managing their CHF with the right care at the right time in the right setting.

Relationship to Other Performing Providers’ Projects in the RHP and Plan for Learning Collaborative: Our RHP will encourage
participation by all of our partners in a learning collaborative that will meet annually to discuss local disparities in care and the ways
they have successfully gathered relevant data and ultimately better served the populations in their projects. In addition to the face-to-
face meeting, we will have an open forum on our website that will foster communication amongst our partners with related projects.

16 http://www.qualityindicators.ahrg.gov/Downloads/Modules/PQl/V41/TechSpecs/PQl%2008%20CHF%20Admiss
ion%20Rate.pdf
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Project Valuation:

Criteria Narrative Score
Achieves In Lamb County, the low income, uninsured, and minority populations are higher than the state average. Those individuals often 5
Waiver have multiple chronic conditions. Without regular primary care, chronic conditions are likely to become acute conditions putting
Goals patients at risk for disability and premature death. Extended delays in appointment scheduling and long wait times have
significant negative impact on patient and provider satisfaction and quality of care, and discourage people from using healthcare
proactively. Low income people are less likely to have the availability of resources to travel, therefore, if they are not able to get
an appointment locally, they will probably be forced to ignore the care they need. By having an additional provider in the local
clinic, we will be able to provide better, more efficient, more convenient, primary care for our community and surrounding areas.
Addresses | This project meets the highest community need identified (CN.1), which addresses the shortage of primary care providers. By 5
Community | providing another PCP, we will have more physicians to see the patients that have poor insurance support or are uninsured
Need(s) (CN.3). A new PCP will also help provide maternal and prenatal care for patients in our community (CN.5) since we seek to hire
Family Practice/OB physicians. In the past, we had more physicians and were able to provide care for more patients in our
community.
Project As mentioned above, we expect to reach all patients in our community regardless of their ability to pay. We expect to increase 5
Scope/Size | our patient encounters and provide service to as many people as possible in our community so they are do not have to travel.
We expect patients will be able to take care of their needs locally where they can receive the right care in the right setting at the
right time.
Project We are a small rural hospital with limited resources. Currently our facility does not have enough physicians to ensure our 5
Investment | patients are seen in an appropriate setting when they need care. Our investment for this project will involve a large amount of
time spent in development, education and training. Currently we do not employ all the staff needed and would incur costs of
filling these positions. Additional equipment purchases and maintenance will be determined after establishing our project
baseline data.
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127313803.1.1 1.1.2 1.1.2.a-c Expand Primary Care Capacity, Expand Existing Primary Care Capacity
Lamb County Healthcare Center 127313803

Related Category 3 Outcome 127313803.3.1 IT-2.1 Congestive Heart Failure Admission rate(CHF)

Measure:

DY 2 (10/1/2012-9/30/2013)
Milestone 1: [P5] Hire
additional Primary Care
Provider and Staff

Metric 1:[P5.1]:
Documentation of increased
number of providers and staff

Baseline/Goal: Add one
primary care provider to
current staff.

Data Source: Clinic monthly
report on office visits.

Milestone 1 Estimated
incentive payment:

$344,870

DY 3 (10/1/2013-9/30/2014)
Milestone 2: 1-12

Increase primary care clinic volume of
visits and evidence of improved access
for patients seeking services

Metric 1:1-12.1:

Documentation of increased number
of visits. Total number of visits for
reporting period.

Baseline/Goal: 1167 visits per month
(September 2012 amount) Increase by
560 added visits per year over baseline
for DY3

Data Source: Clinic monthly report on
office visits.

Milestone 2 Estimated incentive
payment:

$399,749

DY 4 (10/1/2014-9/30/2015)
Milestone 3: 1-12} Increase
primary care clinic volume of visits
and evidence of improved access
for patients seeking services

Metric 1 [12.1.a]: Documentation
of increased number of visits.

Total number of visits for reporting
period.

Baseline/Goal: 1167 visits per
month (September 2012 amount)
Increase by 840 added visits per
year over baseline for DY4

Data Source: Clinic monthly report
on office visits.

Milestone 3 Estimated incentive
payment:

$403,881

DY 5 (10/1/2015-9/30/2016)

Milestone 4: [I-12 Increase primary care
clinic volume of visits and evidence of
improved access for patients seeking
services]

Metric 1 [I-12.1a]: Documentation of
increased number of visits. Total number of
visits for reporting period.

Baseline/Goal: 1167 visits per month
(September 2012 amount) Increase by

1120 added visits per year over baseline for
DY5

Data Source: Clinic monthly report on office
visits.

Milestone 4 Estimated incentive payment:

$346,036

DY 2 Estimated Total DSRIP
Funding: $344,870

DY 3 Estimated DSRIP Funding:
$399,749

DY4 Estimated Total DSRIP
Funding: $403,881

DY5 Estimated Total DSRIP Funding:
$346,036

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD: $1,494,536
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Project Title: 1.7.1 Implement telemedicine program to provide or expand specialist referral services in an area identified as needed
to the region.

Performing Provider: Medical Arts Hospital/189947801

RHP Unique Identification Number: 189947801.1.1

Project components: 1.7.1.e-f
Provider: Dawson County Hospital District dba as Medical Arts Hospital is a 22-bed facility in Lamesa, Texas. This rural facility serves a 40 miles radius
including the counties of Dawson, Terry, Lynn, Borden and Gaines. Located in Dawson County, population 14,000, Medical Arts Hospital’s total market
area draws from as many as 51,000 patients. The closest large medical center is approximately 1 hour away, making our rural hospital a vital tertiary
hospital for residents in our region. Data in our Community Needs Assessment indicates that Dawson County has 3,736 unduplicated Medicaid Clients.
That means 27% of our residents are receiving Medicaid, a fact that ranks us in the top tier of counties with needy families. Medicaid charges comprise
approximately 28% of all Medical Arts Hospital business.

Interventions: This project will implement a telemedicine program in the Specialty Clinic to provide expanded specialty referral services and expanded
access for rural residents.

Need for the project: Patients in Dawson County must travel two hours, round trip, to see specialists in Lubbock or Midland. For many of our
Medicare/Medicaid patients, that burden is too great. They forego or delay treatment from a specialist, making it more difficult for them to effectively
manage chronic conditions. This project in many cases will remove the barrier created by our remote location.

Target population: Our target population is established cardiology patients being seen for routine appointments through telemedicine. We selected
established cardiology patients because we do not want a patient’s initial visit with the cardiologist to be through telemedicine. Once a patient has seen
the cardiologist in person, they will be eligible to see the physician via telemedicine for continued care. Approximately 20% of our target population is
comprised of Medicaid eligible or indigent patients.

