Texas Healthcare Transformation Waiver
Instructions and Form for
DY4 RHP Annual Report due December 15, 2015
The Program Funding and Mechanics Protocol (paragraph 24) requires that each RHP Anchoring Entity
submit an annual report by December 15 following the end of Demonstration Years (DY) 2-5. The
annual report is to be prepared and submitted using the standardized reporting form approved by
HHSC. The report will include information provided in the interim reports previously submitted for the
DY, including data on the progress made for all metrics. Additionally, the RHP will provide a narrative
description of the progress made, lessons learned, challenges faced, and other pertinent findings.
Instructions
The purpose of the DY4 RHP annual report is to summarize the progress of the RHP during DY4 (October
1, 2014 – September 30, 2015). Information can include key region-wide progress of DSRIP, cross region
collaboration and project-specific highlights. The annual report also will summarize information for
each RHP regarding metrics reporting and achievement in DY4 based on the information available prior
to annual report submission.
For the narrative portions of the report below, HHSC indicates specific information that should be
included, but otherwise each RHP Anchoring Entity may report as appropriate for its RHP. The RHP
annual report is a key opportunity to “tell the story” of the RHP’s successes, challenges and lessons
learned for the year, which HHSC believes will be important information as the State works with CMS for
waiver renewal beyond the initial five-year waiver term.
The narrative portions should address RHP governance issues (how the RHP is working together and has
continued to develop over time), learning collaborative activities, and also may include individual
provider/project progress/lessons/challenges, particularly if there are themes across multiple providers
or projects in an RHP.
Each anchor should submit its annual report on the DY4 RHP Annual Report Form by December 15, 2015
to HHSC (TXHealthcareTransformation@hhsc.state.tx.us).

Anchor Information
RHP Number 10
Anchor’s Name: Wayne Young
Anchor’s Phone Number: 817-702-3639
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2. Narrative Description of Progress Made
This section should at a minimum include the following:
--Summary information on Regional DSRIP implementation of the RHP plan, progress on meeting
community needs included in the RHP plan community needs assessment, changes in DSRIP performing
providers and other key stakeholders, etc. Project specific highlights may also be included, including
sustainability planning.
--Major activities conducted by the RHP during DY4 including updates to the RHP's website. Information
can also be provided on administrative activities, including reporting.
--Any other progress updates from DY4 that the Anchor thinks are important to provide.
Regional Health Partnership (RHP) 10’s implementation plan is focused on delivery reform in the following key areas as evident in
the community health needs assessment:
• Connect providers across the Region for improved coordination and communication;
• Empower individuals and families to manage and improve their health;
• Provide a robust and comprehensive set of services improving the physical health, behavioral health and general well-being of
Region 10 residents at an affordable cost;
• Expand access to primary care and ambulatory care to serve more patients, particularly through medical homes offering ongoing
routine care in a timely manner; and,
• Expand access to behavioral health services.
RHP10 represents nine counties in north Texas (Tarrant, Ellis, Erath, Hood, Johnson, Navarro, Parker, Somervell, and Wise) and 29
providers across the care continuum. Inclusively, the region is responsible for the implementation of 125 active projects. Common
threads
shared across
projects inof
theLessons
region focus
on behavioral healthcare, access to primary and specialty care, chronic care
3. Narrative
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and requirement interpretations.
Additionally, administrative activities included anchor site visits to each performing provider’s local area to gain a new perspective
on the needs of providers in the rural versus urban settings. The site visits enabled the waiver operations team to gather valuable
insight as to how to better serve our customers. We asked for specific feedback on what’s going well, what’s not going well, what
we as the anchor could do better in the future and how could we enhance communication and website information.
We found that many of our providers cross multiple regions and would benefit from streamlined communication and learning
opportunities. Region 9, our sister anchor in Dallas shared many of the same performing providers creating a unique opportunity to
band together to deliver a much more meaningful joint learning collaborative event. The success of this partnership has prompted
us to conduct one annual joint learning collaborative each demonstration year. This success has reduced administrative burdens,
lowered costs, and improved our participation rate in our learning collaborative events.
Additional progress has been made in aligning DSRIP projects with Managed Care Organization PIP initiatives. In DY4, the RHP10
anchor office began planning a one day summit with Aetna Managed Care, HHSC and DSRIP Project leaders to share improvement
initiatives and performance outcomes focused on moms and babies. It took several months to coordinate calendars, but the summit
was finally held on November 16, 2015. The summit was a huge success opening the door to continued conversations and
partnerships into DY5.
Lastly, in DY4, the anchor hosted the annual Clinical Quality Committee meeting to conduct a year in review of the effectiveness of
our learning collaborative activities, topics, and measurement results.

