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REGDN 3 ANCHORXECUTIVE SUMMARY

Theupdated Community Health Needs Assessn{@HNA) presents the status of public health across
TexasRegional Healthcare PartnershRH® o0 Qa YAy S O2dzyiA Sadhow ¢ KS R2 OdzY:
community needs changed since tfiest RHP3CHNA was pulsihed in2012. According tdata

presentedin both Assessmentsnany of the communit deedsin 2012remainneedstoday. The

introduction below asks why argliggesthiow the Region should move forward in the quest to

transform healthcarehrough the Delivery System Reform Incentive Payment progB&iR(p

What Did he 2017 Community Health Needs Assessment Find?

The community needsighlighted inthe 2017 assessment do not differ greatly from thasglined in
the 2012 assessmenilhe priority areas are:

1 The hck of primary and specialty caPeovides, particularly for uninsured individuals and
people requiring behavioral health servicessults in insufficient access to care dnefjuent
long waits for services.

1 Inadequate transpostion options continue to present challenges for many-ioaome
residents and people living in rural communities with few or no public transportation options,
and limited services for emergency transportation.

1 The Region continues to face a high preva&ewnf chronic disease and poor health, including
diabetes, heart disease, asthma, cancer and cardiovascular disease.

1 Behavioral Health needs continue to grow throughout the Region, which lacks both the
Provides and facilities to adequately meet the demdiod behavioral healthcare services.

1 While care coordination and collaboration amoRgpvides have improved dramatically under
the DSRIP program, patient services are still often fragmented and uncoordinated, creating
challenges for both patients ariRroviders and contributing to inefficient healthcare delivery.

1 A diverse population with varying cultural and see@mnomic backgrounds requires a focused
approach to address the cultural and economic barriers that contribute to wide variations in
healthcareservices and outcomes.

How @uid the 2012 ad 2017 Assessments Havadé Similar Findings

After DSRImMvestments?

The 2017 assessment is an updatettmRHPD 2 YYdzy A 18 Q4 ySSRasx y20 |y I a
impact. In fact, several reasons explainwky® wS3IA 2y KlFayQi &aSSy adomaidaly
needs since 2012. First, most of the health data available for the 2017 needs assessment was measured
in 2015, before many DSRIP projects were fully implementexda result, the data dsnot reflect

5{wLt Q& Beebnfl, thk poputatdi served by DSRIP (mostly uninsured and Medicaid) is only a
portion of the populatiomaboutwhich many recent publiclgvailable sourcesollect data The DSRIP

LINE INF YQa AYLI Ol O y 06 8ntheniBention flopuBticiNgohefiaSt &8 I 4454 a
challenging feat given that the setloes not have detailed data dhK S dzy’ A y & dzZNB R LJ2 Lddzt | 0 A
healthcare nodoes itregularly match DSRNedicaidclaims to specific DSRIP projecihird, while

DSRIP improwkaccess to healthcare and many projects sought to navigate patients to social services,
healthcareitself has a smadlr impacton healthoutcomes than powerful social determinant3o see

asS
a A
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greater population health improvement, muficeted interventionsn the social determinants of health
should occur in tandem with patient navigation and increased healthcare access.

What Else Catine Region Gather to Understand DSRP L Y LJ O K

The Region 3 Anchor gathered additional local information about DSRE®mmaunity health to
complement the data w=d in the 2017 CHNA. WheSRIP Learning Collaborative outcomes and
project level metric achievementataare combinedvith the/ | b ! Q &the Rridifigs present more
nuancedperspectiveson the impacts of DSRIPRHP3and how community needs look in 2017. This
information is detailed in the gppendicesand discussed briefly below.

Learning Collaborative outcomes

The RHP3_earning Collaborativienplementation inDemonstration YearY)3-6 showshat:
1 Organizatons previously unfamiliawith each other are connectirand sharing knowledge and

innovations

DSRIP and ne@SRIP organizatioase building continuumsf care through collaboration

Project owners are implementing new toadsd performingvalueanalysedearned through

mentoring and Regional learning opportunities

1 Groups of stakeholders are working together to collect data on issues that were previously not

clearly understood

Sakeholders agree on the broad issues that hamper healthcare transformation

HealthcareProvides no longer viewthemselves in silos of care, but as a part tdrger system

tapestrythat includes the social determinants of health

f HealthcareProvidea Q @A IAT I yOS Ay LINRGSOGAY3I LI GASYyGaQ A
sharingnecessary for system transformation

1 Sustaining services and collaborations without a dedicated funding stream is a challBisiP
Provides want to sustain effective projects but many cannot do so without DSRIP funding
because a substantial proportiaf DSRIP patients are uninsured

1 DSRIMProvides and Medicaid Managed Care Organizations are in the early stages of assessing
2L NI dzy AGASE (G2 LI NIYSNL G2 &SNS 5{wLtQad aSRA

1
T

= =4

Metric achievement in volume and quality outcomes

.FASR 2y YSUNRO | OKA S@SYS gai beNdierddoNd drebtarTetadl. {Thel t Q& f 2
most obviougesult of DSRIR that access to care and overall DSRIP patient visits grew. In the 12
Y2yiGiKa 2F 5, p |f2ySs thatkSasureSeHchuhtgrracorfefl 942,630 LINR2 2SO0 &
encountersmore than occurred before DSRIP was implementddre than half were primary care

encounters. In projects measuring visits by individuals, Region 3 recorded 5@hjgagindividuals

receiving service (above prdDSRIP baselines) in the 12 months of DY5 (though an overlap of individuals
between projects likely occurred). In fact, several project typesronic care, ER, specialty, and
prevention/wellness projects saw more volume thanrdicipated. WHe it is clear that demand was

high, the data does not demonstrate whethadditional demand still exists. Conversely, behavioral

KSFHfGK YR LINAYIFINE OFNB LINR2SOGA NBO2NRSR fSaa @2
DY5 carry forward pard is not complete (indicating that some additional volume is yet to be reported),
Regional conversation is needed to evaluate why this ocdurRotentiallywith behavioral health and

primary care being the most popular project areas, sersigeplymay haveexceead demandor

4| Page



Provides facel unanticipated staff shortages. SNK I LJA LINB 2SO0 f20FdA2ya RARY
expectedor projects wereémplemented late Further conversation among DSRIP stakeholders can

St dzOARIFGS GKS RFE{GlFIQa FAYRAYyIaAD

NextYSI| adzNBR G GKS F33INB3IFGS tS@St s wSIAA2y 0Qa LINE
Provides achieved 90% of DY4 Category 3 funds within twm@2th measurement periods, and 63%

of DY5 Category 3 funds within the first of two possiblarighth measurement periods. While the
wSAA2YyQa F3IAINBIAFGS ljdzr t AdGe 2dzi02YS LISNF2NXI yOS &K
(indicating health improvement), patient health in certain outcome domains tied to DSRIP projects

improved more than othes. Thisndicatesthat more work or a different approads needed to

substantially improve health outcomes in those areas. Based on DY4 amg&)dshievementhe

guality outcome domains with the most challenges are listed below:

9 Primary careand chronic disease management
Potentially preventable readmission

Oral health

Perinatal outcomes and maternal and child health
Right care, right setting

Primary prevention

=A =4 =4 =4 =4

Collectively, Wat Does This Information Meaor Region 3?

DSRIP fundingirstegral
Among all of the sources, DSRIP funding was considered to be an integral factor in the establishment
of new services to meet the needs of an otherwise underserved patient populafd@@RIP funding is
not, however,an indefinite financial resouecfor services that help theledicaid Lowincome
Uninsured KLIU) population.This isa threat to the Region, as a majority®fovides areunsure of
their ability to continue current DSRIP projeetithout DSRIP funds and/or havet identified funding
resources outside of DSRTRe significance of this weakness is highlighted by the redstdA
whichindicates that additional financial resources are necessary to continue healthcare improvements
in the future and meet the needs of the growing uninsupsgbulation.

Collaboratiorleads tamprovement
DSRIP has increased collaboration amoRgsvides in the RegiorSuccesseis collaboration also
present an opportunity t@dvane partnerships irRHP3as indicated in Regional Qitya Plan
findings. Learing Collaborative experiences show thaustured, goaldriven collaborations work
best. While DSRIP has increased collaboration within the Region, more engagement outside-of DSRIP
related health care efforts is needed in order to further transform @egi population health and the
healthcare system.

More work on care coordination and the social determinants of health is needed
Region 3 is large.ifiiculties existin navigating patients to thappropriatelevel of careand to social
services. RegionsBirveys indicate that over 70% &fHP3espondents agreed that their organization
had challenges navigating patients to necessary social resources, which could béPdoeides not
understanding patient needs, not being aware of appropriate resouiaresatients and/orthe
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Region not having an adequate number of appropriate social resources. Furthermore, the revised
CHNA mirrored such conclusionsdtgtingthat patient care generallyemainsfragmented and
uncoordinated throughout th&kegion(it is unclear whethepatients still facensufficient access to
primary and specialty cam@ter DSRIP implementatipbut if so, this likely contributes to the
problem). Additionally stable housing is a central challenge for patients with behavioral health
conditions andnadequate transportatiomnd the inability of patients to make use oftib connect
themto healthcare, healthy food, or work opportunitiesdntinue tochallengehe Region

Data sharin@nd integration ould benefit patients
Fnally, data sharing and infrastructureas bah Regional weaknessandasopportunitiest emerged
from multiple sources aa significantheme. Survey results collected by thedr@al Quality Plan
committee found that almost 50% of Region 3 respondents expressed their willingness to engage in
data sharing. Still, a great numbermrfovides are concerned over the appropriate methods of data
sharing and following HIPAA regulatiompproximately70% of survey respondents acknowledged
they encounter barriers when collaborating with other institutions to share healthcare @atvalue
of data sharing is outlined in the revised CHNA under key clg@lte which reiterates the needtif
coordinated technological infrastructure to support care collaboration. Having the abilyttact
andshare pertinent patient information betweeRrovidersystems and across varying EMRs could
potentially reduce duplicative or unnecessary healthcand social services

| 2¢6 { K2 dZd PDSRIStakéhaldérs Mave Forward?

To improve regional population health over the next several DSRIP yié&#s, twS3A 2y Qa 5{ wlLt
stakeholdershould consider:

1 Supportingmpactful DSRIProjectsby assessing how to scale them up, hard wire them,
collaborate with them ortransition them to a new owner in the Regidmeeded

1 Continuing tdfocus on providing access to behavioral healthcareiamatovingthe overallwell-
being of patients wh behavioral health conditions.

1 Gradually shift resources from costly aceteeinterventions toward chronic disease
prevention. Provides must plan for how to maintain healthcare access for the medically
underserved and improve health quality with potentyaléss funding. Focusing on prevention
should be a part of the solution.

1 Seekingto improvehealth behaviorand impact the social determinants of health by
understanding and treating each patiembt justas a biological system basa unique
individual a person situated in a social netwodnda product of thephysical and policy
environmentin which they live

1 Broadennghealthcarecollaborationgo includeother sectors of the social safety neThese
collaborationscan be made bgommunicating shared valudsut will requiredeveloping
technical knowhow, buildingrelationshipsinvesting resourcesdeadership, and trust.

f raasSaairy3a ¢ KS dukedtddcial Kaety neSidsiréhy eddudghen determining
what investmentwould beneeded to improve it and identifying the right act@msd investors to
make necessarghanges.

1 Participatingin efforts to identify valueshe Region DSRIP Provideommunity shares to
determine what community healtheedshave buyin to makechangeat a Regional level.

1 Participating in Regional efforts to improve areas of community raeetiselecting DY¥&
Measures or Measure Bundles related to community needs
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2017 REGION 3 COMMUNITY HEALTH NEEDS ASSESSMENT

Report by: Health Management Ass@ates

Introduction

The Southeast Texas Regional Healthcare PartngfRRiP3is thelargestRHP in the Texas Delivery
System Reform Incentive Payment (DSRIP) progranRégien isspreadacrossnine counties and

includes more than 5.2 million people who receive healthcare through one of the most comprehensive
healthcare systems in the worl@he counties iRHP3nclude: Austin, Calhoun, Chambers, Colorado,

Fort Bend, Harris, Matagorda, WallendaWharton.While each county has a distingbpulation and

health care infrastructure designed to serve the local community, patterns of health care utilization and
physician referrals commonly cross county lines, providing access to an extended neftRookides

and organizations positioned to serve the diverse population ofRbigon.

The ovearching goals that guided the development of lREIP3lan (the plan) include the following:

91 Develop a regional approach to healthcare delivery that levesagel improves on existing
programs and infrastructure; is responsive to patient needs throughweientire Region; and
improves healthcare outcomes and patient satisfaction.

1 Increase access to primary and specialty care services, with a focus on uneénsepulations,
to ensure patients receive the most appropriate care for their condition, regardless of where
they live or their ability to pay.

1 Transform healthcare delivery from a disedeseused model of episodic care to a patient
centered, coordinatedielivery model that improves patient satisfaction and health outcomes,
reduces unnecessary or duplicative services, and builds on the accomplishments of the existing
healthcare system; and

1 Develop a culture of ongoing transformation and innovation thakimizes the use of
technology and bespractices; facilitates regional collaboration and sharing; and, engages
patients,Provides, and other stakeholders in planning, implementation, and evaluation
processes.

ThisCommunity Health Needs Assessm@iiNAisa DSRIP program participation requiremdaot
Demonstration Years-8 and includes updates that reflect regional changes since the iGiti&Avas
issued in 2012Thepurpose of the report is to provide an overview of regional healthcare needs and
chdlengesto identify health priorities and develop strategies for addressing the issues through the
DSRIP program and other collaborative initiatives. This report includes an overviewGiiN&rocess
demographic data on the communities and populatiemned byRHP3summary information on health
care characteristics and status, and identification of healthcare priofitiedelivery system
improvements and reform
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Process for Updatirthe Community Health Needs Assessment

The process for updating tf@HNAwas similar to the process used for tB@12CHNAwhich focused

on a eview of population health data, including a combination of both qualitative and quantitative data
sources. As documeasd throughout this report, a vdety of federal, state and local healttatawere

usedto document population statistics and identify health care challenges and needs regionally and
within specific communitiesExamples of data sourcasedinclude?

=

University of Wisconsin Populatiorealth Institute, County Health Rankings

Texas Department of State Health Servideslth Facts Profile

U.S. Census Bureau Current Population Survey

U.S. Census Bureau American Community Survey

U.S. Census Bureau, State and County Quick Facts

Texas State Da Center Population Projections

Houston Methodist Hospitalommunity Health Needs Assessme2i162019

¢SEIFE / KAfRNByYyQa | 28aLAGIE /2YYdzyAade 1SIHfGK bSS
Memorial Herman Health Systen€Community Health Needs Assessm2a16

/1 L {4 ealth 216 £emémurlity Health Needs Assessment and Implementation Strategy
Greater Houston Partnership

Kaiser Family Foundation

School of Public Health, University of Texas Health Science Center at Houston

= =4 =4 4 =4 4 -4 -4 8 -4 -8 4

In addition to the data analysis, stakeholder participation was encouraged throughout the process, with
multiple opportunities for input. Announcements regarding @eINAupdate werestated on monthly
Regionwide call agendas distributed via email to Pering Provides and were discussed on

Regionwide callswith instructiors on how to provide information and comments. All RHP performing
Provides were notified directly of th€ HNAprocess and encouraged to provide documents and
resources for inclusioim the analysis TheCHNAprocess was discussedthe February 201RHP3

Learning Collaborative, including a preliminary presentatio€biNAindings and an overview of how
stakeholders ould participate in the process.

