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Dear Dr. Mosier:

I am writing to inform you that the Centers for Medicare & Medicaid Services (CMS) has
granted your request to approve Kansas’ section 1115(a) demonstration (11-W- 00283/7) Delivery
System Reform Incentive Payment (DSRIP) revised project proposals. Copies of the approved
project write-ups are enclosed. Approval of these projects is effective from the date of this letter.

The University of Kansas Hospital submitted two project proposals: SPARCC and STOP Sepsis.
CMS encourages the hospital to continue to focus on long term care facilities and emergency
responders in the STOP Sepsis program. CMS also suggests that the performance metrics section
also include at least one measure on diabetes due to the expected outcome of the proposed plan
and the connection with cardiac conditions and diabetes.

Children’s Mercy Hospital and Clinics submitted two proposals: Expansion of Patient Centered
Medical Homes and Implementation of the Beacon Program to Improve Coordinated Care for
Kansas Children with Medical Complexity. Although CMS has approved the Expansion of
Patient Centered Medical Homes and Implementation as described in the enclosed write-up, the
hospital may want to consider adding performance measures related to lead poisoning to the
existing set of asthma, well-child visits, and hospital readmission measures. The rationale for
these additional measures relates to the level of lead in some of the geographic zip codes where
these children reside and the goals of project to reduce health disparities among children enrolled
in Medicaid.

Your project officer for this demonstration, Mrs. Brenda Blunt, is available to answer questions
you may have about this communication. Mrs. Blunt can be reached at (410) 786-8802, or by e-
mail at brenda.blunt@cms.hhs.gov.

Sincerely,

Is/
Manning Pellanda
Director
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Kansas Delivery System Reform Incentive Payment (DSRIP) Pool
Supporting Personal Accountability and Resiliency for Chronic Conditions (SPARCC)

Executive Summary

The University of Kansas Hospital (TUKH) has actively pursued and developed successful programs
internally to address heart failure. It will now use the DSRIP initiative to extend this program addressing
heart failure to new populations. This quality improvement project will enhance the delivery of
healthcare across the state; reduce the disparity of care for heart failure, especially in small rural
communities, and their hospitals, while at the same time addressing one of the major contributors to
hospitalization. This project is timely since CMS has stated that reducing hospitalizations is a major
public health goal.

Supporting Personal Accountability and Resiliency for Chronic Conditions (SPARCC) will focus on heart
failure patients around the state, with an emphasis on those counties having highest incidence of heart
failure admittance to hospitals. A key goal of the SPARCC model is building heart failure patients’ ability
to care for themselves and be resilient in the face of their chronic condition. SPARCC will address the
medical management alongside the psychosocial elements of heart failure. This goal ties directly to the
major goal for the DSRIP SPARCC initiative: reduce hospital readmission from heart failure though
improved self-care.

To more broadly disseminate SPARCC training for heart failure patients, the SPARCC model rests on a
train-the-trainer foundation. Carefully selected health professionals with appropriate credentials, skills
and attributes are trained by SPARCC faculty in a two and half-day intensive session with significant
follow-up.

Once trainees are sufficiently prepared, they conduct four weekly two-hour sessions for heart failure
patients and their care givers. This evidence-based heart failure program promotes personal
responsibility strategies and resiliency skills that involve patients, their family members and
multidisciplinary health professionals.

The goal of this project is to decrease heart failure hospital re admissions. This will be accomplished by
implementing this evidence-based heart failure program promoting personal responsibility strategies
and resiliency skills, combined with medical aspects associated with heart failure. The program is a
combination of tested and validated teaching/learning modules, four weekly group sessions including a
provider assessment, and resilience training proven to decrease anxiety, depression and overall distress.
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Kansas Delivery System Reform Incentive Payment (DSRIP) Pool
Hospital DSRIP Plan

Hospital Demographics Information

Date: 09/25/2014

Hospital Name: The University of Kansas Hospital

Medicaid Number: Outpatient: 100099470A
Inpatient: 100103330A

Contact Person: Terry Rusconi, Vice President for Performance Improvement
Contact Phone: 913-588-1497
Contact Email: trusconi@kumc.edu

Background

Summary of Hospital’s Community Context:

With a population of 2,853,118 and 105 counties, the sixth highest total of any state, Kansas faces
similar challenges to those of other states with sparse inhabitants in their rural and frontier counties—
challenges that include health disparity and access to care, too few healthcare providers, loss of
population, an aging population, and growing numbers of children and families living in poverty.

Though ranking 15" in land mass, population wise, Kansas ranks only 33rd in the nation. County
population ranges from 1,247 in Greeley County on the Colorado border to 544,700 in Johnson County
on the Missouri border. It is noteworthy that 68 counties in Kansas have fewer than 10,130 people with
only 10 counties having populations greater than 55,000.

According to a 2014 report published by Kansas Department of Health and Environment, 36 Kansas
counties are classified as frontier with the number of people per square mile ranging from 1.7 to 5.9
with a mean of 3.62. Twenty-six of the frontier counties are located in the western third of the state; 6
in the central third; 4 in the eastern third. Twenty western-Kansas counties have populations under
4,000.

Only six counties are classified as urban defined as 150 or more persons per square mile. According to
2011 population figures, 55.18% of the Kansas population resides in these six counties.

Eighty-nine Kansas counties meet the Health and Human Services criteria as Health Professional
Underserved counties and 100 counties meet the HHS criteria for being underserved by mental health
professionals. Moreover, the Governor of Kansas has designated 53 Kansas counties as medically
underserved.

In the western third of the state 18 of the 35 counties have three or fewer physicians. Specialists are
few, distances to see a healthcare provider are often long and, with physician shortages, APRNS are
assuming a primary role in provision of care.
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According to the Kansas Health Institute, an independent, nonprofit health policy and research
organization, as of August 11, 2014 report, there are 426,000 Kansans enrolled in Medicaid and CHIP, up
from 399,000 in July 2013. Thus the overall percentage of Kansans enrolled in Medicaid and CHIP is
14.9%. Medicare enrollees total 416,000 or 14.58% of the population.

There is some debate about the rate of uninsured in Kansas, however. According to the U.S Census 2012
figures that rate is 12.6% but lag time in reporting is an issue. Other sources show a 12.7% rate for all
Kansans but a 17.6% rate for individuals between 18 and 64.