Category 1 or 2 expected patient benefits: The baseline for this project is zero patients served through telemedicine. Our plan to increase cardiology
consults performed via telemedicine by 24 telemedicine visits over baseline in DY 3, 72 telemedicine visits over baseline in DY4 and 144 telemedicine
visits over baseline in DY5 for our targeted population of established cardiology patients. Our target population of established cardiology patients being
seen for routine appointments in 2011 was 330 patients. Of those patients, approximately 40% of those are on Medicare and 20% are Medicaid patients.
Therefore, of the 144 visits increased, 86 visits will be for Medicare/Medicaid patients. In our estimation, this waiver project will impact 108 patients
total and 65 of those patients will be Medicare/Medicaid We expect that the expanded access and convenience will allow our Medicare/ Medicaid
patients the ability to more effectively manage chronic conditions.
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Category 3 outcomes: IT-6.1 Patient Satisfaction Our goal is to improve patient satisfaction scores among target population of established
cardiology patients receiving routine care at the clinic through telemedicine. Patients will be asked to complete the CAHPS® Clinician & Group
Surveys - 12-Month Survey 2.0 (Adult) including the supplemental module “Your Care From Specialists in the Last 12 Months.” As our team conducts the
planning for this survey, they may add specific questions to the core and supplemental surveys. Amount of improvement TBD in DY2.
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Project Title: 1.7.1 Implement telemedicine program to provide or expand specialist referral services in an area identified as needed to the
region.
Performing Provider: Medical Arts Hospital/189947801

RHP Unique Identification Number: 189947801.1.1
Project components: 1.7.1. a-b

e Project Description: Medical Arts will implement a telemedicine program in the Specialty Clinic to provide expanded specialty
referral services for Dawson County. The goals of this project are: 1. Increase patient access to specialty care through the use of
telemedicine. 2. Increase patient access to a broader range of specialties through the use of telemedicine. Dawson County’s
challenges are familiar to other rural communities in our region. Medicare and Medicaid patients in rural areas have decreased
access to specialty care, both in the number of physicians and specialties offered. Patients in Dawson County must travel two hours,
round trip, to see specialists in Lubbock or Midland. For many of our Medicare/Medicaid patients, that burden is too great. They
forego or delay treatment from a specialist, making it more difficult for them to effectively manage chronic conditions. This project
in many cases will remove the barrier created by our remote location. Patients will be able to receive their specialty care in their
home community. The expected outcome is that greater access to care will yield better and less costly outcomes for chronically ill
Medicare/Medicaid patients. Our target population is established cardiology patients being seen for routine appointments through
telemedicine. We selected established cardiology patients because we do not want a patient’s initial visit with the cardiologist to be
through telemedicine. Once a patient has seen the cardiologist in person, they will be eligible to see the physician via telemedicine
for continued care. The five year expected outcome will create benefits for Medical Arts Hospital in the form of more patients seen
in a timely manner, less-costly outcomes and increased patient satisfaction. In the next five years, patients can expect to reap the
cost savings associated with not having to travel to receive their specialty care. They will enjoy healthier outcomes and find more
satisfaction in the convenience offered by timely visits with their specialist. Region 12 goals are based on the needs expressed in the
Community Needs Assessments from each County including Dawson County. Expanded access to specialty care is one of Dawson
County’s greatest need and therefore is addressed by Region 12 Community Needs Identifier CN. 5

e Starting Point/Baseline: Telemedicine is a new program for Medical Arts Hospital. Baseline is zero patients served.

e Rationale: This project was selected because it represents a great need in Dawson County. Access to specialty care physicians was
listed as one of our top priorities in the Dawson County Community Needs Assessment and is ranked as CN.5 in Region 12’s
assessment. Telemedicine in our specialty clinic will open our community to a broad range of specialties we would not be able to
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offer otherwise. In addition, it creates expanded appointment availability for our highest volume specialty, Cardiology. For the
purpose of this Waiver, we have chosen to focus on Cardiology patients. Our program will achieve both of the core project
components. We will (a) provide patient consultations by medical and surgical specialists as well as other types of health
professionals using telecommunications. Our hospital plans to lease a telemedicine unit from Texas Tech. This unit will allow us to
connect our cardiologists with local patients for follow-ups or consultations. This partnership with Texas Tech will also give us access
to the network of specialists in the telemedicine program at the University Health Sciences Center. We will also accomplish (b)
conduct quality improvement for project using methods such as rapid cycle improvement. Our planning team will be connected
through a group e-mail where problems and needs for improvement can be immediately discussed and solved as a team. The results
of these improvements will be shared with other hospitals in RHP 12 at the twice yearly learning collaborative. RHP 12 will
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. These actions will satisfy Process Milestone (P-11). The implementation of telemedicine in our
specialty clinic (P-3) will happen in DY2 through a relationship with Texas Tech University Health Sciences Center. We will have
access to their entire network of specialists including our targeted specialty, Cardiology. We chose this milestone (P-3) in DY2
because it matched our desire to begin this program as soon as possible in order to meet the documented need for expanded access
for Cardiac patients in Dawson County. Our improvement milestone for the waiver is (I-12) to increase the number of telemedicine
visits for our target population by 15% over baseline in DY5. We chose this milestone because our main goal is to increase access
and we feel this can best be demonstrated by increasing the number of telemedicine consults. Our target population is established
cardiology patients being seen for routine appointments through telemedicine. In 2011, we saw 330 of our target population
cardiology patients in in the specialty clinic with one physician coming one day per month. This physician averages 27 patients a day
each time he visits our community. Our Community Needs Assessment states that in rural counties, like ours, 25% of households
reported having a family member with some form of heart disease. In additions, Dawson County’s mortality rate from Heart Disease
is almost double the State average. (258.4 deaths per 100,000 population as opposed to 154 per 100,000 population in Texas.)
Starting with a baseline of zero cardiology patients receiving telemedicine consults, we plan to increase that by 24 telemedicine
visits over baseline in DY 3, 72 telemedicine visits over baseline in DY4 and 144 telemedicine visits over baseline in DY5 for our
targeted population of established cardiology patients. Our target population of established cardiology patients being seen for
routine appointments in 2011 was 330 patients. Of those patients, approximately 40% of those are on Medicare and 20% are
Medicaid patients. Therefore, of the 144 telemedicine visits, 86 visits will be for Medicare/Medicaid patients. In our estimation, this
waiver project will impact 108 patients total and 65 of those patients will be Medicare/Medicaid This is a completely new initiative
for this community and will require a great deal of education for our population that is older and less technically savvy. We
understand that telemedicine is a priority issue for the U.S. Department of Health and Human Services, but we are not receiving any
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other funds related to offering this project. Expanded access to specialty care is one of Dawson County’s greatest needs and
therefore is addressed by Region 12 Community Needs Identifier CN.5.

e Related Category 3 Outcome Measure(s): This project and its milestones will yield an outcome in OD-6 Patient Satisfaction, IT-6.1.,
which is a stand-alone measure. We selected this outcome measure because the satisfaction of our patients is a chief priority for our
hospital. We believe that the convenience provided by being able to see the specialist in town, via telemedicine, will lead to patients
seeing their physician more regularly to manage their chronic conditions. This will yield healthier outcomes and higher patient
satisfaction. Patients who are satisfied with their health care services are more engaged and better equipped to manage a chronic
condition. Patients will be asked to complete the CAHPS® Clinician & Group Surveys - 12-Month Survey 2.0 (Adult) including the
supplemental module “Your Care From Specialists in the Last 12 Months.” As our team conducts the planning for this survey, they
may add specific questions to the core and supplemental surveys. The demographics in our Community Needs Assessment state that
patients in Dawson County are older, sicker and poorer than the State average. Managing chronic conditions is paramount for
Dawson County where our mortality rates for breast cancer, colon cancer, heart disease, lung cancer and stroke are more than
double the State average. All of these factors make travel to receive healthcare more difficult. That’s why this project, the
milestones and the outcome measures make sense for our community.