Community inputalsoplayed a significant role in theommunity Health Needs Assessneeracently
completed by thav S 3 A pgauicipdting hospitaProvides. Each of thes€EHNA included sbstantial

input from stakeholders throughout thRegion including healthcar@rovides of all types, public health
agencies, community groups, academic institutions, community organizations, policy makers, and
elected officials. Focus groups and interviews were conducted with hundreds of healthcare experts and
healthcare decision makers identify specific challenges and health care needs facderbyides and
residents. The findings from these assessments in conjunction with the healthcare and demographic
statistical data were used to develop the list of community needs identified imept.

Summary of Findings
While many of the priority health needs in tRegiorhave not changed since the 20CHNA
stakeholders that contributed to these findings repeatedly nbtieat progress has been made in recent

! Complete citations for resources are included throughout the report
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years. However, due to the largepulation served ilRHP3the large number of uninsured individuals,
ongoingeconomic challenges and the extensive healthcare needs of the communities served, significant
healthcare improvements will take many years to achieve and will require incrdasangial and

healthcare personnel resources due to tRegio2a O2y G Ay dzSR ANR GG KD I 1Se
analysis is thategioral collaboration on healthcare delivery, health promotion and chronic disease
treatment and prevention isritical to the siccess oORHP® DSRIP program for improving population

health and access to care. While the Houston area has long enjoyed a collaborative environment among
DSRIPProviders the DSRIP program provided new opportunities to work together to develop strategic
deliberate plans for improving the healthcare infrastructure to address the many varied nets of
community.

The progress over the past five years is reflected in improved health outcomes and access to care that
may not yet be obvious in statistioddita, but isreflectedon a daily basis by theealthimprovements
Providers se@ the thousands of individuals served DgRIProjects Due to the large volume of

DSRIP projects and the complexities of the tracking and reporting process, this report does not include a
comprehensive summary of thmanyaccomplishments achieved to date. However, detailed

information on project descriptios) goals and achievemerisavailable at
https://public.tableau.com/profile/texashhsc#!/vizhome/TexasDSRIPDashboard602
2017/DSHPAmountsbyRHPThese accomplishments trdage into improvements such as:

1 Expanding specialty care by increasing access to pediatric ophthalmology services

1 Implementation of a new program to provide care coordination to reduce-un@ent
ambulance servies and unnecessary ER visits by linking patients to primary and preventive
services in lieu of unnecessary emergency care

1 Implementation of a day treatment program for psychosocial rehabilitation of adults diagnosed
with a serious and persistent mental Hgmaproblem

1 Improvingservices for geriatric patients by assigning special hospital beds for these services and
assigning a Senior Care Coordinator to manage and coordinate services andifotiave

1 Expandéhgaccess to primary care by establishing a @elult-focused primary care clinic

i Establisinga prevention and wellness Community Health Center that operates on extended
hours, including weekends and evenings, to make it more convenient feintmme working
adults to obtain care

1 Implementation of a are management program that integrates primary care and Behavioral
Health services for patients who do not already have a primary care physician

Whilethe community carexpect continued progress and measurable improvements throughout the
remaining years ahe DSRIP program and beyond, &egiorstill has significant unmet healthcare
needs and opportunities for expansion of existing projeBsed on the quantitative and qualitative
data provided in this report and the research included in numerous contsnaasessments and
stakeholder meetings held throughout thegionby our participating hospitals, the following priority
challenges and community needs were identified:

1 The lack of primary and specialty c&®vides, particularly for uninsured individis and
people requiring behavioral health services, results in insufficient access to care and frequent
long waits for services.
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1 Inadequate transportation options continue to present challenges for manyincame
residents and people living in rural coramties with few or no public transportation options,
and limited services for emergency transportation.

1 TheRegion continues to face a high prevalence of chronic disease and poor health, including
diabetes, heart disease, asthma, cancer and cardiovasdisiease.

1 Behavioral Health needs continue to grow throughout tRegion which lacks both the
Provides and facilities to adequately meet the demand for behavioral health care services.

1 While care coordination and collaboration amoRgpvides have imprged dramatically under
the DSRIP program, patient services are still often fragmented and uncoordirassting
challengedor both patients andProvides and contributing to inefficient health care delivery.

1 A diverse population with varying cultural dusocieeconomic backgrounds requires a focused
approach to address the cultural and economic barriers that contribatavile variations in
healthcareservicesand outcomes

Please note that this list is not intended to be a comprehensive list of all contberfegiorfaces. Itis

limited to the issues most commonly identified in the literature and by community stakeholders. Clearly
the Regionfaces numerous challenges inditibn to those listed above, some of which are discussed in
this report. For each of these identified health challenges, a number of recommendations for
improvements are also included.

A comparison of these community needs to those identified inRbgdonQ a  CHINWcdridiicted in
2012confirmsthat many of the same challenges still exitis should not be interpreted to suggest the
DSRIP program is ineffective or has not made a difference. As is indicated by the detailed reporting and
evaluation of eah individual DSRIP project, significant, documented improvements have occurred.
However,eachDSRIP projeds limited to relativelysmall populationsvhen compared with the
widespread community needmd size of ouRegio2 & LJ2 LJWild thie AoBgiérm goalof the

DSRIP prograis to develop experience, expertise and best practices for expansion and application to
other patients and medical pcticesProvides throughout the statethese changes will take time to
achieve With the continued populatiomgrowth andincreasing demantbr healthcare services within

the nineRHP3Xounties, significanprogresswill require ongoing, longerm commitmentand financial
investmentto achieve measurable improvements across all countieaddition, many of theailable
health data used in this report to evaluate progressl identify community needsare at least two years
old and do not yet reflect improvemenggtributed to the DSRIP program. And althoutie DSRIP
program began in 2011, actual implementationDSRIP projects did not begin 2012 and much of

that time was spent on infrastructure development and planning rather than actual service delhgry.
more timely statistical data become available, we anticipate they will demonstrate ongoggess in
addressing the community needs identified ab@rel will provide guidance for decisions regarding
expansion or modification of existing DSRIP projects.
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Overview oRHPIDSRIProjects

As the largesRegioml Healthcare Partnership in TexHP®a L Iy A& o0& ySOSaaade
comprehensive effort to improve healthcare services for more than five million people within a nine

county areaAlthough the primary focus of the program and DSRIP projects is on services provaaed to
estimatedl1.32millionindividuals irRHP3vho areenrolled inMedicaidCHIPor havelow incomes and
areuninsured, the lessons learned and operational improvements are expected to improve the overall
healthcare delivery system and quality of cdre2011, lasedon input from hundreds of stakeholders

and a review of more than 7ealth-related research reports and needs assessmehesRegion

identified an extensive list of critical healthcare needs and challe@RIP projects were carefully

evaluated and selectedtaddress the followingriority challengesdentified as most importanto our
communities and critical to transformation of tiiRegiof2 Bealthcare system

1 Inadequate primary care and specialty care capacity to meet the demands of a large and
continually growing population. Every county in tRegions designated a Health Professional
Shortage Area for primary care, behavioral healthcare and dental care. Patients experience long
waits for appointments and often turn to emergency rooms for primary cackreonurgent
health care services that do not require emergency services.

1 High prevalence of chronic disease, including diabetes, obesity, cancer, asthma and heart
disease;

1 High prevalence of unhealthy lifestyle behaviors, including smoking, substause,dack of
exercise, and poor nutritional habits;

1 A diverse population that includes a large number of immigrants that speak moreQ@an
different languages requiring language interpretation services and culturally appropriate care;

1 Insufficienttra/ A L2 NI F GA2y &aSNBAOSa (GKIFIdG RStlFe LI GASyGa
inappropriate utilization of emergency services;

1 High utilization of emergency services for rmgent, episodic care;

9 Lack of coordination among primary and specialty ¢navides, and fragmentation of
inpatient, outpdient and ancillary services;

9 Lack of patient training and education programs that encourage and enable consumers to take
charge of their health; and

1 Absence of aegioral plan for facilitating sharettaining and ¢arning programs among
Provides, with a focus on sharing bestactices and lessons learned.

Based on these community need&pvides selected projects to addreasvariety of needselated to

the key challengesncludingimproved access to primary care services, access to specialty care services,
healthcare navigation, patient education, behavioral health educadiwh services, care integration,
preventive health services, and workforce development. Though the majority of (sajece

implemented within Harris Countjue to the large concentration of healthcapeovides and services
common to large urban countiesap 1displayghe distribution ofdifferent project types throughout

the entire nine countyRegiomand illustrateghe diversity of community needs addressed by project

types
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Map 1: SERHP3 Distribution of Project Type$y Location
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As shown ifmable lbelow, among the primary project types, tiRegionmplemented a high number of
projects related to behavioralgalth and primary care expansion and redesign, and the fewest number
of projects implemented were related to oral health, palliative care, workforce development, and
patient-centered medical home. At the onset of tBSSRIP prograr3;3 of approximately 18 total
projectswere specifically targeted atqdiatric individuals (under 21 Years), 13 projects were specifically
for adults aged 2364 years, and six projects specifically targeted the population of adults aged 65 and
older.It must be noted that sincthe inception of the Waiver, thereere a few projects that were
withdrawn by PerformingProvides, as well as the integratioof projects from twdProviderinstitutions

into other RHPs, which accounts for the reduction in the number of DSRIP projdwsRedion.
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Tablel: Number of Projectby Typein RHP3n 2017

RHP3roject Typgabbreviation)

# of Projects

Behavioral Health (BH) 53
Chronic Car¢CC) 14
Emergency Can@&C) 3

GeneralG) 7

Navigation/Case Manageme(l/CM) 16
Prevention/WellnesgP/W) 20
Primary Car¢PC) 32
Specialty CarésC) 28
Total 173

The following table identifies theost recent listing oProvides in the ninecounty Regionand the

number of DSRIP projects in prograsof 201® / 2 f dzYy o3 Gt NiktdtheNdegdrieé? 2 S Ol

2F aStSOGSR LINRP2SO0la dzaAy3a GKS [ 0oNBGAFGARZY A

| SFfidKdé

Table2: RHP3®erformingProvides and Project Typei 2017

Provider #.0 J Primary Roject Type
Projects

Baylor College dfledicine 1 PC

CHCA Bayshore LP dba Bayshore Medical Center 2 BH;PC

City of HoustonDepartment of Health and Human Service 15 BH; CC; PC; P/W; N/CM

Columbus Community Hospital 1 SC

El Campo Memorial Hospital 1 G

Fort Bend County 8 BH; P/W; PC; N/CM;

Harris County Public HealghEnvironmental Sciences 5 PCP/W;SC

Harris Health System 22 BH; EC; CC; PC; SC; N/CM; G

MatagordaRegioml Medical Center 3 PC; N/CM; SC

Memorial Herman Hospital 4 BH; PC; SC; N/CM

Memorial Herman Northwest Hospita{The Woodlands) 5 BH; N/CM; PC

Memorial Medical Center 5 BH; EC; PC; G

Methodist Hospital 1 BH

Methodist WillowbrookHospital 1 BH

MHMRAuthority of Harris County 26 BH

Oak Bend Medical Center 9 BH; CC; N/CM; PC; P/W; 6C;

RiceMedical Center 8 CC; EC; PC; P/IW; SC

St. Joseph Medical Center 2 BH

St. Luke's Episcopal Hospital 2 CcC

Texana Center 5 BH

¢SEF& / KAfRNBYyQa | 2aLMAGLH 17 BH; CC; SC

UT Health Science Centdouston 22 BH; CC; N/CM; PC; P/W; SC; G

UT MDAnNderson Cancetenter 7 P/W

CHCAWNest Houston Medical Center 1 N/CM

Source Texas Health and Human Services Delivery System Reform Incentive PaymenigBiBiRIReporting
Tool obtained byRHP3Anchor Entity (Harris Health System) on 9/8/2017
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PopulationrDemographics and Healthdicators

Serving more than 5.2 million people, and growiagidly, RHP3ncludes the largest metropolitan area

in the state(Harris Countyand extends across eight other counties that include a diverse mix of urban,
suburbanand rural communities ranging in size of less than 21,000 (Colorado County) to 4.3 million
(Harris County)RHP3ncludes more than 25 hospitaystemsmany with multiple locations throughout
the Region, and more than 15,000 physicians. Houston is htortee Texas Medical Center which

AyOfdzRSa 020K (KS ¢2NIRQa fI NHSald OKAfRNByQa K2all

106,000 people, and is thd"@argest business district in the United Stafésarris County, within which
Houston idocated, is a Federal Health Resources & Services Administoesignated Health
Professional Shortage Area (HPSA) for primary care, dental and mental healthcare and struggles to meet
the complex needs of a diverse population that is constantly grawiéile much progress has been
achieved over the past five years, tRegioncontinues to face significant challenges meeting the
healthcare needs of all residentskeother regiorsin TexasRHP3Jas a high uninsured rate with more
than 1.16 million umsured individualsAs the fifth largest Metropolitan Statistical Area (MSA) in the
country (HoustonrThe WoodlandsSugarland, TX)he Regiorreflectsmany of the sameconomicand
demographic characteristics common in other large cities that face similar challexiges to
healthcareaccess and outcomes. Following is an overview of some of the key population data and
health findings that informed th€ommunity Health Needs Assesmntfor RHP3

Ethnicity and Race

The population oRegion3 includes over 5.2 million individuals that reflect a diverse race and ethnic
distribution. As shown in Tabl®, nearly threequarters of theRegio®2 & LJ2 Lid¥fhlteloAHispanic,
with 33 pecent of the population identified aé/hite, 39 percentispanic¢ 18 percenBlack, and 10
percent Other Racial/ethnic distribution varies significanijnong countiesln three counties (Austin,
Chambers and Colorado), more than 50 percent of the pomratentifies asVhite. In all but two
counties individuals identified agvhite represent the largest single racial/ethnic grouqpcontrast,
although Hispanics represent the largest racial/ethnic grouglitPverall, they are the largest group
in onlyCalhoun and Harris count The highest concentration of individuals identifyingBieck reside
in Waller County (25 percent) and Fort Bend (20 percent).