3a. How many learning collaborative events did your RHP host during DY4 (October 1, 2014 - September
30, 2015)? Please enter the number of events that took place for each type below. Not applicable to
Tier 4 RHPs not conducting their own Learning Collaborative.
•

In-person meetings/events:

RHP 10 held 3 in person learning collaborative events.
January 22, 2015, was a full day face-to-face event focused on two learning tracks:
Care Transitions –
• Teleconference/webinar:
Community Partnerships to Advance Population Health Management -Megan Clark, Advisory Board
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of the
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✔
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✔

Diabetes in adult patients
DSRIP project implementation, strategic planning, and/or reporting
Emergency department utilization
Health promotion and disease prevention
Improve patient and community engagement
Measurement strategies
Medical homes
Palliative care
Potentially preventable readmissions
Primary care expansion
Right care, right setting
Specialty care access
Telehealth/telepsychiatry
Other (please describe)

3c. Below, please describe how your RHP's Learning Collaborative(s) used the Plan-Do-Study-Act (PDSA),
Plan-Do-Check-Act (PDCA), or other selected quality improvement process. For example, indicate how
the Learning Collaborative(s) were facilitated throughout the cycle(s); the tools participants used to
establish a plan, set expectations, and monitor progress (e.g., the Institute for Healthcare
Improvement's PDSA form; how fidelity to the plan was measured; who evaluated outcomes of the
process and how. Not applicable to Tier 4 RHPs not conducting their own Learning Collaborative.
The learning collaborative methodology is primarily based on the widely adopted IHI Breakthrough Series, with some modifications
to meet the learning collaborative requirements outlined for Texas’ 1115 Waiver requirements. The key to this model is to combine
subject matter experts in specific clinical areas with application experts who can help organizations select, test, and implement
changes on the front lines of care.
The Breakthrough Series methodology alternates between gathering organizations to learn together and participants returning to
their institutions to test and then implement effective changes in the clinical setting. Earlier convening’s focus on theory, middle
ones on reporting methods and initial results, and later ones allow collective reflection on lessons learned and planning for next
steps. The ongoing direct access to others implementing similar changes facilitates dissemination of replicable practices and
avoidance of others’ mistakes. A key piece of the learning is access to experts and mentoring.
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applicable
to Tier 4 RHPs not conducting their own Learning Collaborative.

