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Section I. RHP Organization

RHP Participant Texas Texas Ownership Organization Lead Representative Lead Representative Contact Information
Type Provider Identification Type Name
Identifier Number (TIN) State-owned
(TPI) non-state
public or
private
Keith.self@collincountytx.gov
Anchoring . Judge Keith Self 972/548.4631
e 1268658-02 17560009692010 | State-owned | Collin County 2300 Bloomdale Rd, Suite 4192
McKinney, TX 75071
IGT Entities
County 1268658-02 17560009692010 | State-owned | Collin County Judge Keith Self keith.self@collincountytx.gov
Cheryl Williams, cdwilliams@collincountytx.gov
Commissioner bill.bilyeu@-collincountytx.gov
Bill Bilyeu, County 972/548/4631
Administrator 2300 Bloomdale Rd, Suite 4192
McKinney, TX 75071
County 1300907-02 17560009692010 | State-owned | Grayson County | Judge Drue Bynum bynumd@co.grayson.tx.us
903/813-4228
100 S. Crockett
Sherman, TX 75090
Health Science 1266868-02 17560028684003 | State-owned uT Alice Marcee Alice.marcee@utsouthwestern.edu
Center Southwestern 214/648-7907
5323 Harry Hines Blvd.
Dallas, TX 75390-9008
Hospital District 1352353-06 17523029282501 | Public Ector County John O’Hearn johearn@echd.org
Hospital District 432/640-2429
500 West 4" Street
Odessa, Texas 79761
Community Mental 0840019-01 17517619114003 | Non-state LifePath Systems | Randy Routon rrouton@LifePathSystems.org
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Health

214/578-0450
1416 North Church Street
McKinney, TX 75069

Community Mental 0844342-01 17514523608014 | Non-state Texoma Tony Maddox tmaddox@mhmrst.org
Health Community 903/957-4867
Center 315 West McLain Drive

Sherman, TX 75092
Community Mental 1219883-04 17528338233000 | Non-state Lakes Regional John Delaney johnd@LRMHMRC.org
Health MHMR Center 972/524-4159

971/948-5173

Lakes Region MHMR Center

400 Airport Road

Terrell, TX 75160
Performing Providers
Health Science 1266868-02 17560028684003 | State-owned uT Alice Marcee Alice.marcee@utsouthwestern.edu
Center Southwestern 214/648-7907

5323 Harry Hines Blvd.

Dallas, TX 75390-9008
Community Mental 0840019-01 17517619114003 Non-state LifePath Systems | Randy Routon rrouton@LifePathSystems.org
Health 214/578-0450

1416 North Church Street

McKinney, TX 75069
Community Mental 0844342-01 17514523608014 | Non-state Texoma Tony Maddox tmaddox@mhmrst.org
Health Community 903/957-4867

Center 315 West McLain Drive

Sherman, TX 75092
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Community Mental 1219883-04 17528338233000 | Non-state Lakes Regional John Delaney johnd@LRMHMRC.org
Health MHMR Center 972/524-4159
971/948-5173
Lakes Region MHMR Center
400 Airport Road
Terrell, TX 75160
Hospital 1949976-01 12059086277001 | Private Texoma Medical | Justin Kendrick jkendrick@thcs.org
Center 903/416.5123
5016 S. U.S. 75
Denison, TX 75020
Hospital 2203515-01 12720256903002 | Private Texas Health Vance Reynolds vreynolds@wnj.org
Presbyterian 903/870-4611
Hospital - WNJ 500 N. Highland Avenue
Sherman, TX 75092
Hospital 1389108-07 17508006289000 | Private Children’s Matt Moore Matt.Moore@childrens.com
Medical Center 214/456-1971
1935 Medical District Dr
Dallas, TX 75235
214/456-1971
Hospital 1695538-01 14604778739004 | Private Tenet - Corey Davidson Corey.davison@tenethealth.com
Centennial 469/893-2293
Medical Center 1445 Ross Ave, Suite 1400
Frisco Dallas, TX 752-2703
UC-only Hospitals
Hospital 0924070-02 17527707388004 | Private Texas Health Aaron Bujnowski AaronBujnowski@TexasHealth.org

Presbyterian
Hospital Plano

682/236-7546
612 E. Lamar Blvd, Suite 1000
Arlington, TX 75611-4018
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Other Stakeholders

County State-County Rockwall County | Judge Jerry Hogan jhogan@rockwallcountytexas.com
Dennis Bailey, dbailey@rockwallcountytexas.com
Commissioner 101 E. Rusk Street
Rockwall, TX 75087
972/204-6000
Hospital Private Texas Health Aaron Bujnowski AaronBujnowski@TexasHealth.org
Presbyterian 682/236-7546
Hospital Allen 612 E. Lamar Blvd, Suite 1000
Arlington, TX 75611-4018
Hospital Private Tenet - Lake Corey Davidson Corey.davison@tenethealth.com
Point Hospital 469/893-2293
Rowlett 1445 Ross Ave, Suite 1400
Dallas, TX 752-2703
Hospital Private Texas Health Aaron Bujnowski AaronBujnowski@TexasHealth.org
Presbyterian 682/236-7546
Hospital 612 E. Lamar Blvd, Suite 1000
Rockwall Arlington, TX 75611-4018
Hospital Private Medical Center Kathleen Sweeney Kathleen.sweeney@hcahealthcare.com
of Plano 972/401-8757
HCA North Texas Division
6565 N. MacArthur Blvd. Ste. 350
Irving, TX 75039
Hospital Private Green Oaks Kathleen Sweeney Kathleen.sweeney@hcahealthcare.com
Hospital 972/401-8757
HCA North Texas Division
6565 N. MacArthur Blvd. Ste. 350
Irving, TX 75039
Hospital Private Children and Kathleen Sweeney Kathleen.sweeney@hcahealthcare.com
Community 972/401-8757
Health Center HCA North Texas Division
McKinney 6565 N. MacArthur Blvd. Ste. 350
Irving, TX 75039
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Hospital Private Columbia Kathleen Sweeney Kathleen.sweeney@hcahealthcare.com
Medical Center 972/401-8757
of McKinney HCA North Texas Division
6565 N. MacArthur Blvd. Ste. 350
Irving, TX 75039
Hospital Private Baylor Medical Niki Shah Nikita.Shah@BaylorHealth.edu
Center at Frisco 214/265-3724
8080 N. Central Expressway Ste. 900
Dallas, TX 75206
Hospital Private The Heart Niki Shah Nikita.Shah@BaylorHealth.edu
Hospital Baylor 214/265-3724
Plano 8080 N. Central Expressway Ste. 900
Dallas, TX 75206
Hospital Private Baylor Regional Niki Shah Nikita.Shah@BaylorHealth.edu
Medical Center 214/265-3724
at Plano 8080 N. Central Expressway Ste. 900
Dallas, TX 75206
Hospital Private Baylor Medical Niki Shah Nikita.Shah@BaylorHealth.edu
Center 214/265-3724
McKinney 8080 N. Central Expressway Ste. 900
Dallas, TX 75206
Clinic Non-profit Collin County John Ernst johne.ccac@verizon.net
Adult Clinic 972/423-4941
2520 K Ave. #100
Plano, TX 75074
County Medical Non-profit Collin-Fannin Art Auer Collin-Fannin Medical Society

Associations/
Societies

Medical Society

On behalf of Dr. Kweller
Hunt-Rains-Grayson
Medical Society
Grayson County

972/369-6707
11 North Tennessee St, Suite 309-C
McKinney, TX 75069-4319

Hunt-Rains-Grayson Medical Society
214/202-7814
903/416-6250
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Regional Public State Texas Dr. James A. Zoretic Regional Headquarters:
Health Directors Department Regional Medical Director | 1301 South Bowen Road, Ste. 200
Health Services Earlene Quinn, Deputy Arlington, TX 76013
Region 2/3 Regional Director Mail Code 1905
817/264-4500
County Public State & Collin County Candy Blair Collin County Health Care Services
Health County Health Care 825 N. McDonald ST #130
Directors/Health Services McKinney, TX 75069
Authorities
County Public State-County Grayson County | John Teel-Director, Grayson County Health Dept.
Health Public Health Director teelj@co.grayson.tx.us
Directors/Health Department 515 North Walnut St.
Authorities Sherman, TX
Clinic Non-profit Plano Children’s | Susan Shuler 6853 Cot Road
Medical Clinic Plano, TX 75024
972/312-1288
Advocacy Group for Non-profit Healthcare Marge Langteau margelangteau@verizon.net
FQHC Committee of
Collin County
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Section II. Executive Overview of RHP Plan

Overarching RHP goals

Regional Healthcare Partnership (RHP) 18 will implement, and evaluate through learning collaboratives,
programs that are innovative and sufficiently large to make a significant impact on current unnecessary
use of more restrictive, intensive, and expensive hospital services.

Between 2012 and 2016, performing providers in RHP-18 will be conducting transformational and
expansion activities associated with 14 consensus areas of need identified in Table 10 of Section III.

Healthcare System Vision for RHP-18

By 2016, the healthcare system in the three counties that form RHP-18, will exhibit characteristics of true
transformation in its Medicaid health and behavioral healthcare systems. RHP-18 will provide seamless
and timely access to a range of evidence-based health and medical services of such quantity and quality
that will promote optimum outcomes for its eligible residents.

This Medicaid health and behavioral healthcare system will be interconnected across innovative models
with multiple levels of appropriate care. Together, the healthcare providers in RHP-18 will deliver
consumer health education, encourage the appropriate use of primary care and prevention, facilitate
early intervention, provide advocacy, and ensure follow-up while protecting individual choice and
privacy, and the public health and safety of the community.

High-level summary of existing RHP healthcare environment

Collin County ranks 1st of all Texas counties in Health Indicators, published by the Population Health
Institute (PHI) at the University of Wisconsin. Rockwall County ranks 3rd, and Grayson County ranks
125th among Texas' 254 counties. Health indicators are discussed in Section III of this plan. Health
indicators computed by the PHI are only one aspect of the total health portrait of RHP-18. This
urban/rural area of Texas is growing at a remarkable speed. In one year Collin and Rockwall counties'
populations grew by 3.8% each, and Grayson's by 0.4%, with a total of an estimated 1.01 million
residents in these three counties as of July 2011. Per-capita income in Collin and Rockwall counties is
higher than the average for the State of Texas; and in Grayson County it approximates the Texas average
of $24,870. Nearly 77,000 (7.6%) of these individuals are estimated to be living in poverty (6.5% in
Collin, 4.5% in Rockwall and 12.6% in Grayson County)', and about 124,196 (12%) are uninsured.
Approximately 64,288 (6.3%) men, women and children are enrolled in Medicaid in RHP-18.

These counties face similar health challenges as other counties in this State. Among the key health
challenges among underserved and uninsured populations are gaps in primary care access to prevent
possibly avoidable use of local and remote emergency departments, limited availability of “after-hours”
continuity of care clinics that address co-morbid medical/psychiatric conditions, effective linkages with
nursing homes, in-home family based care for at-risk youth.

The location of health providers in RHP-18 is outdated and has not kept pace with the growth to the north,
or reached out to remote areas to the northeast. Approximately 6,790 individual uninsured admission
events were reported by all hospitals that treated residents from RHP 18 in 2010. If the average annual
increase from 2008 to 2010 continues, an estimated 9,000 uninsured admission events would occur in
2015.

1 United Way report on file, 2011-2015 Texoma Needs Assessment, Texoma Council of Governments
RHP Plan for RHP 18 7



In 2010, uncompensated care (UC) represented an average of 4.2% ($197.6 million) of the gross patient
revenue for all hospitals in Collin, 7.5% ($69.5 million) in Grayson, and 4.5% ($26.8 million) in
Rockwall counties. With planned changes in how UC is managed and paid, this is likely to decrease,
putting some pressures on community providers that cannot serve local needs sufficiently to prevent
hospitalization, thus putting additional pressure on Dallas County facilities.

Hospitals and community providers must begin to cooperate in transforming health care in RHP-18.

RHP-18 providers participating in this Medicaid Transformation Waiver are focused on five of the 12
health indicators identified by the U.S. Center for Disease Control in Healthy People 2020. These five
have emerged as important areas of need in the planning process for the Texas Healthcare Transformation
and Quality Improvement Program in Collin, Grayson, and Rockwall counties.

e  Access to health services

e Clinical preventive services

e  Maternal, Infant, and Child Health

e  Nutrition, Physical Activity and Obesity

e  Social Determinants of medical and behavioral health problems

This Plan addresses these areas of need by expanding access to primary prevention and intervention in
medical and behavioral health and increasing community education initiatives to prevent or avert and
refer non-emergent cases presenting to emergency systems. New and expanded services will be dedicated
to serving all ages and all racial and ethnic groups with innovative and collaborative evidence-based
strategies. Innovation includes telemedicine, patient tracking systems, outreach and partnerships.

RHP-18 Delivery System Reform Incentive Payment (DSRIP) projects focus on expanding access to
primary care for adults and children, establishing effective referral procedures, and monitoring systems.
This includes addressing Potentially Preventable Admissions (PPAs) by increasing the number and
type/mix of providers, expanding hours of operations, and installing follow up procedures, telephone
consultations and case management activities. The medical home model for persons with chronic co-
morbid physical and behavioral health conditions will be an important part of the plan. By enhancing
culturally responsive programs, implementing disease registry systems, and increasing telehealth services,
RHP-18 will reach out to a substantially heretofore underserved community.

Identification of regional areas, specifically listing counties covered under the partnership

RHP-18 consists of three counties in north Texas (Collin, Grayson and Rockwall) that lie as a cluster
directly north of Dallas County. In the southern borders of Collin County some metropolitan areas
overlap, and may lie within with Dallas County. Geographic, socio-demographic and economic
characteristics of RHP-18's counties, as they pertain to this transformation waiver plan, are discussed in
Section III.

On the following page we have provided a map of the counties in RHP-18 illustrating the location of
healthcare providers.

RHP Plan for RHP-18
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Summary of Categories 1-2 Projects

Related Category 3 Estimated
Project Title Outcome Measure(s) Incentive
Unique project ID Brief Project Description Improvement Target (IT) Amount
for each project identifier per RHP and (DSRIP) for
outcome title DYs 2-5
Category 1: Infrastructure Development
Category 1: PASS 1
Expand Pediatric Primary Care | Expand the capacity of pediatric OD-9 Right Care, Right $4,150,467
primary care in Collin County Setting. IT-9.2 ED
138910807.1.1.1 through one additional Children’s appropriate utilization.
Medical Center (CMC) primary care | No separate narrative or
Children's Medical Center in center so that children receive the table provided to date.
Plano right care at the right time; have
access to same-day appointment
thereby reducing the unnecessary use
of Emergency Department services.
Expand Pediatric Primary Care | Expand the capacity of pediatric OD-9 Right Care, Right $3,779,890
primary care in Collin County Setting. IT-9.2 ED
138910807.1.1.2 through: (B) expanding primary clinic | appropriate utilization.
hours and (C) expanding primary care
Children's Medical Center in clinic staffing to better accommodate
Plano the needs of the pediatric population
(Medicaid and CHIP), so that children
receive the right care at the right time;
have access to same-day appointment
thereby reducing the unnecessary use
of Emergency Department services.
Enhance Community Based Expand pediatric behavioral health OD-1 Primary Care and $3,582,248
settings where behavioral health | capacity in CMC primary care Chronic Disease
services may be delivered in settings in Collin County to align and | Management
underserved areas coordinate care for behavioral and IT-1.18 Follow-up After
medical illnesses in an attempt to Hospitalization for
138910807.1.3 improve patient/family self- Mental Illness.
management and reduce unnecessary
Children's Medical Center in exacerbation of chronic illnesses.
Plano Collaborate with Timberlawn
Services for care coordination of
medical and behavioral health
services.
10
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Enhance Community Based
settings where behavioral health
services may be delivered in
underserved areas

138910807.1.4

Children's Medical Center in
Plano

Expand pediatric behavioral health
capacity in CMC primary care
settings in Collin County to align and
coordinate care for behavioral and
medical illnesses to improve
patient/family self-management and
reduce unnecessary exacerbation of
chronic illnesses. Collaborate with
Timberlawn Services for care
coordination of medical services and
behavioral health services.

OD-1 Primary Care and
Chronic Disease
Management

IT-1.18 Follow-up After
Hospitalization for
Mental Illness.

$3,705,774

Expand Primary and Specialty | Projections targeting unique patients | As a Non-hospital $4,704,220
Care Capacity and patient visit volumes are still Performing Provider, UT
being developed. Southwestern is opting to
126686802.1.1 indicate ‘TBD’ for both
the improvement targets
UT Southwestern and their associated
achievement levels in the
initial plan submission.
TBD represents the
option to determine the
characteristics of the
patient population before
selecting outcome
measures for
improvement.
Expand Primary and Specialty | Projections target approximately As a Non-hospital $6,683,880
Care Capacity 4,500 unique patients and 12,750 Performing Provider, UT
visits in the first full year of Southwestern is opting to
126686802.1.2 operation. Clinics open in two phases: | indicate ‘TBD’ for both
Family Medicine followed by the improvement targets
UT Southwestern OBGYN. Internal Medicine by and their associated
February 2013. achievement levels in the
initial plan submission.
TBD represents the
option to determine the
characteristics of the
patient population before
selecting outcome
measures for
improvement.
Establish more primary care Divert non-emergent patients away TBD. $ 12,735,000
clinics from the emergency departments at
two local hospitals, and expand
194997601.1.1 access to primary and urgent health
care to indigent health patients,
Texoma Medical Center Medicaid patients, Medicaid-eligible
patients, and the working poor (i.e.
uninsured and underinsured
residents).
11
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Implement technology-assisted | The project seeks to develop, enhance | OD-10: Quality of $ 353,840
services (telehealth, and promote telemedicine and Life/Functional Status;
telemonitoring, telementoring, telehealth protocols and practices to IT-10.1 Quality of life
and telemedicine) support, coordinate, or deliver (standalone measure).
behavioral health services, thereby
084434201.1.1 improving access to care and
expanding the population served.
Texoma Community Center
Enhance Service Availability: Expand treatment for substance OD-10: Quality of $ 295,756
Substance Abuse Services abuse. The project seeks to develop Life/Functional Status;
and implement comprehensive IT-10.1 Quality of life
084434201.1.2 outpatient substance abuse programs | (standalone measure).
to expand access to care within the
Texoma Community Center community and reduce unnecessary
hospitalizations.
Enhance Service Availability: The project seeks to develop and OD-10: Quality of $ 470,370
Counseling Services expand counseling services within the | Life/Functional Status;
community and expand access to IT-10.1 Quality of life
084434201.1.3 unfunded and underserved (standalone measure).
individuals.
Texoma Community Center
Enhance Performance The project implements process IT-9.2 Right Care, Right $ 143,249
Improvement and Reporting improvement methodologies to Setting Outcome Domain
Capacity enhance safety, quality and efficiency
in overall health care service
084434201.1.4 provision while maintaining excellent
quality of care standards through
Texoma Community Center continuing education and training and
QI management processes.
Telemedicine/Telehealth 1.7.1 Implement telemedicine IT-10 Quality of Life $ 965,797
program to provide or expand
121988304.1.1 specialist referral services in an area
Lakes Regional MEIMR Center ?dentif.ied as r.1eeded to the .region,
HAKes Seplonal S L e including patient consultations and
quality improvements using methods
such as rapid cycle improvement.
Category 1: PASS 2
Expand Behavioral Health Accommodate high demand for OD-1-Primary Care and $17,263,705
Specialty Care Capacity behavioral health services for low Chronic Disease
income individuals by increasing the | Management; IT-1.9
084001901.1.1 capacity for specialty behavioral depression management.
healthcare services, including services
LifePath Systems that prevent unnecessary use of higher
cost intensive treatment including
hospitalization.
Expand Primary Care Expand services to address diabetes, IT-1.10 Diabetes Care; $570, 528
women’s wellness and HIV/AIDS IT-12.2 Cervical Cancer
169553801.1.1 Screening
Centennial Medical Center
12
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Category 1: PASS 3

Expand Behavioral Health: 1.12 Ensure persons not currently OD-10 IT-10 Quality of $ 2,588,626
Trauma Counseling eligible for state supported services Life and Functional

per diagnostic restrictions have access | Status
121988304.1.2 .

to trauma related services to prevent
Lakes Regional MHMR Center | 1ECCSsary use of emergency

services and hospitalization.

Category 2: Program Innovation and Redesign

Category 2: PASS 1

Enhance/Expand Medical Institute a medical home team-based OD-9 Right Care, Right $4,199,877
Homes approach to care for pediatric patients | Setting IT-9.2 ED

across all locations including staff appropriate utilization.
138910807.2.1 training, IT systems applications, and

health promotion and education.
Children’s Medical Center
Integrate Primary and Improve the physical health of OD- 10 Quality of Life/ $6,427,984
Behavioral Health Care individuals with chronic mental Functional Status; IT

illnesses, and to improve the mental 10.1 Quality of Life
084001901.2.1 health of individuals with chronic (Standalone measure)

physical illnesses.
LifePath Systems
Combine Primary and The project seeks to combine OD-10 Quality of $ 441,259

Behavioral Healthcare

084434201.2.1

Texoma Community Center

primary and behavioral health care
for over-utilizers of local health
care resources and those within the
community who are underserved or
poorly served.

Life/Functional Status
IT-10.1 Quality of life-
(standalone measure)

Category 2: PASS 2

Intervention for Targeted BH
Population to Prevent
Unnecessary Use of Higher
LOC

084001901.2.2

LifePath Systems

Provide specialized services to
forensic behavioral health clients to
prevent unnecessary incarceration,
including specialized assertive
community intervention and
support services at arrest, at release,
and in the community, linking with
community corrections programs,
and other social support systems.

OD-9 Right Care, Right
Setting; IT-9.1
Appropriate
interventions to prevent
unnecessary use of
higher levels of care.