2 http://www.tmc.edu/about-tmc/facts-and-figures/
% U.S. Department of Health and Human Services, Health Resources and Services Administration. Data accessed
July 2017.
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Table3: Population byRace/Ethnicity FiveYear Estimates 2012015

County White % Hispanic % Black % Other % Total
Austin 18,457 64% 7,327 25% | 2,517 9% 585 2% 28,886
Calhoun 9,546 44% 10,349 48% 606 3% 1,165 5% 21,666
Chambers 25,470 68% 7,772 21% | 2,947 8% 1,062 3% 37,251
Colorado 12,068 58% 5,780 28% | 2,831 | 14% 78 0% 20,757
Fort Bend 231,705 | 35% 158,162 | 24% | 134,742 | 20% | 133,742 | 20% | 658,331
Harris 1,379,900 | 32% | 1,810,720 | 42% | 804,534 | 18% | 361,208 | 8% | 4,356,362
Matagorda 16,895 | 46% 14,587 40% | 3,614 | 10%| 1,502 4% 36,598
Waller 19,713 | 43% 13,352 29% | 11,436 | 25% | 1,346 3% 45,847
Wharton 19,043 | 46% 16,171 39% | 5,839 | 14% 211 1% 41,264
Total 1,732,797 | 33% | 2,044,220 | 39% | 969,066 | 18% | 500,789 | 10% | 5,246,962

Source: U.S. Census Bureau, 22015 American Community SurveyYBar Estimates

Population Growth
As is true for the state of Texasyay the nextthree years, theRegionis expected ta@ontinue its
population growth,adding an additiona433,280individualsfor a growth rate of 7.¢ercent* As
illustrated in Tablel, the counties with the highest growth rates, abovegdicent include Austin,
Chanbers, Fort Bendand Waller. The counties with the lowest rates of growth include Colorado and
Wharton.These data are especially relevant to tisesessmendf healthcare challenges and needs as
the Regionalready lacks important resources necessary teed¢he current population.

Table4: 2020 PopulatiorGrowth Predictions

Growth

: : ; Rate

County White % Hispanic % Black % Other % Total 2015
2020
Austin 19,554 | 59.7% 9,617 27.1% 3,023 9.6% 580 1.9% | 32,774 11.9%
Calhoun 9,729 40.6% | 12,393 | 50.1% 551 2.4% 1,262 | 55% | 23,935 9.5%
Chambers 27,714 | 66.1% 9,948 24.2% 3,262 14.3% | 1,010 | 2.2% | 41,934 11.2%
Colorado 11,927 | 54.5% 6,851 30.9% 2,793 12.9% 332 1.6% | 21,903 5.2%
Fort Bend 234,511 | 31.6% | 196,097 | 25.3% | 156,352 | 20.8% | 155,745| 19.4%| 742,705 | 11.4%
Harris 1,314,007 | 28.1% | 2,133,401| 43.8% | 832,559 | 18.0% | 403,907 | 7.8% | 4,683,874| 7.0%
Matagorda 17,103 | 43.4% | 16,863 | 42.3% 4,217 10.7% | 1,265 | 3.2% | 39,448 7.2%
Waller 21,207 | 40.7% | 17,899 | 31.6% | 11,964 | 249% | 1,063 | 2.2% | 52,133 12.1%
Wharton 19,053 | 43.™% 18,110 | 41.3% 5,813 13.4% 575 1.3% | 43,551 5.3%
Total 1,674,805| 29.5% | 2,421,179| 42.6% | 1,020,534 | 18.0% | 565,739 | 10.0%| 5,682,257 | 7.6%

Source: Texas State Data Center, 2014 Texas Popubatijettions

* Texas State Data Center, 2014 Texas Population Projebjovifgration Scenario Tool (1/2 migration 2600

2010).

15| Page




Education

Lack of education is one of the social determinants of health that is commonly linked to poor health care
outcomes, particularly for uninsured individuadg) analysis of the National Health Interview Survey

(NHIS) found that individals with higher education levels are less likely to-sdbrt a past diagnosis of

an acute or chronic disease, less likely to die from the most common acute and chronic diseases, and are
less likely to report anxiety or depressidfhe research concled a clear association exists between
education and health, even when controlling for job characteristics, income, and family backgrounds.

As expected in eegionof this size, ducational attainment foresidents agd 18-24 yearsvaries widely,
with the lowest reportechigh school graduation rageat65.0percentin Colorado Countgnd the

highest at89.3percentin Waller County (Qollege graduation rates were significantly higherddults

ages 25 and ovebut varied even moracross countigswith the highest percentage in Fort Bend at
43.7percent followed by Harris County with a graduation rate26f4 percent The high graduation rate
in Fort Bend can be correlated with the higitome level in Fort Bend where the Mediaaudehold
Income level is $95,117, compared to a statewide average of $55,568.lowest graduation rates for
adults age 25 and over in Wharton and Matagorda couratles correlate with the loweshcomelevels

in both counties, where the average medianusehold income is $45,073 in Matagorda and $45,198 in
Wharton

Table5: Educational Attainment by Age, 2032015 Average

Age 1824 Years Age 25 and Over
County Fess than | High School| College I__ess than S|:I|?:0| College
High School| Graduate Graduate | High School Graduate
Graduate
Austin 17.1% 78.2% 4. 7% 15.6% 64.3% 20.1%
Calhoun 22.9% 73.4% 3.7% 20.1% 63.6% 16.2%
Chambers 23.2% 76.0% 0.9% 17.0% 64.3% 18.7%
Colorado 23.1% 65.0% 11.9% 17.5% 64.3% 18.2%
Fort Bend 15.2% 76.0% 8.8% 11.1% 45.2% 43.7%
Harris 19.9% 71.%% 8.8% 20.4% 50.1% 29.4%
Matagorda 20.2% 77. % 2.0% 22.7% 62.0% 15.2%
Waller 9.6% 89.3% 1.1% 21.9% 59.3% 18.8%
Wharton 16.7% 78.0% 5.3% 23.5% 62.4% 14.0%

Source: Source: U.S. Census Bureau,-2015 American Community SurveyYBarEstimates Note, calculations
of categories are sums of multiple categories of data, e.g. Age 25+ High School Graduate includes people with high
school diploma plus some college plus Associates degree.

Employment

As the largest urban area in the stated the fifth largest Metropolitan Statistical Area (MSA) in the

country,” the Houston MSA provides a diverse choice of employment opportunities and ranks third

among areas serving as Fortune 500 headquafteks.of November 2016, the Houston MSA recdrde

more than 3.03 million jobs. Moretha¥ A F 0K 2F | 2dzZA G2y Qa 2206 3INBGUIK Ay

®David N. Cutler, Policy Briei 9 RdzOF G A2y FyR | SFEfGKéS blLOAazylf t2@SNIe /
® See Table 7, Income and Poverty Status by County.

" https://en.wikipedia.org/wiki/List_of Metropolitan_Statistical Areas

8 Greater Houston Partnership, Economic Development Facts and Figures, June 7, 2016.
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education and health servicedowever, while thédRegionhas enjoyed a notable increase in jobs over
the past two years, the rate of growth has daelil due to a drop in oil pricesThe 10 county MSA
added15,200 jobs in 2015 and anticipates creating approximately 24r0R016, a significant drop
from the 117,000 jobs added in 2014 is anticipated that 29,700 net new jobs will be created in7201
with growth in a number of nonergy and consumer driven sectdfg able6 below confirms that
employment across thRegionhas historically been generally high, with unemployment rate®ng

the countiesrangng betweerd.2 percentand 8.3percentin the years 2011 through 201%Waller
County reported the highest unemployment rates at Bescentand Colorado County the lowest at 4.2
percent The job forecast calls for job losses to continue in energy exploration and production, oil field
services ad construction, while growth is expected in other areas such as healthcare, real estate,
finance and insurance, arts and entertainme@izer the next thirty years, thRegions predicted to

lead the state in job growth, growing from 2.7 million jobs in 2011 to 4.3 million jobs in 2040 and

accounting for almoston& 2 dzZNII K 2F (GKS Maldl 6SQa 2206 3INRSOIKOD
Table6: Workforce Status of People Aged 16 and OvéveYear Estimate2011-2015
. Percentage in Percentage Percentage

Sl 1ol IRl Labor Force Employed Unemployed
Austin 22,617 63.5% 59.6% 6.2%
Calhoun 16,670 60.9% 56.5% 7.2%
Chambers 28,155 58.5% 53.9% 7.8%
Colorado 16,508 58.0% 55.5% 4.2%
Fort Bend 493,742 67.2% 63.7% 5.1%
Harris 3,291,654 68.4% 63.2% 7.5%
Matagorda 28,268 60.0% 56.2% 6.4%
Waller 36,193 60.6% 55.6% 8.3%
Wharton 31,559 63.1% 58.9% 6.6%
Statewide 20,241,168 64.7% 58.9% 7.0%

Source: U.S. Census Bureau, 22015 American Community Survéyyear Estimates

Income Status

Income and insurance status are two of the strongest predictors of health status and barriers to health
care accesd?0or adults are almost five timasore likely to report being in fair or poor health as adults

with familyincomes at or above 400 percent of the Federal Poverty Level (FPL), and are more than three
times likely to have limitations due to chronic illnéésow-income individuals also have higher rates of
heart disease, diabetes, stroke, and other chronicrdiscs than higher income AmericafiRates of

low birth weight are highest among infants born to kawcome mothers, and children in poor families

% Greater Houston Partnership, The Economy at a Glalazejary 2017.
% Greater Houston PartnershifEconomic Development Facts and Figu2e46
11 s

Ibid.
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experience higher rates of asthma, heart conditions, hearing problems, digestive disorder, and elevated
bloodleadlevels™

Understandingpopulationvariations in incomés an important step in understanding the needsaf
low-income community members arttbw to best direct resources to improve healthcare access and
outcomes. StatewideCensus data shows thab.9percentof Texansad incomes below the federal
poverty level; among children under 18 years of dge rate was even higher at 22%

In RHP3the average median householddome variegsiramaticallythroughoutthe Regiorand across
counties. Average median household income in Fort Bend is reported at $95,117, 70 percent higher than
the statewide averageAt the other end of the scale, average median household inco$5973 in
Matagorda County, less than half the FBend average. gproximately 830,000 residents of thegion
live below the federal poverty level, many of whom work at low paying jobs that often do not provide
insurance benefits® Poverty rates varfrom a low of 7.0 percent in Fort Bend County to ehtof20.5
percent in Matagorda County. Poverty rates are higher than the statewide average in fivenifi¢he
counties, including Harris County with 744,712 individuals living below the federal povertyMevgi.

of these people are part of the 1.6 nolfi uninsured who rely on the safety net for critical health care
services provided throughout theegion and who often obtain care through emergency departments
due to shortages of primary care servieasl lack of a regular source of care

Table7: Income and Poverty Status by Count®015

County Median Household Num_ber of % Number of Children %
Income People in Poverty Under 18 in Poverty
Austin $57,960 3,720 12.7% 1,331| 18.9%
Calhoun $50,873 3,633 16.8% 1,422 | 26.2%
Chambers $77,282 3,683 9.6% 1,282 12.0%
Colorado $47,783 2,975 14.5% 1,121| 23.6%
Fort Bend $95,117 49,830 7.0% 19,071 9.7%
Harris $56,670 744,712 16.6% 306,724 25.3%
Matagorda $45,073 7,467 20.5% 2,868 30.9%
Waller $50,746 7,125 16.0% 2,547 21.9%
Wharton $45,198 7,058 17.2% 2,645 24.9%
Statewide $55,668 4,255,690 15.9% 1,634,149| 22.9%

Source: U.S. Census Bureau, Small Area Income and Poverty Estimates (SAIPE) Program, 2015 State and County
Level Estimations

To better understand how the current DSRIP project locationshasgd on county poverty levelfie

& K S| { beswiddatifies the percentage of residents below 100% FPL in each of the nine RHP
counties, with an overlay of DSRIP projects. The miap,krown as a density map, presergaartilesof
poverty levelto visualize the geographic variation wherelow income individualéve. Concentrations

of RHP3rojects are in Harris County, which is in the third quartile with the second highest pegeenta
of population below 100% FPL. Many projects also are logatEdt Bend Countythe county with the
lowest population below 100%ut also the second largest county in tRegiorandwith much higher

YINDFY LyaidAaddziSs afliek [FAWS] SR/ OR2rSI SIytRGI R SHHY R [ 2y3SOgAlGeKs
*U.S. Census Bureau, Small Area Income and Poverty Estimates (SAIPE) Program, 2015 State and County Level
Estimations and U.S. Census Bureau, Z015 American Community SurveyYBar Estimates.

'®U.S. @nsus Bureau, 2012015 American Community SurveyYyBar Estimates.
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demand for services than smaller countibfatagorda County is in the highest quartile of population

below 100% FPL anad$few RHP projects.

Map 2: Percentage of Population Below 100% Federal Poverty Level, Heat Map by County
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Health Indicators and Barriers to Care

Health Insurance Status

For more than 15 years, the state of Texas has experienced the highest uninsured rate in the country.
As previously noted, lack of insurance (along with other secamomic factors) is strongly linked to
poorer healthstatus and outcomeand results in cstly, avoidable health care costs and inappropriate
utilization of emergency serviced/hile lack of insurance does not necessarily mean individuals lack
access to carendividuals without insurance report problems obtaining needed medical care, including
not having a usual source of care, postponing care or going witheatiment or necessary

prescriptions drugs due to cobt.In a recent Health Needs Survey distributed by HousMethodist
Hospitalas part of its 201&ommunity Health Needs Assessmétit percent of respondents cited lack

of insurance as one of the top barriers to seeking medical treatment, followed closetyifgbility to

Y Kaiser Family Foundatiomhe Uninsured: A Primer, October 2011.
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pay for coverage (64 percerfffNumerous studies have determined that uninsured individuals are more
likely to sdfer from chronic disease, untreated medical conditions, and lack of care or care that comes
too late. For example:

1 Uninsured women with breast cancer have a 30 to 50 percent higher risk of dying than those
with health insurance, and uninsured individuadish colorectal cancer are 50 percent more
likely to die™®

1 The uninsured report higher rates of postponing care and are at higher risk for preventable
hospitalizations and for missed diagnoses of serious health condffions.

1 In 2014, only 27 percent of ursured adults reported a preventative/wellness visit compared to
65 percent of adults who had coverage.

1 The uninsured report difficulty finding a primary care doctor who will accept them; more than
41 percent of uninsured adults reported they were turreaslay from a doctor or clinic from
which they sought primary care servic@s.

The most recentounty-levelcensus data available estimates 1,163,237 citizetise Regiorhave no
insurancewhich is larger than the statewide uninsured population in 44 sfagndrepresents 22.3
percentofthe Regio & & 2 G | .2 FArdth RIIZ td ADB52the percentage of uninsured decreased
by about 3.7 percent with a corresponding 3.5 percent increase in the insured popul@tfahe
individuals who have insurance4 percentwere insured under private plans and 34 percent received
coverage through a public prograf.