e Relationship to other Projects: This project is closely related to our other project (1.7.2). Both involve the use of technology with
established evidence-based successes in providing increased access and higher quality health care. Both projects target cardiac
patients. Although both projects are worthy and supported with Community Needs, we believe this project (1.7.1) will impact more
patients and create a greater shift in healthcare than will 1.7.2. This plan does not relate to any Category 4 projects because our
hospital chose not to participate in Category 4. Medical Arts Hospital was exempted due to our size.

e Relationship to Other Performing Providers’ Projects in the RHP: see next item
e Plan for Learning Collaborative: Our RHP will encourage participation by all our partners in a learning collaborative that will meet
annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served

the populations in their projects. In addition to face-to- face meeting, we will have an open forum on our website that will foster
communication amongst our partners with related projects.
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e Project Valuation:

Criteria Narrative Score
Achieves | We valued this project as a 5 because it achieves the triple aim of assuring patients receive high-quality and patient centered 5
Waiver care in the most cost effective way. It achieves all of the four stated waiver goals. It will provide a great deal of impact for
Goals Medicaid and uninsured residents who have trouble traveling great distances to seek specialty care. For our targeted population,
this project will move the dial greatly. Telemedicine has been widely studied and proven to show strong evidence that it
achieves the triple aim.
Addresses | We valued this project as a 4 because in relation to our other project it very effectively matches our Community Needs. 4
Community | |mproving access to specialty care physicians in order to better manage chronic conditions was our number one Community
Need(s) Need. For the patients who use the telemedicine in the specialty clinic, their ability to manage their chronic condition will
improve greatly. By removing the need to make expensive travel to see a cardiologist, low-income patients will see their
physician more regularly and be more compliant. Telemedicine has been widely studied and proven to show strong evidence
that it achieves the triple aim.
Project In relation to our other project, this project will serve a larger population. Not only will it provide greater access to specialty care 5
Scope/Size | for cardiac patients, it will bring dozens of other greatly needed specialties to our community. We believe that increasing the
local access to a cardiologist for our low-income patients will increase their ability to receive regular care to manage a chronic
iliness. These increased patient visits/encounters will yield better outcomes for the patients, saving both the patient and federal
government.
Project In relation to our other project, this project provides the much desired pairing of cost-effective and highly impactful. It will 5
Investment | provide services that “move the dial” while not requiring a great deal of capital. It can be implemented fairly quickly and is in line
with the priorities of our organization.
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189947801.1.1 1.7.1

1.7.1.a-b

Implement telemedicine program to provide or expand specialist referral services in an area
identified as needed to the region.

Medical Arts Hospital

189947801

Related Category 3 Outcome
Measure(s):

189947801.3.1 IT-6.1

Percent improvement over baseline of patient satisfaction scores. Provider
will use CAHPS® Clinician & Group Surveys - 12-Month Survey 2.0 (Adult)

including the supplemental module “Your Care From Specialists in the Last
12 Months.”

DY 2 (10/1/2012-9/30/2013)
Milestone 1: [P-3] Implement or
expand telemedicine program for
established cardiology patients
receiving routine care in the Specialty
Clinic.

Metric 1: [3.1]: Documentation of
program materials including
implementation plan, vendor
agreements/contracts, staff training
and HR docs.

Goal: Successful implementation of
telemedicine program
Data Source: Program materials

Estimated Milestone 1 Incentive
Payment: $107,617

Milestone 2: [P-11] Participate in
face-to-face learning with other

providers in RHP with similar projects.

Metric 1: [P-11.1]: Participate in
semi-annual face- to- face meetings
or seminars organized by the RHP.

Goal: Participation in meetings

DY 3 (10/1/2013-9/30/2014)
Milestone 3: [I-12] Increase number
of telemedicine visits for established
cardiology patients receiving routine
care in the Specialty Clinic.

Metric 1: [-1-12.1]: Number of
telemedicine visits for established
cardiology patients receiving routine
care in the Specialty Clinic.

Baseline/Goal: Baseline is zero
patients served with telemedicine.
Increase telemedicine visits by 24
visits over baseline for established
cardiology patients receiving routine
care in the Specialty Clinic.

Data Source: EHR or electronic
referral processing system,
encounter records from telemedicine
program.

Estimated Milestone 3 Incentive
Payment:
$124,742

Milestone 4: [P-11] Participate in
face-to-face learning with other

DY 4 (10/1/2014-9/30/2015)
Milestone 5: [-1-12] Increase number
of telemedicine visits for established
cardiology patients receiving routine
care in the Specialty Clinic.

Metric 1: [I-12.1]: Number of
telemedicine visits for established
cardiology patients receiving routine
care in the Specialty Clinic.

Baseline/Goal: Baseline is zero
patients served with telemedicine.
Increase telemedicine visits by 72
visits over baseline for established
cardiology patients receiving routine
care in the Specialty Clinic.

Data Source: EHR or electronic
referral processing system,
encounter records from telemedicine
program.

Estimated Milestone 5 Incentive
Payment:

$126,031.50

Milestone 6: [P-11] Participate in

DY 5 (10/1/2015-9/30/2016)
Milestone 7: [I-12] Increase number
of telemedicine visits for established
cardiology patients receiving routine
care in the Specialty Clinic.

Metric 1: [I-12.1]: Number of
telemedicine visits for established
cardiology patients receiving routine
care in the Specialty Clinic.

Baseline/Goal: Baseline is zero
patients served with telemedicine.
Increase telemedicine visits by 144
visits over baseline for established
cardiology patients receiving routine
care in the Specialty Clinic.

Data Source: EHR or electronic
referral processing system,
encounter records from telemedicine
program.

Estimated Milestone 7 Incentive
Payment:
$107,981
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189947801.1.1 1.7.1

1.7.1.a-b

Implement telemedicine program to provide or expand specialist referral services in an area
identified as needed to the region.

Medical Arts Hospital

189947801

Related Category 3 Outcome
Measure(s):

DY 2 (10/1/2012-9/30/2013)

189947801.3.1 IT-6.1

DY 3 (10/1/2013-9/30/2014)

Percent improvement over baseline of patient satisfaction scores. Provider
will use CAHPS® Clinician & Group Surveys - 12-Month Survey 2.0 (Adult)
including the supplemental module “Your Care From Specialists in the Last

12 Months.”
DY 4 (10/1/2014-9/30/2015)

DY 5 (10/1/2015-9/30/2016)

offered by the RHP.

Data Source: Documentation of
semiannual meeting including
meeting agendas, slide presentations
and/or meeting notes.

Estimated Milestone 2 Incentive
Payment:
$107,617

providers in RHP with similar
projects.

