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Attachment J:
 
Texas DSRIP Program Funding and Mechanics Protocol
 

I. PREFACE 
On December 12, 2011, the Centers for Medicare and Medicaid Services (CMS) approved the 
Texas request for a new Medicaid demonstration waiver entitled “Texas Healthcare 
Transformation and Quality Improvement Program” (Project# 1 I-W-00278/6) in accordance 
with section 1115 of the Social Security Act. The new waiver was approved through September 
30, 2016. 

1. Delivery System Reform Incentive Payment Program 
Special Terms and Conditions (STC) 45 of the Demonstration authorizes Texas to establish a 
Delivery System Reform Incentive Payment (DSRIP) program.  Initiatives under the DSRIP 
program are designed to provide incentive payments to hospitals and other providers for 
investments in delivery system reforms that increase access to health care, improve the quality of 
care, and enhance the health of patients and families they serve. 

The program of activity funded by the DSRI P shall be based on Regional Healthcare 
Partnerships (RHPs). Each RHP shall have geographic boundaries and will be coordinated by a 
public hospital or local governmental entity with the authority to make intergovernmental 
transfers. The public hospital or local governmental entity shall collaborate with hospitals and 
other potential providers to develop an RHP Plan that will accelerate meaningful delivery system 
reforms that improve patient care for low-income populations. The RHP Plans must be 
consistent with regional shared mission and quality goals of the RHP and CMS’s triple aims to 
improve care for individuals (including access to care, quality of care, and health outcomes); 
improve health for the population; and lower costs through improvements (without any harm 
whatsoever to individuals, families, or communities). 

2. RHP Planning Protocol and Program Funding and Mechanics Protocol 
In accordance with STC 45(a) and 45(d)(ii)(A) & (B), the RHP Planning Protocol (Attachment I) 
defines the specific initiatives that will align with the following four categories: (1) 
Infrastructure Development; (2) Program Innovation and Redesign; (3) Quality Improvements; 
and (4) Population-focused Improvements.  The Program Funding and Mechanics Protocol 
(Attachment J) describes the State and CMS review process for RHP Plans, incentive payment 
methodologies, RHP and State reporting requirements, and penalties for missed milestones. 

Following  CMS approval of Attachment  I  and  Attachment J, each  RHP must  submit an  RHP 
Plan  that  identifies  the  projects,  outcomes,  population-focused   objectives,  and  specific 
milestones  and  metrics  in  accordance  with these  attachments and  STCs. 

3. Organization of “Attachment J: Program Funding and Mechanics Protocol” 
Attachment J has been organized into the following sections: 

I. Preface 
II. DSRIP Eligibility Criteria 

III. Key Elements of Proposed RHP Plans 

3 
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IV. State and Federal Review Process of RHP Plans
V. RHP and State Reporting Requirements 
VI. Disbursement of DSRIP Funds

VII. Plan Modifications
VIII. Carry-forward and Penalties for Missed Milestones

II. DSRIP ELIGIBILITY CRITERIA

4. RHP Regions
Texas has approved 20 Regional Healthcare Partnerships whose members may participate in the 
DSRIP program.  The approved RHPs share the following characteristics: 

•	 The RHPs are based on distinct geographic boundaries that generally reflect patient flow
patterns for the region;

•	 The RHPs have identified local funding sources to help finance the non-federal share of
DSRIP payments for Performing Providers; and

•	 The RHPs have identified an Anchoring Entity to help coordinate RHP activities.

The approved RHPs include the following counties: 

RHP 1: Anderson, Bowie, Camp, Cass, Cherokee, Delta, Fannin, Franklin, Freestone, Gregg, 
Harrison, Henderson, Hopkins, Houston, Hunt, Lamar, Marion, Morris, Panola, Rains, Red 
River, Rusk, Smith, Titus, Trinity, Upshur, Van Zandt, Wood 

RHP 2: Angelina, Brazoria, Galveston, Hardin, Jasper, Jefferson, Liberty, Nacogdoches, 
Newton, Orange, Polk, Sabine, San Augustine, San Jacinto, Shelby, Tyler 