Kansas poverty rate is 13.2% which is slightly less than the national rate of 14.2% for the period of 2008-
12. But when county-by-county statistics are examined, they reveal mal-distribution of poverty in the
state. Only 10 of the 70 counties in the western and central two thirds of Kansas have poverty levels of
greater than 15% of their total population whereas in the eastern third of the state over 15% of the
population in 19 counties live in poverty.

According to the US Department of Health and Human Services/Center for Medicare and Medicaid
Services, for the state of Kansas, 30% of heart failure patients are full-benefit Medicare/Medicaid
patients and 15% are Medicare only.

Several thousand once thriving farming communities in Kansas are either ghost towns or experiencing
marked decline in population. This is especially so in the western part of the state. Water necessary for
agriculture is becoming scarce in western Kansas and small farmers can no longer afford the $350,000 to
$500,000 price tags for the large farm equipment required to make a living.

Towns and counties have experienced a noticeable out migration of population with 77 of Kansas 105
counties experiencing loss of population. In rural and frontier counties, it is not uncommon for young
people to move away leaving communities and elders with a declining tax base necessary to support
basic services. In Kansas, 13.2% of Kansans are 65 or older.

If one simply looks at the numbers, it would appear that Kansas is adequately supplied with hospitals.
The Kansas Hospital Association lists 127 hospitals as members; however, many of the hospitals are
quite small. Eighty-three are Critical Access Hospitals—the largest number of Critical Access Hospitals in
any state in the nation. Critical Access Hospitals range in size from 6 to 25 licensed beds, and many
struggle to keep their doors open.

Only 20 Kansas hospitals have 100 or more licensed beds with the four largest hospitals—ranging in size
from 500 to 860 beds—concentrated in Sedgwick County (2) in south central Kansas and Johnson
County (1) and Wyandotte County (1) that are part of the Kansas City metroplex.

The University of Kansas Hospital (TUKH) is the only academic teaching hospital in the state. Moreover,
the state is served by only one academic medical center, The University of Kansas Medical Center, with
its main campus in Wyandotte County/Kansas City, Kansas and campuses in Wichita and Salina. The

University of Kansas Hospital functions in close affiliation with KU Medical Center but is governed by an
independent governing authority such that it operates as a separate entity from the KU Medical Center.

TUKH has actively pursued and developed successful programs internally to address heart failure. It will
now use the DSRIP initiative to extend this program addressing heart failure to new populations. This
quality improvement project will enhance the delivery of healthcare across the state; reduce the
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disparity of care for this condition, especially in small rural communities, and their hospitals, while at the
same time addressing one of the major contributors to hospitalizations. This project is timely since CMS
has stated that reducing hospitalizations is a major public health goal.

Describe the Hospital’s Patient Population:

TUKH primarily serves the patient population spanning the Missouri/Kansas state line, a metro area that
is home to more than 2 million people. It served 131,654 unique Kansans from all 105 counties in FY
2014, plus 76,758 other, unique Americans from across the nation. TUKH has over 33,000 inpatient
admissions, and over 650,000 outpatient visits annually. As the only academic teaching hospital in
Kansas, it is incumbent upon the hospital to share best practices and assist in quality improvement of
healthcare delivery across the state, particularly in areas without easy access to large tertiary hospitals.

Describe the Hospital’s Health System:

Originally part of the University of Kansas system, in 1998 The University of Kansas Hospital (TUKH)
became an independent public authority, operating completely separately from the University. Although
the state retains ownership, TUKH receives no federal, state, or local appropriations. TUKH retains the
responsibility as the academic teaching hospital for the state.

TUKH, a 751-bed quaternary-level hospital located in Kansas City, Kansas, is the region’s premier
academic medical center, providing advanced patient care and world-class service. We are unwavering
in our goal to be the best healthcare provider in the United States. In the U.S. News & World Report Best
Hospitals list for 2014-15, we had 12 out of 12 specialties ranked in the top 50 of their respective fields.

It ranks among the country’s top academic medical centers, has nearly 7,000 employees, and cares for a
diverse mix of patients.

Net revenues for FY 2014 were just over $1.25 billion. During that time, TUKH provided over $62 million
in uncompensated care and gave over $147 million in support to the University of Kansas Medical
Center and faculty physicians.

Physicians at TUKH are leaders in their fields and represent more than 200 specialties. In addition, TUKH
has been Magnet-designated since 2006 and was the first hospital in Kansas to receive the designation
by the American Nurses Credentialing Center. We continually update, expand, and build new clinical
facilities. Our state-of-the-art medical office building opened in 2012 with physician offices, outpatient
care areas, and lab and imaging services. Specialty clinics offer primary care, heart, cancer, and surgical
services throughout the Kansas City metro area.

TUKH, in partnership with the University of Kansas Medical Center (KUMC), leads the way in innovative
research, shaping the standards of care. KUMC regularly garners high spots in the National Institutes of
Health (NIH) ranking of public medical schools, and ten departments in the KU School of Medicine are in
the top 25 for NIH funding. KUMC is also a member of the national Clinical and Translational Science
Awards consortium, has National Cancer Institute designation for the KU Cancer Center, and has earned
collaborative and financial support from the National Institute on Aging for its National Alzheimer’s
Disease Center.
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Challenges Facing the Hospital:

Like hospitals across the nation, TUKH is dealing with an increasingly challenging reimbursement
environment. It has suffered significant Medicare reimbursement cuts due to the American Taxpayer
Relief Act, sequestration, and the Affordable Care Act. The states of Kansas and Missouri, which are our
largest sources of patient volume, have not yet decided to expand Medicaid, which means there has
been no meaningful increase in Medicaid business to counteract these Medicare cuts.

In addition, the hospital is constantly working to improve its quality and efficiency. Along those lines, it is
subject to the Centers for Medicare and Medicaid Services’ (CMS) Hospital Value-Based Purchasing
(VBP) program.