$14,821,470

RHP Plan for RHP-18
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Interventions to prevent Interventions to prevent OD-9 Right Care, Right $4,498,915
unnecessary use of higher level | unnecessary use of higher level Setting; IT-9.1
services. services including supportive Appropriate

housing, education for at-risk mterventions to prlfvent
084434201.2.2 forensic populations, wellness and | U11ecessary use o

.. . higher levels of care.
. medication education, and

Texoma Community Center . . .

continuous supportive therapies.
Interventions to prevent Directly improve health, health OD-6; IT-6.1 Patient $ 863,421
unnecessary use of higher level | literacy, and quality of life in ways | Satisfaction.
services. that will reduce risks for
19198830421 preventable disease among persons

o with mental illnesses, targeting risk
Lakes Regional MHMR Center for obesity.
Category 2: PASS 3

Whole Health Peer Support | Respond to high need for health OD-10; IT10.1: Quality $3,104,409
Services and wellness education for low of Life and Functional

income persons with chronic health | Status.
084001901.2.3 problems at a peer level.
LifePath Systems
Increase efficiencies in primary | Innovation in combining behavioral | OD-10; IT10.1: Quality $ 3,752,026
care clinic for persons with co- | health with medical care, with of Life and Functional
morbid behavioral healthand | patient-centered scheduling model, | Status.
medical conditions assessment of visit compliance,

interprofessional care.
084434201.2.3 P
Texoma Community Center
Day treatment for children with | Prevent unnecessary OD-10; IT10.1: Quality $ 3,882,940
autism and behavioral health hospitalizations for children with of Life and Functional
problems. autism. Status.
121988304.2.2
Lakes Regional MHMR Center

14
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Section III. Community Needs Assessment

This section of the RHP-18 Plan provides information prescribed by HHSC. All data sources are
identified.

Geographic, Socio-Demographic and Economic Characteristics

The Regional Healthcare Partnership 18 (RHP-18) consists of three counties (Collin, Grayson and
Rockwall) in North Texas, geographically located directly north of Dallas County. In the southern borders
of Collin County metropolitan areas overlap with Dallas County. The overlap of city limits across county
lines is an important consideration for the RHP-18 plan.

According to the U.S. Census Bureau, there are an estimated 1,014,935 residents in RHP-18,
approximately 172,879 (17%) of whom are estimated to be uninsured. The Texas Department of State
Health Services (DSHS) Medicaid website reports that in 2012, 64,288 (6.3%) individuals in RHP-18
were enrolled in Medicaid, reflecting increases over 2011, of 10% in Collin, 3% in Grayson, and 2% in
Rockwall.

Collin and Rockwall counties are included in the Dallas-Fort Worth-Arlington Standard Metropolitan
Statistical Area (SMSA) as defined by the U.S. Census Bureau. Grayson County is part of the Sherman-
Denison SMSA. While none of these counties is classified as rural or small, large contiguous areas of
each county are considered remote when considering access to health care. The urban population density
in Collin County is 2,754 persons per square mile compared to Dallas' 3,401. Regarding rural populations,
in Grayson County, 43% of the population lives in rural areas as defined by the U.S. Census Bureau, in
Rockwall 16%, and in Collin, 5%. In Grayson County, the rural population density is 58 compared to
Collin's 71, and Rockwall's 141. As a comparison, Dallas County's rural density is about 90.

Healthcare providers have historically been located close to the urban sectors of RHP-18, particularly in
Collin County where eight acute care hospitals are located along the Southern-most border.

Health Status

Table 2 displays 18 indicators for the three counties in RHP-18 that we believe to be germane to this
community needs assessment, with comparison data for Texas and the Nation. The sources are noted
below the table.

While these high-level indicators influence the overall approach to the plan for expanding and
transforming Medicaid services, data reporting existing services and their utilization, population health
status and changes, are proxies for estimates of need. The qualitative analyses of these data combined
with the perspectives of the county government, the citizens, and the healthcare providers enable us to
pinpoint specific issues/needs that have been subsequently addressed by the performing providers as
parties to this plan. Thus this RHP-18 plan relied both on high level and local assessments to establish and
guide the projects, milestones, metrics and outcomes selected for the proposed 2011-16, Delivery System
Reform Incentive Payment (DSRIP) projects.

Each county in RHP-18 has distinguishing characteristics and some features in common. As shown in
Table 1, these communities have relatively healthy economies, and the communities are predominantly
comprised of White Non-Hispanic residents. The culture is continuously changing, however, and some
demographic features indicate important areas for attention. A distinguishing feature of Collin County for
example, is the presence of a large Asian population compared to the rest of Texas and the sizeable
proportion of individuals who speak a language other than English at home.

Increases in non-farm employment, retail sales, median and per capita income indicate economic growth
in Collin and Rockwall counties. Grayson County appears to have strong economic indicators, but faces a
growing elderly population, decreased employment, and limited access to primary medical care.
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Table 1. RHP 18 County and State Indicators

Land area in square miles, 2010
Persons per square mile, 2010
Population, 2011 estimate
Population change 4/1/10 - 7/1/11

Proportion of population enrolled in Medicaid

Persons under 18 years, percent, 2011
Persons under 18 enrolled in Medicaid
Persons 65 years and over, percent, 2011
Female persons, percent, 2011

Persons below poverty level, percent (2)

Percent population uninsured (ages 0 - 64)

Black

White

White non-Hispanic

Hispanic or Latino

Asian

Other racial ethnic groups

Foreign Born (2)

Over age 5: speak other language at home (2)

High school graduates over age 25 (2)
Bachelor's degree or higher over age 25 (2)
Veterans (2)

Housing units (3)

Households (2)

Per capita money in previous 12 months (2)
Median household income (2)

Private nonfarm employment change 2000-09

Retail sales per capita, 2007

COLLIN
841
930
812,226
4%
5%

28%
11%
8%
51%
7%
17%

9%
76%
62%
15%
12%

1.0%
17%
25%

93%
48%
42,078

300,960
268,042
$37,362
$80,504

56%
$16,850

GRAYSON ROCKWALL  TEXAS
933 127 261231.71
130 617 96
121,419 81,200 25,674,681
0.4% 4% 2%
13% 6% 13%
24% 29% 27%
28% 12% 32%
16% 10% 11%
51% 51% 50%
14% 6% 17%
25% 19% 26%
6% 6% 12%
89% 89% 81%
78% 73% 45%
12% 17% 38%
1% 3% 4%
2.0% 1.0% 1.0%
6% 9% 16%
10% 15% 34%
85% 91% 80%
19% 36% 26%
10,176 5,425 1,635,367
53,727 27,939 9,977,436
45,545 24,790 8,539,206
$23,242 $33,274 $24,870
$46,875 $78,032 $49,646
-4% 74% 11%
$13,493 $12,797 $13,061

(1) 2011 estimates
(2) Averages for five years 2006-10
(3) for 2010
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Table 2 displays key health indicators for each RHP-18 county. These data were obtained for each county
at: http://www.countyhealthrankings.org/#app/texas/2012/measures/factors/9/map. Of particular note in
this table are the rates of low birth weight infants that are only slightly lower than the average for all
Texas counties, and higher than the national average. Also of note, RHP-18 counties overall have lower
proportions of uninsured residents than the State as a whole but higher than the national estimates.

Table 2. Health Outcomes and Health Facts (1)

Texas Collin Grayson Rockwall National
Health Outcomes 1 125 3
MORTALITY RANKING 2 138 3
Premature death 7,186 4,038 8,901 4,584 5,466
MORBIDITY RANKING 14 121 8
Poor or fair health 19% 11% 19% 6% 10%
Poor physical health days 3.6 2.7 3.7 2.9 2.6
Poor mental health days 33 2.5 5.8 31 2.3
Low birthweight 8.20% 7.60% 7.40% 7.00% 6%
Health Factors 2 54
HEALTH BEHAVIORS RANKING 1 52

Adult smoking 19% 11% 24% 8% 14%
Adult obesity 29% 25% 27% 27% 25%
Physical inactivity 25% 22% 27% 27% 21%
Excessive drinking 16% 13% 11% missing 8%
Motor vehicle crash death rate 17 9 25 11 12
Teen birth rate 63 24 63 26 22

CLINICAL CARE RANKING 2 45 17
Uninsured 26% 17% 25% 19% 11%
Primary care physicians 1,050:1 681:1 1,305:1 1,080:1 631:1
Preventable hospital stays 73 66 73 82 49
Diabetic screening 81% 85% 83% 85% 89%

SOCIAL AND ECONOMIC 3 31 5
RANKING

Unemployment 8.20% 7.50% 8.40% 7.60% 5.40%
Children in poverty 26% 10% 21% 9% 13%
Children in single-parent households 32% 18% 33% 20% 20%

(1) University of Wisconsin Population Health Institute. County Health Rankings 2012. Accessible at
www.countyhealthrankings.org.

Diabetic screening is the percent of Medicaid patients with diabetes who receive recommended annual screening
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Rates of chronic disease vary slightly by source. The sources we used indicate that prevalence rates in
RHP-18 for targeted conditions in this plan are equal to or lower than the State of Texas (%) for Asthma
(8.2%), Diabetes (9.7%), overweight/obesity (66.7%), and Cardiovascular Disease (8.2%). More than a
quarter of pregnant women in each county (28% in Collin, 42% in Grayson, and 31% in Rockwall) do not
receive prenatal care within the first trimester. Higher proportions of White, compared to Black and
Hispanic women, receive early prenatal care.

None of these counties has a public hospital. Local hospitals, public health departments, and publically
funded clinics are the staples of the healthcare system in RHP-18. Table 3 displays total numbers from
http://www.healthindicators.gov/ the Health Indicators Warehouse website, for hospital and personnel
resources in RHP-18. Regarding public health departments, Collin and Grayson counties have full service
public health departments. Rockwall County, however, has a different structure inasmuch as this county
utilizes a city office of code enforcement and cooperates with the Dallas County Health Department for
other public health related functions.

While none of these counties is a Health Professions Shortage Area or a Medically Underserved Area
according to Federal criteria, there are pockets of severely limited access to primary and preventive care
leading to potentially preventable hospital admissions (PPAs).

There are currently two Federally Qualified Health Clinics in RHP-18. Although it is difficult to pinpoint
precisely how many primary care physicians are available per/1,000 residents, and even more difficult to
document the number of physicians who accept Medicaid or uninsured persons (if any), the below table
reflects the best available data from the CDC, DSHS, and other few national websites that count
healthcare workers at the county level.

Table 3. Healthcare Resources

Hospital Resources Collin Grayson  Rockwall  Total RHP 18
Acute care hospitals 10 3 2 15
Psychiatric care licensed beds 0 0 0 0

Healthcare Personnel

Direct Care Physicians 1,483 245 113 1,841
Primary Care Physicians 691 86 60 837
Physician Assistants and Nurse Practitioners 357 55 36 448
EMS Personnel Per 100,000 population 187 447 323 Not Available

http://www.dshs.state.tx.us/chs/hprc/tables/Emergency-Medical-Services-(EMS)-by-County-of-Residence---
September,-2011/
Collin ranked 223 for EMS personnel

Grayson ranked 53 for EMS personnel
Rockwall ranked 105 for EMS personnel
Texas ranks 42nd with 212/100,000 physicians
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Key health challenges specific to region

Potentially Preventable Hospital Admissions and ED Utilization

Tables 4, 5 and 6 present each county’s data for each of the 10 conditions identified by DSHS as
Potentially Preventable Hospital Admissions (PPAs) in Texas over a five year period of time (2006-10).
We provide presented total admissions, average length of stay (ALOS), total charges in millions, average
charge, percent of uninsured admissions, and the zip codes representing approximately half of the total
admissions for that county per PPA. Some data were unavailable for Grayson and Rockwall counties
(shaded).

Collin County

Table 4 provides Collin County data. The county seat in Collin County is McKinney. The median age in
Collin County is 34, and 8% of residents are over age 65 (Table 1). Seven percent of Collin County
residents live in poverty. In FY 2009, Collin County reported $669,300 spent for indigent health care.

In Collin County, two zip code areas (75070 and 75069) contributed the largest number of admissions for
angina, bacterial pneumonia, congestive heart failure (CHF), dehydration, and hypertension. These factors
may suggest that outreach to nursing homes may be important. The top three highest average charges
were for pneumonia, CHF, and urinary tract infections (UTI), followed by chronic obstructive pulmonary
disease (COPD), long-term diabetes problems, and asthma.

Table 4. Collin County Potentially Preventable Admissions - Five Years: 2006 - 2010

Total (Per Total Percent Combining Zip

PPA Year) ALOS* Charges Ave.Charge Uninsured Codes > 50%**
070, 069, 098,
Angina 183 (37) 1.9 % 34 % 18,366 6.0% 002, other
069, 287, 075,
Asthma 1796 (359) 46 $ 54.8 $ 30,501 13.7% other
Bacterial 069,070, 002,
Pneumonia 5090 (1018) 56 $ 189.1 % 37,157 6.5% other
Congestive Heart 069, 070, 023,
Failure 4950 (990) 54 $ 1825 % 36,866 5.8% other
069, 002, 098,
COPD 2505 (410) 54 % 87.6 $ 34,970 5.2% other
070, 069, 023,
Dehydration 1394 (279) 3.6 % 289 $ 20,760 4.4% 002, other
Diabetes - Short 287,034, 069,
Term 819 (164) 3.8 % 224 $ 27,950 26.0% 098, 023, other
Diabetes - Long 069, 098, 025,
Term 1639 (328) 6.6 $ 69.3 $ 42,276 11.3% 002, other
069, 287, 070,
Hy pertension 1016 (203) 28 $ 23.1 % 22,715 18.5% 074, other
069, 075, 023,
UTI 3643 (729) 44 % 926 $ 25,418 7.5% 074,002, other
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Grayson County

Table 5 provides Grayson County data. The county seat for Grayson County is Sherman, located near the
Oklahoma border. The median age is 40, and 16% of the residents are over age 65 (Table 1). Fourteen
percent of the population lives in poverty.

Table 5. Grayson County Potentially Preventable Admissions - Five Years: 2006 - 2010

Total (Per Total Percent Combining Zip
PPA Year) ALOS* Charges Ave.Charge Uninsured Codes > 50%**
Angina
Asthma 519 (104) 4.1 $ 9.7 $ 18,640 13.9% 020, 090, 092
Bacterial
Pneumonia 2322 (464) 53 $ 516 $ 22,229 5.1% 020, 090, 092
Congestive Heart
Failure 1982 (396) 53 % 443 % 22,341 3.9% 020, 090, 092
COPD 1624 (325) 47 $ 326 $ 20,066 4.4% 020, 090
Dehydration 646 (129) 39 % 95 $ 14,630 3.4% 020, 090
Diabetes - Short
Term 306 (61) 3.8 % 53 $ 17,242 22.5% 020, 090
Diabetes - Long
Term 662 (132) 58 $ 16.3 $ 24,653 7.3% 090, 020
Hy pertension 351 (70) 29 % 49 % 14,002 12.8% 020, 090, 092
UTI 1331 (266) 46 $ 222 % 16,670 4.9% 020, 090, 092

In FY 2009, Grayson County reported $1,711,234 spent for indigent health care. In Grayson County, two
zip code areas (75020 and 090) contributed the largest number of admissions. The highest charges over
this five-year period were for pneumonia, CHF, and COPD, followed by UTI and asthma. These data also
suggest follow up with nursing home residents may be important. No data were available for angina.

Rockwall County

Table 6 provides data for Rockwall County. The county seat for Rockwall County is Rockwall. The
median age is 36, and 10% of the population is over age 65. In Rockwall County, 6.4% of the residents
live in poverty (Table 1). In FY 2009, Rockwall County reported $197,026 spent for indigent health care.

The greatest proportion of admissions for pneumonia, CHF, COPD, and UTI came from zip code 75087.
PPAs with the highest charges were long-term complications of diabetes, pneumonia, and CHF. Data
were not available for angina, asthma, or hypertension.
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Table 6. Rockwall County Potentially Preventable Admissions - Five Years: 2006 - 2010

Total (Per Total Percent Combining Zip
PPA Year) ALOS* Charges Ave.Charge Uninsured Codes > 50%**
Angina
Asthma
r
Bacterial
Pneumonia 727 (145) 49 $ 19.8 $ 27,289 4.1% 087
r
Congestive Heart
Failure 506 (101) 45 $ 128 $ 25,265 3.8% 087
r
COPD 403 (80) 42 $ 101 % 25,102 0.0% 087
Dehydration 203 (40) 3.1 $ 3.3 % 16,384 4.9% 087,032
Diabetes - Short
Term
Diabetes - Long g
Term 186 (37) 5.0 $ 58 $ 31,631 5.4% 189
Hy pertension
L
UTI 406 (81) 40 $ 9.0 $ 22,203 4.4% 087

In every county in RHP-18, the highest proportion of uninsured potentially preventable admissions
(PPAs) is diabetes for long-term problems. In Collin and Grayson, asthma and hypertension admissions
include a substantial proportion of uninsured events. Of note is the presence of a co-morbid psychiatric
condition in between 25% to 50% of these PPAs.

Other issues in PPAs and ED use in contiguous counties

Due to the close proximity and overlap between Collin and Dallas counties admissions to hospitals in
Dallas County are of importance in planning the healthcare system. Admissions to Parkland Memorial
Hospital (Parkland) for all RHP-18 counties are important, and admissions to all local RHP-18 hospitals
are also critical data for planning.

Table 7 provides PPAs to hospitals located in Dallas County for Collin County residents for the past 15
months, by the total number of admissions, and the proportion of private insurance, public insurance, and
uninsured events. Dallas County has a health and behavioral health care system of immense resources for
Medicaid and uninsured populations, compared to RHP-18. Thus, it is an important aspect of the system
when considering healthcare needs in RHP-18, in that patient flow to resources outside of RHP-18
provide an important opportunity to recognize limited or underdeveloped resources in these three counties
that if expanded would reduce the burden on hospitals in Dallas particularly Parkland Memorial Hospital
as the only major public hospital a large geographic area. RHP-18 also relies on private healthcare
facilities in Dallas County for behavioral health emergencies.
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Table 7. Collin County PPA to All Dallas County Hospitals January 2011- march 2012

Diabetes Diabetes Angina
! ! Congestive Bacterial &t

Payment Adult

Source Short Long Heart Failure Pneumonia Dehydration Hypertension (Not Asthma UTI COP Totals
Term Term treated) D
Totals 126 83 168 252 72 48 6 33 164 91 1043
Insured 71% 43% 38% 48% 58% 52% 50% 55%  38% 43% 48%
&
Medicare 13% 48% 55% 47% 35% 31% 17% 30% 56% 53% 44%
Uninsured  17% 8% 8% 4% 7% 17% 33% 15% 5% 4% 8%

Tables 8 and 9 on the following pages provide information about the admissions from RHP-18 to all
hospitals in these three counties and to Dallas County hospitals, combined, and admissions to Parkland
Memorial Hospital. Interestingly, as shown in Table 8 and its accompanying graph, admissions were
lower for Medicaid patients in 2010 compared to 2009, but higher for uninsured patients in 2010
compared to 2009. It is unclear if this is a trend or an anomaly.

In the first quarter of 2012 there were 14,035 Emergency Department (ED) visits reported for uninsured
residents of RHP-18 to hospitals in RHP-18 and Dallas County hospitals combined (18.7% of all events),
an increase of 15% over the previous year. Reported Medicaid and Medicare covered ED visits were
22,891, an increase of 23% over the same quarter in 2011. We also know from available data that an
estimated 25% of these events are for individuals who are released without needing inpatient care.
Between January 2011 and April 2012, Parkland Memorial Hospital (Parkland) discharged 577 uninsured
admissions back to RHP-18, 4.3% of which were for PPAs. These individuals represent a population that
will have access to expanded primary care services under the DSRIP projects proposed in this plan.

Table 8: RHP 18 Admissions to All Hospitals

Medicaid Medicaid Medicaid |[Uninsured Uninsured Uninsured
2008 2009 2010 2008 2009 2010

6,085 8,643 7,408 4,537 5,022 5,100

2,677 2,791 3,020 1,050 1,170 1,239

668 839 785 468 421 451

9,430 12,273 11,213 6,055 6,613 6,790

Graph Table 8: RHP 18 Admissions to all hospitals serving these counties 2008 - 10
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Table 9. RHP 18 Admissions To Parkland Hospital 2008-10

Medicaid Medicaid Medicaid | Uninsured Uninsured Uninsured
2008 2009 2010 2008 2009 2010

899 1,400 1,327 955 246 238

99 175 165 116 41 34

21 22 28 53 30 21

1,019 1,597 1,520 1,124 317 293

Graph Table 9: Parkland Hospital Admissions from RHP 18
As shown in Table 9 and its

accompanying graph above, RHP-18 e

admissions to Parkland Memorial have e

decreased in the total number of 1200 |

uninsured events. This may be a 1000 | e
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hospitals in the general metropolitan —_
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Data in tables 7, 8 and 9 were obtained N ‘ . : ‘ -

by request, from the DallaS—FOI‘t Medicaid Medicaid Medicaid Uninsured Uninsured Uninsured
. . . 2008 2009 2010 2008 2009 2010
Worth Hospital Council Foundation.

The needs in RHP-18 regarding PPAs and ED visits are at the heart of our plan to expand primary care
access and implement innovative community interventions.

Children's Health

Compared to 2009, the number of children of Hispanic ethnicity is on the rise in Collin and Grayson
counties and on the decline in Rockwall. In addition, there are increases in the number of Black children
in all three counties. The Black population nearly doubled in Collin, and there were decreasing numbers
of White non-Hispanic children in Collin and Rockwall counties. The infant mortality rate was 5.2 per
1,000 in Collin, 5.7 in Grayson, and 3.0 in Rockwall.

In Collin County, an estimated 26,798 children are uninsured, 8,039 of whom live in households earning
200% or less of the Federal Poverty Level (FPL). Grayson and Rockwall counties have 5,380 (1,264 <
200% FPL) and 3,514 (1,118 <200% FPL) in that status, respectively. In 2011, rates of confirmed victims
of child abuse per 1,000 were 5.4 in Collin, 10.2 in Grayson, and 3.3 in Rockwall counties.