practices. As a result, all participants can benefit from the collective development of an effective and proven solution that can be
widely replicated and more rapidly adopted as a result of the collaborative.
RHP10’s Learning Collaborative has shared measures related to both the care transitions and behavioral health tracks.
There are five teams that report monthly on the care transition inpatient measures and 2 teams that report monthly on the care
transitions outpatient measures:
Measurement 1 – Care Transitions - Inpatient:
“Percentage discharged patients who received written discharge summary”
Measurement 2 – Care Transitions - Inpatient:
“Percentage discharged patients whose follow-up provider received summary within 7 days”
Measurement 3 – Care Transitions - Inpatient:
“Percentage discharged patients with community provider contact within 7 days”
Measurement 4 – Care Transitions - Outpatient:
“Percentage who are provided health education materials related to health condition”
Measurement
5 – Care
– Outpatient:
3e. Please
describe
anyTransitions
challenges
in administering, facilitating, or participating in a Learning
“Percentage who received contact with follow-up care coordinator team within 30 days of health material dissemination to follow
Collaborative.
For Tier 4 RHPs not conducting their own Learning Collaborative(s), please respond from
up with its use of information.”
the perspective
of participating
other
RHP orforStatewide
Summary for Care
Transitions winsin(see
addendum
graphs): Learning Collaboratives, if known.
Total interventions achieved for 2014 and 2015
• Care
- Inpatient:
The
sizeTransition
and breadth
of Region49,369
10 consisting of 125 DSRIP projects, 29 providers across 9 counties, in itself, creates significant
• Care Transition
- Outpatient:
1,614
challenges
to facilitate
a learning
collaborative that meets the needs of all its participants. To make the RHP10 learning collaborative
Intervention
rate for
2014 anda 2015
plan
manageable,
it required
focused approach of two specific tracks. The limited focus sometimes creates challenges with our
• Care Transition
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rate -as
some providers want to broaden the topics beyond care transitions and behavioral health. The diversity of the
– Increasecreate
from 64%
to 70%
providers
unique
challenges as well, relative to the rural versus urban perspective. We have overcome some of these
•challenges
Care Transition
Outpatient:
by providing smaller focused cohorts based on feedback we have received from our participants.
– Increase from
65% to 88%
Encouraging
performing
providers to divulge data for purposes of shared measures has also been a challenge. Some providers are
There areto
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on the
health
sharedout
measures:
reluctant
share
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the data will
be shared
of context and potentially be detrimental to the
Measurement image
1 – Behavioral
Health
organization’s
or misconstrued.
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patients screened
with cross-specialty
tool” in which providers submit data to accurately reflect a standardized
Additional
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approach
across
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of obtain
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required
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Measurement 3 – Behavioral Health
“Percentage patients whose condition improved with intervention”
Summary for Behavioral Health wins (see addendum for graphs):
Total interventions achieved for 2014 and 2015
• Behavioral Health: 177,155
Intervention rate for 2014 and 2015 YTD
• Behavioral Health:
– Increase from 46% to 49%

3f. Please describe strengths and challenges of the Learning Collaborative model as a tool for quality
improvement within or for your RHP.
Strengths of the IHI’s Breakthrough Series and the Model for Improvement provides opportunities for participants to access subject
matter experts, mentors, share best practices, lessons learned and avoid mistakes already incurred by others with similar
experiences. Based on IHI’s Breakthrough Series and the Model for Improvement, the Region 10 learning collaborative will bring
together organizations testing similar innovations, clinical interventions, or process improvements so that the organizations can
learn from each other and share best practices. In addition to data, participants will share successes and challenges, as well as
identify best practices. As a result, all participants can benefit from the collective development of an effective and proven solution
that can be widely replicated and more rapidly adopted as a result of the collaborative.
The challenge with this model is that it is less structured than other continuous improvement models and may not produce specific
measureable results as with PDSA cycles or DMAIC process improvement methodologies.

4. Participation in Statewide Learning Collaborative

Please describe your participation in the Statewide Learning Collaborative and any recommendations for
the next Statewide Learning Collaborative.
Region 10 had excellent representation at the Statewide Learning Collaborative and including the following participants:
• Session B- Integrating Primary and Preventive Services into Behavioral Health Infrastructure: Facilitated by Melanie Navarro
(MHMR)
• Cory Clark, Tarrant County, helped facilitate a break out session
The following projects provided one page summaries:
081599501.2.2 Integrated Health Care Initiative, MHMR of Tarrant County
138980111.2.5 (UNTHSC) Discharge Planning and Care Coordination for Eligible Older Adults and Elders, University of North Texas
5.
Narrative
Description of Challenges Faced
Health
Science Center
126675104.2.13 Palliative Care Program, JPS Health Network
This 126675104.2.4
may include Coordinated
challengesCHF
both
at theJPS
RHP
governance
Program,
Health
Network level and also at the individual provider/project