Project Title:
The University of Kansas Hospital will be completing this project under its Hospital DSRIP Plan:
Supporting Personal Accountability and Resiliency for Chronic Conditions (SPARCC)

Goals of DSRIP SPARCC Plan:

SPARCC will focus on heart failure patients around the state, with an emphasis on those counties having
highest incidence of heart failure admittance to hospitals, and building heart failure patients’ ability to
care for themselves and be resilient in the face of their chronic condition. One of the major goals of the
DSRIP SPARCC initiative is reducing hospital readmission from heart failure though improved self-care.
This model, though initially used in heart failure patients, will be applicable for other chronic conditions
in the future.

Overview of the DSRIP SPARCC Plan:

The SPARCC plan is initiated with the recruitment of registered nurses, physician assistants and nurse
practitioners will who be trained in an intensive two and a half day train the-trainer session to
subsequently provide, and facilitate, SPARCC resilience training to heart failure patients.

Other health professionals, e.g. social workers, dieticians, health educators, and behavioral health
specialists, will also be recruited to attend a SPARCC train-the-trainer session. These individuals will
serve as co-facilitators in the training of heart failure patients. Given the medical nature of heart failure,
only an RN, NP or PA can serve as a lead facilitator.

Assistance from hospitals and clinical practices will be sought in recruiting health professionals to attend
SPARCC train-the-trainer sessions. Individuals from these organizations will be provided with selection
criteria defining the credentials, experience and attributes desired in SPARCC trainers/facilitators.

Health professionals attending SPARCC train-the-trainer sessions will be trained by faculty experienced
with, and skilled in, leading SPARCC train-the-trainer sessions.

Train-the-trainer sessions will cover medical management of heart failure including medications, diet,
devices, symptom monitoring and reporting; patient monitoring and follow-up; an overview of,
explanation of, SPARCC and the research supporting the model; the 10 facets underlying resilience;
group facilitation and processing skills; and methods used to help recruit heart failure patients into the
SPARCC training for them.

Health professionals trained as facilitators will recruit heart failure patients to attend the SPARCC heart
failure training. Ideally, four to six heart failure patients, plus their caregivers, will attend SPARCC failure
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training. This training consists of four two-hour group-visit appointments followed by a “booster”
appointment held six months after completion of the first four sessions. A complete description of the

SPARCC training for heart failure patients is described under Project Description. A logic model for this
project is shown below.
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Supporting Personal Accountability and Resiliency for Chronic Conditions (SPARCC) Logic Model
SPARCC will focus on heart failure patients around the state and building their ability to care for themselves and be resilient in the face of
their chronic condition. This model, though initially used in heart failure patients, will be usable for other chronic conditions in the future.

Inputs

Outputs

Outcomes

Initial

Long

SPARCC’s unique pairing of medical
clinic skills and resilience training

Turning Point’s unparalleled
reputation in the region and their
long-term history with patient
empowerment programs, including
heart failure programming

KUMC Continuing Education
Extensive History across Kansas in
Educational Approaches Resulting in
Practice Change

Multidisciplinary Team to Support
Training and Ongoing Telementoring

National Research Leaders in HF and
Rural Primary Care across Health
Professions

Close affiliations across KUMC Family
Medicine Department, Rural Health
Track, School of Nursing, and Area
Health Education Centers in order to
support recruitment and retention

Assessment Reflecting Increasing
Statewide Need to Support HF pts

Institute for Community Engagement
Evaluation and Dissemination
Resources, as well as leadership as a
Project ECHO Replication Site

Across cohorts:

Assess capabilities of
hospitals and sites

Recruit and retain
trainers/champions

Complete train-the-
trainer initial training and
ongoing telementoring

Recruit and retain
patients and caregivers

Gather data from
multiple perspectives,
with a focus on
readmissions

Facilities completed PDSA
cycles to continuously
improve the program

Implementation focused
evaluation to identify
facilitators and barriers to
adopting the evidence-
based approach

Continuously refine
intervention protocols
and procedures based on
feedback

A\

oty

Patient Level

e Improved quality of life

e Reduction of anxiety, depression
and overall distress

e Increase in the number of
patients who maintain a healthy
weight, low salt intake and
medication adherence

e Decrease in hospitalizations

Trainer Level: Improved Knowledge,
Self-Efficacy, and Skills in Evidence-
Based HF Practices in order to
Support the Patients and Caregivers

Practice Level

e Community of Peers to Support
Each Other in Managing Complex
HF Patients across Underserved
Communities

e Increased Use of
Multidisciplinary Strategies,
Utilizing ECHO support

e Improved Practice Performance
Improvement Skills to Implement
System Change

System Level

o Decrease costs due to timely
evidence-based management
and decreased hospitalizations

e Broad Dissemination of SPARCC
approach and resources

Continued Advances in Patient,
Trainer, Practice, and System
Outcomes, with a focus on
decreases in hospitalizations

Increased capacity across rural
and other underserved
communities to effectively triage
patients and when appropriate,
provide evidence-based
treatment in the home
community

Utilize the established community
of practice to quickly disseminate
updates in evidence-based
practice across underserved
communities

Leverage the strong relationships
developed between the expert
team and the community
champions to sustain and further
advance the HF approach

Expand the SPARCC approach to
other complex, chronic illnesses

Integrate approach with emerging
patient-centered HF strategies,
such as home-based telehealth




Other Hospital Initiatives funded by Health and Human Services:

In July 2014, TUKH was awarded a $12.5 million, 3-year federal grant for the coordination of a coalition
of hospitals to improve care for heart disease and stroke while reducing medical costs in Western
Kansas. TUKH will be working with Hays Medical Center, ten Critical Access Hospitals and rural primary
care providers. This initiative is called the Kansas Heart and Stroke Collaborative.

The program will use telehealth technology, health data exchanges, preventive health screening, and
care management to keep patients healthier closer to home. The program calls for educating high risk
populations to take steps on their own to prevent a health crisis and learning to immediately access care
if a heart attack or stroke does occur. This grant does not provide the resilience and self-management
education to patients that are the focus of SPARCC training for heart failure patients.

The rural clinically integrated network (the coalition of hospitals and doctors) will work together to
standardize treatment for heart disease and strokes, with clear standards for when providers need to
transfer patients to a higher degree of care.

TUKH has no other active programs funded by HHS.