Of the 14,035 reported uninsured ED events for RHP-18, 14.7% were for children under age 15. PPAs for
children tend to involve asthma or respiratory illnesses and accidents. National statistics suggest that 1 out
of 7 pre-school age children in low-income families is obese, and 17% of children age 2 to 19. White
Hispanic boys, and Black, non-Hispanic girls are at higher risk for obesity than other race and ethnic
groups.

Statistics for 2008 reflect that in Collin County, ~8% of all births were considered low birth weight
babies, in Grayson County, 7%, and in Rockwall County 8.2%. Race, ethnicity, poverty, chronic diseases,
health problems, and low birth weight babies are all factors associated with the need for expanded access
to primary care for children.

A generally accepted national risk estimate for youth needing mental health and chemical dependency
treatment is 9%. Youth are typically underserved because they do not come to the attention of schools or
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families without a precipitating event usually violent. Many youth enter the public mental health system
though the juvenile justice system. Family courts need more resources for referrals for troubled youth and
families ordered for evaluation and possible counseling to avoid the child being removed from the home
and placed in supervised living or foster care

Behavioral Health

The greatest three needs in behavioral health (mental health and chemical dependency) are increased
access to care, targeted resources to prevent relapse/re-hospitalization/higher cost care, and expanded
diversity of evidence-based services such as jail diversion/mental health courts, peer-counseling, and
integrated physical/behavioral care. Crisis response systems are limited, and access to public inpatient
care is primarily on an emergency basis primarily utilizing local law enforcement and Dallas County
based programs for homeless and crisis services. Estimates are that over half of the persons in community
based behavioral healthcare programs are uninsured.

Collin and Rockwall counties participate in the NorthSTAR Behavioral Health System operated by Value
Options, a private for-profit insurance corporation (3,793 persons received services in the third quarter of
2012). LifePath Systems serves Collin County, and Rockwall County residents are served by Lakes
Regional MHMR Center that also serves fourteen other counties in North Texas. Individuals who need
behavioral health services in the NorthSTAR area must meet the same clinical criteria used statewide but
must also document stricter financial eligibility to gain access to care.

Under the principle of open access, Collin and Rockwall County residents have equal access to care
throughout the geopolitical area covered by NorthSTAR. Collin and Rockwall County residents,
particularly those in proximity to Dallas, can acquire behavioral health services anywhere in the seven
counties by choice or as a consequence of insufficient locally available services. According to the DSHS
“NorthSTAR Data Book: Summary Information on County Trends, FY06-FY11”, the NorthSTAR system
spends less than one-half of the per client amount spent in the rest of Texas. NorthSTAR’s open access
also has had an unintended consequence of certain services, such as jail diversion, veterans’ services,
mobile crisis, supported housing, and after hours clinics being centralized in Dallas County rather than
distributed more evenly in Collin and Rockwall counties.

Two major shifts in the NorthSTAR system for behavioral health occurred in 2010. Outpatient providers’
contract became a flat-rate contract resulting in limited access for new mental health clients with
consequent referrals of some residents to other NorthSTAR providers in Dallas. In September of 2009,
Value Options eliminated Supportive Outpatient Therapy for substance abuse treatment, requiring these
consumers to meet the higher level of care criteria of Intensive Outpatient Treatment to access care.

Collin County has been perceived traditionally by the NorthSTAR system as having less demand for
behavioral health services than its largest contiguous county, Dallas. Collin County’s behavioral health
services needs however, are apparent from the direct and synthetic estimates of need and in the historical
patterns of services utilization by Collin County residents documented in a published 2010 report. While
the population in Collin County has grown 59% over the past 10 years, LifePath Systems has not
expanded its capacity, and due to funding cuts has been forced to reduce services available by almost 50%
from the baseline of 1999.

According to a study conducted by The Strategic Planning and Population Medicine Department of the
Parkland Health & Hospital System, titled “Collin County Community Checkup 2008, the arrest rate for
all drug offenses increased from 180.1 per 100,000 persons in 2002 to 276.1 in 2006. Substance abuse
(SA) related death rates increased from 33 per 100,000 persons in 2000 to 33.6 in 2004. These statistics
reflect the increasing need for qualified chemical dependency provider, and the importance of early
intervention services to prevent criminal justice involvement and SA related deaths.
http://www.dfwhe.org/documents/CollinCountyCommunityCheckup2008_000.pdf. Rockwall County has
identified a critical need to improve jail diversion services. Family services to improve early intervention
with juveniles to prevent criminal activities is also a critical need.
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A large population not getting access to treatment is the working-poor not eligible for state-funded
services, but unable to actually pay the full cost of behavioral health services. According to a 2012
Substance Abuse and Mental Health Services Administration (SAMHSA) approximately 20% of the
population met the criteria for “Any Mental Illness” during a 12 month period, resulting in an estimated
155,685 Collin County individuals each year that should be receiving behavioral health services.
http://www.samhsa.gov/data/NSDUH/2k12Findings/CBHSQDataReviewC2MentalHealth2012.htm

Physical and Behavioral Health services are also often not available or available in a timely manner to
individuals with Intellectual and Developmental Disabilities (DD).Individuals with DD meet with access
obstacles or long waiting periods for appointments, as there are too few providers who accept Medicaid.
Few providers are experienced or trained in treating DD individuals with co-morbid psychiatric disorders.

RHP 18 has an estimated 2011 population of 1,014,935 (Census quick facts). The Center for Disease
Control (CDC) estimated in 2012 that 1 in 88 individuals has an autism spectrum disorder (ASD). Studies
also show that somewhere between one and 3 percent of Americans have DD. Thus approximately 20,289
individuals in RHP-18 may have DD. Using the CDC estimate, 11,533 individuals would have ASD.
Approximately 55% of individuals with ASD also have an 1Q under 70 (~6,343 individuals). People with
ASD are at much higher risk (75%) of developing mental illness than people with IDD. People with IDD
are estimated to experience mental illness at a rate of 33%. (Quintero and Flick, 2010)

Lakes Regional MHMR serves Rockwall County, as part of the NorthSTAR service system. Evidence
suggests that an area of need is to expand access to services to segments of the community who have
heretofore had limited access to care.

Texoma Community Center serves Grayson County. Evidence suggests that an area of need is to expand
access to services to segments of the community that have heretofore had limited access to care.

Projected major changes in demographics, insurance coverage, and healthcare infrastructure expected to
occur during the waiver period of FFY 2012 — FFY 2016

In the next five years, RHP-18 will increase in population at a rate of approximately 5.5% per year.
Growth overall in RHP-18 is expected to be 25% over the 2010 census by the year 2020. The proportion
of uninsured adults and children with household incomes < 200% of FPL is likely to increase. There is a
gap (100% vs. 200%) between the poverty eligibility criteria in RHP-18 counties and other healthcare
systems.

The multi-cultural demographic character of the three counties will continue to become more complex. So
much about the health of a community depends on the choices its citizens make and the values upheld by
its community organizations, public and private. Economic conditions that drive health consumer choices
will need to change to redirect health services utilization patterns away from higher-cost emergent care
systems to lower cost effective and sustaining community support systems including health education,
prevention, and long-term engagement with the healthcare consumer.

Local private and public providers need to become as easy to access as the ED, if we are going to
influence healthcare consumer choices. Medical home models must provide wrap-around continuity of
care programs for at-risk patients with co-morbid physical and mental challenges. Local clinics and
hospitals must develop community-centered partnerships with efficient targeted patient registries, referral
procedures, and follow up services to effectively engage families in a wellness model versus an illness
model of care.

The DSRIP projects proposed by hospitals and community services providers are directed at these types
of systems changes.

The suicide rate in Grayson County is ~15/100,000 compared to 8.5 for Collin, 10 for Dallas, and 13.8 for
Rockwall counties. Counties contiguous with Grayson County have suicide rates similar to those in
Grayson County. Evidence points to the need for expanded services and increased rapid access to care as
well as continuity of information for patients across county borders. One way to do this in more rural
areas is to enhance technical capabilities through telemedicine archiving and transmitting capabilities,
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increasing the number of providers with more flexible policies regarding eligible populations, addressing
substance abuse, and ensuring services for co-morbid medical and behavioral health conditions.

Summary

RHP-18 subscribes collectively to the principles recommended by the Population Health Institute in the
annual national health outcomes and health factors report. These are that healthy communities depend on
and are derived from community members working together to assess needs and resources, focus on
issues deemed by consensus to be the most important, and create effective policies and programs to
favorably impact population health.

In addition to the community needs identified through national, state and local sources, RHP-18 also is
attending to six of the 12 health indicators identified by the U.S. Center for Disease Control in Healthy
People 2020. These six indicators have emerged as important areas of need in the planning process for the
Texas Healthcare Transformation and Quality Improvement Program in Collin, Grayson, and Rockwall
counties of Texas.

e Access to health services

e Clinical preventive services

¢ Injury and violence

e Maternal, Infant, and Child Health

e Nutrition, Physical Activity and Obesity

e Social Determinants of medical and behavioral health problems

Table 10 on the following page provides the list of 14 broadly defined community needs (CN) per HHSC
protocol to which providers have linked DSRIP projects.

In addition to this needs assessment, in Section V of the plan, all performing providers have included
narrative documentation and associated source references for discrete needs associated with each of their
proposed projects and anticipated outcomes.
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Table 10.

Brief Description of

Ideﬁggza;rlon Community Needs Addressed Data Source for Identified Needs
through RHP Plan
Request for Potentially Preventable Admissions
(PPA) Data - Texas Department of State Health
CN.1 Primary care - adults Services (DSHS) Warehouse
DSHS web site selected data:
CN.2 Primary care - children http://www.dshs.state.tx.us/wellness/data.shtm
DSHS web site selected data:
CN.3 Prenatal care http://www.dshs.state.tx.us/wellness/data.shtm
Emergency Department data DFW Hospital
CN A4 Urgent and Emergency care Council Foundation
Co-morbid medical and
behavioral health conditions - all
CN.5 ages DSHS data request; NorthSTAR Dashboard
Federal Government Health Indicators
CN.6 Health professions shortage Warehouse website
CN.7 Preventable acute care admissions | DSHS provided based on data request
CN.8 Diabetes DSHS PPA Data
2009 Texas Behavioral Risk Factors Surveillance
System, Center for Health Statistics, DSHS:
http://www.dshs.state.tx.us/chs/brfss/query/brfss
CN.9 Cardiovascular Disease form.shtm.
Elderly at home, and Nursing
CN.10 Home patients Extrapolated from DSHS PPA data
Behavioral Health - all DSHS data website; Previously conducted studies
CN.11 components - all ages and needs assessments available publicly
CN.12 Other special populations at-risk | DSHS data and surveillance reports
CN.13 Communicable Disease Center for Disease Control
Obesity and its co-morbid risk http://www.window.state.tx.us/specialrpt/obesity
CN.14 factors cost/epidemic.php
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Section IV. Stakeholder Engagement

A. RHP Participants Engagement

RHP 18’s project team was assembled in June 2012 and created a plan for identifying and
communicating with stakeholders and Performing Providers over a four-month period (Phase 1). An
additional plan was created to address stakeholder relations during the review process of November 2012
through June 2013 (Phase 2).

The stakeholder outreach initiative included the following steps:
e Research and identification of potential Performing Providers and stakeholders
¢ Individual outreach and interviews with potential Performing Providers

e Three workshops with potential Performing Providers and stakeholders

Research and identification of potential Performing Providers and stakeholders

The project team worked with county officials and health departments to identify a comprehensive list of
stakeholders. The list includes appropriate representatives from hospitals, community clinics, Mental
Health/Mental Retardation associations, county medical societies and public health officials. Addendum
IV. A. provides the RHP 18 stakeholder list.

Individual outreach with potential Performing Providers

Project team members met with all primary stakeholders during the first month of the project and
continued individual outreach efforts throughout the DSRIP-development process. Project team members
also made themselves available for any on-call meetings requested by the Anchor entity and engaged in
any opportunity to educate potential Performing Providers on the RHP process, DSRIP funding and UC
funding. At critical milestones of the planning process, potential Performing Providers were encouraged
to participate in HHSC weekly webinars, and submit questions directly to HHSC. Addendum IV. B.
provides a listing of stakeholder meetings and presentations.

Throughout the process the RHP 18 project team facilitated discussions among possible IGT providers
and potential Performing Providers at the request of the Anchor. These discussions resulted in fostering
better understanding of the Waiver 1115 funding mechanisms, and in some cases resulted in innovative
cooperation to provide additional IGT dollars directed toward potential DSRIP projects.

Three workshops with potential Performing Providers and stakeholders

RHP-18 conducted stakeholder outreach workshops on July 17, 2012, July 31, 2012, and September 14,
2012. Approximately 50 people (including potential performing providers) attended the first workshop
that included the following activities.

e Areview of the 1115 Waiver Program
Roles and responsibilities of RHP-18
Questions & answers with a representative from HHSC
Breakout sessions, per county, to discuss potential DSRIP projects

Approximately 25 people attended the second workshop in which the project team reviewed potential
DSRIP narrative and menu details. A representative from HHSC provided additional time (via conference
call) to answer stakeholder questions. Approximately 25 individuals attended the third workshop where
the project team reviewed the draft RHP 18 Community Needs Assessment.
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RHP-18 provided stakeholders with a draft of the Community Needs Assessment on Sept. 12, 2012. This
provided the stakeholders with two days to review the document prior the group review workshop on
September 14, 2012. During this workshop, the project team sought feedback regarding the Community
Needs Assessment, discussed the overall RHP vision, and identified DSRIP projects. In addition, the
project team provided updates regarding the HHSC schedule and updates to the RHP plan requirements.
RHP-18 project team members were available to answer questions and provide assistance to performing
providers expected to submit Pass 1 DSRIP projects. Addendum IV. C. provides agendas for three
workshops.

Pass 2 and Pass 3 procedures engaged stakeholders in face-to-face meetings, teleconferences and
email communications. These activities involved technical assistance, project consultation, plan
document development guidance, and policy communications from HHSC and Anchor
teleconferences.

Future stakeholder outreach

The complete stakeholder group will be assembled approximately four times, at minimum once per
quarter to review the selected DSRIP projects as they progress. Meetings will tentatively be scheduled for
January, April and June 2013. This will serve as the Learning Collaborative for RHP 18 performing
providers at which plan implementation and success strategies will be discussed.

B. Public Engagement

The RHP 18 project team conducted proactive public engagement initiatives through four primary
initiatives:
e Website updates
e Engagement with non-participating Providers and non-Performing Providers such as Medical
Societies
e An open planning meeting with potential Performing Providers and stakeholders
e Public Hearings to obtain stakeholder feedback on Sections I, II, III and IV of the Plan with a
focus on each and every ""passes’"" DSRIP projects.

Website updates

The project team provided Collin, Grayson and Rockwall counties with materials regarding the 1115
Waiver program, efforts conducted within the RHP-18 region and notice for the public hearings. These
items were posted on county websites for public viewing. In addition, the Anchor entity directed the RHP
project team to follow up on email and phone correspondence received by interested parties and the
general public.

Upon request, the RHP project team members provided briefings at County Commissioner’s Court
sessions and answered questions from county officials in an open forum. These briefings were
documented as part of an official public record.

Engagement with non-participating Providers and non-Performing Providers

The RHP Anchor and project team conducted public engagement with non-participating Providers and
non-Performing Providers such as medical society representatives to inform them of the RHP process and
solicit their feedback and/or endorsement of the proposed DSRIP projects. Non-participating providers
who were eligible to submit transformative projects and chose to opt out were kept informed of all
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meetings and the project team shared information regarding the ability to submit DSRIP projects at a later
date for potential Pass 2 funding opportunities. Non-participating providers provided input throughout the
workshop opportunities, received email updates through the list serve and had opportunities to attend and
participate in the public hearings.

Open planning meeting with potential Performing Providers, stakeholders, and the general public

The RHP-18 held a daylong open planning meeting on October 16, 2012. This open planning meeting was
held at the Collin County Administration Building from 9:30 AM to 5:00 PM. The open planning meeting
format was intentionally held in Collin County, the location of the Anchor. The meeting was designed to
demonstrate in real-time how the RHP project team assembled the RHP Plan in its final format, prior to
plan approval. The documents were projected onto a large screen whereby stakeholders and passersby
could come and go, observe, ask questions and provide verbal input throughout the day as the team
worked and discussed Sections I, II, III, and IV of the plan. This open process was meant to both educate
and involve potential Performing Providers and stakeholders.

Public Hearings

Three Pass 1 public hearings were conducted — one in each county (Collin, Grayson, Rockwall) — in
October 2012. At each of the public hearings held on October 22 and 23, the RHP project team provided
an overview of Sections I, II, III, and IV of the RHP-18 Plan to include Pass 1 DSRIP projects. In
preparation for these public hearings, public hearing notices were generated, and each partner county
posted information in accordance with the Texas Open Meetings Act. In addition to conducting the public
hearings, the RHP project team submitted draft RHP Plan information for posting on the county websites
for no less than a five-day period, Oct. 22-26. The public had an opportunity to provide written or verbal
comments following the Public Hearings. Addendum IV. D. provides the public hearing notices.

A total of six stakeholders presented public comments during the public hearings and one person
submitted a written question during the process. The person who submitted the question was directed to
the state insurance office. All comments were of a positive, supportive nature of the communications
process.

The RHP 18 project team conducted one public hearing for Pass 2 and Pass 3 projects on December 10,
2012. A public comment period was available from Dec. 10-14, 2012. The Plan was posted on the Collin
County website for public viewing and a public notice was generated. Electronic and verbal comments
were accepted. No additional public comments were made.

Future Public Engagement

The RHP 18 project team will continue to provide updates to each county for posting and distribution to
the public. The project team will respond to requests for meetings and correspondence with the public as
required.
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Section V. DSRIP Projects
A. RHP Plan Development

Assigned RHP Tier-4 process used to implement list of projects

RHP-18 (Collin, Grayson and Rockwall counties) is a Tier 4 region and is required to have a minimum of
four (4) projects from Category 1 and Category 2. Two projects must come from Category 2.

The RHP 18 team contacted potential providers in the original four counties (Collin, Grayson, Rockwall
and Denton) and invited them to a workshop to introduce and discuss the Texas Healthcare
Transformation and Quality Improvement Program. Following the meeting, a call for potential DSRIP
projects from Categories 1 and 2 went out to the potential participating providers who attended the
meeting. The RHP-18 team provided technical assistance with guidance from the information provided by
HHSC. The following table lists projects considered in Pass 1.

DSRIP Projects Considered for Pass 1

Category 1

Expand Pediatric Primary Care: Children's Medical Center

Expand Pediatric Primary Care: Children's Medical Center

Enhance Community based settings where behavioral health services may be delivered in underserved areas:
Children's Medical Center

Enhance Community based settings where behavioral health services may be delivered in underserved areas:
Children's Medical Center

Expand Primary and Specialty Care Clinics: UT Southwestern

Expand Primary and Specialty Care Clinics: UT Southwestern

Establish more primary care clinics: Texoma Medical Center

Enhance Performance Improvement and Reporting Capacity: Texoma Community Center

Implement technology-assisted behavioral health services from psychologists, psychiatrists, substance abuse
counselors, peers and other qualified providers(Telemedicine projects): Texoma Community Center

Enhance service availability of appropriate levels of behavioral health care (expand treatment for chemical
dependency): Texoma Community Center

Enhance service availability of appropriate levels of behavioral health care (increase access in underserved areas):
Texoma Community Center

Introduce, Expand or Enhance Telemedicine/Telehealth: Lakes Regional MHMR Center

Category 2

Enhance and expand medical homes: Children's Medical Center

Integrate Primary and Behavioral Health Care: LifePath Systems

Develop Care Management Function that Integrates Primary and Behavioral Health Needs of Individuals: Texoma
Community Center
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DSRIP Projects Considered for Pass 2

Category 1

Expand Behavioral Health Specialty Care Capacity: LifePath Systems
Expanded primary Care: Centennial Medical Center

Category 2

Intervention for Targeted BH Population to Prevent Unnecessary Use of Higher LOC: LifePath Systems

Interventions to prevent unnecessary use of higher level services: Texoma Community Center

Interventions to prevent unnecessary use of higher level services: Lakes Regional MRMR Center

DSRIP Projects Considered for Pass 3

Category 1

Expand Behavioral Health: Trauma Counseling: Lakes Regional MHMR Center

Category 2

Whole Health Peer Support Services: LifePath Systems

Increase efficiencies in primary care clinic for persons with co-morbid behavioral health and medical conditions:
Texoma Community Center

Day treatment for children with autism and behavioral health problems: Lakes Regional MHMR Center

DSRIP Projects Not Considered

All submitted projects were considered and listed.

RHP goals - Regional approach to address needs/goals
Based on the community needs assessment data, the goal to improve the health of those living in RHP-18
is focused on six of the 12 health indicators defined by the U.S. Center for Disease Control in Healthy
People 2020. These six have emerged as important areas of need in the planning process for the Texas
Healthcare Transformation and Quality Improvement Program in Collin, Grayson, and Rockwall counties
of Texas.

e Access to health services
Clinical preventive services
Injury and violence
Maternal, Infant, and Child Health
Nutrition, Physical Activity and Obesity
Social Determinants
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Fourteen specific areas of needs were identified by the community assessment and were distributed to the
RHP-18 stakeholders. While addressing specific identified needs in RHP-18, selected DSRIP projects will
address these broad areas to transform care in the region and ultimately affect the health of all populations
within the counties.

Process for evaluating & selecting projects

RHP-18 potential providers were asked to submit DSRIP narratives and milestone and metrics tables to be
reviewed by the RHP-18 project team. During the review process, care was taken to assure that they met
the expectations and requirements set forth in the Funding and Mechanics protocol. Selections of the Pass
1 projects were based on the ability to address the needs of the population, suitability to population
regional impact and available IGT. The following pages list narratives from each project provider.

Process for implementing Passes

The RHP-18 project team originally considered the possibility that there would only be enough projects to
warrant one pass. However, performing providers identified additional IGT sources to allow for Passes 2
and 3. Major and primary care projects were considered for Pass 1. Although mental health projects are
necessary in the region, a 10-percent limit on MHMR participation in Pass 1 allowed for additional
MHMR projects in Passes 2 and 3. Pass 1 was originally created with the Plan and submitted to HHSC on
November 13, 2012. The Pass 2 Plan was submitted to HHSC on December 13, 2012, and the final RHP
Plan, including Pass 3 items, was submitted to HHSC on December 22, 2012. (Dates listed may vary by
one-to-two days based on actual delivery schedules.)