Metric 1: [P-11.1]: Participate in
semi-annual face- to- face meetings
or seminars organized by the RHP.

Goal: Participation in meetings
offered by the RHP.

Data Source: Documentation of
semiannual meeting including
meeting agendas, slide presentations
and/or meeting notes.

Estimated Milestone 4 Incentive
Payment:
$124,742

face-to-face learning with other
providers in RHP with similar
projects.

Metric 1: [P-11.1]: Participate in
semi-annual face- to- face meetings
or seminars organized by the RHP.

Goal: Participation in meetings
offered by the RHP.

Data Source: Documentation of
semiannual meeting including
meeting agendas, slide presentations
and/or meeting notes.

Estimated Milestone 6 Incentive
Payment:
$126,031.50

Milestone 8: [P-11] Participate in
face-to-face learning with other
providers in RHP with similar
projects.

Metric 1: [P-11.1]: Participate in
semi-annual face- to- face meetings
or seminars organized by the RHP.

Goal: Participation in meetings
offered by the RHP.

Data Source: Documentation of
semiannual meeting including
meeting agendas, slide presentations
and/or meeting notes.

Estimated Milestone 8 Incentive
Payment:
$107,981

DY 2 Estimated Milestone Bundle
Amount: $215,234

DY 3 Estimated Milestone Bundle
Amount $249,484

DY4 Estimated Milestone Bundle
Amount: $252,063

DY5 Estimated Milestone Bundle
Amount: $215,962

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD:$932,743
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Project Option: 1.7.2 Implement remote patient monitoring programs for diagnosis and/or management of care. Providers should demonstrate
that they are exceeding the requirements of the EHR incentive program.

Performing Provider: Medical Arts Hospital/189947801

RHP Unique Identification Number: 189947801.1.2

Provider: Dawson County Hospital District dba as Medical Arts Hospital is a 22-bed facility in Lamesa, Texas. This rural facility serves a 40 miles radius

including the counties of Dawson, Terry, Lynn, Borden and Gaines. Located in Dawson County, population 14,000, Medical Arts Hospital’s total market

area draws from as many as 51,000 patients. The closest large medical center is approximately 1 hour away, making our rural hospital a vital tertiary

hospital for residents in our region. Data in our Community Needs Assessment indicates that Dawson County has 3,736 unduplicated Medicaid Clients.

That means 27% of our residents are receiving Medicaid, a fact that ranks us in the top tier of counties with needy families. Medicaid charges comprise
approximately 28% of all Medical Arts Hospital business.

Interventions: This project will implement a tele-monitoring program for cardiac patients requiring 24/7 monitoring in their homes through Medical Arts
Hospital Home Health Care. This project is expected to impact 18 patients, 14 patients will likely be Medicare/Medicaid or indigent.

Need for the project: Dawson County’s challenges are familiar to other rural communities in our region. Our patients are older, sicker and often require
increased education and extended monitoring. Dawson County’s mortality rate for cardiac issues is twice the State average. The large number of
chronically ill patients has provided more demand than can be met by our current health care team. This project will provide efficiencies for our Home
Health department, making it easier for them to meet the demand for monitoring cardiac patients. But more importantly, tele-monitoring will provide a
greater level of care and peace of mind for our cardiac patients for who informed assistance is just a phone call away.

Target population: Our target population is cardiac patients who require 24/7 monitoring in home. We expect to see better outcomes, peace of mind,
increased satisfaction and fewer admissions to the hospital. Approximately 20% of our Home Health population is Medicaid eligible or indigent.
Another 60% are Medicare patients.

Category 1 or 2 expected patient benefits: Our improvement milestone for the waiver is (I-12) to increase the number patients in our target population
using in-home tele-monitoring by 4 patients in DY3 and increase that to 10 patients in DY 4 and end the waiver period with 18 patients served
in DY5.83% of all our Home Health patients are Medicare/Medicaid. Therefore, we expect that 14 of the patients receiving a tele-
monitoring unit will be Medicare/Medicaid patients. Starting with the baseline of zero home health cardiac patients all improvement milestones will
be expressed over baseline. Although the milestone stipulates number of visits, we are modifying that to demonstrate the increased number of users.
Because this service is available 24/7, it is hard to clarify the number of “visits” performed by the health care team. We chose this milestone because our
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main goal is to increase the quality of the monitoring for our cardiac patients and we feel this can best be demonstrated by increasing the number of
patients using the in-home tele-monitoring.

Category 3 outcomes: IT-3.2 -CHF 30 Day Readmission Rates- Medical Arts Hospital will sample CHF 30-day Readmission Rates among cardiac
patients using Home Health prior to introducing tele-monitoring to establish baseline. After the introduction of tele-monitoring, we will compare the
CHF 30-day readmission rate of members of the target population (cardiac patients requiring 24/7 monitoring in home through Home Health) who have
used tele-monitoring to see to what impact tele-monitoring has had on CHF 30-day Readmission Rates. We expect to decrease in CHF 30-Day
Readmission among target population of cardiac patients needing 24/7 monitoring in-home through Home Health. Amount of improvement TBD in DY2
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Project Option: 1.7.2 Implement remote patient monitoring programs for diagnosis and/or management of care. Providers should
demonstrate that they are exceeding the requirements of the EHR incentive program.
Performing Provider: Medical Arts Hospital/189947801

RHP Unique Identification Number: 189947801.1.2

e Project Description: Medical Arts Hospital will implement a tele-monitoring program for cardiac patients requiring 24/7 monitoring
in their homes. Medical Arts Home Health will monitor these patients. The goal of this project is to provide a patient-centered
approach to healthcare where real/near-time monitoring and interaction with a health care team can potentially address patient
problems before they require major interventions. Dawson County’s challenges are familiar to other rural communities in our
region. Our patients are older, sicker and often require increased education and extended monitoring. Dawson County’s mortality
rate for cardiac issues is twice the State average. The large number of chronically ill patients has provided more demand than can be
met by our current health care team. This project will provide efficiencies for our Home Health department, making it easier for
them to meet the demand for monitoring cardiac patients. But more importantly, tele-monitoring will provide a greater level of care
and peace of mind for our cardiac patients for who informed assistance is just a phone call away. The expected outcome is that the
higher quality of monitoring for chronically ill cardiac patients will yield a decrease in 30 day admissions for CHF patients at Medical
Arts Hospital. The five year expected outcome will create benefits for Medical Arts Hospital in the form of more patients seen in a
timely manner, less-costly outcomes and increased patient satisfaction. In the next five years, our target population (cardiac
patients who require 24/7 monitoring in home) can expect to see better outcomes, peace of mind, increased satisfaction and fewer
admissions to the hospital. Region 12 goals are based on the needs expressed in Community Needs Assessments from each County
including Dawson County. Higher quality of care for our large chronically ill cardiac population is one of Dawson County’s greatest
needs and therefore is addressed by Region 12 Community Needs Identifier CN.1.

e Starting Point/Baseline: A Tele-monitoring program for cardiac patients who require 24/7 monitoring does not exist at Medical Arts
Hospital. Baseline is zero patients served. We expect to serve 18 patients through this project.

e Rationale: This project was selected because it represents a great need in Dawson County. Higher quality of care for our large
chronically ill cardiac population is a top priority in the Dawson County Community Needs Assessment and is ranked as CN.1 in
Region 12’s assessment. Tele-monitoring cardiac patients in their home will provide our Home Health department with real-time
access to their vital statistics, improving the quality of their care and addressing small issues before they require major intervention.
As part of our plan, we will introduce the tele-monitoring units in the homes of cardiac patients who require a greater level of
monitoring than we can provide traditionally. We plan to start with 4 patients in DY3 and increase that to 10 patients in DY 4 and
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end the waiver period with 18 patients served in DY5. In 2011, our population of cardiac patients monitored by Home Health was
308 patients. Cardiac patients represent more than 50% of all Home Health patients total. 83% of all our Home Health patients are
Medicare/Medicaid. Therefore, we expect that 14 of the patients receiving a tele-monitoring unit will be Medicare/Medicaid
patients.