Hospital Service Area Definition:

TUKH’s primary service area (PSA) is made up of Wyandotte, Johnson, and Leavenworth counties in
Kansas, and Clay, Platte, and Jackson counties in Missouri. The secondary service area (SSA) is made up
of Franklin, Miami, and Linn counties in Kansas, and Bates, Cass, Lafayette, Ray, Caldwell, and Clinton
counties in Missouri.

We also have “additional outreach counties of focus,” which include Douglas, Shawnee, Lyon, in Kansas,

and Buchanan and Johnson counties in Missouri. Our extended service area (ESA) includes the entire
state of Kansas and 57 counties in western Missouri.

Community Partners Participating in Project:

Community Outreach Plan:

One of the goals of the DSRIP initiative is building expertise on providing SPARCC self-care initiatives for
heart failure patients throughout the state in counties that meet the inclusion criteria."

We will accomplish this goal in several ways:

1. Based on review of an array of county data to identify counties with highest rates of heart failure,
highest numbers of Medicaid and Medicare beneficiaries, highest numbers of uninsured and those
living below the Federal poverty level, we have identified counties for recruitment as host sites for
SPARCC train-the-trainer programs. These programs will target regional health professionals to
become SPARCC trainers.

2. We will develop a marketing campaign to broadly promote the SPARCC initiative to health
professionals, hospitals, patients and caregivers in all counties that might wish to participate.

3. Based on review of data, we will identify facilities in counties most likely to implement SPARCC
training for heart failure patients.

County inclusion criteria described in detail in the section on Criteria Considered for Recruitment of Potential Training Sites.
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4. We will conduct an awareness campaign throughout the state. Through local newspapers and other
media outlets, augmented by flyers for distribution as appropriate, we will make the public aware
of the benefits of SPARCC self-care training for heart failure patients and their care-givers.

Implementation of SPARCC will require identifying community partners such as hospitals, medical clinics,
cardiology and primary care practices that can identify heart failure patients in need of SPARCC training.
In addition, it is expected that communities will identify health professionals who will be trained to
deliver the SPARCC sessions to participating heart failure patients. Assistance in identifying potential
trainers/facilitators and co-facilitators is available from a number of sources including the Area Health
Education Centers (AHECs). These offices are under The University of Kansas Medical Center (KUMC) and
enhance the quality and accessibility of health care services in Kansas through partnerships with
communities, health care professionals and organizations, educational institutions and other interested
individuals and agencies.

Project Description:

Supporting Personal Accountability and Resiliency for Chronic Conditions-(SPARCC)

Identification of Need for Project:

One of the desired overall outcomes of the DSRIP program is the reduction in hospital readmissions. In
2011, heart failure was one of the top five conditions that accounted for 78% of all avoidable 30-day
readmissions from skilled-nursing facilities to hospitals. The five conditions were heart failure,
respiratory infection, urinary tract infection, sepsis, and electrolyte imbalance.

A recent policy statement by the American Heart Association, published in Circulation (May, 2012),
noted that 2.42% or 24 per 1,000 adults in the US have heart failure (HF). The table below shows the
heart failure hospitalization rates for Kansas vs. National.

Table 1. Kansas Summary Statistics

Heart Failure Hospitalization Rate per 1,000 Medicare Beneficiaries, 65+, All Races, All Gender, 2008-

2010

Race or Ethnicity = Heart Failure Hospitalization Rate per 1,000 Medicare Beneficiaries

State National
All Race 12.3 16.8
Black 22.9 27.4
White 12 15.9
Hispanic 11.6 19.7

According to the AHA policy statement, the prevalence of heart failure is projected to increase to 2.97%
of US adults by the year 2013. The average total cost of heart failure per US adult is approximately $107.
The average cost of heart failure is projected to reach $244 per US adult in 2030.

! Hines AL (Truven Health Analytics), Barrett ML (ML Barrett, Inc.), Jiang HJ (AHRQ), and Steiner CA (AHRQ). Conditions With the Largest Number
of Adult Hospital Readmissions by Payer, 2011. HCUP Statistical Brief #172. April 2014. Agency for Healthcare Research and Quality, Rockville,
MD.

The University of Kansas Hospital | DSRIP



The statement predicts that the number of people with heart failure could climb 46% from 5 million in
2012, to 8 million in 2030. Direct and indirect costs to treat heart failure could more than double from
$31 billion in 2012 to $70 billion in 2030.

The rising incidence of heart failure is fueled by the aging population and an increase in the number of
people with conditions such as ischemic heart disease, hypertension and diabetes—contributors to the
development of heart failure. Being older, a smoker, a minority or poor are also risk factors. Heart
failure is a chronic, life-threatening condition when the heart has been weakened and can no longer
pump enough oxygen- and nutrient-rich blood throughout the body. It is the leading cause of
hospitalization for Americans over age 65.

Regional identification of need for the heart failure DSRIP project was also substantiated through a
rigorous examination of county-by-county data which were charted in Excel by county and by region of
the state. Of special interest were data that identified counties with highest rates heart failure,
Medicare, Medicaid and CHIP beneficiaries, uninsured populations, and populations living below the
poverty line. Appendix 1 displays data from the 43 counties in Kansas that have the highest rates in each
category

According to the data reviewed from Kansas Health Matters, heart failure rates in Kansas are
221.8/100,000 compared to national rates of 198.6 for the period of 2009-11.

In addition, it is recognized that the skills for adequate self-management of chronic disease, with the
support of family and/or caregivers, have many benefits including limiting the need for hospitalizations,
reducing healthcare costs, as well as improving functional status and overall quality of life. Psychosocial
factors play an important role in a patient’s ability to carry out self-management skills. For example,
health literacy, presence of depression or anxiety, and social isolation have been shown to be associated
with decreased treatment compliance, mortality, and increased hospital admission rates in heart failure
patients.

It is also known that illness affects the entire family, creating anxiety and sometimes significant
dysfunction in the system. Caregiver stress is complicated by changing roles in the family, financial
uncertainty, feelings of helplessness, and the adjustment of the entire family to living with a chronic
iliness. The resilience training portion of this program is designed for the patient and entire family/
support system. Therefore, the program will teach the supporters, as well as the patients, skills that will
help them bend without breaking.