As shown in Table below, Matagorda County has the second lowest rate of insurance coverage at 77.2
percent, and also the lowest median household incarhall counties in th&kegion(see Tabl&). Fort

Bend has both the lowest percentage of uninsured residents at 14.9 percent and the highest median
household income at $95,117. Harris County, with the largest population, also had the highest
percentage ofininsured residents at 23.5 percemsurance status also varies significantly among the
various racial and ethnic groups residingtia Region For example, U.Sefisus data estimateisdicate

that in Harris Countyl0.1percentof people identifying aWhite (not Hispanic or Latijare uninsured,

'® Houston Methodist Hospital Community Health Needs Assessment201%

' Code RedTheCritical Condition of Health in Texdmsk Force on Access to Health Care in Texas.

% |nstitute of MedicineHealth Insurance is a Family Matt@002.

“'R. Garfieldand K. Yourlg2 6 5234 DIFAYAYy3 [/ 2@SNF3IS | FFS Givandiabz2 LI SQa |
Security Among Newly Insured AduKsiser Family Foundation, 2015.

*?3ara R. Collins, Ruth Robertson, Tracy Garber, and Michelle MTBetinycome Divide in Health Care: How the
Affordable Care Act Will Restore Fairness to the U.S. HealdmSidhe Commonwealth Fund, February 2012.

*The Kaiser Family Foundation, 2015 Health insurance Coverage of the Total Population, Calculator. Accessed
January 22, 201 http://kff.org/other/state -indicator/total-
population/?dataView=1&currentTimeframe=0&selectedDistributions=uninsured

2 County level data is only available through the American Community Survey and is ta¢hefdrest data for

county comparisons. However, more recent Current Population Survey data released by the U.S. Census Bureau
reports the statewide uninsured rate has declined from 22.1 percent in 2013 to 17.1 percent in 2015, a notable
drop of 1.1 millimm fewer uninsured Texans.

%The numbers do not add to 100 due to the fact that some individuals report having both private and public
coverage.
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while rates are significantly higher among people of color, \Bitlacksat 19.1percentand
Hispanic/Latino of any rac 36.6percent®

In a 2015 survey of uninsured Texans, a total of 69.1 percent ofystespondents reported the
primary reason for remaining uninsured was the high cost of cove¥dgenically,a study of emergency
department utilization in 8 Houston hospitals found th&89.7 percentof emergency department visits
by Harris County residents wepeimary care related visits that were for noemergency services that
could have been trated in a primary care setting, down from 41% in 2009, and 40.9% in“20d8ny

of these services were praled to individuals without insurance who had no other place to go and
ended up receiving treatment in the most expensive care settiffiese data are significant to the
Regiof2 @ngoing effort¢o expand access to services that provide the most apprtgdare in the most
cost effective setting, improve patient care and satisfaction, and lead to a healthier population.

Table8: Health Insurance Staty&iveYear Estimate2011-2015

Insgred Insured
County Total_ IMeifzL % W'th with Public Total %
Population | Insured Private Uninsured
Coverage
Coverage
Austin 28,641 23,803 | 83.1% 19,289 8,143 4,838 16.9%
Calhoun 21,472 17,716 | 82.3% 13,151 6,853 3,756 17.5%
Chambers 37,046 30,266 | 81.P% 23,535 9,824 6,780 18.3%
Colorado 20,417 16,820 | 82.4% | 13,066 6,475 3,597 17.6%
Fort Bend 653,193 556,113 | 85.1% | 483,151 112,996 97,080 14.9%
Harris 4,335,831 | 3,315,580| 76.5% | 2,373,799| 1,190,695 | 1,020,251 | 23.5%
Matagorda 36,183 27,943 | 77.2% | 18,812 12,918 8,240 22.8%
Waller 45,592 35,246 | 77.3% | 25,482 13,136 10,346 22.7%
Wharton 40,954 23,605 | 79.6% | 22,410 13,438 8,349 20.4%
Total 5,219,329 | 4,047,092| 77.5% | 2,992,695 1,374,478 | 1,163,237 | 22.3%

Source: U.S. Census Bureau, 22015 American Community SurveyYBar Estimates

For a different perspective, the followirpat map Map 3: PercentagéJninsured, Heat Map by County
displays the percentage of population without health insuraimcthe nineRHP3Xounties, withthe
Regio ASRIP project locatioteyered on topThe largestoncentration ofRHPJorojects idocatedin
Harris Countywhich haghe highest percentage of uninsurediwo counties in the highest quartile of
uninsured, Mitagorda and Waller, have few RHP projdnisare also largely rural counties with much
smaller populations and fewer health ceéPeovides.

®U.S. Census Bureau, 262015 American Community SurveyyYBar Estimates.

wWhr OS

Adult Texans Uninsured in 201X huary 2016.
% 3chool of Public Health, University of Texas Health Science Center at Hblmistgn Hospitals Eengency
Department Use Study, January 1, 2011 through December 31, R0112013.
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Map 3: SERHP3ercentage Uninsured, Heat Map by County
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RHP3ounties and County Health Rankings

In 2017, 243f 254 total counties in Texas were ranked by the Robert Wood Johnson Foundation,
County Health Rankings and Roadmaps initigfiiéne County Health Rankings measure the health of
nearly all the counties in the nation and rank them within states. The Rgskire compiled using
county-level measures from a variety of national and state data sources. These measures are
standardized and combined using scientificafiprmed weights. The Rankings help to understand what
influences how healthy residents arechhow counties compare against each other within a state.
Because the rankings compile data from various sources collected at various times, it is important to
note that rankings do not necessarily reflect data collected in the sameagtiae publicationof the
County Health Report. For example, rankings fteenCounty Health Ranking 2017 Report could reflect
data from 2015.

In addition to providing comparative rankings for each county, the program also provides underlying
data that is used to develagjne rankings. This information is especially helpful to identify areas of need
and improvement for specific counties, and to inform priorities for future health care planning decisions.

29 hitp://www.countyhealthrankings.org/
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For more information on specific data sources, the methodology évetbping the countyevel data,
and the many ways the data can be used to inform local health care planning decisions, please see
http://www.countyhealthrankings.org/

Below is information from the 201County Health Rankings of the nine counties in T&téRBJor

health outcomes and health factors. In these rankings, outcomes data includes information such as
premature death, poor or fair health, poor physical and mental health days, and low birthweight

whereas Health Factors includes numerous data related to health behaviors, clinical care, socioeconomic
factors, and the physical emenment. As can be seen imfle9 below, the Health Outcomes and Health
Factors Rankings vary greatly acrBsfP3ounties, with Fort Bend County receiving the highest ranking

at 7, and Matagorda ranking the lowest at 164. It is significant to note that five oRiitiREounties

(Fort Bend, Austin, Waller, Harris, and Chambers) rank within the first quartile in theostatsl.

Table9: County HealttRankings, 2017

County 2017 Health Outcomes Ranking 2017 Health Factors Ranking .
(Out of 243 Ranked Texas Countie| (Out of 243 Ranked Texas Countieg

Austin 32 36
Calhoun 86 86
Chambers 60 60
Colorado 118 118
Fort Bend 7 7

Harris 52 50
Matagorda 164 164
Waller 45 45
Wharton 144 144

Source: County Health Rankings and Roadmaps. Accessed January 30, 2017:
http://www.countyhealthrankings.org/app/texas/2017/rankings/outcomes/overdlankings of Texas counties
totaled 243 of 254 counties; 11 were not ranked.

Physical and Mental Health Status of Adults

Data from the Centers for Disease Control BehavioralFRistor Surveillance System (BRFSS) survey and
compiled by the Robert Wood Johnson Foundation County Rankings and Roadmaps Program illustrates
key health indicators and gaps in care amongRiP3opulation.As previously explaine@ounty

Health Rankingseports on datecollected in earlier yearhe 2012 County Health Rankings Report
reflectsBRFS8ata collected ir004201Q and the 2017 report reflects BRFSS data collect2dis

The BRFS8Bked surveyed adults to dedmeitheir current health status in these yeafable 10 includes
0KS NBadz as 6KAOK F2dzyR KIFG adFiS6ARSE wn LISNDOS
the 2017 report, up slightly from 19 percent iitne 2012report. Of the counties iRHP3 six counties

reported lower levels of adults in fair or poor heatttan the statewide average ihe 2017report.

Notably, Fort Bend County (which has the lowest level of uninsured individuals and the highest median
income) had the lowest level of afts in fair or poor health at4percentin the 2017report,

approximatelyone third lower than the statewide average. Chambers and Austin counties also reported
low rates at b percentand 17 percent respectively.Matagorda- the county with the highdspoverty

rate, lowest median household income, and the second lowest rate of insurance covdragehe
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highest percentage of adults in fair or poor health, withg&rcent inthe 2017 report. This was a slight
decreasdrom 25percentin the 2012report. Of the four counties for which data was available for both
the 2012 and 20T reports, results intwo counties(Fort Bend and Matagordayggest there were
improvementsover time while CalhourCountyexperienced slight increase in the percentage of
adultsreportingfair or poor healthHarrisCounty maintained the same percentage of adudgorting

fair or poor healthbetween report years, representirglack of imprgement ordeteriorationof health
status.However, it is important to note that thBSRIP initiatives were still in the early stages of
implementation in 2015, when the most recent Health Rankings data was collected. While DSRIP
projects were beginning to demonstrate improvements, this tipggiod was likely too early to reflect
significant changes attributed to the DSRIP program.

Table10: Percentageof Adults Reporting Fair or Poor Hehl(age-adjusted), 2012 and 2017

Percentage Adults Reporting Fair or Poor Health (aghusted),
Report Years 2012 and 2017

Austin Calhoun Chambers Colorado FortBend Harris Matagorda Waller — Wharton
RHP3 Counties and Texas

. Poor or Fair Health 2012 Poor or Fair Health 2017
2012 State Average (19%9e<--- 2017 State Average (20%)

Sourcehttp://www.countyhealthrankings.org/app/texas/2012/measure/outcomes/2/datasouréssing bar
indicates no data availabl€ounty Rankings measure of fair or poor health {adjgisted for 2017 ranking report
reflects 2015 BRFSS8rveydata, whereas 2012 ranking report data refle2@42010BRFSSurveydata.

The BRFSS survey also asks adults to report the number of dayingpeot mental healttwithin the

past 30 daysStatewide, adults reported 3.3 poor mental health daythm2012report compared to
3.2days in 207, a slight improvementAs shown in Table 1fiye of the nineRHP3ounties also

reported improvementsver time Although it maintained the same number between report ye&it
BendCounty again had the best tiag with an average d.0days of poor mental health ithe 2017

report, below the statewide averagéustin, Colorado, and Waller counties saw the most improvement
in poor mental health days between the 2012 and 2017 ranking reports, although their numéers
consistently higher than the state average. Specifically, Austin and Colorado countiesregueoeer a
one-day decrease in poor mental health days, decreasing from 4.7 to 3.3 days and 4.6 to 3.4 days,
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respectivelyWaller County saw the highest improvement amondrdlP3ounties, with a decline from
5.5 poor mental health dayes reportedin 2012 to 3.4 days in 201 a decrease of 2.1 dayslarris
County experienced a slight increase in poor mental health days, increasing from 3.1 to 3.2 days.

While the survey data indicate thatlalts in all but three counties (Austi€hamberand Fort Bendstill
reported mentally unhealthy dayabovethe staewide benchmark in 204, the Region as a whole

generally demorntsated measurable improvementsThough it is impossible to draw aognclusive
correlation between this limited data and the impact of IFSBrojects focused on Mental Health
improvements, it should be noted that improvements in access to Behavioral Health services and
treatment is a high priority for th&®gion. As indicated in Table 1 at the beginning of this re p@rof

the 172RHPIDRIP projects focus on Behavioral Health services. WhilBRS8ata are onlyone
measure of change ipehavioral health status, it is reasonable to assume that the DSRIP program likely
played a role in these measurable improvements.

Table 11 Poor Menal Health Days in Past 30 Days (Aéejusted), 2012 and 201

Poor Mental Health Days in Past 30 Days (age
adjusted), Report Years 2012 and 2017

Austin Calhoun Chambers Colorado FortBend Harris Matagorda Waller Wharton
RHP3 Counties and Texas

()]

4.7

)]

Avg. # Days
- N w N
P w
T w
.
.
.
.
.
§ w
NN
.
.
.
.
I
\,
.
. W
HEN)
.
.
.
»
(o]
.
| w
N
.
.
.
.
w
o
b
L
o
.
.
.
*w
o
.
. W
TN
.
.
.
I
: o
o w
: ~
.
.
.
.
a
(6]
i ow
SN
.
= .
© .
w
(o]

o

mmmmm Average Number of Mental Unhealthy Days, 2012
Average Number of Mental Unhealthy Days, 2017
------- 2012 State Average (3.3)
2017 State Average (3.2)

Sourcehttp://www.countyhealthrankings.org/app/texas/2012/measure/outcomes/2/datasoui€eunty
Rankings measure of poorentalhealthdays in past 30 dayageadjusted)for 2017 ranking report reflects 2015
BRFSSurveydata, whereas 2012 ranking report data reflects 2@010- BRFSSurveydata.

Teen Births
The State of Texas has the fuhighest birth rate and fifth highest pregnancy rate among teen age
girls ages 189. Despite declines over the past ten y&dhe state continues to struggle with reducing
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the number of teen pregnancies, the majority of which are unplanned and unwaAiszbrding to a

recent study by the University of Texas Child and Family Research Insérigpregnancies cost Texas
taxpayers more than $1.1 billion in 2010 and have long term financial implications on the teen mothers.
Only 38 percent of teen mothemwho have a child before the age of 18 will earn a high school diploma
by age 22 and less than 2 percent earn a college degree by &0@!86.educational disparity continues

to impact teen mothers throughout their career. By age 30, teen mothers orageegarn 57 percent of

the annual salary of those who delayed childbearing. Fonty percent of mothers who gave birth

before age 20 were living below federal poverty levels and nearlythivds rely on public assistance for

the first year of theirchil & 8 A NIi K @

541 LINPOGARSR Ay (G(KS ¢SElra / KAftRNByQa | 2aLRAdGrHt /2
Black and Hispanic womémHarris Countare more likely to become mothers at a younger age than

White teens®? Birth data for 2012 indicates that among Black and Hispanic women, 12 percent of births

were to women age 19 and younger, compared to four percent of births among White women. Among

all races combined, nine percent of all births were to women under age 19.

Statewide, the number of births to teen mothers agei%was49 per 1,000 teenage girkss reportedn
2017, down from 63 in 2012. As shown in Tableed@&ry county irRHP3aw a decline in births over
the same time perioddowever, inthree counties(Calhoun, Matagorda, and Wharton) the rastated

in the 2017 reportvere sill above the statewide averag&he highest birth rate is in Calhoun County at
69 births per 1,000 teen females, and the lowest rate wa$ieths per 1,000 in Fort Bend County.