Our Community Needs Assessment states that in rural counties, like ours, 25% of households reported having a family member with
some form of heart disease. In addition, Dawson County’s mortality rate from heart related diseases is almost double the State
average, (258.4 deaths per 100,000 population as opposed to 154 per 100,000 in Texas.) We will accomplish our five year waiver
goals through the use of milestones. Milestone 1 is P-5, implement remote patient monitoring program based on evidence-based
medical specialties such as Home Health. We chose this milestone (P-5) in DY2 because it matched our desire to begin this program
as soon as possible in order to meet the documented need for a greater level of quality in the monitoring of our cardiac patients.
Since this is a new program, we will benefit greatly from Process Milestone (P-11) where-in we will 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. Our improvement milestone for the waiver is (I-12) to increase the number patients in our target population using in-home
tele-monitoring by 18 patients. Although the milestone stipulates number of visits, we are modifying that to demonstrate the
increased number of users. Because this service is available 24/7, it is hard to clarify the number of “visits” performed by the health
care team. We chose this milestone because our main goal is to increase the quality of the monitoring for our cardiac patients and
we feel this can best be demonstrated by increasing the number of patients using the in-home tele-monitoring. This is a completely
new initiative for this community and will require a great deal of education for our population that is older and less technically savvy.
We understand that telemedicine is a priority issue for the U.S. Department of Health and Human Services, but we are not receiving
any other funds related to offering this project. Improving the quality of monitoring for cardiac patients is one of Dawson County’s
greatest needs and therefore is addressed by Region 12 Community Needs Identifier CN.1.

Core Component: We will accomplish the core component for CQl by conducting rapid cycle improvement. Our planning team will
be connected through a group e-mail where problems and needs for improvement can be immediately discussed and solved as a
team. The results of these improvements will be shared with other hospitals in RHP 12 at the twice yearly learning collaborative.
RHP 12

Related Category 3 Outcome Measure(s): This project and its milestones will yield an outcome in OD- 3 Potentially Preventable

Readmissions — 30 day Readmission rates, IT-3.2, which is a stand-alone measure. We selected this outcome measure because
improving the quality of monitoring for our cardiac patients and their outcomes is of vital importance in a County where our patients
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are twice as likely to die from heart related diseases as others in the State of Texas. We believe that focusing on 30 day readmission
rates for CHF patients will give us a solid way to measure if the tele-monitoring intervention has been successful in helping our
patients more effectively manage this chronic disease. This project will provide a patient-centered approach to healthcare where
real/near-time monitoring and interaction with a health care team member can potentially address patient problems before they
require major interventions, such as readmission to the hospital. The demographics in our Community Needs Assessment state that
patients in Dawson County are older, sicker and poorer than the State average. Managing chronic conditions is paramount for
Dawson County where our mortality rates for breast cancer, colon cancer, heart disease, lung cancer and stroke are more than
double the State average. Improving the quality of the monitoring we offer these patients will make a significant difference for our
most vulnerable cardiac patients. That’s why this project, the milestones and the outcome measures make sense for our community.

e Relationship to other Projects: This project is closely related to our other project (1.7.1). Both involve the use of technology with
established evidence-based successes in providing increased access and higher quality health care. Both projects target cardiac
patients. Although both projects are worthy and supported with Community Needs, we believe this project (1.7.2) will impact fewer
patients but will create a significant difference for the patients who do receive in-home monitoring. This plan does not relate to any
Category 4 projects because our hospital chose not to participate in Category 4. Medical Arts Hospital was exempted due to our size.

e Relationship to Other Performing Providers’ Projects in the RHP: see next item

e Plan for Learning Collaborative: Our RHP will encourage participation by all our partners in a learning collaborative that will meet
annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served
the populations in their projects. In addition to face-to- face meeting, we will have an open forum on our website that will foster
communication amongst our partners with related projects.
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Project Valuation:

Criteria Narrative Score
Achieves | We valued this project as a 3 because while it does achieve the triple aim of assuring patients receive high-quality and 3
Waiver patient centered care in the most cost effective way, it doesn’t impact as large a population as our other project (1.7.1).
Goals It achieves all of the four stated waiver goals. It will provide a great deal of impact for the few Medicaid and uninsured
patients who receive tele-monitoring in their home. For our targeted population, this project will move the dial greatly.
Tele-monitoring has been widely studied and proven to show strong evidence that it achieves the triple aim.
Addresses | We valued this project as a 2 because tele-monitoring was not specifically listed in our Dawson County Community 2
Community | Needs Assessment. However, improving the quality of care for those with chronic diseases was our greatest need and
Need(s) we believe this project will serve that need. Because it will impact a small population, it was graded lower than our
other project (1.7.1).
Project In relation to our other project, this project will serve a smaller population. This project was scored a 3 because it will 3
Scope/Size | achieve a great deal of outreach to our target population of cardiac patients that require 24/7 monitoring. Through the
use of technology, a health-care professional can “be there” for
the patient in a matter of seconds. It will provide 24/7 real time monitoring which is hard to equate to patient
visits/encounters. We believe this project will lead to cost savings by preventing unnecessary ER visits and
hospitalizations.
Project In relation to our other project, this project is more expensive and it impacts a smaller population. The cost of the in- 3
Investment | home monitoring equipment and staff will be more extensive. This project also carries with it a greater risk for hospital,
staff and patients. It will require an enormous amount of education to make sure that physicians feel comfortable with
the results and patients understand how to utilize the equipment.
240
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189947801.1.2 1.7.2

cal

Implement remote patient monitoring programs for diagnosis and/or management of care.
Providers should demonstrate that they are exceeding the requirements of the EHR
incentive program.

Medical Arts Hospital

189947801

Related Category 3 Outcome
Measure(s):

DY 2 (10/1/2012-9/30/2013)

189947801.3.2

DY 3 (10/1/2013-9/30/2014)

IT-3.2

DY 4 (10/1/2014-9/30/2015)

Congestive Heart Failure 30 day readmission rate

DY 5 (10/1/2015-9/30/2016)

Milestone 1: [P-3] Implement or
expand tele-monitoring program for
cardiac patients requiring 24/7
monitoring in-home through Home
Health.