What We Hope to Accomplish

The research design is a feasibility and outcome study utilizing an intensive train-the-trainer model to
deliver point of service care focused on self-management, resilience, and health directed outcomes
(hospital admissions).The focus will be on patients that have had a prior hospital admission due to heart
failure. The primary outcome will be to evaluate the number (decrease) of readmissions and patient
reported outcomes. Our team has extensive experience in point of service delivery across the state of
Kansas.

Three fundamental questions which are addressed in this project are:

1. What are we trying to accomplish?
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a. Heart failure is a chronic illness which traditionally follows a cyclical pattern. Patients suffer a
decline in their health and eventually rebound to a lower level of wellness than they had
previously experienced. With the SPARCC initiative, the goal is to enable more effective self-
management of clinical and emotional/psychological symptoms, thereby lengthening the time
between the cycles of declining health and supporting the patient’s ability to maintain quality of
life.

2. How will we know that a change is an improvement?
a. We expect patients enrolled in the SPARCC initiative to have fewer readmissions and visits to
the Emergency Department.
b. We expect patients enrolled in the SPARCC initiative to report higher self-assessment of their
clinical/emotional condition.

3. What changes can we make that will result in improvement?

a. Educating patients to understand the nature of this chronic disease, and the clinical steps
necessary to maintain the longest period of quality of life, is essential to the success of this
initiative.

b. Teaching patients and their caregivers approaches to build resiliency provides a strong
foundation for understanding and ownership of personal behaviors that will support longer
periods of acceptable quality of life.

c. Applying Rapid Cycle Evaluation through review of data to address challenges to protocol
adherence.

Important to this project is determining the root cause of challenges that decrease the likelihood of
success. Even after a protocol is implemented, and individuals trained, there will be challenges that are
unrelated to personnel training or protocol implementation. Examples may include lack of real time
support, access to monitoring programs to quickly identify physical changes requiring intervention, and
external patterns of behavior (such as from family and friends) which derail commitment to the needed
behavioral practices.

While this initiative is not focused on research, there has been one scientifically-proven premise
underlying its design and implementation: addressing both the clinical and behavioral/psychological
aspects of chronic disease, and creating the resiliency to take ownership of that disease, results in
longer, higher quality life.

Project Goals:

The goal of this project is to decrease heart failure hospital re admissions. This will be accomplished by
implementing an evidence-based heart failure program promoting personal responsibility strategies and
resiliency skills, involving patients, their family members and multidisciplinary professionals in specified
clinics. The program is a combination of tested and validated teaching/learning modules, four weekly
group sessions including a provider assessment, and resilience training proven to decrease anxiety,
depression and overall distress.

Methodology:

1. Utilize resiliency theory and medical self-management principles which are based on the
following components: the ability to self-calm, ability to self-replenish, hope, optimism, sense of
coherence, hardiness, exercise and self-care, non-perfection/self-supporting, emotional
expressiveness, social support, medication, weight and diet monitoring.
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2. Implement an evidence-based, multidisciplinary group program for heart failure patients, across
communities.

3. Utilize teaching materials and multidisciplinary education and support that have been validated
as creating positive outcomes.

4. Develop a train-the-trainer program that communities can utilize for sustainability.

5. Create a menu of technology based (interactive television, web based) support modules for
trainers and for patients to reinforce the training.

6. Develop a sustainable community action plan with measurable outcomes.

SPARCC Train-the-Trainer Program

Education and training of health professionals on management and use of SPARCC training for heart
failure patients will play a critical role in meeting the overall goals of this DSRIP initiative. SPARCC train-
the-trainer sessions will be conducted for health professionals who deal with heart failure patients in
hospitals, primary care practices, other medical practices, e.g. cardiology practices in larger
communities, and nursing facilities.

Individuals recruited to attend the train-the-trainer course and become trainers will have an RN, NP, PA,
RD, MSW, LCSW, PhD or MA in psychology, or a master’s in public health or health education. It is
preferable that two trainers co-facilitate the program—one RN, NP, or PA plus a social worker,
psychologist or health educator. If only one facilitator is available to train, it must be an RN, NP or PA.
Due to the medical nature of the program, a social worker, psychologist or health educator cannot
facilitate the program alone.

The credentialed trainers should have competencies in interpersonal relations and communications—
including good listening skills—basic facilitation skills, empathy, patience, and the ability to speak in
front of a group. We will provide our criteria for trainee selection to the different institutions and ask
them to select professionals who possess the above qualities.

Ideally, the trainees will be recruited by the hospital administration or physician groups. If that is not
possible, we will recruit from the community at large.

The number of trainees per site will be determined by the number of heart failure patients in the county
hosting train-the-trainer and counties proximate to the host site. Ideally we would train two or three
NP’s PA’s or RN’s per site as well as two or three social workers, psychologists or health educators.

Each trainee will complete a comprehensive program consisting of a pre-and post-knowledge
evaluation, evidence-based, in-person and case-based practical training along with online didactic
training accredited for continuing education, and interactive questions and answers and enduring
resources.

An intensive two and one-half day train-the-trainer model will be employed for health professionals
recruited to be trained and prepared to provide the SPARCC training to heart failure patients.

The training manual will consist of the following sections:
= Anintroduction
= The nature and purpose of the training
= The medical management of HF (medication, diet, devices, symptom monitoring and reporting)
= Patient monitoring and follow-up
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=  Whatis resilience?

= Research influencing resilience

= The ten underlying facets of resilience

= Group Facilitation and Processing Skills

= Handouts for trainees to distribute to the participants in their SPARCC groups
= Requirements for trainees

= Competencies desired in trainees

Follow-up ITV, ZOOM or video conferencing will be used on a regularly scheduled basis for on-going
coaching and support. We will schedule these monthly “check-ins” for all trainees to troubleshoot,
respond to questions, and provide additional training as necessary. All training costs of the trainers
including travel and lodging will be covered.

Further, as part of their preparation, a faculty trainer from TUKH’s SPARCC team will co-facilitate the
trainee’s first SPARCC group program for heart failure patients. The faculty trainers will be available for
additional co-facilitation if the trainee or faculty trainer deem necessary.

The institutions and SPARCC trainees must agree to facilitate at least one group session per year and
preferably more. The number of trainees and training groups held will be determined by the number of
heart failure patients in their area.