Table 12 Number of Births per 1,000 Female Population Agesl252012 and 201

Number of Births per 1,000 Female Population Agesi®s
Report Years 2012 and 2017

90
80
70

81
69 71 70
63 61 58 63
60 51
47 47 49 47 49
5 41 45 -
4
27 31
3 20
2
1
0

Austin  Calhoun Chambers Colorado Fort Bend Harris Matagorda Waller Wharton  Texas
RHP3 Counties and Texas

19
© O O o

Number Teen Births per 1000 Females; 15
o

m Number of Births per 1,000, 2012 Number of Births per 1,000, 2017

Sourcehttp://www.countyhealthrankings.org/app/texas/2012/measure/factors/14/mamd
http://www.countyhealthrankings.org/app/texas/2017/measure/factors/14/datBata on deaths and births were

% University of Texas Child and Family Research InstMited Messages: THaurrent State of Teen Pregnancy
Prevention in Travis County, Texsksy 2015.
31
Ibid
¥¢SEFA / KAfRNBYQa | 2aLAdLts /2YYdzyAade 1SHEGK bSSRa | a4
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provided bythe National Center for Health Statisti¢g¢CHPpand drawn from the National Vital Statistics System
(NVSS). These data are submitted to the NVSS by the vital registration systems operated in the jurisdictions legally
responsible for registering vital events (i.e., births, deaths, marriages,cdispand fetal deathsThe2017 ranking

report reflects20082014 NCH8ata, whereas 2012 ranking report data refleg@02-2008 NCHS8ata.

Behavioral HealtRisk Factors

Behavioral health factors such as smoking arcessivalcohol usecan greatly impact healtktatus and
healthcareneeds.According to Healthy People 2020, tobacco use is the single most preventable cause

of death and disease in the United States. The use of tobacco is associated with numerous diseases such
as stroke, dibetes, cancer and fzet and vascular diseas8econd hand smoking exposure also

contributes to multiple health conditions, including respiratory infections, asthma attacks, ear problems,
heart disease, and lung cancgr.

Statewide, data indicates thaéihe percentageof adults who currery smoke declined from 18 percent
in 2013 to 15 percerds reportedin 2017. As shown in Table 18moking rates increased in foRHP3
counties (Calhoun, Colorado, Fort Bend, Waller) and decreased in Austin, Harris andrbiéatag
counties. Onlyhree counties¢ Matagorda Wallerand Wharton- showed ahigherpercentage of adult
smokers than the statewide averatistedin the 2017 report.

Table 13 Percentage of Adults Who Are Current Smokers, 2013 and 201

Percentage of Adults Who Are Current Smokers, Report Years
2013 and 2017

mokers

& 30%
£ 25%

(]
= 18% 0, 18%
£ 20% 17% 0
570 14% 14% 15%. ... 15% 16% 404 16%

O150 [ . eereeeiererreoseosesncoseest?Roneenecses J2%0eece - eooesesd Bleeeeeeed -
2 1% 9% 0%~ I 9%

& 10%
0%

Austin Calhoun Chambers Colorado FortBend Harris Matagorda Waller  Wharton
RHP3 Counties and Texas

Perc

mmmmm Percentage of Adults Who Are Current Smokers, 2013
Percentage of Adults Who Are Current Smokers, 2017
2013 State Average (18%)

------- 2017 State Average (15%)

Sourcehttp://www.countyhealthrankings.org/app/texas/2013/measure/factors/9/mamd
http://www.countyhealthrankings.org/app/texas/2017/measure/factors/9/dat@heCounty Rankings measure of
adult smoking for 2017 ranking report reflects 2015 data, whereas for 2013 ranking report the data reflects 2005
2011.

* Houston Methodist Hospital Community Health Needs Assessment;201%
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Chronic Disease
Chronic disease affects every community and secianomic group in th&®egion though outcomes

and treatments vary widely based on a variety of factors. Lower economic groups and uninsured
individuals generally face poorer outcomes duditated accessd services, delayed diagnoses and

poor living conditions that can aggravatenclitions or inhibit recoveryThe most common diseases

include heart disease, stroke, asthma, cancer, diabetescarglovasculadisease Diet, exercise, stress

and other biolgical conditions are risk factors for certain chronic diseases, as well as individual choices
to engage in unhealthy activities such as tobacco use, alcohol and substanceliise the small size

of several oRHPXounties, data on causes of death direited to only certain categorie#\s indicated
in Table 14, death rates due heart diseasendicate six of the nine counties reporteateshigher than

the average statewideSix counties also reported higher than average rates for cancer. Fort Bend, the

second largest county in tHeegion reported significantly lower death rates for all categories.
comparisonHarris County reported slightly lower rates for diabetes,rhd&sease and suicide but
slightly higher rates for cancer, stroke, and accidents.

Table 14: County Death Ratage-adjusted)per 100,000 Population for Leading Causes of Death

Cancer Stroke Diabetes Heart Disease | Suicide Accidents
Austin 136.1 ND ND 139.4 ND ND
Calhoun 171.3 ND ND 181.8 ND ND
Chambers 218.9 ND ND 175.3 ND ND
Colorado 192.4 ND ND 196.9 ND ND
Fort Bend 133.1 34.0 13.4 134.3 8.3 26.3
Harris 159.9 40.6 20.0 166.3 9.8 36.9
Matagorda 192.6 58.4 ND 186.4 ND 70.3
Waller 170.4 ND ND 201.7 ND 58.9
Wharton 155.6 57.6 ND 197.6 ND ND
Statewide 156.1 40.1 21.6 170.7 11.6 36.8

Source: Texas Department of State Health Services, Health Facts Profiles by CountyP28 & Data available.

https://www.cdc.gov/diabetes/data/county.html

In order toimpactthese health outcomes, enyRHPIDSRIP projects are designed to improve
treatment of and reduce rates of chronic disedse

Overviewof Regioml Health System and Challenges

As evidenced by the diverse population and economic dynamics of the communities participating in
Region3, by necessity the healthcare system serving Regionis significant in size and complexity. The

city of Houston is home to the worcenowned TexaMedical Center, which includes sometlog¢ most
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advanced medical research and academic institutions in the world, including three medical schools, six
nursingprograms two schools of pharmacy, and schoofgentistry, public health, and virtlig all

health-related careers? TheRegionincludes a total 084 acute care hospitals with more thad,D00

inpatient beds providing a @e range of specialty servic&sonsistent with thdRegio2 a

O2yiiAydsSR

population growth, fom 2010 to 2012the number of acute care hospital beds in Harris County
increased by’80, from 2,098 in 2010 to 12,878 in 201Zhe number of inpatient visitalsoincreased
by 21,899%rom 476,500 in 2010 to 498,399 in 20(2e Talte 15). However, in all counties other than
Harris and Fort Bendhpatient admissionslecreasedetween 2010 and 201 2vith the largest decline
in Colorado Countyn terms of hospital utilizationRHPJacilities provided services for more thar91.
million emergency room visiteyer 9million outpatient visitdn 2015 and more tharb36,899%npatient
admissionsn 2012.% Moreover, hospitals collected a total of nearlys$.4billion in patient revenue and

provided %.92billion in uncompensated cai@C), representing.52percentof patient revenue’’

Table 15: Comparison of Hospital Beds and Inpatient Admissiad$0 and 2012

County # of Bedg2010) | # of Bedq2012) +/- Inpatient Inpatient +/-
Admissions Admissions
(2010) (2012)

Austin 23 23 0 620 434 -186
Calhoun 25 25 0 1321 1,272 -49
Chambers 39 39 0 799 722 =77
Colorado 73 55 -18 9,012 1,367 -7,645
Fort Bend 771 867 96 28,743 30,805 2,062
Harris 12,098 12,878 780 476,500 498,399 21,899

69 69 0 3,156 2,914 -242
Matagorda
Waller 0 0 0 0 0 0
Wharton 99 129 30 2,695 1,420 -1,275
Total 13,197 14,085 888 522,846 537,333 14,487

SourceTexas Department of State Health Services, Annual Survey of Hospitals and Hospitals Tracking Database
HAamMn YR HAMHY a! GATAT I @2R2 (5K &l o2 NRdFEHRE FoM $ / ISRA

* Texas Medical Center 2014 Strategic Plan. Accessed January 2RitR0aww.tmc.edu/about-tmc/vision/.
*® Texas Department of Statéealth Services, Annual Survey of Hospitals and Hospitals Tracking Database: 2012

' GAfATFOAR2Y S5FGF F2NJ ¢SElFa !10dziS /FNB 1 2aLiAadGlrta o |/
and Outpatient Utilization Data for Texas Acute Care Hdspita 60 & / 2dzy i@ X Hnampé F2NJ | K2
+AAA0GAT YR Hamp a/ KFENARGE /INB FYR {StSOGSR CAylIyOAL ¢

Total Uncompensated Care, Net Patient Revenue, and Uncompensated Care as % of Totd éatiard.
37 | ja;
Ibid.
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Table 16: Hospital Utilization and Financial Experien2812 and 2015

Out- : Total UCas %
# of # of - . Inpatient Total Gross of Total
. ER Visits | patient . Uncompensated . .
County | Hospitals| Beds (2015) Visits Admissions (UC)Care Patient Revenue| Patient
(2015) | (2012) (2015) (2012) (2015) (2015) Revenue
(2015)
Austin ND* 23 ND ND 434 ND ND ND
Calhoun 1 25 9,759 50,445 1272 $9,065,188 $66,677,896 13.60%
Chambers 2 39 5,442 52,190 722 $8,092,934 $85,303,471 9.50%
Colorado 2 55 10,118 110,889 1367 $5,502,381 $69,244,650 7.90%
Fort Bend 9 867 143,093 | 394,842 30,805 $213,385,647 | $3,421,143,022| 6.20%
Harris 67 12,878 | 1,772,653 8,330,537 498,399 | $4,660,173,225| $61,612,433,437] 7.60%
Matagorda 2 69 23,275 70,317 2914 $18,439,347 $140,406,209 | 13.10%
Waller ND 0 ND ND 0 ND ND ND
Wharton 1 129 6,332 52,823 1420 $3,355,471 $30,024,955 11.20%
Total 84 14,085 | 1,970,672| 9,062,043| 536,899 | $4,918,014,193| $65,425,233,640 7.52%

* ND = No data available

Source: Texas Department of State Health Services, Annual Survey of Hospitals and Hospitals Tracking Database:

HNMH
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Preventable Hospital Stays
Data from2012 and 2016 depict the number of preventable hospital stays for ambutatnyitive
conditions per 1,000 Mgicare enrollees in aRHP3ounties as well ashe Texas state average. In all
RHPZXounties this number decreased owthe four-yearperiod (See Tabl&7). While this improvement
is likely a reflection of a statewide effort Byovides and both public and private health plans to reduce

the number of preventable hospital stays, many of Begiof &
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improved care coordination and patient education that likely contributed to this achievement.
Redutions in avoidable hospital stays is both a federal and state goal for hoBpitaides, and the
identified improvements require a collaborative effort among hospitals, physicians and other health
careProvides. As noted at the beginning of this repamproved coordination and collaboration among
the Provides participating in DSRIP plans throughout Begiorhave increased significantly under the
DSRIP program, and are one of thest notable accomplishments of this program.

LINE A R
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Tablel7: PreventableHospital Stays2012 and 2016

Preventable Hospital Stays for Ambulato§ensitive Conditions
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60  [Pes..- . R 29, igmeree . 30, ... 49
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Austin  Calhoun Chambers Colorado Fort Bend Harris Matagorda Waller  Wharton
RHP3 Counties and Texas

Number Preventable Stays per 1,000
Patients

= Preventable hospital stay for amublatory-care sensitive conditions per 1,000 Medicare enrollees, 2012
Preventable hospital stay for amublatory-care sensitive conditions per 1,000 Medicare enrollees, 201€
2012 State Average (73)

------- 2016 State Average (58)

Source: County Rankings aRdadmag:
http://www.countyhealthrankings.org/app/texas/2012/measure/factors/5/mafphe 2012 ranking repodata

source is Medicare claims data reflecting 2009, and the 2016 ranking report data source is Medicare claims data
from 2013. A weakness of using Medicdegais that it limits the population evaluated to mostly individuals age

65 and older.

Primaryand Specialty Care Physicians

More than 5,100physicians from moréhan 200 specialtieserve residents living throughout tHeHP3
community® A comparison of 2(to 2016 Providerdata demonstrates that a total of 2,862 physicians

were added to the workirce to serve thdRegio2 & LJ2 LIMild thiiskr@pi6ytnent growthis the

result of continued hiring and recruitment efforts throughout tRegion as shown in Table8lour
communitiescontinue toface shortages of critical resourcefyBicians are hidh concentrated in

Harris County, witl®2.5percentof physicians, foliwed by Fort Bend Countwith 6.5 percentof

physiciansWhile 95 percent of thiRegio2 a LJ2 LJdzf | G A2y NBaARSHe gAUGKAY ((GKS
remainingsevencounties inthe Regionaccount for onlyl.0 percentof the Regio2 & LJK &ltish OA | y & &
important to note thatfive of the nine counties have no practicing psychiatrists, underscoring the
ongoingchallenges in meeting behavioral health needs of the populatiad a reflection othe

statewide shortage of practicing psychiatridts addition, three counties have no OB/GYN and five

counties have only one pediatrician.

* Texas Medical Board, Physician Demographics by County and Specialty, September 2016.
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Table18: Physicians by County and Specialty, September 2016
General Total
Practice o Internal Generql 2 : Physicians;
County ! Pediatrics . OB/GYN Specialty Psychiatry
Far.nl.ly Medicine Surgery a}ll '
Medicine Specialtie’
Austin 5 1 3 0 1 0 15
Calhoun 10 1 4 2 0 0 23
Chambers 5 1 0 0 1 0 8
Colorado 13 1 3 1 3 0 21
Fort Bend 193 102 139 66 94 41 979
Harris 1,293 1,210 1,692 596 1,641 570 14,015
Matagorda 7 4 6 3 5 0 38
Waller 3 1 1 0 0 2 7
Wharton 10 6 4 3 4 1 42
Total 1,539 1,327 1,852 671 1,749 614 15,148

Source: &xasMedicalBoard, Physicians by County, Septemi2816 *This category includes! physician

specialties not limited to those depicted in table.

Safety Net System
Sening as the focal point of the safety nietr RHP3s the publiclyfunded HarridHealth System whigh
as a fully integrated health care systeoperates

1 3 public hospitals 1 1 dialysis center

1 16community health centers 1 A healthcare program for the homeless
1 2 multispecialty clinics 1 1specialty center for people with

1 5sameday clinics HIV/AIDS

1 5 schoolbased clinics 1 Mobileimmunizaton and medical

1 1dental center outreach program

1 3 pediatric and adolescehiealth

centers

Staff forl | NNJA & hdsgtalsfaddiciDids is provided through a contratarsangement with the
Baylor College of Medicine atiirHeath Science Center Houstolm 2016, the System provided $648.7
million dollars in charity care, seng a patient payor mix of 62.2 percaminsured; 20.percent
Medicaid and CHIP beneficiari@&5percentMedicare beneficiaries; and 7g&rcentwith Commercial
and other funding?