B. Project Valuation

RHP-18 considered valuation methodologies used by other regions with similar characteristics.
Ultimately we selected a methodology utilized by RHP-6, in which specific program attributes are
assigned numeric rankings on a scale of 1 to 5. Each RHP-18 provider was free to utilize individual
valuation methodologies so long as they referenced the source and rationale.

Once IGT was identified/verified and after potential providers submitted DSRIP projects, the project team
assembled the projects into a spreadsheet (Addendum V.B.1.). The spreadsheet was also provided to
potential providers to complete if they did not have their own valuation mechanisms. The project team
submitted rankings with the potential provider rankings. The final information was submitted to the
Anchor. The Collin County Commissioners Court, serving as the RHP-18 Anchor, approved the DSRIP
projects as part of the RHP Plan. The project valuation methodology was provided to stakeholders on Oct.
3, 2012, in advance of the Oct. 5 Pass 1 project submission deadline.

General criteria for valuing projects are reflected in the following table, except for those who utilized
other methods.

Criteria Description

Achieves The project:

Waiver Goals | -Assures patients receive high-quality and patient-centered care, in the most cost effective ways
-Improves the health care infrastructure to better serve the Medicaid and uninsured residents of
our counties

-Further develops and maintain a coordinated care delivery system

-Improves outcomes while containing cost growth

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

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

-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?
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Addresses -Will the project address one or more community needs outlined in the RHP-18 Plan?
Community -How significant is the expected impact? To what extent will it “move the dial”?
Needs -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?
Project Scope | -How “big” is the project? Consideration is given to the following:
-Outreach to the targeted population
-Patient visits/encounters Providers recruited/trained
-Savings estimated from avoiding/preventing unnecessary ER visits or hospitalizations
Project -How large is the expected investment to successfully implement this project and achieve
Investment milestones and metrics? Consideration is given to the following: Human resources,
equipment purchase and maintenance, legal and professional fees, time to implement
Risk Assessment, organizational priorities

1 to S scale: 1=minimal achievement of criteria; S=maximum achievement of criteria

An example of the template and scoring is below.

Meets Addresses Value
Waiver | Community | Project Project Weight
Project Project | Project Goals Needs Scope | Investment of
Description | Category Area Option | (1to5) (1toS) (1to5) (1toS) Project
Hospital 1.1.1 Expand | Establish 5 4 4 18
ABC - Primary more
Open a Care primary
Clinic Capacity care
clinics

For each proposed project, each criterion score was added to produce a total score, that is the value weight of the

project. In addition, the template calculates initial project values for the selected projects based on the provider’s
allocation of funds and project scores. The next table displays the total DSRIP allocation for RHP-18.

Total DSRIP Entitlement

DY1 DY2 DY3 DY4 DY5 DSRIP Total
$28,037,958 $32,499.,651 $34,767,068 $37,790,292 $133,094,969
The example is continued with the cost valuation summary.
Value Total
Weight of | Value for | Value for | Value for | Value for | Value DY
Project Description Project DY 2 DY 3 DY 4 DY S5 2-5
Hospital ABC — Open a 18 $650,000 | $710,000 | $750,000 | $790,000 $2.9
Clinic million

It is important to note that these are gross estimates, and IGT will be required to pull down the full
payment. This methodology is based on valuation models in RHP-6.
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C. Category 1: Infrastructure Development

In the following Section C of the RHP 18 Plan we have presented 15 projects in Category 1, each pass
separated by a cover page listing the number of projects by provider.

Each project includes a one-page abstract per instructions of the Texas HHSC 11-2012.

Provider: Brief description of the provider organization

Hospital ABC is a 40-bed hospital in CDF Town serving a 25 square mile area and a population of
approximately 21,000.

Intervention(s): This project will implement telemedicine to provide patient consultations by a pharmacist
after hours and on weekends to reduce medication errors.

Need for the project: We currently only have a pharmacist onsite 40 hours per week and have noticed an
increase in inpatient admissions, many of which are related to medication errors.

Target population: The target population is our patients that need medication consults after hours.
Approximately 50% of our patients are either Medicaid eligible or indigent, so we expect they will benefit
from about half of the consults.

Category 1 or 2 expected patient benefits: The project seeks to provide 200 telemedicine consults in DY4
and 400 in DY5.

Category 3 outcomes: IT-X.X Our goal is to reduce the 30-day potentially preventable all-cause
readmission rate from X% currently to X% by DYS5. (If more than one outcome, use sub-bullets.)

Major needs addressed by Category 1 projects include expanding access to needed services to prevent
unnecessary use of emergency and inpatient care:

Primary Care for adults and for children

Specialty care clinics to prevent unnecessary use of ER and hospital services

Health professions shortages

Pre-natal care and behavioral health care

Blended services for co-morbid conditions

Remote access through telemedicine services

Patient education for improved health behaviors and appropriate services use

Primary metrics for projects in Category 1 include monitoring the services utilization and referral
patterns, the impact on hospitalization and ER use, the maximum utilization of provided capacities in
new programs, and patient satisfaction measures.
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CATEGORY 1

There are 15 total Category 1 Projects Presented

PASS 1

In Pass 1 there are 12 Projects

Four from Children's Medical Center in Plano

Two from the University of Texas Southwestern (UTSW)
One from Texoma Medical Center

Four from Texoma Community Center

One from Lakes Regional MHMR

For Pass 2, we added two Category 1 projects:

One by LifePath Systems
One by Tenet Centennial Medical Center of Frisco

In Pass three, we added one Category 1 project:

Lakes Regional MHMR

RHP Plan for RHP-18
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SUMMARY PAGE: CHILDREN'S MEDICAL CENTER: Pass 1 Category 1 Project/138910807.1.1

Project Option 1.1.1
Expand Pediatric Primary Care — Children’s Medical Center

Provider: Children’s has two hospitals, one in Dallas with 487 licensed beds and one in Plano with 72
licensed beds. Children’s has pediatric specialty outpatient services in Dallas, Plano and Grapevine.
Children’s also has a system of primary care centers, MyChildren’s, which focuses on providing primary
care to children covered by Medicaid and CHIP. Children’s has approximately 600,000 patient contacts a
year.

Children’s has the largest market share for pediatrics in DFW region with 51% of the market for inpatient
discharges. Of that volume, 67% of the cases were either covered by a government payor (Medicaid and
CHIP) or had no insurance (indigent/uninsured).

MyChildren’s payor mix: 75% Medicaid, 15% CHIP, 5% self-pay (uninsured), 5% Commercial

Intervention(s): Expand the capacity of pediatric primary care in Collin County with an additional
Children’s Medical Center (CMC) primary care center integrated with critical support services across a
continuum of care to better accommodate the needs of the pediatric population (Medicaid and CHIP), so
that children receive the right care at the right time, have access to same-day appointment thereby
reducing the unnecessary use of Emergency Department services.

Children’s Medical Center is the safety net hospital for children in Dallas County, providing the majority
of ED, specialty and inpatient care to Medicaid and safety net patients/families.

Need for the project: There are very limited options for children covered by Medicaid and CHIP to
receive care in a primary care setting.

Target population: The target population is children in RHP 18 covered by Medicaid and CHIP.

1.1 new offices Visits Panel
DY3 11,928 4,451
DY4 14,313 5,341
DY5 15,744 5,875
Total Visits 41,985

Category 1 or 2 expected patient benefits: This project will improve access to care to children covered
by Medicaid and CHIP.

Category 3 outcomes: OD-9 Preventive and Primary Care. IT-3.9.2 ED appropriate utilization. (Stand
alone measure) This measure was selected because the project is designed to support appropriate
utilization of ED services and reduce the inappropriate use of ED services. This project will increase in
the number of children with all recommended well-child visits, increase in children receiving
immunizations on schedule, increase in availability of same day or next day ““sick™ visits, reduce the
inappropriate use of the emergency department and reduce overall cost of health care for children in
Collin County. Specifically this project will decrease or stabilize the number of patients in the ER or UR
settings and increase use of primary care, as well as decrease the repeated use of the ER. It will align
care intensity with the requirements of the clinical presentation and provide evidence of change in patient
flow to the PC clinics.

This project is not funded through a collaboration option. No additional federal funding grants
support this project.
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Title of Project: Expand Pediatric Primary Care

Unique RHP project identification number: 138910807.1.1
Performing Provider Name: Children’s Medical Center/138910807

Project Description

Expand the capacity of pediatric primary care in Collin County through one additional Children’s Medical
Center (CMC) primary care center so that children receive the right care at the right time; have access to
same-day appointment thereby reducing the unnecessary use of Emergency Department services. The
additional capacity will be integrated with all other community-based providers across a continuum of
care to establish a “virtual safety net” for children’s health care.

Goals and Relationship to Regional Goals

The goals of the project are to increase the availability of pediatric primary care services in Collin County
and ensure the appropriate use of such services by the population through support systems and electronic
technology. Incremental increase in local pediatric primary care clinics with after-hours availability and
the use of telemedicine to link primary care providers with pediatric specialists will ensure both the
availability and use of cost-effective, high-quality pediatric care and health advice and reduce unnecessary
use of emergency department services.

This project is related to the regional goals of improving access to primary and preventive care,
decreasing potentially avoidable admissions, decreasing potentially avoidable readmissions, decreasing
potentially avoidable complication, increasing self-management skills, increasing adherence to self-care
plans and increasing the availability of primary and preventive services.

1.1 new offices Visits Panel
DY3 11,928 4,451
DY4 14,313 5,341
DY5 15,744 5,875
Total Visits 41,985

MyChildren’s payor mix: 75% Medicaid, 15% CHIP, 5% self-pay (uninsured), 5% Commercial

Challenges

A major challenge will be changing the behaviors of families who have used emergency services for low
complexity care. This challenge will be addressed through the use of health literacy principles, language
and culturally appropriate approaches the through the use of community health workers who reside in the
community and understand the customs and speak the language. Behavior changes are projected based on
the reduction in inappropriate emergency department utilization in a targeted zip code after a new
MyChildren’s primary care office opened in that zip code. Another challenge will be recruiting sufficient
numbers of staff who are bilingual and multicultural. Children’s is the pediatric training site for many
student healthcare training programs. Bilingual and culturally diverse students will be identified through
the relationships developed during the training at Children’s and then recruited after the student training is
completed.

Five-year Expected Outcomes
The five-year expected outcomes of the project include increase in the number of children with all
recommended well-child visits, increase in children receiving immunizations on schedule, increase in
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availability of same day or next day “sick” visits, reduction in the inappropriate emergency department
use and reduction in overall cost of health care for children in Collin County.

Starting point/baseline
The baseline for this project is the number of MyChildren’s locations at the beginning of DY 1.

Rationale

Children’s Medical Center’s (CMC) emergency department treats approximately 50,000 Level 4 and
Level 5 visits annually (36% of total emergency department visits) for children with low-acuity illnesses
and acute care symptoms, which can be more cost-effectively addressed in community-based primary care
clinics. The days and times of the day for the Level 4 and Level 5 visits include normal workday hours,
evening weekday hours and weekend hours. Children’s Medical Center mapped the ZIP codes where the
largest percentage of the families reside whose children were presenting themselves at the CMC
emergency department for Level 4 and Level 5 visits. CMC then determined which of the identified ZIP
codes lacked available and accessible primary care, located a suitable lease opportunity in the identified
ZIP code for a CMC primary care center.

As concluded in the Regional Health Partnership 18 Community Needs Assessment Report, the demand
for pediatric primary care services, which are both accessible and convenient for patient families, exceeds
the available capacity, thus limiting health care access for many low-level acute care management or
chronic conditions. Emergency departments are treating high volumes of pediatric patients with
preventable conditions or conditions that are suitable to be addressed in a primary care setting.
Additionally, many pediatric primary care physicians accept a limited number of the
Medicaid/CHIP/uninsured population and may have limited or no extended hours, ultimately even further
restraining the capacity of many families to access important primary care services. Between 2000 and
2010, the percentage of Texas doctors accepting Medicaid patients decreased from 67% to 31%. About
40% of the children in the North Texas Corridor have no or limited access to health insurance.

Project Components

Project 1.1 “Establish more primary care clinics” does not contain core project components. Milestones
and metrics are based on relevancy to the RHP 18’s pediatric population, the community needs for
additional pediatric primary care and the baseline data of non-emergent emergency department use by
children.

Community Needs Addressed
o CN 2 Primary care — children

° CN 7 Preventable acute care admissions
J CN 4 Urgent and emergency care

Project Enhances an Existing Delivery System

The project will enhance the current supply of pediatric primary care and lessen the burden of care in
current Federally Qualified Healthcare Centers and centers who serve children on Medicaid and CHIP in
Collin County.

Related Category 3 Outcome Measure and Rationale for Selecting Outcome Measure

OD-9 Primary and Preventive Care. IT-3.9.2 ED appropriate utilization. (Stand alone measure)

This measure was selected because the project is designed to support appropriate utilization of ED
services and improve the health of low-income children.
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This project will increase in the number of children with all recommended well-child visits, increase in
children receiving immunizations on schedule, increase in availability of same day or next day “sick”
visits, reduce the inappropriate use of the emergency department and reduce overall cost of health care for
children in Collin County. Specifically this project will decrease or stabilize the number of patients in the
ER or UR settings and increase use of primary care, as well as decrease the repeated use of the ER. It will
align care intensity with the requirements of the clinical presentation and provide evidence of change in
patient flow to the PC clinics. This outcome measure is used for multiple projects because the population
served is the same and the collective impact of the projects will decrease inappropriate ED usage.
Inappropriate ED use is a multi-factor problem that will require multi-factor solutions.

Relationship to other projects

1.2 Expand Primary Care Hours

1.3 Implement Disease Management

1.4 Expand Pediatric Behavioral Health

2.1 Expand/Enhance Medical Homes

RD-1 Potentially Preventable Admissions
RD-2 30-day readmissions

RD-3 Potentially Preventable Complications
RD-4 Patient-centered Healthcare

RD-5 Emergency Department

RD-6 Initial Core Set Health Care Quality Measure

Relationship to Other Performing Providers’ Projects in the RHP:

Activities undertaken by Children's Medical Center will have relationships with other transformation
projects. Among these are those undertaken by UT Southwestern in the Primary and Specialty Care
Capacity, Texoma Medical Center's Grayson County Health Clinic in Primary Care Clinics, Texoma
Community Center, LifePath Systems, and potentially Lakes Regional MHMR Center in the integration
initiatives for persons with co-morbid medical and behavioral health conditions.

Plan for Learning Collaborative:

The RHP 18 Anchor will coordinate with all of the RHP 18 participating providers and other interested
organizations/groups to provide and support mechanisms, both in-person, and electronically, for
collaborations around at least, but not only, health education initiatives, project challenges and
innovation, system gaps, and best-practices. This provider will participate in these mechanisms of
learning collaboration.

Project Valuation:
This project was valued using the RHP 18 Scoring Criteria Guidance with a 1 to 5 scoring range and the
following criteria:

o Meets Waiver Goals 5
o Addresses Community Needs 5
o Project Scope 2
o Project Investment 5
o Value Weight of the Project 17

Each point of the scale was given a value of $288,997 based on expected savings, improved outcomes and
improved satisfaction with the health care system over the life of the project and beyond the life of the
project as all patients are pediatric with expected savings to continue into adulthood. The overall project
value was then divided between Category 1, 2 and 3 based on HHSC-provided guidelines with Category 4
being allotted the maximum 15% in later years by reporting on Optional Domain 6.
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138910807.1.1

111

NO COMPONENTS]

EXPAND PEDIATRIC PRIMARY CARE

Children’s Medical Center

138910807

OD9
Year 2

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

P-1. Milestone: 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

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

Rationale/Evidence: It is well
known the national supply of
primary care does not meet the
demand for primary care
services. Moreover, it is a goal
of health care improvement to
provide more preventive and
primary care in order to keep
individuals and families healthy
and therefore avoid more costly
ER and inpatient care. RHPs
are in real need of expanding

IT-9.2

138910807.3.1
Year 3

(10/1/2013 — 9/30/2014)

P-5. Milestone: 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.

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

Rationale: Additional staff
members and providers may be
necessary to increase capacity
to deliver care.

Goal: Training completed by
for 7 new staff by 9/30/14

Preventive and Primary Care

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

I-12. Milestone: Increase
primary care clinic volume of
visits and evidence of improved
access for patients seeking
services.

[-12.2. Metric: Documentation
of increased number of unique
patients, or size of patient
panels. Demonstrate
improvement over prior
reporting period.

Total number of unique patients
encountered in the clinic for
reporting period.

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

Rationale/Evidence: This
measures the increased volume
of visits and is a method to
assess the ability for the
Performing Provider to increase
capacity to provide care.
Increase over baseline
determined in DY2

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

I-13. Milestone: Enhanced
capacity to provide urgent care
services in the primary care
setting.

I-13.1. Metric: Percent patients
recelving 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. Demonstrate
improvement over baseline
rates

Numerator: number of patients
recelving urgent care
appointment within 2 days of
request

Denominator: number of
patients requesting urgent care
appointment.

Data source: Registry, EHR,
claims or other Performing
Provider scheduling source
Rationale: Identifying patient
flow as it relates to urgent care
needs allow Performing

RHP Plan for RHP-18
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138910807.1.1

111

NO COMPONENTS]

EXPAND PEDIATRIC PRIMARY CARE

Children’s Medical Center

138910807

OD9
Year 2

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

primary care capacity in order
to be able to implement the
kind of delivery system reforms
needed to provide the right care
at the right time in the right
setting for all patients.

Goal: One additional clinic
open on or before 9/30/13

Milestone P1 Estimated
Incentive Payment:
$1,072,890

IT-9.2

138910807.3.1
Year 3
(10/1/2013 — 9/30/2014)

Milestone P5 Estimated
Incentive Payment:
$1,097,312

Preventive and Primary Care

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

Goal: 50% of targeted volume
for DY4, 7,157 visits

Milestone I 12 Estimated
Incentive Payment:
$1,095,611

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

Providers to tailor staffing,
triage protocols and service
hours to best address patient
needs and increase capacity to
accommodate both urgent and
non-urgent appointments.

Goal: 50% of urgent care visits
within 2 days of request Exact
volume of urgent appoint slots
varies with seasonality and
severity of illness patterns.

Milestone I 13 Estimated
Incentive Payment:
$884,654

Year2 Estimated Milestone
Bundle Amount: $1,072,890

Year3 Estimated Milestone
Bundle Amount:
$1,097,312

Year4 Estimated Milestone
Bundle Amount:
$1,095,611

Year5 Estimated Milestone
Bundle Amount:
$884,654

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD: $4,150,467
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SUMMARY PAGE: CHILDREN'S MEDICAL CENTER: Pass 1 Category 1 Project/138910807.1.2

Provider: Children’s has two hospitals, one in Dallas with 487 licensed beds and one in Plano with 72
licensed beds. Children’s has pediatric specialty outpatient services in Dallas, Plano and Grapevine.
Children’s also has a system of primary care centers, MyChildren’s, which focuses on providing primary
care to children covered by Medicaid and CHIP. Children’s has approximately 600,000 patient contacts a
year.

Children’s has the largest market share for pediatrics in DFW region with 51% of the market for inpatient
discharges. Of that volume, 67% of the cases were either covered by a government payor (Medicaid and
CHIP) or had no insurance (indigent/uninsured).

MyChildren’s payor mix: 75% Medicaid, 15% CHIP, 5% self-pay (uninsured), 5% Commercial

Intervention(s): The purpose of this project is to expand the hours of operation to include nights and
weekends at the MyChildren’s locations and to establish a 24 hour RN triage telephone.

Need for the project: There are very limited options for children covered by Medicaid and CHIP to
receive care on evenings and weekends except at hospital emergency departments.

Target population: The target population is children in RHP 18 covered by Medicaid and CHIP.

Plano McKinney East
Plano
After Hours Visits DY3 3626 556 578
After Hours Visits DY4 3626 584 694
After Hours Visits DY5 3626 613 763
Plano McKinney East
Plano
RN Line DY3 2 per night 730 730 730
RN Line DY4 2.5 per night 913 913 913
RN Line DY5 3 per night 1095 1095 1095

Category 1 or 2 expected patient benefits: This project will improve access to care to children covered
by Medicaid and CHIP.

Category 3 outcomes: OD-9 Preventive and Primary Care. I1T-3.9.2 ED appropriate utilization. (Stand
alone measure) This measure was selected because the project is designed to support appropriate
utilization of ED services and reduce the inappropriate use of ED services. Evidence of effectiveness will
include metrics regarding the full utilization of the 24 hour RN triage service, with patient satisfaction
with follow-up care and management.

This project is not funded through a collaboration option. No additional federal funding grants
support this project.
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Title of Project: Expand Pediatric Primary Care

Unique RHP project identification number: 138910807.1.2
Performing Provider Name: Children’s Medical Center/13890807
Expand Pediatric Primary Care Project Option 1.1.2

Project Description

Expand the capacity of pediatric primary care in Collin County through: (B) expanding primary clinic
hours and (C) expanding primary care clinic staffing to better accommodate the needs of the pediatric
population (Medicaid and CHIP), so that children receive the right care at the right time; have access to
same-day appointment thereby reducing the unnecessary use of Emergency Department services. No
additional primary care clinic space (component A) is anticipated as additional capacity can be achieved
in the current space by increasing hours open and adding staff. This project will also establish a 24/7
pediatric nurse/physician advice line and outreach call capability. The additional capacity will be
integrated with all other community-based providers across a continuum of care to establish a “virtual
safety net” for children’s health care.

Goals and Relationship to Regional Goals

The goals of the project are to increase the availability of pediatric primary care services in Collin County
and ensure the appropriate use of such services by the population through support systems and electronic
technology. Incremental increase in local pediatric primary care clinics with after-hours availability,
coupled with a 24/7 pediatric nurse/physician advice line and outreach call capability will ensure both the
availability and use of cost-effective, high-quality pediatric care and health advice and reduce unnecessary
use of emergency department services.