How Information Will Be Incorporated Into Practices

Practice based education will support the health professionals to incorporate a self-management and
resilience protocol into their practice, which may or may not be part of their current patient support. In
addition to the SPARCC group facilitation for heat failure patients, the self-management and resilience
protocol is a skill set that can be incorporated into trained health professional’s daily one-on-one
practice. Our expectation is that those professionals trained in SPARCC will continue to reinforce self-
management skills during patient’s regular medical appointments.

SPARCC Training for Heart Failure Patients:
SPARCC is a combination of two evidence-based programs: Self-Management and Care of Heart Failure
(SMAC-HF) and Turning Point’s resilience model. SMAC-HF plus resilience equal SPARCC

The SMAC-HF intervention is an evidence-based intervention that was developed and tested at the
University of Kansas Medical Center. Results were published in Circulation Heart Failure® in 2014
demonstrating a significant increase in event-free survival (readmissions or mortality) among recipients
of the SMAC-HF intervention.

Turning Point is a department of TUKH. Turning Point was originally established in 2001 as an
independent non-profit to fill gaps in psychosocial support services in Kansas City. The organization was
merged with the University of Kansa Hospital in 2012 and serves as the psychosocial arm of the hospital.

1

Smith CE, Piamjariyakul U, Wick JA, Spertus JA, Russell C, Dalton KM, Elyachar A, Vacek JL, Reeder KM, Nazir N, Ellerbeck EF.
Multidisciplinary Group Clinic Appointments: The Self-Management and Care of Heart Failure (SMAC-HF) Trial. Circ Heart Fail.
2014 Sep 18. pii: CIRCHEARTFAILURE.113.001246. [Epub ahead of print] PMID: 25236883.

The University of Kansas Hospital | DSRIP



The resilience model is the underlying philosophy for every program offered at Turning Point. Since
joining the hospital, Turing Point has been assessing the resilience programs showing a significant
reduction in anxiety, depression and overall distress. The results were accepted as a poster presentation
at the 36" Annual Meeting & Scientific Sessions of the Society of Behavioral Medicine, April 22-25, 2014,
San Antonio, Texas.

SPARCC builds upon an extensive database of evidence-based heart failure management programs and
addresses life-skills training, self-monitoring, diet, exercise, avoidance of tobacco, appropriate
medication use, early recognition of symptoms and constructive engagement with health care providers.

The program begins with four weekly two-hour group visit appointments followed by a fifth booster
appointment held six months after completion of the first four sessions. Group visits are led by a nurse
with extensive clinical experience in heart failure management who can engage other health
professionals such as a mental health specialist, a social worker, and a dietician.

Each class will start with an overview of a set of resilience skills. For instance, the ability to self-calm,
self-replenish and self-care will be covered in the first session. Participants will then discuss how they
can integrate these skills into their lives and provide examples of where they have utilized resiliency
skills in the past week. The facilitator will monitor how the students are learning the skills and provide
input on additional ways to implement the resiliency skills. Each week, the participants will report on
what they practiced the previous week. Discussion and support is an important part of this program as
participants learn from each other.

The resilience skills portion of the program will be added to the first hour of each session while the
patients are getting their BP and weight. Those skills are covered in the ten facets known to increase
resilience and personal reliance and include ability to self-calm, the ability to self-replenish, hope,
optimism, physical self-care, sense of coherence, hardiness, non-judge/self-support, emotional
expressiveness, and social support.

The medical aspect of heart failure will be provided to the patients in a series of videos (DVDs) which
relay the American Heart Association/American College of Cardiology evidence-based guidelines on
management of chronic heart failure including signs and symptoms to monitor and report, daily weight
monitoring, medications, smoking cessation, exercise, and depression. A video will be viewed at each of
the nurse-led sessions with discussion at each group regarding these essential aspects of daily heart
failure management.

The medical professional (PA, NP or RN) is there, not only to facilitate the sessions, but to correct any
inaccurate information discussed within the patient group and to appropriately answer questions asked
by patients or their caregivers.

At the group sessions, patients complete a standardized evaluation and unique, individual problems are
identified. Participants are shown how to complete the daily self-monitoring-checklist diaries with
spaces to record, on a daily basis, weight, fluid/sodium intake, physical activity, emotions and moods,
and heart failure symptoms. The Patient Reported Outcomes Measurement Information System
(PROMIS 29) will be used to assess physical functioning, pain, sleep, fatigue, depression, anxiety and
overall quality of life. The Patient Health Questionnaire (PHO9) will also be used specifically to measure
depression.
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As noted, short educational DVDs are used at each group session to standardize the educational content
and provoke group discussion. This five-part DVD series was produced under an NIH grant (SBIR-
1R43AG1700701) and illustrates heart failure patients using the national ACCF/AHA guideline-based
heart failure self-management strategies.

A different DVD is used at each group session with each DVD focusing on a different self-management
topic. The first DVD addressed general principles of HF home management including symptom and
weight monitoring and control of sodium and fluid intake. The second addresses the medications
commonly used for HF, including angiotensin converting enzyme inhibitors, angiotensin receptor
blockers, B blockers, aldosterone antagonists, and diuretics. The third focuses on the low-sodium diet.
The fourth addresses physical activity, moods and emotion, and smoking cessation. The fifth (booster
clinic session) DVD reviews HF self-care skills and addresses more advanced concerns including the
meaning of the ejection fraction and the role of interventional devices in HF management.

At the end of each group clinic discussion, a one-page, a heart failure self-management summary is
completed. This form provides patients with a personal report of their trends in weight, blood pressure,
heart rate and depression scores. In addition, on this form, patients write questions they want to ask
and discuss with their health care provider. The checklists and monitoring resources, materials and
strategies practiced in each group clinic appointment were given the “Innovation in Practice Award” by
the American Association of Heart Failure Nurses in 2008.

Patient Monitoring and Follow-Up

The patient monitoring is done in person at each of the four sessions and then at the six- month follow-
up session. At each of these sessions, the nurse performs a brief individual assessment, blood pressures
and weights are taken and participants self-report regarding their salt intake is reviewed.