RHP 3: Austin, Calhoun, Chambers, Colorado, Fort Bend, Harris, Matagorda, Waller, 
Wharton 

RHP 4: Aransas, Bee, Brooks, DeWitt, Duval, Goliad, Gonzales, Jackson, Jim Wells, Karnes, 
Kenedy, Kleberg, Lavaca, Live Oak, Nueces, Refugio, San Patricio, Victoria 

RHP 5: Cameron, Hidalgo, Starr, Willacy 

RHP 6: Atascosa, Bandera, Bexar, Comal, Dimmit, Edwards, Frio, Gillespie, Guadalupe, 
Kendall, Kerr, Kinney, La Salle, McMullen, Medina, Real, Uvalde, Val Verde, Wilson, 
Zavala 

RHP 7: Bastrop, Caldwell, Fayette, Hays, Lee, Travis 

RHP 8: Bell, Blanco, Burnet, Lampasas, Llano, Milam, Mills, San Saba, Williamson 

RHP 9: Dallas, Denton, Kaufman 

RHP 10: Ellis, Erath, Hood, Johnson, Navarro, Parker, Somervell, Tarrant, Wise 
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RHP 11: Brown, Callahan, Comanche, Eastland, Fisher, Haskell, Jones, Knox, Mitchell, 
Nolan, Palo Pinto, Shackelford, Stephens, Stonewall, Taylor 

RHP 12: Armstrong, Bailey, Borden, Briscoe, Carson, Castro, Childress, Cochran, 
Collingsworth, Cottle, Crosby, Dallam, Dawson, Deaf Smith, Dickens, Donley, Floyd, 
Gaines, Garza, Gray, Hale, Hall, Hansford, Hartley, Hemphill, Hockley, Hutchinson, Kent 
King, Lamb, Lipscomb, Lubbock, Lynn, Moore, Motley 0, Ochiltree, Oldham, Parmer, 
Potter, Randall, Roberts, Scurry, Sherman, Swisher, Terry, Wheeler, Yoakum 

RHP 13: Coke, Coleman, Concho, Crockett, Irion, Kimble, Mason, McCulloch, Menard, 
Pecos, Reagan, Runnels, Schleicher, Sterling, Sutton, Terrell, Tom Green 

RHP 14: Andrews, Brewster, Crane, Culberson, Ector, Glasscock, Howard, Jeff Davis, 
Loving, Martin, Midland, Presidio, Reeves, Upton, Ward, Winkler 

RHP 15: El Paso, Hudspeth 

RHP 16: Bosque, Coryell, Falls, Hamilton, Hill, Limestone, McLennan 

RHP 17: Brazos, Burleson, Grimes, Leon, Madison, Montgomery, Robertson, Walker, 
Washington 

RHP 18: Collin, Grayson, Rockwall 

RHP 19: Archer, Baylor, Clay, Cooke, Foard, Hardeman, Jack, Montague, Throckmorton, 
Wichita, Wilbarger, Young 

RHP 20: Jim Hogg, Maverick, Webb, Zapata 

5. RHP Anchoring Entity 
The  Texas  Health  and  Human  Services  Commission  (HHSC)  delegates  to  the  Anchoring  Entity  
the  responsibility  of  coordination  with  the  RHP  participants  in  development  of  the  RHP  Plan  for  
that  region.   Each  RHP  shall  have  one  Anchoring  Entity  that  coordinates  the  development  of  the 
RHP  Plan  for  that  region.   In  RHPs  that  have  a  public  hospital,  a  public  hospital  shall  serve  as  
the  Anchoring  Entity.    In  regions  without  a  public  hospital,  the  following  entities  may  serve  as  
anchors:  (I)  a  hospital  district;  (2)  a  hospital  authority;  (3)  a  county;  or  (4)  a  State  university  with  
a  health  science  center  or  medical  school.  RHP  Anchoring  Entities  shall  be  responsible  for  
coordinating  RHP  activities  and  assisting  HHSC  perform  key  oversight  and  reporting  
responsibil ities.  