This project is related to the regional goals of improving access to primary and preventive care,
decreasing potentially avoidable admissions, decreasing potentially avoidable readmissions, decreasing
potentially avoidable complication, increasing self-management skills, increasing adherence to self-care
plans and increasing the availability of primary and preventive services.

Plano McKinney East

Plano

After Hours Visits DY3 3626 556 578
After Hours Visits DY4 3626 584 694
After Hours Visits DY5 3626 613 763
Plano McKinney East
Plano

RN Line DY3 2 per night 730 730 730
RN Line DY4 2.5 per night 913 913 913
RN Line DY5 3 per night 1095 1095 1095

MyChildren’s payor mix: 75% Medicaid, 15% CHIP, 5% self-pay (uninsured), 5% Commercial
Challenges

A major challenge will be changing the behaviors of families who have used emergency services for low
complexity care. This challenge will be addressed through the use of health literacy principles, language
and culturally appropriate approaches the through the use of community health workers who reside in the
community and understand the customs and speak the language. Behavior changes are projected based on
the reduction in inappropriate emergency department utilization in a targeted zip code after a new
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MyChildren’s primary care office opened in that zip code. A second challenge will be recruiting sufficient
numbers of staff who are bilingual and multicultural. Children’s is the pediatric training site for many
student health care training programs. Bilingual and culturally diverse students will be identified through
the relationships developed during the training at Children’s and then recruited after the student training is
completed.

The five-year expected outcomes of the project include increase in the number of children with all
recommended well-child visits, increase in children receiving immunizations on schedule, increase in
availability of same day or next day “sick” visits, reduction in the inappropriate emergency department
use and reduction in overall cost of health care for children in Collin County.

Starting point/baseline

The baseline for this project is the hours of operations of MyChildren’s locations in Collin County at the
beginning on DY1.

Rationale

Children’s Medical Center’s (CMC) emergency department treats approximately 50,000 Level 4 and
Level 5 visits annually (36% of total emergency department visits) for children with low-acuity illnesses
and acute care symptoms, which can be more cost-effectively addressed in community-based primary care
clinics. The days and times of the day for the Level 4 and Level 5 visits include normal workday hours,
evening weekday hours and weekend hours. Children’s Medical Center mapped the ZIP codes where the
largest percentage of the families reside whose children were presenting themselves at the CMC
emergency department for Level 4 and Level 5 visits. CMC then selected one of the identified ZIP codes
lacked available and accessible primary care and located suitable lease opportunities in the identified ZIP
codes for CMC primary care centers.

As concluded in the Regional Health Partnership 18 Community Needs Assessment Report, the demand
for pediatric primary care services for children on Medicaid and CHIP, which are both accessible and
convenient for patient families, exceeds the available capacity, thus limiting health care access for many
low-level acute care management or chronic conditions. Emergency departments are treating high
volumes of pediatric patients with preventable conditions or conditions that are suitable to be addressed in
a primary care setting. Additionally, many pediatric primary care physicians accept a limited number of
the Medicaid/CHIP/uninsured population and may have limited or no extended hours, ultimately even
further restraining the capacity of many families to access important primary care services. Between 2000
and 2010, the percentage of Texas doctors accepting Medicaid patients decreased from 67% to 31%. In
the North Texas Corridor, almost 40% of children either have no health insurance or insurance with
limited access (Medicaid and CHIP).

Project Components

Project 1.2 “Establish more primary care clinics” does contain core project components. As noted above,
we will not be using component (A), expand clinic space but will increase capacity through components
(B) expand clinic hours and (C) expand primary care staffing. Milestones and metrics are based on
relevancy to the RHP 18’s pediatric population, the community needs for additional pediatric primary
care and the baseline data of non-emergent emergency department use by children.

Community Needs Addressed

. CN 2. Primary care - children
o CN 4. Urgent and emergency care

. CN 7. Preventable acute care admissions
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Project Enhances an Existing Delivery System

The project will enhance the current supply of pediatric primary care and lessen the burden of care in
current Federally Qualified Healthcare Centers and other centers which serve children covered by
Medicaid and CHIP.

Related Category 3 Outcome Measure and Rationale for Selection
OD-9 Preventive and Primary Care. I1T-3.9.2 ED appropriate utilization. (Stand alone measure)

This measure was selected because the project is designed to support appropriate utilization of ED
services and improve the health of low-income children. This project will increase in the number of
children with all recommended well-child visits, increase in children receiving immunizations on
schedule, increase in availability of same day or next day “sick” visits, reduce the inappropriate use of the
emergency department and reduce overall cost of health care for children in Collin County. Specifically
this project will decrease or stabilize the number of patients in the ER or UR settings and increase use of
primary care, as well as decrease the repeated use of the ER. It will align care intensity with the
requirements of the clinical presentation and provide evidence of change in patient flow to the PC clinics.
This outcome measure is used for multiple projects because the population served is the same and the
collective impact of the projects will decrease inappropriate ED usage. Inappropriate ED use is a multi-
factor problem that will require multi-factor solutions.

Relationship to other projects:

1.1 Establish more primary care clinics

1.3 Implement Disease Management

1.4 Expand Pediatric Behavioral Health

2.1 Expand/Enhance Medical Homes

RD-1 Potentially Preventable Admissions

RD-2 30-day readmissions

RD-3 Potentially Preventable Complications

RD-4 Patient-centered Healthcare

RD-6 Initial Core Set of Health Care Quality Measures

Relationship to Other Performing Providers’ Projects in the RHP:

Activities undertaken by Children's Medical Center will have relationships with other transformation
projects. Among these are those undertaken by UT Southwestern in the Primary and Specialty Care
Capacity, Texoma Medical Center's Grayson County Health Clinic in Primary Care Clinics, Texoma
Community Center, LifePath Systems, and potentially Lakes Regional MHMR Center in the integration
initiatives for persons with co-morbid medical and behavioral health conditions.

Healthcare transformation projects in RHP 18 are all naturally interrelated in that the general populations
of persons with behavioral health conditions in these counties are the same, the needs span the region, and
healthcare consumers may move across geo-political boundaries in this mixed urban and rural area of the
state. Participating providers will meet together in formal quarterly sessions to review and
discuss/address/resolve issues including but not limited to: access to care, timely response systems,
patient navigation systems, referrals, access to resources, preventing unnecessary admissions, co-morbid
medical and psychiatry conditions affecting utilization, and coordination with other healthcare providers
in the region.
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Plan for Learning Collaborative:

The RHP 18 Anchor will coordinate with all of the RHP 18 participating providers and other interested
organizations/groups to provide and support mechanisms, both in-person, and electronically, for
collaborations around at least, but not only, health education initiatives, project challenges and innovation,
system gaps, and best-practices. This provider will participate in these mechanisms of learning
collaboration.

Project Valuation

This project was valued using the RHP 18 Scoring Criteria Guidance with a 1 to 5 scoring range and the
following criteria:

o Meets Waiver Goals 5
o Addresses Community Needs 5
o Project Scope 2
o Project Investment 3
J Value Weight of the Project 15

Each point of the scale was given a value of $288,997 based on expected savings, improved outcomes and
improved satisfaction with the health care system over the life of the project and beyond the life of the
project as all patients are pediatric with expected savings to continue into adulthood. The overall project
value was then divided between Category 1, 2 and 3 based on HHSC-provided guidelines with Category 4
being allotted the maximum 15% in later years by reporting on Optional Domain 6.
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138910807.1.2 1.1.2 | 1.12B&C | EXPAND PEDIATRIC PRIMARY CARE
Children’s Medical Center of Dallas 138910807
OD9 1T-9.2 138910807.3.2 Preventive and Primary Care

Year 2

Year 3

Year 4

Year 5

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

P-4. Milestone: Expand the hours of a
primary care clinic, including evening and/or
weekend hours

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

Data Source: Clinic documentation
Rationale/Evidence: Expanded hours not only
allow for more patients to be seen, but also

provide more choice for patients.

Goal: Expanded hours offered by 9/30/13.

After Hours Weekdays

West Plano - 4 days/ week til 8 pm

McKinney - 4 days/ week til 6 pm

East Plano - 5 days/week til 6 pm

Milestone P4 Estimated Incentive Payment
(maximum amount): $488,548

P-5. Milestone: 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.

(10/1/2013 —9/30/2014)

P-7. Milestone: Establish a nurse
advice line and/or primary care patient
appointment unit.

P-7.1. Metric: Documentation of nurse
advice line and/or primary care patient
appointment unit.

Data Source: Documentation of advice
line and appointment unit
implementation, operating hours and
triage policies. Advise line system
logs, triage algorithms and
appointment unit operations/ policies.

Rationale: In many cases patients are
unaware of the appropriate location
and timing to seek care for urgent and
chronic conditions. Implementation of
a nurse advice line allows for primary
care to be the first point of contact and
offer clinical guidance around how to
mitigate symptoms, enhance patient
knowledge about certain conditions
and seek timely care services.

Goal: RN advice line implemented by
9/30/14 Estimated calls received
2,190.

Milestone P7 Estimated Incentive
Payment (maximum amount):
$999,338

(10/1/2014 —9/30/2015)

I-12. Milestone:
Increase primary care
clinic volume of visits
and evidence of
improved access for
patients seeking
services.

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

Total number of visits
for reporting period

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

Rationale/Evidence:
This measures the
increased volume of
visits and is a method to
assess the ability for the
Performing Provider to
increase capacity to
provide care.

Goal: 50% of targeted
volume: 24,500 visits.

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

I-13. Milestone: Enhanced
capacity to provide urgent care
services in the primary care
setting.

I-13.1. Metric: 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.
Demonstrate improvement over
baseline rates

Numerator: number of patients
receiving urgent care
appointment within 2 days of
request

Denominator: number of patients
requesting urgent care
appointment.

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

Rationale: Identifying patient
flow as it relates to urgent care
needs allow Performing Providers
to tailor staffing, triage protocols
and service hours to best address
patient needs and increase
capacity to accommodate both
urgent and non-urgent
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138910807.1.2 1.1.2 | 1.12B&C | EXPAND PEDIATRIC PRIMARY CARE
Children’s Medical Center of Dallas | 138910807
OD9 1T-9.2 138910807.3.2 Preventive and Primary Care

Year 2

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

Year 3
(10/1/2013 — 9/30/2014)

Year 4

(10/1/2014 —9/30/2015)

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

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

Rationale: Additional staff members and
providers may be necessary to increase

capacity to deliver care.

Goal: 2 new staff trained by 9/30/13

Milestone PS5 Estimated Incentive Payment
(maximum amount): $488,548

Milestone I 12
Estimated Incentive
Payment (maximum
amount): $997,788

appointments.

Goal: 25% of patients requesting
after hours urgent care receive
within 2 days. 1250 after hours
urgent patient visits

Milestone I-13 Estimated
Incentive Payment (maximum
amount): $402,834

I-14. Milestone: Increase the
number of patients served and
questions addressed on the nurse
advice line. Demonstrate
improvement over prior reporting
period.

[-14.1. Metric: Number of
patients served by the nurse
advice line. Demonstrate
improvement over baseline rates.
Numerator: number of unique
records created from calls
received to the nurse advice line.
Denominator: total number of
calls placed to the nurse advice
line (distinct from number of
calls answered).

Data Source: Automated data
from call center

Rationale/Evidence: This

RHP Plan for RHP-18
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138910807.1.2 1.1.2 | 1.12B&C | EXPAND PEDIATRIC PRIMARY CARE
Children’s Medical Center of Dallas | 138910807
OD9 1T-9.2 138910807.3.2 Preventive and Primary Care

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)

measure will indicate how many
calls are addressed successfully
as well as an overall call
abandonment rate. Abandonment
rate is the percentage of calls
coming into a telephone system
that are terminated by the person
originating the call before being
answered by a staff person. It is
related to the management of
emergency calls. This metric
speaks to the capacity of the
nurse advice line.

Goal: 50% of patient volume
target by 9/30/2016, 1,643 calls

Milestone 114 Estimated
Incentive Payment (maximum
amount): $402,834

Year 3 Estimated Milestone Bundle | Year 4 Estimated Year 5 Estimated Milestone
Amount: $999,338 Milestone Bundle Bundle Amount: $805,667
Amount: $997,788

Year 2 Estimated Milestone Bundle
Amount: $ 977,097

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD: $3,779,890
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SUMMARY PAGE: CHILDREN'S MEDICAL CENTER: Pass 1 Category 1 Project/138910807.1.3

Provider: Children’s has two hospitals, one in Dallas with 487 licensed beds and one in Plano with 72
licensed beds. Children’s has pediatric specialty outpatient services in Dallas, Plano and Grapevine.
Children’s also has a system of primary care centers, MyChildren’s, which focuses on providing primary
care to children covered by Medicaid and CHIP. Children’s has approximately 600,000 patient contacts a
year.

Children’s has the largest market share for pediatrics in DFW region with 51% of the market for inpatient
discharges. Of that volume, 67% of the cases were either covered by a government payor (Medicaid and
CHIP) or had no insurance (indigent/uninsured).

MyChildren’s payor mix: 75% Medicaid, 15% CHIP, 5% self-pay (uninsured), 5% Commercial

Intervention(s): The purpose of this project is to implement a disease management program at the
MyChildren’s locations. By providing disease management to children with chronic diseases, children
with chronic diseases receive the best management of chronic disease with the least cost and minimal
disruption of daily life for these children and their families.

Need for the project: Lack of effective chronic disease management was identified a community need in
the needs assessment.

Target population: The target population is children in RHP 18 covered by Medicaid and CHIP.

Disease Management #7
Plano McKinney East
Plano
DY2 940 762 477
DY3 940 800 596
DY4 940 840 716
DY5 940 882 787

Category 1 or 2 expected patient benefits: This project will improve management of chronic diseases
for children covered by Medicaid and CHIP.

Category 3 outcomes:. OD-9 Preventive and Primary Care. 1T-3.9.3 Pediatric/Young Adult Asthma
Emergency Department Visits. (Stand alone measure) This measure was selected because the project is
designed to support appropriate management of asthma and reduce the use of ED services for asthma
management. Improved understanding by the patients and caregivers (parents, etc.) of the medical
condition and preventive care, to reduce risk for exacerbation leading to preventable ER or UR visits.
Assessment of patient and family awareness, attitudes and health behaviors will be included.

This project is not funded through a collaboration option. No additional federal funding grants
support this project.
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Title of Project: Implement and Utilize Pediatric-Specific Disease Management System
Functionality

Unique RHP project identification number: 138910807.1.3,
Children’s Medical Center/13890807

Implement Disease Management Program Option: 1.3.1

Project Description:
Expand the implementation of Children’s Medical Center’s (CMC’s) disease management programs into
CMC’s primary care settings in RHP 18.

Goals and Relationship to Regional Goals:

Children’s Medical Center (CMC) has seven (7) Joint Commission Disease-Specific Certified disease
management programs, however, resources, infrastructure and technology have been severely limited, and
therefore, CMC is only able to care for a very small percentage (<1%) of chronic disease management
patients in Collin County. The goal of this project is to expand the CMC-certified disease management
programs capacity to treat more patients and to provide the infrastructure and support needed to
accomplish standardized, evidence-based chronic illness management in the primary care setting and
implement the infrastructure that supports the regional goals of patient population health, panel
management and coordination of care.

In order to do this, we propose to:

e Expand the CMC certified disease management programs in the community ambulatory settings

e Design care coordination strategies that are designed to optimize care across a continuum,
including home, school and community settings

e Design culturally appropriate patient/family self-management programs for chronic illness
management

e Incorporate electronic registries, predictive modeling, decision support and social awareness
systems that are pediatric-specific and family focused into team-based practice settings

e Incorporate and maintain evidence-based standards in the pediatric disease management programs

e Design and implement pediatric community-based resource centers for joint patient/family
education and behavior change programs, opportunities for patients/families to learn from each
other and the creation of support networks for providers, patients and families

Disease Management #7
Plano McKinney East
Plano
DY2 940 762 477
DY3 940 800 596
DY4 940 840 716
DY5 940 882 787

MyChildren’s payor mix: 75% Medicaid, 15% CHIP, 5% self-pay (uninsured), 5% Commercial

Challenges:

A major challenge will be changing patient/family behaviors to improve and maintain the health of
children with chronic illnesses. Training patients/families in self-management of their own health is a
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challenge for any population of chronically ill patients. Another challenge will be the ability to risk-adjust
the population and tailor the interventions to achieve the best outcomes with limited resources. These
challenges will be addressed by using behavior change science, health literacy principles, language and
culturally appropriate approaches and the use of community health workers who reside in the community,
understand the customs and speak the language. State-of-the-art, evidence-based software will be used for
risk-adjusting the population and identifying the children who are appropriate for enrollment in disease
management programs and identifying the children who are at highest risk.

Five-year Expected Outcome for Provider and Patients:

Implementing and utilizing pediatric-specific disease management system functionality is a prerequisite
for many of the improvements targeted by pediatric medical home initiatives to prevent disease, minimize
unnecessary exacerbation of chronic illness, train patients/families in effective behavior change and self-
management techniques and maintain a higher state of well-being across the family. Additionally,
pediatric-specific disease management programs that are electronically supported and integrated
consistently across the continuum of care can keep children out of the emergency department, specialist
clinics and inpatient beds. The expected result will be decreased ED visits, decreased specialty clinic
visits and decreased preventable admissions/readmissions/complications (PPAs, PPRs and PPCs).

Starting point/baseline: Baseline will be number of patients enrolled in program during DY1.

Rationale: Effective and accessible pediatric-specific chronic disease management programs have been
shown to have a measurable impact on quality of life, reducing the risk and consequences of worsening
health conditions, reducing the need for unnecessary ED visits, specialist visits and inpatient
admissions/length of stay (LOS).

In 2006, at the Public Health Forum, held in Austin, it was reported that one in three children in Texas can
be considered overweight or obese. Additionally, the racial disparity of higher diabetic-related deaths in
African Americans demonstrated in the adult population is also present among children. According to the
Dallas Morning News, “those of Mexican ancestry, for example, are nearly twice as likely to have
diabetes as non-Hispanic whites.” With the association of diabetes and obesity there is also concern of the
future trajectory as low income preschool obesity within the Dallas Metropolitan Statistical Area was
17.2% in 2009, placing many young children at higher risk of developing diabetes in later years. Finally,
the Community Needs Assessment Report documented increasing rates of many chronic diseases,
including but not limited to asthma and diabetes.

According to Children’s Medical Center data, between 2000 and 2010, the number of Children’s Medical
Center admissions of youth with a primary or secondary diagnosis of asthma increased by 15%.

Project Components:
The project components will include:
a. Enter patient data into unique chronic disease registry
b. Use registry data to proactively identify, contact, educate and track patients by disease status,
risk status, self-management status, self-management status, community and family need
c. Use registry to develop and implement targeted QI plan
d. Conduct quality improvement or project using methods such as rapid cycle improvement.
Activities may include, but are not limited to, identifying project impacts, identifying “lessons
learned”, opportunities to scale all or part of the project to a broader patient population and
identifying key challenges associated with the expansion of the project, including special
considerations for safety-net populations.
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Community Needs Addressed:
e CN 2 Primary Care Children
CN 4 Urgent and Emergency Care
CN 5 Co-morbid and Behavioral Health Conditions — All Ages
CN 8 Diabetes
CN 14 Obesity and its co-morbid risk factors

Related Category 3 Outcome Measure and Rationale for Selection:

OD-9 Preventive and Primary Care. IT-9.2 ED appropriate utilization. (Stand alone measure)

This measure was selected because the project is designed to support appropriate utilization of ED
services and improve the health of low-income children.

Relationship to other projects:
1.1 Expand Primary Care Clinics
1.2 Expand Primary Care hours
1.3 Expand Behavioral Health
1.4 Expand Medical Homes

Relationship to Other Performing Providers’ Projects in the RHP:

Comprehensive Chronic Disease Management and Wellness Program (Baylor), Diabetes Management
interventions (Methodist),Self Management and Wellness Program (THR), Outpatient Delivery System:
Coordinate Care for Diabetic Patients

Healthcare transformation projects in RHP 18 are all naturally interrelated in that the general
populations of persons with behavioral health conditions in these counties are the same, the needs span
the region, and healthcare consumers may move across geo-political boundaries in this mixed urban and
rural area of the state. Participating providers will meet together in formal quarterly sessions to review
and discuss/address/resolve issues including but not limited to: access to care, timely response systems,
patient navigation systems, referrals, access to resources, preventing unnecessary admissions, co-morbid
medical and psychiatry conditions affecting utilization, and coordination with other healthcare providers
in the region.

Plan for Learning Collaborative:

The RHP 18 Anchor will coordinate with all of the RHP 18 participating providers and other interested
organizations/groups to provide and support mechanisms, both in-person, and electronically, for
collaborations around at least, but not only, health education initiatives, project challenges and
innovation, system gaps, and best-practices. This provider will participate in these mechanisms of
learning collaboration.

Project Valuation:
This project was valued using the RHP 18 Scoring Criteria Guidance with a 1 to 5 scoring range and the
following criteria:

e Meets Waiver Goals 4
Addresses Community Needs 5
Project Scope 2
Project Investment 2
Value Weight of the Project 1
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Each point of the scale was given a value of $288,997 based on expected savings, improved outcomes and
improved satisfaction with the health care system over the life of the project and beyond the life of the
project as all patients are pediatric with expected savings to continue into adulthood. The overall project
value was then divided between Category 1, 2 and 3 based on HHSC-provided guidelines with Category 4
being allotted the maximum 15% in later years by reporting on Optional Domain 6.

References:
Goetz RZ, Ozminkowski RJ, Villagra VG, Duffy J. Return on investment in disease management: a review.
HealthCare Financing Review, 2005; 26: 1-19

Joni K. Beck, PharmD, CDE, Kathy J. Logan, RN, MS, RD/LD, CDE, Robert M. Hamm, PhD, Scott M.
Sproat, MHA, Kathleen M. Musser, MD, Patricia D. Everhart, Harrold M. McDermott, MBA, CPA,
Kenneth C. Copeland, MD. Reimbursement for Pediatric Diabetes Intensive Case Management: A Model
for Chronic Diseases? Pediatrics Vol. 113 No. 1 January 1, 2004 pp. €47 -¢50.