If the nurse/facilitator is from the practice where the patient is seen, we expect the facilitator to
reinforce the training at office visits. We expect the facilitator (or another designated person) to check in
with the patients via phone at three-month intervals (after baseline) for a 12-month period. This allows
them to check on hospitalizations, other medical visits, and administer the PROMIS and PHQ9 surveys
for an entire 12-month period.

The six-month follow-up is a booster session designed to check in with the group, answer any questions
and reinforce the self-management skills.

Metrics will be collected at the beginning of each session (weight, BP). PROMIS and PHQ9 will be
collected at the beginning of the first session, at the end of the 4" session, at 3 months, 6 months, 9
months and 12 months.

Evidence supporting the model

The evidence for this model was generated by a $3.3 million National Institutes of Health (NIH) grant
that utilized educational programming based on American Heart Association (AHA)/American College of
Cardiology (ACC) guidelines, and was facilitated in group discussions with heart failure patients. Award-
winning teaching materials, counseling, and contact with social workers, dieticians, pharmacists, and
psych nurse specialists demonstrated decreased number of hospitalizations, improved quality of life,
and less depression in this at-risk population. The program expands the chronic and complex care
management models currently in place.
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Plan for Delivery SPARCC Education and Training

Recruitment of trainers and patients

Hospitals will be the key focal area for recruiting trainers, one of the target areas for recruitment of
patients, and the major sites for training. All primary care providers will be informed of the availability of
the program and invited to refer their heart failure patients. Since hospitals are in the best position to
reap the financial benefits of reduced hospitalizations and potentially shorter stays, they will have a
greater incentive to institute and maintain the program. Primary care providers who wish to incorporate
the program into their practices will also be offered the training and all of the training materials.

Trainees will also be instructed on how to identify and recruit heart failure patients including those at
high-risk of readmission, low income and underinsured. Participant eligibility criteria will be reviewed
and strategies to identify and recruit will be integrated into the training session. As part of this effort,
key learnings and best-practice approaches developed by working with participant organizations will be
incorporated to maximize the value of SPARCC.

Recruiting trainers in rural and remote locations in Kansas presents some challenges. There is a
documented shortage of health professionals in many rural locations and, as mentioned previously, 89
of the 105 Kansas counties meet Health and Human Services criteria as Health Professional Underserved
Counties.

While our target is to train at least two to three NP’s, RN’s or PAs plus other health professionals from
each training site, we recognize that some rural and underserved areas will not have, or can spare, these
professionals at their particular site. Thus, we will ask those who have been trained to assist in
identifying, and recruiting, additional trainers. Moreover, we anticipate identifying master trainers (from
the pool of trainees) who may be called on to provide training in rural areas away from their own locale
and can also train additional people.

Criteria Considered for Recruitment of Potential Training Sites
As afore referenced, a data driven approach has been used to identify, and invite to participate,

community partners across the state—partners that can potentially host education and training
programs on SPARCC. While there are other locations that can serve as host sites, we anticipate that
most SPARCC train-the-trainer programs will be held at hospitals. Data will also identify partners that
can potentially implement SPARCC training for heart failure patients.

Not only does data examined verify the need for the SPARCC initiatives, it provides information about
where to host SPARCC educational and training events and, subsequently, locations most likely to
implement SPARCC training for heart failure patients and those who care for them—training and
education that is fundamental to the success of each initiative.

Accordingly, we developed criteria, as displayed in Table 2, for determining which counties to recruit to
host the education and training sessions. Criteria are based on factors listed below. However, we will
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reach out to other counties to participate in educational and training opportunities. Final selection of
host sites will depend upon the communities’ willingness to participate.

Table 2 Criteria for recruitment of potential training sites. The following table shows type and source of

county-by-county data gathered

Type Data

Number and/or percent of county population

Data Source

Population

Number of people per county

2010 U.S. Census

Number hospitals

Number in each county

Kansas Hospital Association

Number of licensed beds

Number in each hospital/total in county

Kansas Hospital Association

Number of nursing homes

Number in each county

Landon Center on Aging, KU Med Center

Number of licensed beds

Number in each nursing home/total in county

Landon Center on Aging, KU Med Center

Number of physicians

Needed for physician champions for HF projects

Kansas Board of Healing Arts

Medicaid beneficiaries

Number in/percent of county population

KDHE, Bureau, Epidemiology & Health
Informatics

CHIP beneficiaries

Number in/percent of county population

KDHE, Epidemiology & Health Informatics

Uninsured

Number in/percent of county population

*Kansas Health Matters (affiliated with
KDHE as partner organization)

Medicare beneficiaries

Number in/percent of county population

Center for Medicare and Medicaid Services

Living below the poverty level

Percent of counties below poverty level, 2008-12

American Community Survey 2008-2012

Rate of HF Admissions 2009-

HF admissions rate 2009-11 per 100,000 population*

Kansas Health Matters/Kansas Department

11/100,000 population of Health & Environment

*Kansas Health Matters: A partnership organization that provides Kansas communities with dash board data on a number of health related
factors and issues that affect community health. Organization partners include: Kansas Association for the Medically Underserved; Kansas
Association of Local Health Departments, Kansas Department of Health & Environment, Kansas Health Institute, Kansas Hospital Association,
United Way of the Plains and University of Kansas

In addition to these data, we identified the locations of the 44 Safety Net Clinics and Federally Qualified
Health Centers that provide medical services to Medicaid and low-income populations. Seven counties
have multiple clinics ranging in numbers from two per to seven per one county. It is noteworthy that 27
of our planned DSRIP events take place directly in, or immediately adjacent to, counties where the
Safety Net Clinics and FQHCs are located.

It is important to consider that the selection of sites to host training should have sufficient populations
in their catchment area to maximize the impact of the DSRIP SPARCC initiative. While data described in
Table 2 will play an important role in determining host sites for educational and training programs, we
will also promote these educational and training opportunities to counties in proximity to host sites that
do not meet all the inclusion criteria. And, we will use electronic means, e.g., telemedicine, ZOOM,
Adobe Connect and other electronic means to connect with individuals at remote locations who desire
to participate.