Metric 1: [P-3.1]: Documentation of
program materials including
implementation plan, vendor
agreements/contracts, staff training
and HR docs.

Goal: Successful implementation of
tele-monitoring program.
Data Source: Program materials

Estimated Milestone 1 Incentive
Payment:
$69,634.50

Milestone 2: [P-11] Participate in
face-to-face learning with other
providers in RHP with similar projects.

Metric 1: [P-11.1]: Participate in semi-
annual face to face meetings or

Milestone 3: [-I-12] Increase number
of tele-monitoring patients from
among target population of cardiac
patients requiring 24/7 monitoring
in-home through Home Health.

Metric 1: [I-12.1]: Number of tele-
monitoring patients from among
target population of cardiac patients
requiring 24/7 monitoring in-home
through Home Health.

Baseline/Goal: Baseline is zero
patients served with tele-monitoring.
Increase tele-monitoring patients to
4 over baseline.

Data Source: EHR or electronic
referral processing system,
encounter records from tele-
monitoring program

Estimated Milestone 3 Incentive
Payment:
$80,715.50

Milestone 4: [P-11] Participate in

Milestone 5: [I-12] Increase number
of tele-monitoring patients from
among target population of cardiac
patients requiring 24/7 monitoring
in-home through Home Health.

Metric 1: [I-12.1]: Number of tele-
monitoring patients from among
target population of cardiac patients
requiring 24/7 monitoring in-home
through Home Health.

Baseline/Goal: Baseline is zero

patients served with tele-monitoring.

Increase tele-monitoring patients to
10 over baseline.

Data Source: EHR or electronic
referral processing system,
encounter records from tele-
monitoring program

Estimated Milestone 5 Incentive
Payment:
$81,549.50

Milestone 6: [P-11] Participate in

Milestone 7: [I-12] Increase number
of tele-monitoring patients from
among target population of cardiac
patients requiring 24/7 monitoring
in-home through Home Health.

Metric 1: [1 -12.1]: Number of tele-
monitoring patients from among
target population of cardiac patients
requiring 24/7 monitoring in-home
through Home Health.

Baseline/Goal: Baseline is zero
patients served with tele-monitoring.
Increase tele-monitoring patients to
18 over baseline.

Data Source: EHR or electronic
referral processing system,
encounter records from tele-
monitoring program

Estimated Milestone 7 Incentive
Payment:
$69,870

Milestone 8: [P-11] Participate in
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189947801.1.2 1.7.2

cal

Implement remote patient monitoring programs for diagnosis and/or management of care.
Providers should demonstrate that they are exceeding the requirements of the EHR
incentive program.

Medical Arts Hospital

189947801

Related Category 3 Outcome
Measure(s):

189947801.3.2

IT-3.2

Congestive Heart Failure 30 day readmission rate

DY 2 (10/1/2012-9/30/2013)
seminars organized by the RHP

Goal: Participation in meetings
offered by the RHP.

Data Source: Documentation of
semiannual meeting including
meeting agendas, slide presentations
and/or meeting notes

Estimated Milestone 2 Incentive
Payment:
$69,634.50

DY 3 (10/1/2013-9/30/2014)
face-to-face learning with other
providers in RHP with similar
projects.

Metric 1: [P-11.1]: Participate in
semi-annual face to face meetings or
seminars organized by the RHP

Goal: Participation in meetings
offered by the RHP.

Data Source: Documentation of
semiannual meeting including
meeting agendas, slide presentations
and/or meeting notes

Estimated Milestone 4 Incentive
Payment:
$80,715.50

DY 4 (10/1/2014-9/30/2015)
face-to-face learning with other
providers in RHP with similar
projects.

Metric 1: [P-11.1]: Participate in
semi-annual face to face meetings or
seminars organized by the RHP

Goal: Participation in meetings
offered by the RHP.

Data Source: Documentation of
semiannual meeting including
meeting agendas, slide presentations
and/or meeting notes

Estimated Milestone 6 Incentive
Payment:
$81,549.50

DY 5 (10/1/2015-9/30/2016)
face-to-face learning with other
providers in RHP with similar
projects.

Metric 1: [P-11.1]: Participate in
semi-annual face to face meetings or
seminars organized by the RHP

Goal: Participation in meetings
offered by the RHP.

Data Source: Documentation of
semiannual meeting including
meeting agendas, slide presentations
and/or meeting notes

Estimated Milestone 8 Incentive
Payment:
$69,870

DY 2 Estimated Milestone Bundle
Amount: 5139,269

DY 3 Estimated Milestone Bundle
Amount: $161,431

DY4 Estimated Milestone Bundle
Amount: $163,099

DY5 Estimated Milestone Bundle
Amount: $139,740

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD: 5603,539
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Project Option Title: 1.1 Expand Existing Primary Care Capacity

Performing Provider: Medical Arts Hospital/189947801

RHP Unique Identification Number: 189947801.1.4 — “PASS 3”

Provider: Dawson County Hospital District dba as Medical Arts Hospital is a 22-bed facility in Lamesa, Texas. This rural facility serves a 40 miles radius
including the counties of Dawson, Terry, Lynn, Borden and Gaines. Located in Dawson County, population 14,000, Medical Arts Hospital’s total market
area draws from as many as 51,000 patients. The closest large medical center is approximately 1 hour away, making our rural hospital a vital tertiary
hospital for residents in our region. Data in our Community Needs Assessment indicates that Dawson County has 3,736 unduplicated Medicaid Clients.
That means 27% of our residents are receiving Medicaid, a fact that ranks us in the top tier of counties with needy families. Medicaid charges comprise
approximately 28% of all Medical Arts Hospital business.

Interventions: Medical Arts will address core component (b) to expand primary care clinic hours. At this time we are planning to operate a Saturday
clinic from 9 am till 1 pm. If there is great demand for these services we may further extend our Saturday hours, add a physician on Saturday and may
consider an evening clinic during the week. The minimum number of physician hours we plan to add is 16 hours per month (excluding June, July,
August.) This would yield an increase in 576 physician hours over the life of the waiver. Our clinic is less than 2 years old and is the appropriate size,
therefore we will not address core component a) expand primary clinic space. Our clinic is appropriately staffed as well. The increased hours offered by
the clinic will not necessitate increased staff. Therefore, we will not be addressing core component c¢) increased primary clinic staff.

Need for the project Dawson County is classified as a Medically Underserved Area in Texas. In October of 2012, we had 7 physicians and one mid-level
serving the family practice needs of a county population of 13,833 citizens. Our county population is older than the state average. In addition, the per
capita income level of $27,409 puts Dawson County in the top tier of counties with needy families and 42.2% of our citizens are without health
insurance. The average monthly Medicaid Enrollment is 3,159, meaning that a full 27% of our residents are receiving Medicaid. Dawson County has a
high rate of uncompensated charity care. Uncompensated care accounts for 19.5% of our hospital’s gross revenue.