Tracy A Lieu, Charles P Quesenberry, Michael E Sorel, Guillermo R Mendoza and Albin B Leong.
Prediction Models to Support Cost-Effective Disease Management of Pediatric Asthma. Pediatric Research
(1997) 41, 78-78; doi:10.1203/00006450-199704001-00471

Smith, JL. A Roadmap to the Disease Specific Care Certification Process. Orthopaedic Nursing, 2008; 27:
218-222
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Year 2

(10/1/2012 -9/30/2013)
P-2. Milestone: Review current
registry capability and assess future
needs.

P-2.1. Metric: Documentation of
review of current registry capability
and assessment of future registry
needs.

a. Numerator: number entered into
the registry;0 if documentation is
not provided, 1 if it is provided,;

b. Denominator: total patients with
the target condition;

c. Data source: EHR systems and/or
other performing provider
documentation.

d. Rationale/Evidence: Used to
determine if the necessary elements
for a chronic disease registry are in
place for optimal care management.
Necessary elements may include
inpatient admissions, emergency
department visits, test results,
medications, weight, activity level
changes and/or diet changes.

e. Goal: Review complete by
9/30/13

Milestone P-2 Estimated
Incentive Payment (maximum
amount): $ 926,006

Year 3

(10/1/2013 - 9/30/2014)
P-4. Milestone: Implement/expand
a functional disease management
registry.
P-4.1. Metric: Registry functionality
is available in X% of the
Performing Provider’s sites and
includes an expanded number of
targeted diseases or clinical
conditions.
a. Numerator: Number of sites with
registry functionality
b. Denominator: Total number of
sites
c. Data Source: Documentation of
adoption, installation, upgrade,
interface or similar documentation
d. Rationale/Evidence: Utilization
of registry functionalities helps care
teams to actively manage patients
with targeted chronic conditions
because the disease management
registry will include clinician
prompts and reminders, which
should improve rates of preventive
care. Having the functionality in as
many sites as possible will enable
care coordination for patients as
they access various services
throughout a Performing Provider’s
facilities. Registry use can be

13890807.1.3 131 13.1A B,C.D Implement and Utilize Pedlatrlc-Spemfl'c Disease Management
System Functionality
Children’s Medical Center 138910807
OoD9 IT-9.3 138910807.3.3 Preventive and Primary Care

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

1-16. Milestone: Increase the
number of patient contacts recorded
in the registry relative to baseline
rate.

1-16.1. Metric: Total number of
in-person and virtual (including
email, phone and web based) visits,
either absolute or divided by
denominator.

a. Numerator: Number of patient
contacts recorded in the registry

b. Denominator: Number of
targeted patients in the registry
(“targeted” as defined by
Performing Provider)

c. Data source: Internal clinic or
hospital records/documentation

d. Rationale/evidence: help
physicians and other members of a
patient’s care team identify and
reach out to patients who may have
gaps in their care.

Goal: 4 patient contacts per patient,
approximately 1,600 contacts

Milestone 1-16 Estimated
Incentive Payment (maximum
amount): $472,808

Year 5

(10/1/2015 -9/30/2016)
1-18. Milestone: Perform routine
follow-up monitoring to ensure
adherence to the disease
management program
1-18.1. Metric: As measured by the
# of patients adhering to the
recommended program regimen
compared to the total number of
patients following a program
regimen — using the patient registry
a. Numerator: Number of patients of
a certain target group involved in
disease management programs.
b. Denominator: Total number of
patients in the target group or the
clinic.
c. Data Source: Internal clinic or
hospital records/documentation
d. Rationale/Evidence: Improve
effective management of chronic
conditions and ultimately improve
patient clinical indicators, health
outcomes and quality, and reduce
unnecessary acute and emergency
care utilization.
Goal: 25% of eligible patients
participating in program by 9/30/16,
650 patients
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Year 2

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

Year 3

(10/1/2013 - 9/30/2014)
targeted to clinical
conditions/diseases most pertinent
to the patient population (e.g.,
diabetes, hypertension, chronic
heart failure).
e. Goal: 66% of sites with
functionality by 9/30/14, 2 sites

Milestone P-4 Estimated
Incentive Payment (maximum
amount): $473,542

P-5. Milestone: Demonstrate
registry automated reporting ability
to track and report on patient
demographics, diagnoses, patients
in need of services or not at goal,
and preventive care status

P-5.1. Metric: Documentation of
registry automated report

a. Numerator: number of patients
with required information entered in
the registry

b. Denominator: total number of
patients with target condition

c. Data Source: Registry

d. Rationale/Evidence: To be
meaningful for panel management
and potentially for population health
purposes, registry functionality
should be able to produce reports

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

I-17. Milestone: Use the registry to
identify patients and families that
would benefit from targeted patient
education services. Develop and
implement patient and family
training programs, education, and/or
teaching tools related to the target
patient group using evidence-based
strategies such as: teach-back, to
reinforce and assess if patient or
learner is understanding, patient
self-management coaching,
medication management, nurse
and/or therapist-based education in
primary care sites, group classes or
patients’ homes and standardized
teaching materials available across
the care continuum.

[-17.2. Metric: Development of tool
for documenting the existence of
patient’s self management goals in
patient record for patients with
chronic disease(s) at defined pilot
sites(s).

Goal: Tool developed by 9/30/15
Data source: Administrative data
Milestone I-17 Estimated
Incentive Payment (maximum
amount): $472,808

13890807.1.3 1.3.1 13.1A,B,C,D Implement and Utilize Pedlatrlc-SPemﬁ.c Disease Management
System Functionality
Children’s Medical Center \ 138910807
OD9 I1T-9.3 138910807.3.3 Preventive and Primary Care

Year 5
(10/1/2015 -9/30/2016)
Milestone I-18 Estimated

Incentive Payment (maximum
amount): $763,541
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13890807.1.3

1.3.1 1.3.1A,B,C,D

Implement and Utilize Pediatric-Specific Disease Management
System Functionality

Children’s Medical Center

| 138910807

ODb 9

Year 2

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

IT-9.3 138910807.3.3

Year 3

(10/1/2013 - 9/30/2014)
for groups or populations of patients
that identify clinical indicators.
e. Goal: 40% of patients with target
condition entered by 9/30/14, 934
patients
Milestone P-5 Estimated
Incentive Payment (maximum
amount): $473,542

Preventive and Primary Care

Year 4 Year 5
(10/1/2014 - 9/30/2015) (10/1/2015 -9/30/2016)

Year 2 Estimated Milestone
Bundle Amount: $926,007

Year 3 Estimated Milestone
Bundle Amount:$947,085

Year 5 Estimated Milestone
Bundle Amount: $763,541

Year 4 Estimated Milestone
Bundle Amount: $945,616

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD $3,582,248
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SUMMARY PAGE: CHILDREN'S MEDICAL CENTER: Pass 1 Category 1 Project/138910807.1.4

Provider: Children’s has two hospitals, one in Dallas with 487 licensed beds and one in Plano with 72
licensed beds. Children’s has pediatric specialty outpatient services in Dallas, Plano and Grapevine.
Children’s also has a system of primary care centers, MyChildren’s, which focuses on providing primary
care to children covered by Medicaid and CHIP. Children’s has approximately 600,000 patient contacts a
year.

Children’s has the largest market share for pediatrics in DFW region with 51% of the market for inpatient
discharges. Of that volume, 67% of the cases were either covered by a government payor (Medicaid and
CHIP) or had no insurance (indigent/uninsured).

The payor mix for MyChildren’s is 75% Medicaid, 15% CHIP, 5% self-pay (uninsured) and 5%
Commercially insured.

Intervention(s): The purpose of this project is to bring behavioral health services into the primary care
setting through the MyChildren’s offices in Region 18.

Need for the project: Behavioral health care and medical health care are very disjointed resulting in
poorly coordinated services for children covered by Medicaid and CHIP who need behavioral health
services.

Target population: The target population is children in RHP 18 covered by Medicaid and CHIP. (3% of
the panel. Studies suggest a higher incidence, however that is for older pediatric patients populations.
Since MyChildren’s tends to see younger patients, a lower percentage was used.)

Behavior Cont
#7 #7
al Health . acts .
Patients Plano | McKinney | East Total per Plano | McKinney | East | Total
Plano year Plano
DY2 564 457 286 1307 15 846 685 429 1961
DY3 564 480 358 1401 15 846 720 537 2102
DY4 564 504 429 1497 2 1128 1008 859 2994
DY5 564 529 472 1565 2 1128 1058 945 3130

Category 1 or 2 expected patient benefits: This project will improve coordination of behavioral and
medical care for children covered by Medicaid and CHIP.

Category 3 outcomes:. OD-1 Primary Care and Chronic Disease Management IT-1.18 Follow-up after
Hospitalization for Mental Illness. (Stand alone measure) This measure was selected based on its
relevance to the project and its goals. Providing outpatient follow-up after an inpatient hospitalization for
mental illness will be a vital step in the developing and maintaining the continuum of care for behavioral
health and avoiding additional high-cost inpatient stays. Measures include reduced duplication of services
between BH and Medical care providers, record keeping and a consistent approach to comorbid
conditions, especially conditions associated with poor health status. Enhanced care at an early age to
prevent juvenile and adult exacerbation, and increased referrals from BH and PC physicians.

This project is not funded through a collaboration option. No additional federal funding grants
support this project.
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Title of Project: Enhance Community-Based settings Where Behavioral Health Services May Be
Delivered in Underserved Areas

Unique RHP project identification number: 138910807.1.4
Performing Provider Name: Children’s Medical Center/13890807

Expand Pediatric Primary Care to expand services for co-morbid behavioral health conditions Project
Option: 1.12.2

Project Description

Expand pediatric behavioral health capacity in CMC primary care settings in Collin County to align and
coordinate care for behavioral and medical illnesses in an attempt to improve patient/family self-
management and reduce unnecessary exacerbation of chronic illnesses. Collaborate with Timberlawn
Services and other behavioral health care providers for coordination of care between medical services and
behavioral health services.

Goals

The following goals address regional needs of better coordination of care between behavioral health and
medical providers and increasing access to behavioral health services.

l. Build clinical protocols with primary care physicians and psychiatrists

2. Place pediatric behavioral health capacity (social workers and psychologists) in primary
care settings

3. Integrate behavioral health and medical health treatment plans into a family-focused,
comprehensive and culturally appropriate approach, using a care team approach

4. Improve coordination of care between behavioral health and medical providers

Target population: The target population is children in RHP 18 covered by Medicaid and CHIP. (3% of
the panel. Studies suggest a higher incidence, however that is for older pediatric patients populations.
Since MyChildren’s tends to see younger patients, a lower percentage was used.)

Behavior Cont

al Health . #7 acts . #7

Patients Plano | McKinney | East Total per Plano | McKinney | East Total
Plano year Plano

DY2 564 457 286 1307 1.5 846 685 429 1961

DY3 564 480 358 1401 15 846 720 537 2102

DY4 564 504 429 1497 2 1128 1008 859 2994

DY5 564 529 472 1565 2 1128 1058 945 3130

MyChildren’s payor mix: 75% Medicaid, 15% CHIP, 5% self-pay (uninsured), 5% Commercial

Challenges

A major challenge will be to identify, recruit and retain pediatric behavior health staff. Second, another
challenge will be the development of processes and protocols to integrate behavioral health services into
the primary care setting and align/integrate behavioral health and medical services. We will be working
with Timberlawn Psychiatric Services, which currently provides inpatient and outpatient behavioral health
services to children and adolescents in RHP 18, to assist us in overcoming the challenges noted. We will
also collaborate with other behavioral health care providers in RHP 18.
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Five-year expected outcomes to Provider and Patients

This project is related to the regional goal of increasing access to behavioral health services and
addressing co-morbid medical and behavioral health conditions.

. Increase behavioral health visits in primary care center
. Transition appropriate patients from specialty mental health care to primary care
o Implement primary care-initiated behavioral health visits in primary care clinic

Starting point/baseline

In 2011, there were no behavioral health services available in the MyChildren’s locations. As a result,
medical professionals and behavioral health professionals were treating the same children without
common evidence-based protocols and without an integrated family-focused, comprehensive and
culturally appropriate care team approach.

Rationale

According to Regional Health Partnership 18 Community Needs Assessment Report, the behavioral
health (mental health and substance abuse) system in Collin County is delivered via the NorthSTAR
program, instead of a traditional local mental health authority system. Since the program’s inception, the
growth in enrollment has outpaced funding such that the funding per person is 30% less today than when
the program started in 1999. Texas ranks 50™ nationally in mental health funding. Despite the strong
relationship between behavioral health and medical illness related outcomes and costs, the percentage of
the 200% FPL population receiving behavioral health care to primary care settings is below the national
average in Texas. Children’s Medical Center, one of the larger providers of primary care to low income
populations in Collin County, is not a NorthSTAR provider, and consequently, children who may be
successfully served in primary care settings are referred to NorthSTAR. This results in dilution of limited
NorthSTAR funds, inadequate services available to children, and coordination of care issues.

According to Beyond ABC, Growing Up in the North Texas Corridor, the number children in Collin
County children identified with a diagnosable emotional disturbance or addictive disorder has increased to
approximately 9,304 in 2010 children. According to 2005 research conducted by the National Institute of
Mental health, half of all lifetime cases of mental illness begin by age 14. Services in the health care
community frequently do not include the family-focused and comprehensive approach needed to
adequately address these mental health issues. Rather, nearly all of the intensive service availability,
including evidence-based programs such as multi-systemic therapy, is provided through the Juvenile
Justice System. Furthermore, the number of youth served in the juvenile justice system is increasing, as
evidenced by a 17% increase in the number of children receiving psychotropic medications in juvenile
detention from 2010 to 2011.

Expanded pediatric behavioral health capacity and integration with medical care in the primary care
setting in a family-focused, comprehensive and culturally appropriate manner will improve access for
children to behavioral health services, prevent unnecessary exacerbation of chronic illnesses, improve
patient/family self-management and improve cost and quality outcomes. The result will be reduced ED
visits, specialty care visits and preventable admissions/readmissions for the identified population.

The milestones and metrics for this project are based on the relevancy to RHP 18 population, the
community need, RHP priority and the starting point.

Project Components:
There are no project components for this project.
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Community Needs Addressed:

e CN 2: Primary Care and Children

e CN 4: Urgent and Emergency Care

e CN 5: Co-morbid and Behavioral Health Conditions — all ages
e CN 11: Behavioral Health — All Components, All Ages

Project Represents a New Initiative

This project represents a new initiative to bring behavioral health services into MyChildren’s Medical
Home Practices.

Related Category 3 Outcome Measure and Rationale for Selection
OD-1 Primary Care and Chronic Disease Management
IT-1.18 Follow-up after Hospitalization for Mental Illness. (Stand alone measure)

This measure was selected based on its relevance to the project and its goals. Providing outpatient follow-
up after an inpatient hospitalization for mental illness will be a vital step in the developing and
maintaining the continuum of care for behavioral health. Measures include reduced duplication of
services between BH and Medical care providers, record keeping and a consistent approach to co-morbid
conditions, especially conditions associated with poor health status. Enhanced care at an early age to
prevent juvenile and adult exacerbation, and increased referrals from BH and PC physicians.

Relationship to other projects:
1.1 Establish more primary care clinics
1.2 Establish extended hours for pediatric primary care
1.3 Implement Disease Management
2.1 Expand/Enhance Medical Homes
RD-1 Potentially Preventable Admissions
RD-2 30-day readmissions
RD-3 Potentially Preventable Complications
RD-4 Patient-centered Healthcare
RD-5 Emergency Department
RD-6 Initial Core Set of Health Care Quality Measures

Relationship to Other Performing Providers’ Projects in the RHP:

Creation of Behavioral Health Programs (Baylor), Primary Care Integration with Behavioral Health
(Metrocare), Family Preservation Program (Metrocare). Healthcare transformation projects in RHP 18 are
all naturally interrelated in that the general populations of persons with behavioral health conditions in
these counties are the same, the needs span the region, and healthcare consumers may move across geo-
political boundaries in this mixed urban and rural area of the state. Participating providers will meet
together in formal quarterly sessions to review and discuss/address/resolve issues including but not
limited to: access to care, timely response systems, patient navigation systems, referrals, access to
resources, preventing unnecessary admissions, co-morbid medical and psychiatry conditions affecting
utilization, and coordination with other healthcare providers in the region.
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Plan for Learning Collaborative:

The RHP 18 Anchor will coordinate with all of the RHP 18 participating providers and other interested
organizations/groups to provide and support mechanisms, both in-person, and electronically, for
collaborations around at least, but not only, health education initiatives, project challenges and innovation,
system gaps, and best-practices. This provider will participate in these mechanisms of learning
collaboration.

Project Valuation

This project was valued using the RHP 18 Scoring Criteria Guidance with a 1 to 5 scoring range and the
following criteria:

e Meets Waiver Goals 3
e Addresses Community Needs 5
e Project Scope 2
e Project Investment 2
e Value Weight of the Project 12

Each point of the scale was given a value of $288,997 based on expected savings, improved outcomes and
improved satisfaction with the health care system over the life of the project and beyond the life of the
project as all patients are pediatric with expected savings to continue into adulthood. The overall project
value was then divided between Category 1, 2 and 3 based on HHSC-provided guidelines with Category 4
being allotted the maximum 15% in later years by reporting on Optional Domain 6.

References:

James P. Smith, Gillian C. Smith Long-term Economic Costs of Psychological Problems During
Childhood Social Science & Medicine, v. 71, no. 1, July 2010, p. 110-115.

Aalsma MC, Blythe MJ, Tong Y, Harezlak J, Rosenman MB. Insurance Status of Urban Detained
Adolescents. Journal of Correct Health Care. 2012 Aug 23. [Epub ahead of print]

Dumont IP, Olson AL, Primary care, depression, and anxiety: exploring somatic and emotional predictors
of mental health status in adolescents. J Am Board Fam Med 2012 May-Jun;25(3):291-9.

Jacob MK, Larson JC, Craighecad WE Establishing a Telepsychiatry Consultation Practice in Rural
Georgia for Primary Care Physicians: A Feasibility Report. Clin Pediatr (Phila). 2012 Apr 20.
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13890807.1.4 | 1.12.2 | NO COMPONENTS | Expand Behavioral Healthcare Capacity
Children’s Medical Center 138910807
OD1 IT1.18 138910807.3.4 Primary Care and Disease Management

Year 2

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

P-2. Milestone: Identify
licenses, equipment
requirements and other
components needed to
implement and operate options
selected.

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.

Data Source: Project Plan
Goal: Project plan completed
by 9/30/13

Milestone P.2 Estimated
Incentive Payment (maximum
amount): $478,969

Year 3
(10/1/2013 — 9/30/2014)

P-3. Milestone: Develop
administrative protocols and
clinical guidelines for projects
selected.

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

Data Source: Administrative
protocols; Clinical guidelines
Goal: Protocols and Guidelines
developed by 9/30/13

Milestone P.3 Estimated
Incentive Payment (maximum
amount): $489,871

P-6. Milestone: Establish
behavioral health services in
new community-based settings
in underserved (targeted) areas.
P-6.1. Metric: Number of new
community-based settings
where behavioral health
services are delivered

Number of patients served at
these new community-based
sites

Year 4

(10/1/2014 — 9/30/2015)
I-11 Milestone: Increase
utilization of community
behavioral healthcare
I-11.1 Metric Percent
utilization of community
behavioral healthcare services.
Numerator: Number receiving
community behavioral
healthcare after access
expansion.
Denominator: Number of
people eligible for receiving
community behavioral health
services after access expansion.
Data source: Claims data and
encounter data
Goal: 25% patients referred
receive the service. 375 patients

Estimated Incentive Payment
1.11 Milestone: $978,224

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

I-12. Milestone: Use of
Emergency Department Care
by individuals with mental
illness or substance use
disorders.

[-12.1. Metric: X% decrease in
inappropriate utilization of
Emergency Department.
Numerator: total number of
individuals receiving services
through expanded access sites
who inappropriately use
emergency department.
Denominator: total number of
individuals receiving services
through expanded access sites
Data Source; Claims data and
encounter data from ED and
expanded access sites
Rationale: see project
description.

Goal: Percentage decrease to be
determined in DY2

Provider will require
experience in DY?2-3 prior to
establishing numerator and
denominator and the percentage
decrease.
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13890807.1.4 | 1.12.2 | NO COMPONENTS | Expand Behavioral Healthcare Capacity
Children’s Medical Center 138910807
OD1 IT1.18 138910807.3.4 Primary Care and Disease Management

Year 2

(10/1/2012 - 9/30/2013)
P-4. Milestone: Hire and train
staff to operate and manage
projects selected.

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

a. Data Source: Project

records; Training
curricula as develop in
P2
B. 3 staff hired and trained for
the MyChildren’s System by
9/30/13
Milestone P. 4 Estimated
Incentive Payment (maximum
amount): $478,969

Year 3
(10/1/2013 — 9/30/2014)

Goal: 2 new settings

Milestone P.6 Estimated
Incentive Payment (maximum
amount): $489,871

Year 4
(10/1/2014 — 9/30/2015)

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

Milestone 1.12 Estimated
Incentive Payment (maximum
amount): $789,870

Year 2 Estimated Milestone
Bundle Amount: $ 957,938

Year 3 Estimated Milestone
Bundle Amount: $979,742

Year 4 Estimated Milestone
Bundle Amount: $978,224

Year 5 Estimated Milestone
Bundle Amount: $789,870

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD: $3,705,774
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SUMMARY PAGE: UTSW: UT Southwestern Medical Center Category 1 Project/126686802.1.1

Provider: University of Texas Southwestern Medical Center (“UTSW” or “UT Southwestern”) operates
452 inpatient beds 452-beds in the St. Paul and Zale Lipshy buildings and 40 hospital-based and
ambulatory-based clinics on its Dallas campus. Faculty and Residents provide care to more than 100,000
hospitalized patients and oversee nearly 2 million outpatient visits a year. The physician faculty of UTSW
provide patient care at UTSW University Hospitals & Clinics, Parkland Health & Hospital System,
Children’s Medical Center Dallas, Texas Scottish Rite Hospital, VA North Texas Health Care System,
and other affiliated hospitals and clinics in Dallas, Fort Worth and North Texas communities. Its Faculty
physicians, residents and health care professionals at UTSW provide almost $144 million in
uncompensated clinical services annually.