To meet the unique challenges of serving the population of more than 10,000 homeless people, the
Region created Healitare for the Homelesklouston.Designated a Fedally Qualified Health Center
(FQHC) in 2002, the program operates three integrated health clinics that provide comprehensive health
services, with a specific focus on integrated primary and mental healtH'ter@015, health and

% https://www.harrishealth.org/en/aboutus/who-we-are/pagesstatistics.aspx
““Held, Mary Lehman, Brown, Carlie Ann, Frost, Lynda E., Hickey, J. Scott Hickey, and@Delith®grated
Primary and Behavioral Health Care in Patigdéntered Medical Homes for Jail Releases with Mental Iliness.
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support services were provided to more th@;y21 individuaddults and childremvith over 38,800
patient visits including medical visits, medical case managensmdtransportation service$: Among
homeless persons Harris and Fort BendoGntiessurveyedn early 2014 by the Coalition for the
Homeless Houston/Harris Coun®b percentreported severe mental illness and 39 percédrada
substance abuse disorddwo percentreportedas HIV positive and 3ercenthad experienced
domestic wlence?

However, despite the significant healthcare infrastructare continued addition of new medical
facilities the Regioncontinually struggles to keeup with the increasing demaridr care. Access to care
is clearly a critical issue for tiikegiorthat presents multiple challengeé. 2012 study documented that
in Houston/Harris County, safetet Provides were meeting approximately 3@&rcentof the demand
for primary care visits by the leimcome population, and the reaining demand isither metby private
practice physicians or are unm&Community Health Needs Assessneodnducted in 2016 by Texas
/| KAt RNBY,Q& LI 2 & {i, HAusSoMethddiSt Héspitél, and Memorial Hermatlealth
Systemidentify access to care and coordinatiohcare as priority issuemnd noted shortages of
professional healthcare workers in both primary and specialty care seffingéth more than 12

million uninsured residents in thiRegion many peoplestill struggle to obtairbasic healthcare services.
Data gathered by the Behavioral Risk Factor Surveillance Sys&fti5showed that in the Houston
Woodlands Sugar Land Texas Metropalit Statistical Area, only 67.1 percaitthe population had
visited a doctor for a routine chealp within the past yar.*®

In a December 2016 repottie Greater Houston Partnership noted that more than 325,000 Individuals
work in the Houstorarea healthcare sectdf.Healthcare accounts for one in nine jobs and is one of the
mostrest A Sy G 2 sfindistieSBut chidrudpopulationgrowth has led to a continued shortage

of health care professionals of nearly every type. Over the next few years, the strain is expected to grow

Criminal Justicand Behavior, Feb 2012ttp://www.pcictx.org/Papers Publications/Februa®012-Article-
CriminalJusticeand-BehaviorFe2012.pdf

* http://www.homelesshealthcare.org/achievementsutcomes/

*2 Coalition for the Homeless of Houston/Harris Countguston/Harris County/Fort Bend County Pé@inTime

Enumeration 204 Executive Summarccessed January 22, 2017 at http://www.homelesshouston.org/wp
content/uploads/2014/05/2014PI FExecutivesummaryfinal.pdf.

B 8§3fSes /v [ST tds [FAAZYSE 50 I Fylas WoesS EFyR ! yiK2yz
9PGARSYOS FTNRY | 2dzi (i Jolimdl df Nalih Eard fa the/Hoér and Urifidtderaed; vi. 23:

38697.

MIKA {d0® [d1SQa ISHfGKSE . lef2NI{iGdd [dz] $Qa aSRAOLt /[ Sy
LYLX SYSyidlraAaz2y {iNXGS3eé¢ 1 O0OSaaSR WFydz NBE HMI HAMTY
http://www.chistlukeshealth.org/documents/General%20Information/Assessments/2016 _CHNA_BSiflsia

¢SElF&E / KAfRNBYyQa | 2aLAGHES dannmc /2YYdzyAade | SIEGK bSSR;
https://www.texaschildrens.org/sites/default/fles/CHNA_@lagi 2016 V10 0.pdf

Memorial Hermann Health System Community Health Needs Assessment 2016,
http://www.memorialhermann.org/uploadedFilesLibrary/Memorial_Hermann/MH_TMC_CHNA 060916 _finalfin

al.pdf

Houston Methodist Hospital Community Health Needs Assessment:-201%;
http://www.houstonmethodist.org/~/media/pdf/Community

Benefits/2016%20CHNA/2016%20HMH%20CHNA.ashx?la=en

*BRFSS 2015 Agdjusted Prevalence Data.

**Greater Houston Partnershiplouston Employment Forecast 20December 2016.
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even more with the addition of at least 14 new hospitals schedule to open througheRegion®*’ At

the end of 2016, more than 2,400 job openings were listedour of the largest health systems in the
community. Forecasts for 2017 indicate an additional 9,800 jobs for the healthcare sector will be added
this year, assuming individualsth the necessary skills are available to fill the pos&itn

According to the U.S. Department of Health and HuiBarvices, every county in tiikegiorhas been
designated in part or in full a Medically Underserved Area/Population (MUA) and a Heakkdtwnél
ShortageArea (HPSK® Resolving this issue is not simple and requires-tenm planning and
infrastructure development necessary for the educatémd training of new physicianghis shortage of
Provides is particularly critical due to the gring population othe Regiornand the increased demand
for serviceghat may beat least partly attributable to théncreasing percentagef insured, dudargely
to the Affordable Care Act arichplementation of health insurance taxetits for low income families.

Preparingor and addressinthese changes requisa comprehensive strategy and significant financial
investment to ensure patients have timely access to the appropriate healtfirangderin the most
costeffective settirg possible. Individuals without access to a medical home or primanPcavider

are more likely to seek care in an emergency room setting, resulting in significant increases in health
care cats.A2011studyof hospital emergency department visits in tifon found that primancare

related emergency department visits that could have been treated in a primary care setting resulted in
costs of more than $2 million, up from £14million in 20®.>° Accessing inappropriate care through

the emergency room rtaonly is inefficient and costly, but it delays services for more critical patients
who need services immediately, and potentially contributes to poorer health outcomes for these
patients. Many of these costs and delays cdwdgvoided if patients had aess to the services they
needed through lower cost clinics and physician offices with extended hours that enable them to obtain
non-urgent services at notraditional times, and at facilities that are accessible. Improving access to
these criticallyneededservices is an important component@fk S~ w HIRIPPpyograand long

term strategy for ensurinthat patients have access to the most appropriate care at the right time and
in the right place.

" Ibid.

“Ibid.

*9U.S. Departmetnof Health and Human Services, Health Resources and Services Administration, Data Warehouse
accessed January 21 20hftps://datawarehouse.hrsa.gov/topics/hrsainyour.aspx

% School oPublic Health, University of Texas Health Science Center at Hotigiaston Hospitals Emergency
Department Use Study, January 1, 2011 through December 31, R01.2013.
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Key Challenges a@bmmunity Needs

As with any large urban community, deegioncontinues to facesignificant challenges in meeting the
healthcare needs of our population. Witlver five million residents and thousands more traveldaly
to the Regionfor healthcare services, our healtnre Provides continually strive to provide the best
patient care possibleDSRIP projecisitiated in 2012 targeted some of the most needy populations and
difficult community health needs, and have shown encouraging results in many Brgagespite the
progress over the past four years, the commumigeds identified in 2012 continue to persist as noted
throughout this report and in th€HNAreports issued by hospital systems participating infegion
Many of these challenges will never be completelsolved, and our continued focus will be critical to
achiee future improvements.Although our priority needs have not changed, we continue to work
together to develop new ways to address these complex issues iouglitful, inclusive manner that
reflects the varying patient needs and the seeiconomic disparities that make healthcagervices and
improved health statughaccessible for a large segment of our population.

Following is drief summary of theoriority challengesand suggested intervemnsidentified forRHP3
based on data described in this report a@dmmunity Health Needs Assessmiaiorts developed by
RHRB stakeholders and participants

Insufficient Accesdo Care

TheRegiorfaces a continued shortage of primary and specialty Pacvides, particularly for

uninsured individuals anpeoplerequiring behavioral healthare who frequently face long waits for
services Texas ranks 47n the country for primary care physiciao-patient ratics, and all counties in
RHP3have been designatefdlly or partiallymedically underserved area&nticipated population

growth will further exacerbate the situation, despite the addition of more than 2,850 physicians to the
Regionin the past four years.

More than 20 percent of individuals in tiRegion are uninsured, which makes it difficult for people to

obtain healthcareservices. In the BRFSS survey, 38.2 percent of adults in Harris County reported they do
not have a doctor or healthace Provider and many uninsured delay care and rely on emergency
departments for services that could be provided in a primary care settiagrly20 percent (19.8

LISNODSy G0 27F dsthérde@indatieriiadeddd tzised @ doctor in 2014, but éduot

because of cost: Uncompensated Care costs reported by hospitals within the nine RHP counties

totaled nearly $5 billion in 2015, much of which is attributed to costs incurred by uninsured individuals.
hT aSY2NREFE | SNXYIFyYyY ¢8Buisitsin 208758 Ddercent/wérg/ fioi@ pedeiits p o = y
who were uninsured or on Medicaid, and 41.1 percent were classified asmengent or with primary

care treatable condition¥’

gL {d [d21SQa | SHfGKE Hnamc /[ 2YYdzy ASirdtegy S+ f 6K bSSRA
*2 Memorial Hermann Texas Medical Center 2016 Community Health Needs Assessment
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Recommended Initiativefor Addressing Access to Care:

1. Expand availabiltand access to healthcare services of all typéth a special emphasis on
Behavioral Healtlservices.

2. Promotemulti-sector, crossinstitutional collaborationto prioritize healthcare service needs and
locations of new facilities to serve underserved populations.

3. Continue to focus on development of resources to assist in building the healthcare workforce,
particularly as it relates to mental health services.

4. Camtinue to extend office hours for primary caRrovides to increase number of appointments

5. Continue to support and develop the network of public health and social serkgemizations
to enhance safety net services faninsuredunder-served populations

6. Disseminate key information to elected officials and policy makers to advocate for improved
access to care

7. Grow navigation servicde help patients identify available services and programs, especially for
low-income individuals

8. Pursue telemedicine mads for mental healtltareto expand access to these services

9. Develop a screening tool to identify social and medical needs of individuals and develop
communitybased strategies to address identified needs.

10. Strengthen and improve access to palliative cand hospice programs for patients.

Inadequate Transportation Options for Individuals Needing Health Care Services

Accessing affordable transportation for medical appointments is a challenge for maiiryyclome
residents, particularly those living in ru@mmunities with few or no public transportation sex@s and
very limited options for emergency transportatioihe absence of these services results in patients
delaying necessary care until it becomes a critical healthcare condition, and relying ayeenye
transpoggation for services that could have been provided in a primary care setting, or avoided
entirely.

Recommended Initiatives for Addressing Transportation Services

1. ldentify transportation problems within specific communitexsd develop local solutions

2. Work with community organizations that may be able to proViige or lowcostvan services
on a ptating basis for transporting individuals to healthcare appointments

3. ldentify funding sources to assist with cesf local tansportation services

Provide more marketing/education materials to inform residents in specific communities of low

cost transportation services they may not be aware of

5. Provide local community education programs to help individuals understand how tiheise
LlJdzo f AO GNI yALRNIFGA2Y ad2aitSYod t NPGARS GaNARS (K
assistance navigating the system

6. Consider locations of new medical facilities to complement public transportation routes to make
it easier for patients to a@ss.

7. Design existing and new medical facilities to include safe sidewatigeen bus stops and
medical facilitiesand covered areas for patients waiting for busses in inclement or hot weather

»

*3Houston Methodist Hospital Community Health Needs AssessmentR01lér b ¢ SEF & / KAf RNBYy Q& |
Community Health Needs Assessment 2016, and Memorial Herman Health System Community Health Needs
Assessment 2016
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8. Work with transportation authorities to ensure bus routesédted close to medical facilities run
at appropriate hours, including evenings and weekends, to accommodate extendedhoitice
to meet needs of working individuals and increase access to care.

9. Consider development of incentives to encourd&gevides to locate offices and medical
facilities in medically underserved areas and areas with limited/no public transportation
options.

High Prevalence of Chronic Diseamad Poor Health

TheRegioncontinues to face a high prevalence of chronic disease, including diabetes, heart disease,
asthma,cancer andardiovascular diseasEor example

1 Inevery county ilRHP3cancer and heart disease were identified as the top two causes of death. In
five ofthe nine counties, the county rates of death for both cancer and heart disease were higher
than the statewide averag¥.

1 Obesity affects 16.8 percenf children in the Houston area; these children are at higher risk of
developing diabetes, heart diseageint pain and other conditions in comparison to children who
are not obese?

1 Approximately seven in ten adults in Harris County (69.4%) reported that they were overweight, and
10.4 percent of adults reported having been diagnosed with diab&tes.

91 Diseaserates and level ofisk vary by demographic and ethnic factors, with low income and Black
and Hispanic populations at higher risk for many conditions. For exaBRRIESS data shows that
GMdT LISNOSYyG 2F . fF Ol AYRA JAdrReddriskdor obasity (céirparedl & £ 2 NJ
to 79.1 percent of all TexanBlackpatients(rate of heart disease imore thanthree-times higher
than White and Hispanic patientsBlack patients aralso more likely to have asthma (9.2% Blacks,
7.4% Whitesand 188% Hispanics).

Addressing these issues is a statewide problem and requires a long term strategic plan that focuses on
not only treatmentand early detectionbut prevention anch comprehensiviealth educatiorprogram

The community must alsdevelop a comprehensive plan faddresing social determinants of health

that contribute to poor health and prevent many residents from obtaining necessary care to treat
chronic conditions.

Recommended Initiative$or Addressing Chronic Diseasad PoorHealth

1. Continue toprove access to primary care services, particularly for low income populations

2. Identify barriers to making healthy choices and tangdéiatives towards removing or reducing
barriers

3. Collaborate with nonprofits and other locammunity organizations to create educational
materials and host community forums to inform residents about ways to improve
communication and information on disease conditions and prevention.

> Department of State Health Services, Hedtacts Profiles, 2013

®¢SEla / KAfRNBYyQa 1 2aLAGlrEs /2YYdzyade 1SHfGK bSS
*® Memorial Herman Health System, Community Health Needs Assessment 2016

L {do [d21SQa I SHfGKSE Hnmc [/ 2YYdzyArde 1SIfGK bSSRa ! a:
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4. Provide coordinated and culturally specific disease preventimhemlucational outreach for

KSFNI RA&ASIFASE /ht5%X RAFoSGiSasxs OFyOSNE aiNRB{S:

and renal problems.

Implement a plan for improving community relationships to address disease prevention

Expand screeningpportunities through health fairs and other events to increase diagnosis

opportunities for common conditions and provide information for follaw care

7. Proactively identify barriers to obtaining prescriptions and maintaining long teedlication
adherene (such as affordability or accessattocal pharmacy). Develop solutions to increase
medication adherence, which will lead to improved health outcomes and prevent complications
and avoidable hospital admissions.