Target population: Our target population is Dawson County patients seeking primary care for a non-emergent illness during the extended clinic hours.
Category 1 or 2 expected patient benefits: Our goal is to see 12 patients every Saturday (excluding Saturdays in June, July and August) in DY 2. This will
yield an increase of 48 encounters per month or 432 increased visits for DY2. In DY3, we will add 576 visits. In DY4, 648 visits will be added and in DY5,
900 visits will be added. That would mean that an additional 2556 visits would be offered over the life of the waiver. It is conceivable that more than
2000 people could be served. Approximately 20-30% of these additional visits will be experienced by Medicaid or indigent patients.

Category 3 outcomes: IT-9.2 ED Appropriate Utilization. In DY2 we will work to establish a baseline of ED visits attributed to our target population prior
to the commencement of the clinic’s extended hours. We will compare the same hours of the day. Example: We will look at the average ED usage
Saturday mornings from 9 am- 1 pm attributed to our target population prior to the opening of our Saturday primary care clinic then we will compare it
to the same hours to see how many visits are attributed to our target population after the Saturday clinic was established. In DY3 we will engage in
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project planning (P-1). Beginning in DY 4, we will focus on Improvement Target (IT-9.2) that will reduce all ED visits during the time the primary care
clinic is open during extended hours. We will continue to reduce those visits in DY5 by a percentage that is TBD in DY2.
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Project Option Title: 1.1 Expand Existing Primary Care Capacity
Performing Provider: Medical Arts Hospital/189947801

RHP Unique Identification Number: 189947801.1.4 — “PASS 3”
Project Components: [b] Expand Primary Care clinic hours

Project Description: Medical Arts Hospital will increase access to Primary Care by providing extended hours in the Primary Care
Clinic. The goals of this project are: 1. Increase patient access to primary care through the addition of extended hours. 2. Decrease
ED utilization during the clinic’s extended hours, providing right care at the right time in the right setting for patients with urgent
care needs. Dawson County’s challenges are familiar to other rural communities in our region. Patients in rural areas have
decreased access to primary care physicians. Dawson County is classified as a Medically Underserved Area in Texas. In October of
2012, we had 7 physicians and one mid-level serving the family practice needs of a county population of 13,833 citizens. Our county
population is older than the state average. In addition, the per capita income level of $27,409 puts Dawson County in the top tier of
counties with needy families and 42.2% of our citizens are without health insurance. The average monthly Medicaid Enrollment is
3,159, meaning that a full 27% of our residents are receiving Medicaid. Dawson County has a high rate of uncompensated charity
care. Uncompensated care accounts for 19.5% of our hospital’s gross revenue. Not only are our citizens older and poorer than the
State average, they are also sicker. Dawson County citizens with chronic diseases are twice as likely to die from heart disease, breast
cancer and stroke. The result of all this County data is that the demands for health care, especially primary care offered in the right
setting, is more than we can handle in our current clinic with current hours.

The target population for this project [1.1.2] is Dawson County patients seeking primary care for a non-emergent illness during the
extended clinic hours. The five year expected outcome will create benefits for Medical Arts Hospital in the form of more patients
seen in the right setting, less-costly outcomes, decreased ED utilization for non-emergent ilinesses and increased patient
satisfaction. In the next five years, patients will benefit from the convenience of these extended clinic hours making it easier for
them to establish a relationship with a primary care physician in a medical home model. Region 12 goals are based on the needs
expressed in the Community Needs Assessments from each County including Dawson County. Expanded access to Primary Care is
one of Dawson County’s greatest needs and therefore is addressed by Region 12 Community Needs Identifier CN. 1.

Starting Point/Baseline: In September 2012 the Primary Clinic had 2209 encounters. We will use this as our baseline number before
the start of the additional hours on Saturday began in October 2012. The Saturday clinic hours will allow our clinic to conduct an
additional 2556 visits over the life of this waiver period.

Rationale: This project was selected because it represents a great need in Dawson County. Access to primary care physicians was
listed as one of our top priorities in the Dawson County Community Needs Assessment and is ranked as CN.1 in Region 12’s
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assessment. Extended hours in our clinic will provide increased access for our County Population, of which 25% is receiving Medicaid
and for our target population. Our program will achieve one of the core project components. We will (b) expand primary care clinic
hours. At this time we are planning to operate a Saturday clinic from 9 am till 1 pm. If there is great demand for these services we
may further extend our Saturday hours, add physicians on Saturday and may consider an evening clinic during the week. We are not
able to address core components (a) expand primary care clinic space and (c) expand primary care clinic staffing in this waiver
project. Our clinic is less than 2 years old and is the appropriate size, therefore we will not address core component a) expand
primary clinic space. Our clinic is appropriately staffed as well. The increased hours offered by the clinic will not necessitate
increased staff. Therefore, we will not be addressing core component c) increased primary clinic staff. We will measure our project
using process milestone (P-4), expand the hours of a primary care clinic over baseline. At this time we plan to expand our hours by
16 per month. We will grow the number of extended hours as demand increases. We will use Improvement Milestone (I-12),
increase primary care clinic volume of visits and evidence of improved access for patients seeking services. We will use Metric (I-
12.1) which is documentation of increased number of visits, demonstrating improvement over prior reporting period. We will
additionally conduct quality improvement for the project using methods such as rapid cycle improvement. This will be accomplished
through face-to-face learning at least twice per year with other providers and the RHP to promote collaborative learning around
shared or similar projects.
The expansion of hours in the Primary Care clinic, including evening and/or weekend hours (P-4) will happen in DY2. We will begin by
adding a Saturday clinic from 9 am till 1 pm. This walk-in clinic will be staffed by one physician. It is our goal to see at least 12 patients every
Saturday during those four hours. We chose this milestone (P-4) in DY2 because it matched our desire to begin this program as soon as
possible in order to meet the documented need for expanded access for Primary Care in Dawson County. Our improvement milestone for
the waiver is (I-12), to increase primary care clinic volume of visits and evidence of improved access for patients seeking service by 900 visits
over baseline in DY5. We chose this milestone because our main goal is to increase access and we feel this can best be demonstrated by
increasing the number of clinic hours to meet the needs of our target population. Our target population is Dawson County patients seeking
primary care for a non-emergent illness during the extended clinic hours. Our goal is to see 12 patients every Saturday (excluding Saturdays
in June, July and August) in DY 2. This will yield an increase of 48 encounters per month or 432 increased visits for DY2. In DY3, we will add
576 visits. In DY4, 648 visits will be added and in DY5, 900 visits will be added. That would mean that an additional 2556 visits would be
offered over the life of the waiver. The minimum number of physician hours we plan to add is 16 hours per month (excluding June, July,
August.) This would yield an increase in 576 physician hours over the life of the waiver. Approximately 20-30% of these additional visits will
be experienced by Medicaid or indigent patients.
This is a completely new initiative for this community and will require a great deal of education for our population that has a pattern
of using the ED for primary care. We understand that expanding primary care is a priority issue for the U.S. Department of Health
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and Human Services, but we are not receiving any other funds related to offering this project. Expanded access to primary care is
one of Dawson County’s greatest needs and therefore is addressed by Region 12 Community Needs Identifier CN.1.