Intervention(s): UTSW will establish a new Primary Care Clinic that will be staffed by Family
Medicine, Internal Medicine and Obstetrics/Gynecology faculty physicians. As volume and demand
warrants it, evening and weekend hours are planned to improve access and capacity. Imaging and
laboratory services will also be available once volume justifies the additional services.

Need for the project: The Community Needs Assessment for RHP 18 identifies CN.1 — Primary Care for
Adults and CN.6 — Health Professions Shortage as high priorities. This is particularly true for the area
served by the new clinic.

Target population: The target population includes people living and working within an approximately 5
mile radius of the new clinic. Collin County has a diverse population that includes 5% Medicaid enrollees
and 12% Uninsured.

Category 1 or 2 expected patient benefits: The new clinic will require UT Southwestern to recruit
additional physicians to the Faculty Practice Plan, which in turn will increase the capacity of the Health
System to see more patients. The Primary Care Clinic is planned to grow to 5 physicians and 17 support
staff including nurses, medical office assistants and other support staff. Projections target approximately
2,500 unique patients and 7500 visits in the first year of full operations. Five-year projections estimate
that the Primary Care Clinic will have approximately 7,000 unique patients and 17,000 patient visits
annually.

Category 3 outcomes:

e Measure IT-1.10: Diabetes Care: Hb1Ac poor control (>9.0%) — The incidence of Diabetes is well
above the national average in the Dallas/Fort Worth area. Our goal is to help our patient improve
control of this chronic disease condition.

e Measure IT-1.11: Blood Pressure Control (<140/80mm Hg) — Hypertension is one of the most
common problems associated with diabetes and obesity, which also has an incidence rate well above
state and national averages. Our goal is to help patient control their high blood pressure as part of a
larger chronic disease management strategy.

e Evidence will be trends in normalization of health indicators and reduced risk for higher levels of
care.
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Title of Project: Establishing a New Primary Care Community Outreach Center
Unique RHP project identification number: 126686802.1.1

Performing Provider Name: UT Southwestern/126686802

Project Option: 1.1.1

Project Description

UT Southwestern Medical Center is in the process of establishing a new multispecialty clinic in Southern
Collin County that is comprised of both Primary Care and Specialty Care Services. This proposal
addresses solely the Primary Care Clinic Services. The Primary Care Clinical areas are distinct from the
Specialty Care Clinical areas. The Primary Care Clinic components will provide Family Medicine,
Internal Medicine, and Obstetrics & Gynecology. The Primary Care Clinic will be 12,759 square feet and
will eventually include ultrasound, laboratory testing, and access to x-rays, CT Scanning, and
mammography, and a pharmacy. MRI access may be added depending on volume and need. In addition,
the new clinic will have an electronic medical record that immediately will be integrated into the main UT
Southwestern Medical Center electronic medical record system. Parking at the new location is free and
easily accessible to patients.

The new clinic will require UT Southwestern Medical Center to recruit additional physicians to the
Faculty Practice Plan, which in turn will increase the capacity of the Health System to see more patients.
The Primary Care Clinic is currently planned to have 5 physicians and 17 support staff including nurses,
medical office assistants and other support staff. Newly recruited physicians and support staff will
undergo orientation and training on the UT Southwestern main campus. A key element of that training
will be in how to use Epic, the UTSW electronic medical record and how to make and track referrals
within and outside of UT Southwestern Medical Center.

Projections target approximately 2,500 unique patients and 5,000 visits in the first year of full operations.
Five-year projections estimate that the Primary Care Clinic will have approximately 7,000 unique patients
and 17,000 patient visits annually.

The new location will make it easier for patients to access the new providers and services. In addition,
once the new clinic reaches certain growth projections, evening and weekend hours are planned to further
improve access to services.

Goals and Relations to Regional Goals

The overarching goal of the project is to expand Primary Care capacity and access to patients needing
primary and preventive care services through increased primary care clinic visits. The specific goals in
support of this project’s overarching goal are as follows:

e Establish a new primary care clinic location;
e Expand the hours of this primary care clinic; and
e Train/Hire additional primary care providers and staff.

This project is also related to the regional goal of providing seamless and timely access to a range of
evidence-based health and medical services of such quantity and quality that will promote optimum
outcomes for RHP 18 residents.

Challenges
Historically, patients from RHP 18 have had to travel long distances to reach the UT Southwestern
campus. Once there, they often found the campus difficult to navigate and had limited parking
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availability. Primary Care resources were also limited due to the tradition of providing specialty care
services for complex cases. Furthermore, UT Southwestern is challenged to expand primary care services
on its current campus due to facility limitations. The new clinic addresses these challenges by locating in
an area that is closer to a large population that is known to desire improved access. The new clinic is
located near major highways and roads, making it easy to find. Parking is plentiful and free. In addition, a
new DART Train station will be located within walking distance of the new clinic within the next few
years.

Five vear Expected Outcomes

The clinic will have noteworthy impacts on the priorities of the region with the following data being
highlighted:

e 5 new Primary Care providers will be accessible in the community
e 17 additional health professionals supporting the physicians

e 7,000 patients in the community will have a nearby PCP

e 17,000 patient visits will be provided in the community

Starting Point/Baseline

The new UTSW Clinical Center at Richardson/Plano is in the fast-track design-build process. The first
phase of the new clinic opened on October 1, 2012 with a Family Medicine physician and support staff.
The next phase is scheduled to open in mid-October with two Obstetrics & Gynecology physicians, with
another physician joining the practice by December. An Internal Medicine physician is planned to be
added by February 2013. As a new clinic in a new location, the baseline is zero for the number of patient
visits and number of unique patients seen, by the project.

The Primary Care Clinic is currently planned to add 5 physicians and 17 support staff including nurses,
medical office assistants and other support staff. Newly recruited physicians and support staff will
undergo orientation and training on the UT Southwestern main campus. A key element of that training
will be in how to use Epic, the UTSW electronic medical record and how to make and track referrals
within and outside of the UT Southwestern Health System.

The establishment of the clinic will require UT Southwestern to recruit new physicians in Family
Medicine, Internal Medicine, Obstetrics & Gynecology, and selected other specialties depending upon
demand. While we do not contemplate training residents at the new location during the first year, the
clinic would provide an ideal setting to train medical students and residents in how to practice in a
traditional community setting.

Rationale

The Clinical Center at Richardson/Plano represents a new initiative for UT Southwestern. The new clinic
is the first effort to create and operate multispecialty clinics away from the main campus so that the
services are closer to the communities and populations that want and need improved access to UT
Southwestern specialists. The clinic will be located near several major highways and roads and close to
key highways. In addition, the DART Train System is planning to add a new station within walking
distance of the new clinic.

This project is selected because it will add a new Primary Care clinic in the community, which will:
e Increase availability of primary care providers and selected specialists,
e Improve access to primary care and selected specialists, and
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e Improve service availability.
All patient populations have difficult gaining timely access to primary care providers and the specialists to

whom they refer. Once the new clinic is established and growth projections are achieved, the new clinic
will further expand access and availability with the planned addition of evening and weekend hours.

Unique community need identification numbers the project addresses
» CN.1 — Primary Care - Adults
» CN.3 — Prenatal Care (28% of women do not receive prenatal care per CNA)
» CN.6 — Need for more health professionals (Healthcare Professions Shortage)
» CN.8 — Diabetes
» CN.9 — Cardiovascular Disease

Related Category 3 Outcome Measure(s)

The RHP 18 Community Needs Assessment Report identifies the top 10 prevalent conditions that account
for the most Potentially Preventable Admissions. All of the conditions are prevalent in Zip Codes close to
the new clinic, including:

e (Congestive Heart Failure
e Diabetes — Short Term

e Diabetes — Long Term

e Hypertension

Diabetes and its common co-morbid conditions could be better managed in the continuity of ambulatory
primary care clinic settings rather than the episodic settings of hospital Emergency Departments and
Inpatient Admissions. As part of a larger Chronic Disease Management strategy, monitoring Hb1Ac will
help detect and manage patients with diabetes. Having diabetes increases your risk of developing high
blood pressure and other cardiovascular problems, because diabetes adversely affects the arteries,
predisposing them to atherosclerosis (hardening of the arteries). Monitoring Blood Pressure and keeping it
below defined levels will help prevent complications or slow the progress of complications associated
with diabetes. Given the amount of obesity in the population, and the fact that many obese patients
develop diabetes, the two measures further provide good population management measures.
In addition, the annual Behavioral Risk Factor Survey (BRFSS) is a valuable national source of ongoing
data regarding the key risk factors for diabetes in Texans 18 years of age or older. High blood pressure,
high blood cholesterol levels, and obesity are the top three risk factors associated with diabetes
prevalence, heart disorders, and other conditions.
For these reasons, the following two Outcome Measures have been chosen:

» Measure IT-1.10: Diabetes Care: Hb1Ac poor control (>9.0%) (standalone measure)

» Measure IT-1.11: Blood Pressure Control (<140/80mm Hg) (standalone measure)

Relationship to other Projects

This project is directly related to the Category 1 — Establish More Primary Care Clinics proposed by
Texoma Medical Center/Texas Health Presbyterian - WNJ Hospital. Both projects propose to expand
basic primary care services in order to avoid unnecessary use of area hospital Emergency Departments
and potentially avoid unnecessary hospitalizations. The project also indirectly complements the primary
care services expansions for pediatric patients proposed by Children’s Medical Center in Plano. UTSW is
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planning on developing a telemedicine/Telehealth service. Projections for when these services might
become available are under development. If they come to fruition, those services would complement the
Telemedicine/Telehealth Category 1 project proposed by Lakes Regional MHMR Center and Texoma
Community Center. If the PCMH concept is implemented, it would complement The Category 2 project
proposed by Children’s Medical Center.

Relationship to Other Performing Providers’ Projects in the RHP

Healthcare transformation projects in RHP 18 are all naturally interrelated in that the general populations
of persons with behavioral health conditions in these counties are the same, the needs span the region, and
healthcare consumers may move across geo-political boundaries in this mixed urban and rural area of the
state. Participating providers will meet together in formal quarterly sessions to review and
discuss/address/resolve issues including but not limited to: access to care, timely response systems,
patient navigation systems, referrals, access to resources, preventing unnecessary admissions, co-morbid
medical and psychiatry conditions affecting utilization, and coordination with other healthcare providers
in the region.

Plan for Learning Collaborative

The RHP 18 Anchor will coordinate with all of the RHP 18 participating providers and other interested
organizations/groups to provide and support mechanisms, both in-person, and electronically, for
collaborations around at least, but not only, health education initiatives, project challenges and innovation,
system gaps, and best-practices. This provider will participate in these mechanisms of learning
collaboration.

Project Valuation

The UTSW Clinical Center at Richardson/Plano is being established, and is projected to have a series of
phased-in openings beginning October 2012 and with a goal of reaching complete occupancy by May
2013. UT Southwestern has considered RHP 18’s five (5) general criteria for valuing projects, in addition
to the specific investments required by UT Southwestern. The project is focused to address several of the
unique community needs of RHP 18, as previously described, but will require a significant investment by
UT Southwestern. For example, the first year operating expenses are projected to be $2,982,449. This new
clinic is projected to provide a substantial increase in access to primary and preventive health care in RHP
18). The proximity of Medically Underserved Areas, low-income areas, the challenges of access to
complex specialty care services, and the increased access to specialty services makes this project an
important investment in the community.
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Year 2

(10/1/2012 —9/30/2013)
Milestone 1 [P-1]: Establish
additional primary care clinics.
Metric 1.1[P-1.1]: Number of
additional clinics.

Baseline: No previous UTSW
clinic in Collin County.

Goal: Add one (1) additional
primary care clinic to be
located in Collin County.

Data Source: Documentation
of detailed expansion plans.
Rationale: The national,
regional and local supply of
primary care does not meet the
demand for primary care
services. Moreover, it is the
goal of health care
improvement to provider more
preventive and primary care in
order to keep individuals and
families healthy and, thus,
avoid more costly ER and
inpatient care.

Milestone 1 Estimated Incentive
Payment: $287,000

Milestone 2 [P-5]: Train/hire
additional primary care providers
and staff.

Year 3
(10/1/2013 —9/30/2014)
Milestone 5 [P-4]: Expand the
hours of primary care clinic,

including evening and/or weekend

hours.

Metric 5.1 [P-4.1]: Increased

number of hours at primary care

clinic over baseline (DY?2).
Baseline: DY?2 will be the

baseline period because this is a

new clinic.

Goal: 10% increase in number

of hours (4 hours per week).
Data Source: Clinic
documentation

Rationale: Expanded hours
provide more choices for
patients and allows for more
patients to be seen.

Milestone 5 Estimated Incentive
Payment: $308,655

Milestone 6 [P-5]: Train/hire

additional primary care providers

and staff.

Metric 6.1 [P-5.1]: Documentation
of increased number of providers

and staff.
Baseline: Baseline is the

number of providers and staff at

the end of Year 2 of clinic

Year 4
(10/1/2014 — 9/30/2015)

Milestone 9 [P-4]: Expand the
hours of primary care clinic,
including evening and/or weekend
hours.
Metric 9.1 [P-4.1]: Increased
number of hours at primary care
clinic over baseline.

Baseline: Year 3 operating

schedule will be the baseline

period. Baseline from previous

year projected to be 4 hours.

Goal: Additional 4 hours of

evening and/or weekend on

schedule per week.

Data Source: Clinic

documentation.

Milestone 9 Estimated Incentive
Payment: $370,773

Milestone 10 [I-12]: Increase

primary care clinic volume of

visits.

Metric 10.1 [I-12.1]:

Documentation of patient visits.
Baseline: Baseline volume of
patient visits from previous
year.
Goal: Add an additional 3,000
patients visits for a total of
14,000 patients visits in DY4.

126686802.1.1 1.1.1 P_ll:) ﬁZBA%C; Establishing a New Community Primary Care Outreach Center
-4: A,
UT Southwestern TPI 126686802
%elﬁ‘zf)fnf;ﬁga‘;zyr 3 IT-1.10 126686802.3.1 Diabetes Care: Hb1Ac poor control (>9.0%) — NQF 0059
(s):0D-1 IT-1.11 126686802.3.2 Diabetes Care: BP Control (<140/80mm Hg) — NQF 0061

Year 5
(10/1/2015 — 9/30/2016)
Milestone 12 [P-4]: Expand the
hours of primary care clinic,
including evening and/or weekend
hours.
Metric 12.1 [P-4.1]: Increased
number of hours at primary care
clinic over baseline.
Baseline: Year 4 operating
schedule will be the baseline
period. Baseline from previous
year projected to be 4 hours.
Goal: Additional 4 hours of
evening and/or weekend on
schedule.
Data Source: Clinic
documentation.
Milestone 12 Estimated Incentive:
$403,093

Milestone 13 [I-12]: Increase
number of unique patients.
Metric 13.1 [I-12.2]:
Documentation of unique visits.
Baseline: Baseline volume of
unique patients from previous
year.
Goal: Add 1,000 more unique
patients for a total of 7,000
unique patients.
Data Source: EHR reports,
other documentation
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126686802.1.1 1.1.1 P_ll:) ﬁZBA%C; Establishing a New Community Primary Care Outreach Center
-4: A,
UT Southwestern \ TPI 126686802
%elﬁ‘zf)fnf;ﬁga‘;zyr 3 IT-1.10 126686802.3.1 Diabetes Care: Hb1Ac poor control (>9.0%) — NQF 0059
(s):0D-1 IT-1.11 126686802.3.2 Diabetes Care: BP Control (<140/80mm Hg) — NQF 0061

Year 2

Year 3
(10/1/2013 —9/30/2014)
operations.

Year 4
(10/1/2014 — 9/30/2015)
Data Source: EHR reports,
other documentation
Rationale: This measures the

Year 5
(10/1/2015 —9/30/2016)
Rationale: This measures the
increased volume of patients

(10/1/2012 —9/30/2013)
Metric 2.1 [P-5.1]: Documentation
of increased number of providers

and staff. Data Source: Primary Care

Baseline: This is a new
community outreach clinic,
therefore, the baseline is zero
(0) UTSW providers and staff
in Collin County or
Richardson.

Data Source: New Primary
Care schedules, Faculty
Practice Plan and Human
Resources hiring summaries
and other related documents.

Milestone 2 Estimated Incentive
Payment: $287,000

schedules, Faculty Practice Plan
and Human Resources hiring
summaries and other related
documents.

Rationale: As clinic volume
grows, additional providers and
staff may be added.

Milestone 6 Estimated Incentive
Payment: $308,655

Milestone 7 [I-12]: Increase
number of unique patients.
Metric 7.1[1-12.2]: Documentation
of unique patients.

Baseline: Baseline volume of

increased volume of patients
the panel and is a method to
assess the ability to increase
capacity to provide care.

Milestone 10 Estimated Incentive
Payment: $370,773

Milestone 11 [I-12]: Increase
number of unique patients.
Metric 11.1 [I-12.2]:

Documentation of unique patients.

Baseline: Baseline volume of
unique patients from previous
year.

the panel and is a method to
assess the ability to increase
capacity to provide care.

Milestone 13 Estimated Incentive
Payment: $403,093

Milestone 14 [I-12]: Increase
primary care clinic volume of
visits.
Metric 14.1[1-12.1]:
Documentation of patient visits.
Baseline: Baseline volume of
patient visits from previous
year.
Goal: Add an additional 3,000

Milestone 3 [I-12]: Increase

number of unique patients.

Metric 3.1 [1-12.2]:

Documentation of unique patients.
Baseline: Baseline volume of
unique patients is Zero because
this is a new clinic.
Goal: 2,500 unique patients
Data Source: EHR reports,
other documentation
Rationale: This measures the
increased volume of patients
the panel and is a method to

unique patients from previous
year.

Goal: Add 2,000 unique
patients.

Data Source: EHR reports,
other documentation
Rationale: This measures the
increased volume of patients
the panel and is a method to
assess the ability to increase
capacity to provide care.

Goal: Add 1,500 unique
patients.

Data Source: EHR reports,
other documentation
Rationale: This measures the
increased volume of patients
the panel and is a method to
assess the ability to increase
capacity to provide care.

Milestone 11 Estimated Incentive
Payment: $370,773

patients visits for a total of
17,000 patients visits in DY5.
Data Source: EHR reports,
other documentation
Rationale: This measures the
increased volume of patients
the panel and is a method to
assess the ability to increase
capacity to provide care.

Milestone 14 Estimated Incentive
Payment: $403,093
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126686802.1.1 1.1.1 P_ll:) ﬁZBA%C; Establishing a New Community Primary Care Outreach Center
-4: A,
UT Southwestern \ TPI 126686802
%elﬁ‘zf)fnf;t&ga‘;zyr : IT-1.10 126686802.3.1 Diabetes Care: Hb1Ac poor control (>9.0%) — NQF 0059
(s):0D-1 IT-1.11 126686802.3.2 Diabetes Care: BP Control (<140/80mm Hg) — NQF 0061

Year 2

(10/1/2012 —9/30/2013)
assess the ability to increase
capacity to provide care.

Milestone 3 Estimated Incentive
Payment: $287,000

Milestone 4 [I-12]: Increase

primary care clinic volume of

Visits.

Metric 4.1 [I-12.1]:

Documentation of increased visits.
Baseline: This is a new clinic
as of October 1, 2012 so the
baseline is Zero.
Data Source: EHR reports,
other documentation
Goal: 6,000 patient visits
Rationale: This measures the
increased volume of visits and
is a method to assess the ability
to increase capacity to provide
care.

Milestone 4 Estimated Incentive
Payment: $287,000

Year 3
(10/1/2013 —9/30/2014)
Milestone 7 Estimated Incentive
Payment: $308,655

Milestone 8 [I-12]: Increase
primary care clinic volume of
visits.

Metric 8.1 [I-12.1]:
Documentation of increased visits.
Baseline: Total number of visits
from previous year.
Goal: Add an additional 5,000
visits for a total of 11,000
patient visits in DY 3.
Data Source: EHR reports,
other documentation
Rationale: This measures the
increased volume of visits and
is a method to assess the ability
to increase capacity to provide
care.

Milestone 8 Estimated Incentive
Payment: $308,655

Year 4
(10/1/2014 —9/30/2015)

Year 5
(10/1/2015 —9/30/2016)

Year 2 Estimated Milestone
Bundle Amount: $1,148,000.

Year 3 Estimated Milestone
Bundle Amount: $1,234,620

Year 4 Estimated Milestone
Bundle Amount: $1,112,320

Year 5 Estimated Milestone
Bundle Amount: $1,209,280

TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD: $4,704,220
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SUMMARY PAGE: UT Southwestern Medical Center Category 1 Project/126686802.1.2

Provider: University of Texas Southwestern Medical Center (“UTSW” or “UT Southwestern”) operates
452 inpatient beds 452-beds in the St. Paul and Zale Lipshy buildings and 40 hospital-based and
ambulatory-based clinics on its Dallas campus. Faculty and Residents provide care to more than 100,000
hospitalized patients and oversee nearly 2 million outpatient visits a year. The physician faculty of UTSW
provides patient care at UTSW University Hospitals & Clinics, Parkland Health & Hospital System,
Children’s Medical Center Dallas, Texas Scottish Rite Hospital, VA North Texas Health Care System,
and other affiliated hospitals and clinics in Dallas, Fort Worth and North Texas communities. Its Faculty
physicians, residents and health care professionals at UTSW provide almost $144 million in
uncompensated clinical services annually.