8. Create volunteer groups withiRegioral canmunities to assist with health education and
prevention activities.

9. Identify existing programs and improve community outreach to increase awareness of the
available programs.

10. Establish community navigators to help link patients with existing servicepragdams.

11. Facilitate and sponsor family activity programs.

12. Identify medication assistance programs and link serviceseligiblepatients.

oo

ContinuedHighPrevalence ofBehavioralHealth Conditionsand Challenges Accessing
Services

As noted throughouthis report, the state of Texas and all countieRP3ack boththe Provides and
facilities to adequately meet the demand for behavioral health cddespite advances made under
ongoing DSRIP projects, tRegion still faces challenges providingiategrated approachto carethat
meets both the physical and mental healthcare needs of the patient.

As an example of how the DSRIP program has been working to improve BH services, the Harris Center
for Mental Health and IDD (formerly known as the K&rHealth Mental Retardation Authority of Harris
County or MHMRA) increased its workforce by 13 percent in 2016. The Center oversees implementation
of 27 approved DSRIP projects that support mental health services in Harris County, five of which are
collaborative projects with other organizations such as The Lighthouse for the®B@ne of the

projects involves collaboration with The Council on Alcohol and Drugs Houston, and enabled Council
staff to share electronic records to support integrated servigith Harris Center teams at four

locations. By April 2015, approximately 45 percent more patients than originally anticipated were
participating in the program’® The DSRIP collaborations increased the Harris Center for Mental Health
YR L 55 Qa reaghhedingits padn@rshipsiwith over 35 community organizations and serving
17,873 individual§’

However, por access to behavioral health services was identified as a key challenge in every
Community Health Needs Assessmextiewed for this reportMany individuals may receive either
physical treatment or behavioral health care, but not both, or they receive no care at all.

BTKS | FNNRAE / SYyGSNI F2NJ aSydlrt 1SHfGK FYyR L55® 4! yydzZ f w
file://IC:/Users/sarvey/Downloads/Trasformation++Annual+Report+2015+The+Harris+Center+.pdf
U 2dziKSH&G ¢SElFra wS3IA2ylf 1 SHEGKOFNB EpNIYSNARAKALE dadwS3)
O¢KS ITFNNAE / SYGdSNI F2NJ aSyidtf 1SFHEGK YR L5®W: a! yydz f
file://IC:/Users/sarvey/Downloads/TransformatiortAnnual+Report+2015+The+Harris+Center+.pdf
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Individuals with BH service needs find the systediffiult to navigate and challenging for both

patients andProvides. Thesgroblems can be addressed by creating a health service system that is fully
coordinated and integrated with behavioral health and primary health care, as wadloadinating with
services provided through school programs, criminal justice systems, aiad servicéProvides.

Recommended Initiatives for Addressing Growing Demand for Behavioral Health Treatment

1. Increase screening of new mothers farstpartum depressiomuring initial welbaby exams

2. Improve staff awareness and training of signs oftBhtlitions to enhance early detection and
treatment.

3. Expand existing telehealth services for BH treatment, building on the existing program successes
of the DSRIP projects.

4. Work with state officials to address any regulatory restrictions that impedéismourage
telehealth services.

5. Increase access to BHovides in areas with limited or no access to care through a rotation
program that locates BRrovides in underserved communities on a weekly oweiekly basis.

6. Increase funding specifically for Btbvidereducation and training to encourage more
Provides to specialize in BH services.

7. Coordinate with local school districts to provide teacher training anditscounseling for
students with BH issues.

8. Work with school districts to provide guestofessional speakers to discuss common teen BH
issues, such as depression, suicide, alcohol and substance abuse.

Fragmentation ofPatient Servicesthroughout a Large Health Care Systemand Lack of
a Coordinatedmformation Technology (IThnhfrastructure to Support Collaboration

While care coordination andlaboration amongdProvides haveimproved dramatically under the

DSRIP program, tHarge size oRHP3and continued changes in infrastructure contributeftagmented
health care thais both inefficient and ineffectivd?rovides and individuals participating in stakeholder
focus groups throughout the communigxpressed frustration regarding lack of communication among
Provides, andcontinue to observeluplicative and unnecessary s@res, vhich could be avoided

through a more itegrated care system that maximizes the use of electronic health records and health
information exchangé® Implementation of coordinated care systemeqjuires longterm commitment

by Provides andinvolves planning,T infrastructure and supporttaining and communication strategies
that maximize the use of technologylowever thosewho participate ira coordinated system of care
have observed significant reducti®m unnecessary services and tgsmprovedoutcomes and

increased satisfaction among bottovides and patients Provides participating in the DSRIP program
have invested significant time in developing more integrated systems of care, but the DSRIP program
has limited reach and ihades participation of a relatively small numberRybvides offering services
throughout thenine-county Region

. This community statement was also echde wS3IA 2y o0Qa wSIA2y Il vdzhfAdGe tfly
stakeholder feedback sessions. See Appe@dix
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Recommended Initiatives for Addressing Fragmentation of Patient Serdfces

1.

koW

Develop a strategy for advancing the DSRIP care coomlinajects and relatedctivities to
include moreProvides in theRegion.

Create a patient task force to identify specific problems and challenges they face when
navigating the healthcare systeamd seek their input on specific improvements

Develop amore effective referral program among specialty and primary care physicians.
Improve staff training as it relates to administrative tracking of care coordination.
Evaluate and promote opportunities for IT infrastructure enhancement and coordination among
Providers, including financing options.

Provide patient navigation and education information/materials to help patients better
understand the concepts of care coordination and the benefits it provides

Improve transitional care processes and communicatloetsveenProvides and patients
Develop more effective partnerships betweProvidesto better communicate about care
coordination

Improve management of care for patients discharged from hospitals

A Diverse Population with Varying Cultural and Socio Economic Backgrounds that
Require Focused Education and ServiceStppot Healthy Environments and Health
Outcomes

Significant disparities in soeaconomic conditions that impact social determinants of health are a
persistent problem throughout th&®gion.While RHP3s fortunate to be home to such a diverse group

of individuals, serving a diverse population with dpecultural preferences and varying perspectives
requires a focused community approache RS A3 A 2y Qa L2 LIz | GA2Yy 2F Y2NB
lives and work#n extremely diverse communitidgeom the wealthiest neighborhoods to the poorest

and mauy face language, cultural and economic barriers that must be addressed to ensure they receive

needed servicesStakeholders note that communities that are home to many of the underserved and
uninsured populations withhte poorest health outcomes often haadarge number of individuals for
whom English is not their primary languag®n-existent recreational opportunitiesimited access to
healthy food, and limited access to convenient healthcare services. Many of the residents are poorly
educated, are mae likely to suffer from chronic health conditions (both diagnosed and undiagnosed),
are more likely to suffer from mental health conditions, and often live in-sigess environments.
Stakeholders also noted that while various organizations are engagedree level in efforts to address
the wideranging challengeshe lack of a coordinated, cohesive plan and common agendas limits the
effectiveness of these efforts. Many plans also lack input from residents, and may not be realistic or
effective withoutlocal participation.

62
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Recommendations tAddress Diverse Communities and Se&ioonomic Challenges toprove
Healthy living and Ensure Access to Services

1. Develop action plans and partnerships that focus on improving healthy lifestyles for specific
risk populations (including rural communitiesyplancome communities, and youth

2. Identify local communication barriers and collaborate within the community to develop
educational and health information materials in multiple languages

3. Work with localschool districts to develop health education and outreach programs targeted at
ageappropriate groups within specific communitj@scludingafter-school opportunities for
teens, such as exercise programasoking/nutrition classesand firstaid/wellnesstraining.

4. Develop locatommunitytask forces to identify community barriers that prevent healthy living
and develop a strategic plan abdth temporaryand longterm solutions tailored to the specific
community.Include community residents throughout thpeocess to ensure the program
reflects their concerns and needs.

5. Partner with local community organizations and puklititiesto maximize use of local facilities
(such as schools, churches) to provédeariety of culturally appropriate services, inchugli
exerciseprograms, nutrition and wellness classes, and -pppelinics for services such as
immunizations and screenings. Services should be provided on a regular basis rather than
sporadicallyto increase participation.

6. Coordinate with local ethnic camunity organizations to identify specific health care needs and
challenges and work with community members to develop and implement local solutions.

7. Incorporate more community health workers into health systems to increase access to care and
providecommunitybased education and assistance that address social determinants of health

8. Improve collaboration among major stakeholders (medical institutions, public health
organizations, government, payers and social services) to develop specific strategies f
improving population health, with a detailed agenda and time frame.

9. Address transportation issues to enable individuals living initmeme communities to access
services in a primary care setting to reduce reliance on emergency departments

10. EstablisHocal patient navigation systems and place trained navigators in local communities to
help individuals identify care options, provide information on how to effectively use healthcare
services, and assist with arrangements, such as appointments and traatsmor

11. Create programs targeted specifically for seniors, who are often isolated, have difficulty
understanding the medical system, and are often reluctant to leave their homes until a medical
emergency occurs.

Conclusion

As the DSRIP program continueSt@2 f S GKS LINRP2S0OGa RSaA3aIySR G2 IR
healthcare needs will continue to play a vital role in improving the healthcare delivery system and

ensuring our community members receive the best care possible. Though the detailsmgdatdre

DSRIP opportunities are unknown at this tirRéJP3lans to continue to evaluate projects on an

ongoing basis to identify opportunities for further innovation asichtegies for meeting the healthcare

needs identified in this report. If additial projects are allowed, the information in this report will be

used to inform the selection of projects to address B& 3 A Pribridyaneeds.
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APPENDICES

Appendix ADY36 Leaning Collaborative StructureacObjectives

DY35: TheRHP3Anchordeveloped asystematic and mukdimensionalearning Collaborative intent
on assessing Regional impact, sharing prdgatl learning, engaging community stakeholders, and
celebrating succes3he RHP3.earning Collaborative includeédree learningcompanents: individual,
core, andRegional The individual component provideesources and opportunities for pject owners
and ParticipatindProvides to expand theiguality improvemenknowledge to obtain expertise for
issue managemenand to provide opptunities for tailored learning. The core componenf the
RHP3.earning Collaborativiecused on interorganizational learning fagcilitating routine meetings for
shared learningsupporting activities foloutcome data reportingprovidinga forum for qualitative data
sharing and guidngthe reporting and implementation d?lanDo-CheckAct PDCAactivities. The
Regionabtomponent encourage interorganizationasharing of project successes and challenges,
delivered opportunities for continuous learning, and shdraggregatedataanalysesabout
implementation and outcomes

Over the course dDYs &, RHP3stablished sicohorsi 2 YSSiG G KS wS:Emnagéricy a O2 NB ¢
Care Utilization, Patient Navigation, Belwawi Health (Continuity of Care and Integrated Care), Disease
Management Speaker Seriegid Readmissions and Collaboration Best Practiéssch of theCohort

workgroups selectedpecifictopical focuses, goaland outcomes

Figure 1 RHP3®DY3-5 Leaning Collaborative Plan

ﬁ Southeast Texas Regional Healthcare P: hip
11 Yo

Region 3 Learning Collaborative
General Purpose/ Scope:

Regional Impact Shared Learning Community Engagement Success Celebration

Individual Core Regional

Innovator Agents Regional Events: Monthly Status Calls

- 2peryear s -

Topical Webinars
“On the spot” Peer to peer - Hostedbythe Anchor i
Opportunities - 'O?en to aJIIrRHP Plarll PaS’:k.:lpLan.tf and other Newsletters
. > Stakeholder/Performing Provider
Self-paced Training Tools Cohort Workgroups: o ientiied projecty) Opportunities
. criteria from data workgroup White Papers

Special Issue Management - Ad hoc and Topical

- Volunteer Lead Facilitators Annual Reports
Project Management Data Analysis = 3 voll s/ participant Celebrations

Sc:pe Defined by each workgroup

General Purpose/ Scope*: General Purpose/ Scope: General Purpose/ Scope*:
+ PDCAKnowledgeSpread Issue Management * Routine meetings forsharing Qualitativedatasharing * Broad Regional Sharing Qualitativedata sharing
+ Tailored Learning * Milestonedatareporting Reporting/ implementation PDCA * Continuous Learning

Quality Improvement AdvisoryGroup:  HHS core member UTSPH core b Region 3 Vol s * AssurethePDCAcycleisactive withinthe workgroup

OUTCOMES: Regional Impact Metrics ~ Workgroup Metrics PDCA Metrics
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DY6: The DY6 Learning Collaborative sought to leverage the relationships and collaborations developed
in DY35 to begin developing a quality plan and to oulfibvides with tools to sustain DSRIP efforts.

The Anchor implemented a plan covering two work strearosllaboration activities and

communication undergirded by a support structure. Collaboration activities included one broadly
themed Regionwide Learning Collabtive event and three workgroups strategically designed to help
Provides in sustainability planning, developing strategic partnerships, and in determining areas of
regional health quality in need of improvement through interorganizational efforts. Cariwation was
GKS 1 yOK2NDRa a4SO02yR YIAYy TFdzyOlAzy Ay (GKS [SINyaAy3
newsletters, emails, celebrations of success, shared learning opportunities and the annual report. To
enable success in these areas, the Dadaisory Group, Behavioral Health Cohort, and University of

Texas School of Public Health (UTSPH) consultants provided support.

Figure 2. RHPY6Learning Collaborative Plan

ﬁ% DY6 RHP3 Learning Collaborative

General Purpose/Scope: To have a regional impact on the health of our community through
shared learning, community engagement, and success celebration.

Collaborative Activities Communication
EsushehE Monthly Status Calls
- 1-2 per year
- Hosted by the Anchor Newsletters
- Open to all RHP Plan Participants and other
Interested Community Stakeholders Annual Report
Workgroups: Ad Hoc:
- Sustainability e Emails
- Strategic Partnerships
- Regional Quality Plan Development - Celebration & Shared Learning Opportunities
Support Structure:

| Behavioral Health Cohort |

| University of Texas School of Public Health Consultants |
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Appendix BDY36 Learning Collaborative Plan Outcomes

! aStSOlA2y 2F (GKS Gg2 [SINYyAy3 /2ffF02NrGAQBSaQ 2
Health Cohort, ER Utilization Cohort, Patient Navigation Cohort, Sustainability Committee, Strategic
Partnerships Committee, and the Regional Qualiy Zommitee.

¢KS . SKFE@A2NIf 1 SIfOdK /2K2NI -Go9behdviGaii@ath Iy +ylFfeaa
readmissions to determine a pfeSRIP baseline against which to assess future performance and

understand the most important factors leading to-88y readmissiongeeAppendixE onpage50). The

/| 2K2NI | f&az2 az2dzaKG G2 dzyRSNRGFYR G4KS wS3IiazyQa 3l LI
adzNIBSe (2 (KS wBRIR helasiors Health stakehoyi&s iy 2036 and the results led

tod KS / 2K2NIiQa 5, cseeQppdndix- onpalyd77. AreD)6, thif Golyoi began planning

a summit bringing together behavioral health and housing stakeholders to analyze and seek resolutions

to Regional housing challenges for patients with hebial health diagnoses.