level, particularly if there are themes across multiple providers or projects in an RHP. Information can
Dawn Zieger, JPS Health Network, participated in the panel discussion on: Developing Systems of Care
also be included on discontinued projects, and reasons providers did not continue with a project.
The
projects
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andofanswer
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Eachfollowing
demonstration
year
in DSRIP
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with it aquestion
unique set
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As the region has shifted focus from project
planning to project implementation the challenges faced by RHP 10 have also shifted.
081599501.1.2 MHMR of Tarrant County Behavioral health Crisis Stabilization Services Initiative
126675104.2.16
Peter Smith
Hospitalmultiple
Chronic Care
Management
Expand
Chronic Care
Management
Models
- School
Basedthe
Providers found itJohn
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windows
for Category
3 outcome
measures
that did
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Collaborative
Chronic
Disease
Care
Model
demonstration year calendar. This created an administrative burden to track and trend measures.
126675104.2.8 John Peter Smith Hospital Chronic Care Management MedStar Patient Navigation Program
126686802.2.100
UT Southwestern
Moncrief
Cancer
Institutemonitoring
Health Promotion/Disease
Prevention
Mobile
Cancer
Survivorship
Managing the responses
to Meyers and
Stauffer
compliance
was equally challenging
as their
data,
in some
cases was
Care:
Improving
Surveillance,
Screening
and
Quality
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Life
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outdated and created extra work to find the corrected information that had already been submitted and approved by HHSC.
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was CENTER
a significant
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to maintainCoordination/Care
organization without
missing any
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Older challenging
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specific project
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This for
wasEligible
particularly
for providers in multiple regions. These providers would
6.
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206106101.1.100
Clinical Care
Associates
Primary Care
Expansion/Redesign
HealthbeClinic
encounter MeyersWise
& Stauffer’s
requests
which sometimes
came
during reporting Community
periods. It should
noted that Meyers & Stauffer
081599501.2.4
MHMR
of
Tarrant
County
Behavioral
health
Substance
Use
Disorder
(SUD)
Integration
has been flexible with due dates especially during DY4 October reporting.
As the RHP 10 Anchor team visited all of the providers in the region there were several other pertinent findings.
It would
be beneficial
to provide an entry levelfor
project
management
training to
providers throughout
the region. Having thisfor
The
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Theanchor
region has
has received
also seenaarecommendations
change in the types ofthe
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withsharing
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for project
to
betterpromote
managed.
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to
network
other
project
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similar
outcomes
a
much
less
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way
in be
order
Anchor was cohorts for the region. These smaller focused groups helped with shared learning on specific
topicstodefined
by the RHP
opportunities
to collaborate
and build
relationships
a much
organic
way
based
on the
natural
flow
of conversation.
10 providers. The
challenge with
cohorts
is selectinginthe
most more
applicable
ones
that
will have
the
greatest
impact.
In order to help
The Anchor creating
Office also
learned
Region 10 providers
would liketoa migrate
resourcetolist
of allrooms
projects
theneeds.
region and a contact person
Essentially,
topic
roomsthat
and
those
thatthroughout
best fit their
with selection we asked
providers
to allowing
provide cohort ideas
at the regions
first learning
collaborative
of the year. We had an
for each project. This couples with knowing the availability of physician in a particular county/area. Providers thought that this could
overwhelming response and many ideas for cohorts. In DY 5 we will continue to utilize more cohorts for the benefit of our providers.
be beneficial in order to help patients receive access to needed services.
Throughout DY4 the RHP 10 Anchor team had the opportunity to conduct site visits with all of its providers. During these rounding
visits the Anchor Office was able to understand many lessons learned and challenges throughout the region. Commons themes of
RHP 10 is comprised of 9 counties several of which are rural. The providers who are rural would like to see a focus on the specific
challenges faced by RHP 10 providers are handling burn out and losing staff, receiving a consistent messages among Anchors for
issues that rural providers face. The RHP 10 Anchor office is considering a cohort specifically for rural providers to allow them to
providers in multiple regions and dealing with the barrier of transportation for patients.
come together. This cohort would allow these providers to discuss any issues they face and work with other providers to address
them.
As the 1115 Waiver moves closer to DY5 it is becoming increasingly difficult for providers to retain staff due to ambiguity and
uncertainty with the renewal of the 1115 Waiver. Coupled with this is the fact that providers along with their project leads are
One of the overarching themes from providers has been a desire for an HIE and to share data across multiple regions. The RHP 10
beginning to become burnt out due to numerous changes during the life cycle of the waiver and the complexity of delivering
Anchor office focused the September learning collaborative on this topic and it sparked quite a bit of interest from the Region. As
successful outcomes.
more thought has gone into a possible HIE, providers believe that an HIE would need to include RHP 9, 10 and 18, in order to be
inclusive of the entire Dallas-Fort Worth area.
The second challenge was consistency among Anchors with providers in multiple regions. RHP 9, 10 and 18 share several of the