e Related Category 3 Outcome Measure(s): This project and its milestones will yield an outcome in OD-9 Right Care, Right Setting (IT-
9.2)We selected this outcome measure because the usage of our Emergency Department is unusually high. In 2010, Medical Arts
Hospital had 7,882 ED visits. We know that many of these were for non-emergent conditions that should be taken care of in the
clinic. We believe that we will see a reduction in ED visits during the time when clinic hours are extended. Patients will elect to seek
care for non-emergent conditions in the clinic instead of utilizing the ED. Physicians and staff will be trained in how to triage patients
with non-emergent conditions who do present at the ED. After an official triage in the ED, the physician will inform the patient that
the clinic is open at this time and that treatment for a non-emergent condition should be sought there. This will help our target
population, of Dawson County patients seeking primary care for a non-emergent illness during the extended clinic hours; establish a
relationship with a physician in our clinic. This will help these patients establish a medical home for their family, breaking the cycle of
improper utilization of the ED. In DY2 we will work to establish a baseline of ED visits attributed to our target population prior to
the commencement of the clinic’s extended hours. We will compare the same hours of the day. Example: We will look at the
average ED usage Saturday mornings from 9 am- 1 pm attributed to our target population prior to the opening of our Saturday
primary care clinic then we will compare it to the same hours to see how many visits are attributed to our target population after
the Saturday clinic was established. In DY3 we will engage in project planning (P-1). Beginning in DY 4, we will focus on
Improvement Target (IT-9.2) that will reduce all ED visits during the time the primary care clinic is open during extended hours. We
will continue to reduce those visits in DY5 by a percentage that is TBD in DY2. Our target population includes a large number of
uninsured and Medicaid patients. We believe these extended clinic hours paired with culturally sensitive education and direction
from the ED will move the dial greatly for this target population. That is why this project, the milestones and the outcome measures
make sense for our community.

e Relationship to other Projects: This project relates to our project 189947801.1.3 Expand Specialty Care Access because both
projects seek to expand access to medical care. When we accomplish both of these projects we will have significantly impacted the
continuity of care for our Medicaid, uninsured and indigent patients. They will receive the right care in the right setting and then
follow up with a specialist all in their hometown.

e Relationship to Other Performing Providers’ Projects in the RHP & Plan for Learning Collaborative: Our RHP will encourage
participation by all our partners in learning collaborative that will meet annually to discuss local disparities in care and the ways they
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have successfully gathered relevant data and ultimately better served the populations in their projects. In addition to face-to- face
meeting, we will have an open forum on our website that will foster communication amongst our partners with related projects.

Project Valuation:

Criteria Narrative Score
Achieves We valued this project as a 5 because it achieves the triple aim of assuring patients receive high-quality and patient
Waiver centered care in the most cost effective way. It achieves all of the four stated waiver goals. It will provide a great deal of
Goals impact for Medicaid and uninsured residents who do not have a medical home and utilize the ED for primary care. For
Scale: our targeted population of Dawson County patients seeking primary care for a non-emergent illness during the
1t05 extended clinic hours, this project will move the dial greatly. Extended hours in the clinic will allow them the
opportunity to choose to seek the right care in the right setting.
Addresses | We valued this project as a 5 it is our only project in this Pass 3 submission. Improving access to primary care physicians
Community | through the use of expanded clinic hours meets a great Community Need. This will help our target population, of
Need(s) Dawson County patients seeking primary care for a non-emergent illness during the extended clinic hours; establish a
Scale: relationship with a physician in our clinic. This will help these patients establish a medical home for their family,
1to5 breaking the cycle of improper utilization of the ED. Expanded clinic hours will achieve the triple aim of providing high-
quality, patient centered care in the most cost effective way.
Project This project is rated a five due to the fact that it is our only project in Pass 3. This project will impact a great number of
Scope/Size | patients in our target population. By the end of the waiver period we expect that extra 900 patient visits per year will
be offered through extended clinic hours. These clinic hours will directly benefit uninsured and Medicaid patients who
Scale: may be receiving their primary care in the Emergency Department. These 900 extra visits will move the dial greatly for
1to5 these most vulnerable members of our community who need a stable medical home.
Project This project provides the much desired pairing of cost-effective and highly impactful. It will provide services that “move
Investment | the dial” without requiring a great deal of capital. This project is done using resources we already have. It can be
Scale: implemented fairly quickly and is in line with the priorities of our organization.
1to5
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189947801.1.4 — “PASS 3” 1.1.2 1.1.2b Expand Primary Care Capacity
Medical Arts Hospital | 189947801
OoD-9 189947801.3.4 IT-9.2 ED Appropriate Utilization

DY 2 (10/1/2012-9/30/2013)

DY 3 (10/1/2013-9/30/2014)

DY 4 (10/1/2014-9/30/2015)

DY 5 (10/1/2015-9/30/2016)

Milestone 1: [1.1.2-P-4] Expand the
hours of a primary care clinic,
including evening and/or

Weekend hours.

Metric 1: [1.1.2 P-4.1]: Increased
number of hours at primary clinic over
baseline.

Goal: Successfully increase clinic hours
over baseline.
Data Source: Clinic Documentation

Estimated Milestone 1 Incentive
Payment:
$22,959.33

Milestone 2: [1.1.2-1-12] Increase
primary care clinic volume of visits and
evidence of improved access for
patients seeking services

Metric 1: [1.1.2-1-12.1]:
Documentation of increased number
of visits. Demonstrate improvement
over prior reporting period.

Baseline/Goal: Baseline is total
number of visits in September 2012.
22009 visits. Goal over to increase the
number of visits by 432 over baseline
by serving our target population of
Dawson County patients seeking

Milestone 2: [1.1.2-1-12] Increase
primary care clinic volume of visits and
evidence of improved access for
patients seeking services

Metric 1: [1.1.2-]-12.1]:
Documentation of increased number
of visits. Demonstrate improvement
over prior reporting period.

Baseline/Goal: Increase visits by 576
over baseline (2209 visits) by serving
our target population of Dawson
County patients seeking primary care
for a non-emergent iliness during the
extended clinic hours

Data Source: EHR, claims or other
Performing Provider source

Estimated Milestone 2 Incentive
Payment:
$38,214

Milestone 3: P-X: Participate in face-

to-face learning with other providers

in RHP with similar projects.

Metric 1: P-X.1: Participate in semi-

annual face- to- face meetings or

seminars organized by the RHP.
Goal: Participation in face-to-face
learning with other providers.

Milestone 2: [1.1.2-1-12] Increase
primary care clinic volume of visits and
evidence of improved access for
patients seeking services

Metric 1: [1.1.2-1-12.1]:
Documentation of increased number
of visits. Demonstrate improvement
over prior reporting period.

Baseline/Goal: Increase visits by 648
over baseline (2209 visits) by serving
our target population of Dawson
County patients seeking primary care
for a non-emergent iliness during the
extended clinic hours

Data Source: EHR, claims or other
Performing Provider source

Estimated Milestone 2 Incentive
Payment:
$36,741.50

Milestone 3: P-X: Participate in face-

to-face learning with other providers

in RHP with similar projects.

Metric 1: P-X.1: Participate in semi-

annual face- to- face meetings or

seminars organized by the RHP.
Goal