As a first order in determining counties as host sites for training, we considered counties that have the
highest rates heart failure, Medicaid and Medicare beneficiaries, numbers of uninsured and percent of
population living below the poverty level. In addition to rates, we took into account actual numbers. If
we are to measure significant change, it is important to have a large enough “test” population to
determine whether an initiative effected meaningful or reproducible change.
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Population data had to be considered in developing the inclusion criteria given that 68 Kansas counties
have fewer than 10,130 population and 31 of those have populations under 4,000. Accordingly, we had
to set population inclusion criteria at a fairly low number at 25,000.

We also factored into account the number of physicians practicing in each county as we have found
through experience on other statewide quality improvement initiatives that when implementing
performance improvement and quality improvement initiatives, it is important to have a physician
champion.

We also considered the hospitals, primary care practices and cardiology practices with which TKUH, KU
Medical Center, KU Medical Center’s Area Health Education Centers, TUKS’s Mid America Cardiology and
Cardiovascular Diseases have existing relationships. Existing affiliations and relationships will help pave
the way to successful recruitment of host sites for education and training programs.

Considering that most health care in our rural and frontier counties is provided by primary care
practices, we will draw on the close affiliations our Family Medicine Department, Rural Health Track and
Area Health Education Centers have with these practices across the state.

These affiliations with primary care practices and cardiologists will be especially important in the
identification of locations to host SPARCC training considering that these providers have the closest
relationship with heart failure patients.

For ease of data management, site selection and plan for a logical progression of hosting the educational
and training events across the state, we divided the state into three regions—western, central, and
eastern—with 35 counties in each region and reviewed and recorded data by region. The plan is for
delivery of SPARCC education and training in a manner to touch as many counties as possible. See
Appendix 1 for counties that meet criteria.

Educational Approach
We use evidence-based educational and training methods particularly appropriate for practicing

professionals and adult learners that are shown to translate knowledge into change in behavior and
performance improvement at the practice level.

But in order to maximize the effectiveness of education and training which results in change and quality
improvement, we must tailor that education and training to fit the circumstances and realities of the
host sites. One size does not fit all. We will be mindful of prevailing conditions at host sites including
circumstances that may present as barriers to change.

Project team members involved with the SRARCC initiatives will provide ongoing follow up and support
necessary to ensure implementation success.
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Irrespective of the educational and training methods used, translating knowledge into practice requires
multiple reinforcing exposures to material. This will be accomplished by developing short on-line
educational modules and web-based resources. Further, recognizing that heart failure patients may
reside in geographically disparate locations, we will use telemedicine and other electronic means to
deliver SPARCC heart failure training virtually to those individuals.

We know, too, that a vital component to the success of SPARCC initiatives will depend on recruiting a
local leader and a physician and/or nurse champion at each site. Leaders, who have a significant sphere
of influence, can be a community leader with interest in health care quality improvement, a hospital or
nursing home administrator, a county public health officer—an individual who sees value in the SPARCC
initiative for their community and who will provide their support and assistance.

Additionally we need a physician and/or nurse champion who will not only assist with project execution
and implementation but who has interest in becoming a local expert in SPARCC.

Given the shortage of health professionals in Kansas, one of the goals of our educational approach is to
build and expand local capacity and expertise and expand the scope of provider capabilities. This, in
part, addresses the post-DSRIP sustainability issue and also provides additional rationale for having a
health professional champion at each location.

Working with hospitals, a goal is to minimize the progression of heart failure so as to provide care and
treatment to patients in their own locale as opposed to having to transfer them other facilities.

While the focus of the education is on SPARCC for heat failure, the lessons learned from the education
may be broadly applied to other complex and chronic conditions. SPARCC training is appropriate for
individuals dealing with any type chronic, condition. This training gives valuable tools for health
providers in helping their patients who deal with chronic conditions avoid costly hospitalizations and
readmissions.

Using the hub and spoke method, hub sites will host the SPARCC train-the-trainer sessions; both hub
sites and spoke sites that have sent people to the SPARCC education and training, will implement
SPARCC training for heart failure patients and their family and caregivers. See Figures 1 and 2.

Figure 1 was developed based on the criteria discussed previously. In identifying potential hub sites, we
gave strong consideration to recruiting those sites that have high rates of heart failure admissions and
are in close proximity to other counties with highest instance of heart failure.
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Figure 1: Potential Hub & Spoke Sites

The University of Kansas Hospital DSRIP Projects
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Figure 2: Hub and Spoke Model for SPARCC

The University of Kansas Hospital DSRIP Project

Supporting Personal Accountability & Resiliency for Chronic Conditions
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Scope of the Project:
Numbers of Providers, Practices and Patients Involved

Forty-three Kansas counties meet criteria for inclusion in the SPARCC Initiative with high incidence of
heart failure, Medicaid and Medicare beneficiaries, low income, uninsured and individuals living below
the poverty level.

These counties constitute 40.95% of the total 105 counties in Kansas, and have 50.92% of the state’s
population. According to Kansas Department of Health and Environment statistics, there were 5,500
heart failure admits to Kansas Hospitals in 2009-11. Of those, 3,000 resided in the 43 selected counties.

That represents 54.49% of heart failure admits in the state for the period reported by Kansas
Department of Health and Environment. Of that number, we will recruit within a range of 35% to 45%
which equates to 1,050 to 1,350 heart failure patients for participation in a SPARCC training for heart
failure patients and their caregivers.

However, this estimate is contingent on hospitals that conduct training and regions’ ability to sustain the
initiative. A primary motivating factor for sustainability is the expectation of readmission reduction of
heart failure patients.

SPARCC will collaborate with hospitals and healthcare providers in the recruitment of health
professionals who will attend the train the trainer sessions. Health professionals who have been trained
will, in turn, help recruit heart failure patients and their caregivers to be trained.

The following chart (Chart 1) describes the number of locations that have been identified as potential
sites to host train-the-trainer sessions and also describes the number of locations that could host one or
multiple training sessions for heart failure patients and their caregivers.

Chart 1 Western KS Central KS Eastern KS Totals
Locations for SPARCC Train the 5 4 5 14
Trainer Sessions

Possible locations for Training for | 8 15 16 39
Heart Failure Patients &

Caregivers

Ideally the number of participants per group would be eight to 10 with half (four or five) being HF
patients and the other half being their caregivers/supporters. The groups should be capped at 15 with a
maximum of eight of the 15 being patients and the remainder being supporters/caregivers. We expe