Intervention(s): UT Southwestern Medical Center is in the process of establishing a new Specialty Care
Clinic. The Specialty Care Clinic is planned to provide Orthopedics, Behavioral Health, a range of Cancer
Services, and potentially other selected specialties depending on demand. As demand grows, evening and
weekend hours are planned to be added.

Need for_the project: The Community Needs Assessment for RHP 18 identifies CN.4 — Urgent and
Emergency Care, CN.6 — Health Professions Shortage, and CN.7 as high priorities. This is particularly
true for the area served by the new clinic. RHP 18 had 16,353 cases of cancer between 2005-2009. Cancer
rates range from 413/100,000 (Collin) to 481.4/100,000 (Grayson). The incidence rate for Texas is
451/100,000. Having expanded capacity and access to cancer diagnosis and treatment resources is a
noteworthy benefit to RHP 18. Cancer patients account for some of the most expensive ED encounters
and subsequent inpatient admissions, which could be reduced with better access to specialty services.

Target population: The target population includes people living and working within an approximately 5-
mile radius of the new clinic. Collin County has a diverse population that includes 5% Medicaid enrollees
and 12% Uninsured.

Category 1 or 2 expected patient benefits: The new clinic will eventually add 6 new physicians and
approximately 22 health professions support staff. Projections target approximately 1,000 unique patients
and 3500 visits in the first year of full operations. Five-year projections estimate that the Specialty Care
Clinic will have approximately 7,000 unique patients and 24,000 patient visits annually.

Category 3 outcomes:

e Measure IT-1.10: Diabetes Care: Hb1Ac poor control (>9.0%) — The incidence of Diabetes is well
above the national average in the Dallas/Fort Worth area. Our goal is to help our patient improve
control of this chronic disease condition.

e Measure IT-1.11: Blood Pressure Control (<140/80mm Hg) — Hypertension is one of the most
common problems associated with diabetes and obesity, which also has an incidence rate well above
state and national averages. Our goal is to help patient control their high blood pressure as part of a
larger chronic disease management strategy.

. Evidence will be trends in normalization of health indicators and reduced risk for higher levels of
care.
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Title of Project: Establishing a New Specialty Care Community Outreach Center
Unique RHP project identification number: 126686802.1.2

Performing Provider Name: UT Southwestern/126686802

Project Option: 1.9.2

Project Description

UT Southwestern is in the process of establishing a new multispecialty clinic in Southern Collin County
that is comprised of both Primary Care and Specialty Care Services. The Primary Care Clinical areas are
distinct from the Specialty Care Clinical areas. This proposal addresses solely the Specialty Care Clinic
Services. The Specialty Care Clinic components are planned to provide Orthopedics, Behavioral Health, a
range of Cancer Services, and other selected specialties. RHP 18 had 16,353 cases of cancer between
2005-2009. Cancer rates range from 413/100,000 (Collin) to 481.4/100,000 (Grayson). We ¢ could not
find equivalent cancer rates for Rockwall County. The incidence rate for Texas is 451/100,000. Having
expanded capacity and access to cancer diagnosis and treatment resources is a noteworthy benefit to RHP
18.

The new clinic will have an electronic medical record that immediately will be integrated into the main
UT Southwestern electronic medical record system. This will facilitate and increase referrals to other UT
Southwestern specialists, clinics, and sophisticated diagnostic capabilities. Referrals within the system
will be tracked.

The new clinic will require UT Southwestern to recruit additional physicians to the Faculty Practice Plan,
which in turn will increase the capacity of the Health System to see more patients. The Specialty Care
areas are currently planned to have up to 8 physicians and 25 support staff including nurses, medical
office assistants, technologists, and other support staff. Newly recruited physicians and support staff will
undergo orientation and training on the UT Southwestern main campus. A key element of that training
will be in how to use Epic, the UTSW electronic medical record and how to make and track referrals
within and outside of UT Southwestern.

Projections target approximately 1,000 unique patients and 3500 visits in the first year of full operations.
Five-year projections estimate that the Specialty Care Clinic will have approximately 5,000 unique
patients and 15,000 patient visits by the end of DY5.

The new location will make it easier for patients to access the new providers and services. In addition,
once the new clinic reaches certain growth projections, evening and weekend hours are planned to further
improve access to services.

Core Project Components:

1.9.2.A: Increase service availability with extended hours — extended hours are planned for DY3-5, as
noted in the narrative and table.

1.9.2.B: Increase number of specialty clinic locations — purpose of project is to establish a new specialty
clinic, as noted in the narrative and table..

1.9.2.C: Implement transparent, standardized referrals across the system — new clinic will have the Epic
EHR that is used across the entire UTSW campus, allowing transparent referrals that can be tracked and
reported, as noted in the narrative.

1.9.2.D: Conduct quality improvement for project — quality improvement processes will be applied
starting in DY2 and continuing through DY'5 to improve how services are delivered and to improve
outcomes, as stated in the Milestones and Metrics table.
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Goals and Relations to Regional Goals

The overarching goal of the project is to expand Specialty Care capacity and access to patients needing
diagnostic, treatment and preventive care services through increased specialty care clinic visits. The
specific goals in support of this project are as follows:

e Establish a new specialty care clinic location to provide access to special populations;
e Expand the hours of the specialty care clinics; and
e Train/hire additional specialty care providers and staff.

This project is also related to the regional goal of providing seamless and timely access to a range of
evidence-based health and medical services of such quantity and quality that will promote optimum
outcomes for RHP 18 residents.

Challenges

Historically, patients from RHP 18 have had to travel long distances to reach the UT Southwestern
campus. Once there, they often found the campus difficult to navigate and had limited parking
availability. Specialty Care resources were also limited due to the tradition of providing specialty care
services for complex cases. Furthermore, UT Southwestern is challenged to expand many specialty care
services on its current campus due to facility limitations. The new clinic addresses these challenges by
locating in an area that is closer to a large population that is known to desire improved access. The new
clinic is located near major highways and roads, making it easy to find. Parking is plentiful and free. In
addition, a new DART Train station will be located within walking distance of the new clinic within the
next few years.

Five vear projected outcomes

The clinic will have noteworthy impacts on the priorities of the region with the following data being
highlighted:

e 6-8 new Specialty Care providers will be accessible in the community
e 21-30 additional health professionals supporting the physicians and services

e 5,000 — 7,000 patients in the community will have a nearby specialty care services; approximately
5% - 10% of these patients will be Medicaid beneficiaries. This is projected to equal between 500
and 700 Medicaid and low-income patients by DY5 depending on how the programs develop and
grow.

e 10,000 — 14,000 patient visits will be provided in the community; approximately 5% - 10% of
these patients will be Medicaid beneficiaries. This is projected to equal between 1,000 and 2,400
patient visits by Medicaid and low-income patients by DY5 depending on how the programs
develop and grow.

Starting Point/Baseline

The new “UTSW Clinical Center at Richardson/Plano” is in the fast-track design-build process. The first
phase of the new specialty care services is scheduled for December 2012 with the opening of the
Orthopedics clinic area with two physicians and their support staff. The next phase is scheduled to open in
May 2013, providing Medical Oncology, Cancer Infusion Services, and a spectrum of other cancer
specialists. Other specialties may be represented depending on demand. As a result of this being a new
clinic, the baseline is zero for the number of unique patients and patient visit volumes served by the
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project. Projections target unique patients and patient visit volumes are still being developed. The baseline
period is the first year of operation.

The new specialty clinic will require UT Southwestern to provide physicians in Orthopedics, Physical
Medicine and Rehabilitation, Oncology, and selected other specialties depending upon demand. Newly
recruited physicians and support staff will undergo orientation and training on the UT Southwestern main
campus. A key element of that training will be in how to use Epic, the UTSW electronic medical record
and how to make and track referrals within and outside of the UT Southwestern Health System. While we
do not contemplate training residents at the new location during the first year, the clinic would provide an
ideal setting to train medical students and residents in how to practice in a traditional community setting.

Rationale

The Clinical Center at Richardson/Plano represents a new initiative for UT Southwestern. The new clinic
is part of the first effort to create and operate multispecialty clinics away from the main campus so that
the services are closer to the communities and populations that want and need improved access to UT
Southwestern specialists. The clinic will be located near several major highways and roads and close to
key highways. In addition, the DART Train System is planning to add a new station within walking
distance of the new clinic.

The new clinic will have an electronic medical record that immediately will be integrated into the main
UT Southwestern medical record system. This will facilitate and increase referrals to other UT
Southwestern specialists, clinics, and sophisticated diagnostic capabilities. Referrals within the system
will be tracked.

This project is selected because it will add new Specialty Care services to the community, which will:

¢ Increase the number of specialist providers, clinic hours and/or procedure hours available for the
high impact/most impacted medical specialties (I-22)

e Increase specialty care clinic volume of visits and evidence of improved access for patients
seeking services. (I-23)

Unique community need identification numbers the project addresses
CN.5 — Co-Morbid Medical Conditions
CN.6 — Healthcare Professions Shortage
CN.7 — Preventable Acute Care Admissions
CN.8 — Diabetes Care Management
CN.12 — Other Special Populations

Related Category 3 Outcome Measure(s)

The RHP 18 Community Needs Assessment Report identifies the top 10 prevalent conditions that account
for the most Potentially Preventable Admissions. All of the conditions are prevalent in Zip Codes close to
the new clinic, including:

e Diabetes — Short Term
e Diabetes — Long Term
e Hypertension

These conditions could be better managed in the continuity of ambulatory clinic settings rather than
episodic setting of hospital Emergency Departments and Inpatient Admissions. As part of a larger
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Chronic Disease Management strategy, monitoring indicators that will help prevent complications and
slow the progress of several of these diseases are high priorities.

In addition, the annual Behavioral Risk Factor Survey (BRFSS) is a valuable national source of ongoing
data regarding the key risk factors for diabetes in Texans 18 years of age or older. High blood pressure,
high blood cholesterol levels, and obesity are the top three risk factors associated with diabetes
prevalence, heart disorders, and other conditions.

For these reasons, the following two Outcome Measures have been chosen:
» Measure IT-1.10: Diabetes Care: Hb1Ac poor control (>9.0%) (standalone measure)
» Measure IT-1.11: Blood Pressure Control (<140/80mm Hg) (standalone measure)

Relationship to other Projects

This appears to be the only project directly related to specialty care services access, particularly as they
related to Orthopedics, Oncology, Imaging, and other specialties to be determined. However, there may
be opportunities for referrals or care coordination with the Grayson County Health Clinic Category 1
project proposed by Texoma Medical Center/Texas Health Presbyterian — WNJ Hospital for Establishing
More Primary Care Clinics.

Relationship to Other Performing Providers’ Projects in the RHP

Healthcare transformation projects in RHP 18 are all naturally interrelated in that the general populations
of persons with behavioral health conditions in these counties are the same, the needs span the region, and
healthcare consumers may move across geo-political boundaries in this mixed urban and rural area of the
state. Participating providers will meet together in formal quarterly sessions to review and
discuss/address/resolve issues including but not limited to: access to care, timely response systems,
patient navigation systems, referrals, access to resources, preventing unnecessary admissions, co-morbid
medical and psychiatry conditions affecting utilization, and coordination with other healthcare providers
in the region.

Plan for Learning Collaborative

The RHP 18 Anchor will coordinate with all of the RHP 18 participating providers and other interested
organizations/groups to provide and support mechanisms, both in-person, and electronically, for
collaborations around at least, but not only, health education initiatives, project challenges and innovation,
system gaps, and best-practices. This provider will participate in these mechanisms of learning
collaboration.

Project Valuation

The UTSW Clinical Center at Richardson/Plano is being established, and is projected to have a series of
phased-in openings beginning December 2012 and with a goal of reaching complete occupancy by May
2013. UT Southwestern has considered RHP 18’s five (5) general criteria for valuing projects, in addition
to the specific investments required by UT Southwestern. The project is focused to address several of the
unique community needs of RHP 18, as previously described, but will require a significant investment by
UT Southwestern. For example, the first year operating expenses are projected to be at least $4,000,000.
This new clinic is projected to provide a substantial increase in access to specialty care diagnostic,
treatment and preventive health care in RHP 18. The proximity of Medically Underserved Areas, low-
income areas, the challenges of access to complex specialty care services, and the increased access to
specialty services makes this project an important investment in the community.
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126686802.1.2 1.9.2 Establish and/or Expanding Specialty Care
UT Southwestern TPI 126686802
Re'a‘g:l tcci‘):fli‘"‘y 3 IT-1.10 126686802.3.3 Diabetes Care: Hb1Ac poor control (>9.0%) — NQF 0059
Measure(s): OD-1 IT-1.11 126686802.3.4 Diabetes Care: BP Control (<140/80mm Hg) — NQF 0061

Year 2

(10/1/2012 — 9/30/2013)

Milestone 1 [P-11]: Launch/
expand a specialty care clinic.

Metric 1.1 [P-11.1]:
Establish/expand specialty care
clinic.
Baseline: No previous UTSW
clinic in Collin County.

Goal: Add one additional
specialty care clinic to be
located in southern Collin
County that will provide
Orthopedics, Oncology, Lab
and Imaging Services.

Data Source: Design and
construction documents. Lease
for new property. Rationale:
The national, regional and
local supply of specialty care
physicians does not meet the
demand for specialty care
services.

Milestone 1 Estimated Incentive
Payment: $302,400

Milestone 2 [P-13]: Complete

Year 3
(10/1/2013 — 9/30/2014)

Milestone 6 [1-22]: Expand the
hours of specialty care clinic,
including evening and/or weekend
hours.

Metric 6.1[1-22.1]: Increased
number of hours at specialty care
clinic.
Baseline: DY2 will be the
baseline period because this is a
new clinic.

Goal: 10% increase in number
of hours (4 hours).

Data Source: Clinic
documentation of clinic hours.

Rationale: Expanded hours
providers more choices for
patients and more allows for
more patients to be seen.

Milestone 6 Estimated Incentive
Payment: $422,370

Milestone 7 [1-23]:_Increase
specialty care volume of visits and
procedures.

Metric 7.1 [1-23.1]:

Year 4
(10/1/2014 — 9/30/2015)

Milestone 10 [I-22]: Expand the
hours of primary care clinic,
including evening and/or weekend
hours.

Metric 10.1 [I-22.1]: Increased
number of hours at primary care
clinic over baseline.

Baseline: Year 1 and Year 2
operating schedule will be the
baseline period. Baseline from
previous year projected to be 4
hours.

Goal: Additional 4 hours of
evening and/or weekend on
schedule.

Data Source: Clinic
documentation of clinic hours

Milestone 10 Estimated Incentive
Payment: $417,120

Milestone 11 [I-23]: Increase
specialty care volume of visits and
procedures.

Metric 11.1[1-23.1]: Documentation
of increased number of visits and

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

Milestone 14 [I-23]: Increase
number of unique patients.

Metric 14.1 [1-23.2]:
Documentation of unique visits.

Baseline: Baseline volume of
unique patients from previous
year.

Data Source: EHR reports,
other documentation

Goal: Add another 1,000
unique patients.

Rationale: This measures the
increased volume of patients
on the panel and is a method
to assess the ability to increase
capacity to provide care.

Milestone 14 Estimated Incentive
Payment: $453,480

Milestone 15 [P-4]: Expand the
hours of primary care clinic,
including evening and/or weekend
hours.

Metric 15.1 [P-4.1]: Increased

number of hours at primary care
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126686802.1.2 1.9.2 Establish and/or Expanding Specialty Care
UT Southwestern TPI 126686802
Re'atg:l tcciel%""y 3 IT-1.10 126686802.3.3 Diabetes Care: Hb1Ac poor control (>9.0%) — NQF 0059
Measure(s): OD-1 IT-1.11 126686802.3.4 Diabetes Care: BP Control (<140/80mm Hg) — NQF 0061
Year 2 Year 3 Year 4 Year 5

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

planning and installation of new
specialty imaging systems.
Metric 2.1 [P-13.1]:
Documentation of planning and
installation of new systems.

Baseline: Zero baseline since this
is the installation year.

Goal: Complete the planning,
approval, purchase and installation
of new specialty imaging system
before end of DY2.

Data Source: Documentation of
systems implementation plan and
budget.

Milestone 2 Estimated Incentive
Payment: $302,400

Milestone 3 [I-23]: Increase
specialty care volume of visits and
procedures.

Metric 3.1[1-23.1.1]:

Documentation of increased
number of visits and procedures.

Baseline: Baseline is Zero because
this is a newly established clinic.

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

Documentation of increased
number of visits and procedures.
Baseline: Baseline is the number
of visits and procedures in DY2 or
previous year of clinic operations.
Goal: Add another 5,000 visits for
a total volume of 8,500 visits in
DY3.

Data Source: EHR and billing
reports.

Milestone 7 Estimated Incentive
Payment: $422,370

Milestone 8 [I-23]: Increase
number of unique patients.
Metric 8.1 [1-23.2]:
Documentation of unique visits.
Baseline: Baseline volume of
unique patients from previous
year.
Goal: Add an additional 1,500
unique patients for a total of
2,500 unique patients.

Data Source: EHR reports,
other documentation

(10/1/2014 — 9/30/2015)
procedures.

Baseline: Baseline is the number of
visits and procedures in DY 3.

Goal: Add an additional 2,500
patients visits for a total of 11,000
projected visits by the end of DY4.
Data Source: EHR and billing
reports.

Milestone 11 Estimated Incentive
Payment: $417,120

Milestone 12 [I-23]: Increase
number of unique patients.

Metric 12.1 [1-23.2]: Documentation
of unique visits.

Baseline: Baseline volume of
unique patients from previous
year.

Data Source: EHR reports, other
documentation

Goal: Add another 1,500 unique
patients.

Rationale: This measures the
increased volume of patients on
the panel and is a method to
assess the ability to increase

(10/1/2015 — 9/30/2016)
clinic over baseline.

Baseline: Clinic schedule from
previous year.
Goal: Additional 4 hours of

evening and/or weekend on
schedule.

Data Source: Clinic
documentation of clinic hours

Milestone 15 Estimated Incentive
Payment: $453,480

Milestone 16 [I-23]: Increase

specialty care volume of visits and

procedures.

Metric 16.1 [1-23.1.1]:

Documentation of increased

number of visits and procedures.
Baseline: Baseline is the
number of visits and
procedures in DY4.

Goal: Add another 2,000 visits
for a total of 13,000 visits by
the end of DY5.

Data Source: EHR and billing
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126686802.1.2 1.9.2 Establish and/or Expanding Specialty Care
UT Southwestern TPI 126686802
Re'atg:l tcciel%""y 3 IT-1.10 126686802.3.3 Diabetes Care: Hb1Ac poor control (>9.0%) — NQF 0059
Measure(s): OD-1 IT-1.11 126686802.3.4 Diabetes Care: BP Control (<140/80mm Hg) — NQF 0061
Year 2 Year 3 Year 4 Year 5

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

Goal: 3,500 patient visits. Original
projections were higher, but
opening of the 2™ floor has been
delayed 6 months.

Data Source: EHR and billing
reports.

Milestone 3 Estimated Incentive
Payment: $302,400

Milestone 4 [I-23]: Increase
number of unique patients.

Metric 4.1 [1-23.2]:
Documentation of unique visits.

Baseline: Baseline volume of
unique patients is Zero
because this is a newly
established clinic.

Goal: 1,000 unique patient in
DY2.

Data Source: EHR reports,
other documentation

Rationale: This measures the
increased volume of patients
on the panel and is a method to
assess the ability to increase

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

Rationale: This measures the
increased volume of patients on
the panel and is a method to
assess the ability to increase
capacity to provide care.

Milestone 8 Estimated Incentive
Payment: $422,370

Milestone 9 [I-22]: Increase
number of specialist providers,
clinic hours, and procedure hours
in targeted specialties.

Metric 9.1 [1-22.1]:
Documentation of number of
specialist providers, clinic hours,
and procedure hours.

Baseline: Baseline is the number
of providers and staff in DY?2.

Goal: Add 2 more specialty care
providers and 6 more support staff
as the volumes increase and the
clinics become more well-
established, for a total of 5
specialty care providers.

Data Source: Clinic documents
listing providers, clinic hours, and

(10/1/2014 — 9/30/2015)
capacity to provide care.

Milestone 12 Estimated Incentive
Payment: $417,120

Milestone 13 [I-22]: Increase
number of specialist providers, clinic
hours, and procedure hours in
targeted specialties.

Metric 13.1 [I-22.1]: Documentation
of number of specialist providers,
clinic hours, and procedure hours.

Baseline: Baseline is the number
of providers and staff in DY 3.

Goal: Add 2 more specialty care
providers and 3 more support
staff as the volumes increase and
the clinics become more well-
established, for a total of 7
specialty care providers.

Data Source: Clinic documents
listing providers, clinic hours, and
procedure hours. Construction
and lease documents.

Milestone 13 Estimated Incentive
Payment: $417,120

(10/1/2015 — 9/30/2016)
reports.

Milestone 16 Estimated Incentive
Payment: $453,480

Milestone 17 [I-22]: Increase
number of specialist providers,
clinic hours, and procedure hours
in targeted specialties.

Metric 17.1 [1-22.1]:
Documentation of number of
specialist providers, clinic hours,
and procedure hours.

Baseline: Baseline i1s the number
of providers and staff in DY4.

Goal: Add 1 more specialty care
providers and 2 more support staff
as the volumes increase and the
clinics become more well-
established, for a total of 8
specialty care providers.

Data Source: Clinic documents
listing providers, clinic hours, and
procedure hours. Construction and
lease documents.

Milestone 17 Estimated Incentive
Payment: $453,480
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126686802.1.2 1.9.2

Establish and/or Expanding Specialty Care

UT Southwestern

TPI 126686802

Related Category 3 IT-1.10 12668680233
Outcome 11 0 224
Measure(s): OD-1 IT-1. 6686802.3.
Year 2 Year 3

(10/1/2012 - 9/30/2013)
capacity to provide care.

Milestone 4 Estimated Incentive
Payment $302,400

Milestone 5 [I-22]: Increase
number of specialist providers,
clinic hours, and procedure hours
in targeted specialties.

Metric 5.1[I-22.1]: Documentation
of number of specialist providers,
clinic hours, and procedure hours.

Baseline: Baseline is Zero because
this is a new c