The EC Utilizemn Cohort was a forum for ERwigation managers to discuss best practices in reducing
unnecessary ER use and find partners in care coordination. The discussions spawred MCO

collaborations and a series of presentationseveral ofthavS I A 2y Q& 9wa Ifondedzi y S+ ND ¢
primary @re services.

The Patient Navigationo@ort sought to create a webased patient navigation to@lvailable to every
DSRIMProvider as well ag Community Health Worker training locator website. The initiatives were
well-supported by frontfacing staff it were hamperedecause of technicalinancial, ownership, and
data provisiorchallenges.

The Data Advisory Group tracked Regjimrel population health indicators via annual Category 4
reporting and analyzed DSRIP project metric and dollar achieveéiméntantifiable Patient Impact and
Category 3 quality metricRages 4817 of AppendixCprovide detail.

The Sustainability and Strategic Partnerships activities took place within thelgighddi at I G Kgl &a
t NEINI Y {dzAGFAY | 0Afedin®¥6. MdStparicipants id tBeNBnBnitteeR Sl dn 3 S NJ

the webinars wee DSRIProvides from Region $jowever, attendees and presenters included MCOs in

the Region, other Texas Anchors,-tily Provides, Provides fromoutside regionsand various

community members. About 95 uniquerovides and about 270 unique individuals participated in the

series. The series educated attendees about using the Washington University &ibtatool,

developing logic modetsnd performing cost/benefit analyses.KIS A SNA S& | f a2 Ay NR RdzC
MCOs, their particular focuses in quality, examples of veAsed payment in action, and the

partnership possibilities available.

The Regional Quality Plan, led by a cfessvidercommittee, completed a Regionalr&igths
Weaknesse©pportunities¢ KNS Ga o{2h¢0o FaasSaaySyid F20dzaSR 2y w
committee validated their findings through a survey toRiHP3rovides, leading to the identification

to four focuses that will structure futurimitiatives gee pagel15). ¢ 2 FdzNIKSNJ ARSY A Fe& (K
the committee will apply this problesh RSy G A FA Ol GA 2y a0 NHZOGdzZNE (8 GKS w:
measures and bundles.
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In review, he RHP3.earning Collaborativienplementationplanshowsthat: organizations previously
unfamiliar with each other are connecting; agencies are building continuums of care through
collaboration; project owners are implementing new toatsd performing analyses learned through
mentoring and Regional learning opponities, groups of stakeholders are working together to collect

data on issues that were previously not clearly understood; stakeholders agree on the broad issues that
hamper healthcare transformatiomnd stakeholders, critical to the healthcare delivaryastructure,

are no longer viewing themselves in silos of care, but as a pataofer system tapestrystill, the

Learning Collaborative has demonstrated that challenges exist for sharing raw data and for sustaining
services without a funding strea
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Appendix CMetric Achievementi Volume ad Quality Outcomes

The Data Advisory Group tracked DSRIP outcomes acros®DXsRievement figures are shown in
Tables 1 and 2 below.

Table 1. DYs-8 Category 3 Outcome Domain Achievement in Region 3

% of allocation ahieved
Outcome Domains

DY3 DY4 DYS
OD-1-Primary Care and Chronic Disease Management 99% 83% 59%
OD-2-Potentially Preventable Admissions 71% 100% 100%
dO;il:zt(;a;Eg:znP?;g:able Readmissions (PPR®) n 1 98% 89% 46%
OD5-Cost of Care 100% 100% 100%
OD-6-Patient Satisfaction 99% 100% 48%
OD7-Oral Health 100% 76% 44%
OD-8-Perinatal Outcomes an#laternal Child Health 97% 76% 44%
OD9-Right Care, Right Setting 98% 88% 52%
OD10-Quality of Life/Functional Status 100% 100% 92%
OD-11-Behavioral Health/Substance Abuse Care 100% 99% 92%
OD-12-Primary Prevention 100% 93% 53%
OD13-Palliative Care 100% 100% 90%
OD-14-Healthcare Workforce 100% 100% 100%
OD15-Infectious Disease Management 100% 100% 92%
Grand Total 99% 90% 63%

*As of April DY6 reporting. Does not include final DY5 reporting from October DY6.
QPIMeasures

Table2.5 . p vtL a9yO2dzyiSNARéE aSGiNARO hdziO2YSa

Pre- DY5
. e - DY5 QPI DY5%
Project Type @P QP Achieved | Achieved/Goal
Baseline| Goal
Behavioral Health 6,859 | 34,430 28,912 84%
Chronic Care - - - NA
Emergency Care - 1,400 2,131 152%
General - 27,200 30,082 111%
M Se 20,390 | 131,320| 99,571 76%
Management
Prevention/Wellness 300 4,500 6,404 142%
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Primary Care 529,257 | 556,675| 551,717 99%
Specialty Care 234,238 135,725 193,813 143%
Grand Total 791,044 | 891,250/ 912,630 102%

Table3. 5, p vtL

GLYRADARdzZ £ &¢

. Pre DY5 QPI DY5 QPI DY5%
Project Type MP GO&? Achie\cl)ed Achieved/Goal
Baseline
Behavioral Health 25,245 | 38,959 | 32,848 84%
Chronic Care 4,942 | 69,262 | 161,848 234%
Emergency Care - 3,600 13,176 366%
General 153 79,600 | 143,738 181%
NEWIZEIE R 4,969 | 34,869 | 49,723 143%
Management
Prevention/Wellness 334 41,308 | 54,039 131%
Primary Care 30,223 | 11,554 8,938 77%
Specialty Care - 36,525 | 106,912 293%
Grand Total 65,866 | 315,677 | 571,222 181%

aSUNAO hdziO2YSa
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Appendix D Regional Quality Plan

As part of the DY6 LC Plan, quality plan development was indicated as a primary goal for the Region. The
focus of this initiative would be to identify quality issues of interedRtdP3takeholders, and develop a

plan to mitigate thase issues by identifying needs and barriers associated with healthcare quality and
collaboration amongsProvides.

In order to begin work on the quality plan, a Regional Quality Plan (RQP) steering committee was
developed in September 2016 through engagarange of interested and diverse individuals from
multiple RHP3®erformingProviderentities, including Harris Health System, Memorial Hermann Health
System, UT Physicians, The Harris Center for Mental Health and IDD, and Memorial Medical Center.

TheR® O2YYAGGHSS dzaSR AYyTF2NXI A2y LINBaASYGSR Ay (KS
strengths, weaknesses, opportunities, and threats, otherwise known as a SWOT analysis. From this
activity, the committee formed the following list of Regional idwderistics that could be attributed to

guality issues:

Figure3. Regional SWOT Analysis Results

Funding | Payment

Strengths E-xpert!se Daté, . Weaknesses
Relationships | Participation

Impact | Communication of Vision

Data/Measurement | Care Delivery
Miscellaneous | Miscellaneous

Partnerships/Relationships | Funding Stability
Clinical Outcomes | Policy Issues
MCO alignment | Lack of Interest
Opportunities Data | Current issues in DSRIP
Strategy/Vision | Data Sharing
Funding | Community Factors
Policy

While some of the items correlated with findings in the first CHNA (such as relationships, care delivery,

clinical outcomes, and data sharing), there wsogne quality issues that were based mainly on

objective statements an@roviderexperiences. In order to corroborate this initial analysis, the

committee surveye®RHPZ G { SK2tf RSNAE @Al GKS a{2h¢ =zl fARIFIGAZ2Y
items from thre SWOT analysis into seven domains: financial factors;ang@nizational relationships,

data management, healthcare environment, stakeholder engagement, healthcare policy, and regional
GAEAAZ2Y D hy + a0FfS FNRY a{ éNBeyasked respantidbtStdratd 2 & { G N
their level of agreement to two or three statements per domaiime survey results ar@ AppendixH.

Afterwards, the RQP committee narrowed the scope of the quality plan by establishing focused
domains. This consisted two priority domains, which would encompass the major quality issues
affecting the Region, while two enabling areas would serve as supporting initiatives to quality
improvement (described below).
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9 Priority domains:

a. Healthcare environment considerghe linkages between the social determinants of
health, health outcomes, and healthcare quality, and what can be done to minimize
these gaps in access to care.

b. Inter-Organizational relationshipsemphasizes collaboration between DSRIP and non
DSRIP entitis by strengthening the foundation of partnerships established in Waiver
1.0, as well as forming new relationships.

1 Enabling factors:

a. Data management analyzes the necessity of data sharing in order to advance quality
initiatives and how healthcare data communicated between institutions.

b. Stakeholder engagemenqtfocuses on garnering btig at the leadership and
organizational levels to engage in Regional quality improvement.

Once the quality domains were established and HHSC released tHe ©afégoryC measure protocols

and specifications, the committee decided to combine the two structures such that the quality plan

g2dzf R Ff A3y G6AGK 5{wLtQa FAYIYyOAlf AyOSyliAia@dSaod ¢K
July 2017 inorderto gaugethe Re y Q& Ay GSNBad Ay KSFfGKOINB 2dzio2Y
Bundles or Measures that PerformiRgovides must choose from in order to improve and transform

healthcare quality under Waiver 2.0. The results of this survey, as wetbaglea Q meaglle ind

bundle selections, will be used to structure regional conversations in order to help the RQP committee

identify its next steps and determine Regional activities to impact specific quality concerns or health

outcomes. Moreover, the committeeillvuse the 2017 CHNA to update or validate the plan.
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Appendix ERHB 30DayBehavioral HealtReadmissioAnalysis

50| Page



51| Page

Goals

1)To describe a baseline for evaluating
the impact if DSRIP intervention on

30-day readmission rates

) To describe demographic and
diagnhostic characteristics associated

with 30-day re-admissions



Texas Health Care Information
collection (THCIC)

» Charged with collecting data and reporting on
health care activity in hospitals and HMO's in Texas

» Goal of enabling consumers to have an impact on
he cost and quality of health care

= Maintain a data set of virtually all hospital
admissions in Texas

» Thanks to our anchor, Harris Health we have
W%_ﬁmjommo_ the most recent available year of data,
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Advantage of THCIC Dataset

» While other existing data sets are proprietary
or are focused on Medicaid, Medicare and
SCHIP, THCIC includes all payors as well as the
uninsured

» Public agencies including many DSRIP
participants serve the low income uninsured
often in greater numbers than federally
insured

» THCIC may provide a more representative
look at re-hospitalizations for especially for
these organizations
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The 2012 numbers

Total Number Hospitalized

535,889

m Region 3 = Other Regions

Region 3 had 18.1% of Texas Hospitalizations



Within Region 3

Region 3 Hospitalizations x Type

25.7%

398,087

74.3%

m BH Involved ® Non-BH involved

One fourth of Region 3 Hospitalizations
were BH-involved
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Harris County
Fort Bend County
Matagorda
County

Austin County
Colorado
County

Wharton County
Waller County
Chambers
County
Calhoun County

Total
\

County of residence

Frequency
116904

11389
1534
1451
1420

1380
1314

1296

1114
137802

Percent
84.8

8.3
1.1
1]
1.0

1.0
[EG

9

8
100.0

56| Page



Types of admissions

Frequency Percent

Index Admit 118621 86.1
Readmit (30 Days) 14058 10.2
O:QS@.Q Readmit (Following 5123 37
readmit)

Total 137802 100
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Readmission rates

®» The published statewide Mental
Health/Substance Abuse PPR rate for
Texas Medicaid and CHIP adulis is
11.81% and for children 2.06%.

In the Region 3 Sample (including all
payors) the 30-day readmission rates
were just slightly higher:

» |2.4% for Adults and 10.0% for Children

Region 3 BH readmission rates are similar to Texas
Medicaid rates
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Previous findings for Texas Medicaid
hospital admission “strings”

»The highest PPR rate is for
MH/SA admissions. For adults
these admissions have a higher
thadn average number of PPRs
_O\Q chain (1.38) indicating that

atients with MH/SA admissions
are more likely to have a string
of related admissions.
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Schizophrenia & mood disorders

Schizophrenic Disorders produce the longest
admission “chains” among BH Diagnostic Groups
(1.30 admissions/chain as compared to 1.21
overall)

Behavioral Health Hospital Costs

1Y BH-involved admissions in Region 3 rack up
$5B in costs/year

2) Admissions with Secondary BH Diagnoses cost
the most

3) Mood Disorders and Schizophrenic Disorders
add up 1o be the most costly BH primary
diagnoses
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Texas Medicaid Costs Related to PPR's
with Behavioral Health Diagnoses

Top three categories were MH/SA related:

1) bipolar disorders with a PPR rate of
9.74 percent, cost of $10,839,063.43,

2) schizophrenia with a rate 14.31%,
cost of $5,437,553.45,

3) major depressive disorders & other
psychoses with a rate of 9.12%, cost

of $4,321,369.13.

“Big Three” mental health diagnoses are costly



High utilizers: Admissions

Mean Admissions per Person = 1.39
Range= 1-27 Admissions per Person

80,000

60,000

40,000

Frequency

20,000+

b

Mean =1.39
Std. Dev. = 973
N =99 442

T
0

T
5

T T T T T
10 15 20 25 30
Admissions per Person

16% of readmissions are made by five percent
(Nn=4,972) of BH-involved patients
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High utilizers: costs

Mean Cost=$55,232 per person
Range=%$0-$2,389,022

50,0007 Mean = $55,231 67
Std. Dev. = $74,774.596
N=99 442
40,000
3 30000
g
Q
3
o
Q
1™
|18
20,000
10,000
-

i 1 U 1 1
$0.00  $500,000.00 $1,000,000.00$1,500,000.00$2,000,000.00$2,500,000.00
Charges per Person

5% of patients account for 18% of Charges
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FIndings Related to Admission Type

» Associated with higher readmission rates;
»Secondary BH diagnoses
»Ethnicity
»Source of Admission
wPqayor Type
Primary BH Diagnostic Group

Non-psychiatric facilities have more (absolute
number) index, readmission, and chained
readmission rates.

» AHRQ Primary Diagnostic Group is related to
readmission rate with Mood disorders and
Schizophrenia being the highest (n) for index,
readmission, and chained readmission.
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Binary logistic regression

Inputs within the Model
(These red variables are predictivel)

First-Pay Source (Insurance)
®» Principal Diaghostic Group
»Source of Admission
»Ethnicity
» Psychiatric Facillity Indicator
»SeX
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Significant Odds Ratios For
Ethnicity

1.279

1.269
1.256

Black White Other

Reference Group: Hispanics
Significant Ethnic Groups for Readmission included Black,

White, and Other
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Significant Odds ratios for
Principal Diagnhostic groups

1.441]

241 wo_m03_3© 650 adjustment 652 Aftention- 657 Mood

by psychotropic disorder deficit, conduct, disorders
agents and disruptive
behavior

disorders

Reference: Screening and History of Mental
Health and Substance Abuse Codes
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