Anchoring Entities activities shall include: 
•	 Coordinating the development of a community needs assessment for the region; 
•	 Engaging stakeholders in the region, including the public; 
•	 Coordinating the development the 5-year RHP Plan that best meets community needs in 

collaboration with RHP participants; 
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•	 Ensuring that the RHP Plan is consistent with Attachment I, Attachment J, and all other 
State/waiver requirements; 

•	 Facilitating RHP Plan compliance with the RHP Plan Checklist; 
•	 Transmitting the RHP Plan and any associated plan amendments to HHSC on behalf of 

the RHP; 
•	 Ongoing monitoring and annual reporting (as required in paragraph 20) on status of 

projects and performance of Performing Providers in the region; and 
•	 Ongoing communication with HHSC on behalf of the RHP. 

6. IGT Entities 
Intergovernmental  transfer  (IGT)  Entities  are  entities  that  fund  the  non-federal   share  of  DSRlP  
payments  for  an  RHP:   They  include  Anchoring  Entities,  government-owned  Performing  
Providers, community  mental  health  centers  (CMHCs),  local  health  departments, academic  
health  science  centers,  and  other  government  entities  such  as  counties.  

An  IGT Entity  may  fund DSRIP,  Uncompensated  Care  (UC),  or  both  DSRIP  and UC  as  long  as  
regional  requirements  are  met,  as  described  in  Section  VI  “Disbursement  of  DSRI  P  Funds’’  and  
the  IGT  funding  source  comports  with  federal  requirements  outlined in  paragraph  55 of  the  
waiver’s  special  terms  and  conditions.  

IGT  Entities  may  fund DSRlP  projects  outside  of  their  RHP  Region.  Such  a  DSRIP  project  must  
be  documented in  the  RHP  Plan  where  the  Performing  Provider  implementing  the  DSRIP  project  
is  physically  located,  with  a  few  exceptions  described  in  7 below.  

7. Performing Providers 
Providers  that  are  responsible  for  performing  a  project  in  an  RHP  Plan  are  called  “Performing  
Providers.”   All  Performing  Providers  must  have  a  current  Medicaid  provider  identification  
number. Performing  Providers  that  complete  RHP  project  milestones  and  measures  as  specified  
in  Attachment  I, “RHP  Planning  Protocol”  are  the  only  entities  that  are  eligible  to  receive  DSRIP  
incentive  payments  in  DYs  2-5.  Performing  Providers  will  primarily  be  hospitals,  but  CMHCs,  
local  health  departments,  physician practice  plans  affiliated  with  an  academic  health  science  
center,  and  other  types  of  providers  approved by  the  State  and CMS  may  also  receive  DSRIP 
payments.  Physician  practices  plans  not  affiliated  with  an  academic  health  science  center  may  
also  be  eligible  as  Performing  Providers  under  the  “Pass  2”  methodology  as  described  in  
paragraph  25.d.  

A Performing Provider may only participate in the RHP Plan where it is physically located 
except that physician practice plans affiliated with an academic health science center, major 
cancer hospitals, or children’s hospitals may perform projects outside of the region where the 
Performing Provider’s institution is physically  located if it receives an allocation from that 
region in accordance with the process described in paragraph 25. In these cases, the project must 
be included in the RHP Plan where the DSRIP project is implemented. All related DSRIP 
payments for the project(s) are counted against the allocation of that RHP Plan as specified in 
Section VI “Disbursement of DSRIP Funds”. 
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8.	 DSRIP and Uncompensated Care Pool 

a.	 UC Pool Description 
STC  44  establishes  an  Uncompensated Care  Pool  to  help defray  uncompensated care  costs  
provided  to  Medicaid  eligibles  or  to  individuals  who  have  no source  of  third  party  coverage,  
for  services  provided by  hospitals  or  other  selected  providers.  

b.	 DSRIP Requirements for UC Pool Program Participants 
Hospitals  that  receive  payments  from  the  Uncompensated  Care  Pool  shall  participate  in  the  
RHP  and be  required  to  report  on  a  subset  of  Category  4 measures  from  Attachment  I,  ‘‘RH  P  
Planning  Protocol”.  The  subset  of  Category  4 measures  fall  into  3 domains:   (I)  Potentially  
Preventable  Admissions  (PPAs);  (2)  Potentially  Preventable  Readmissions  (PPRs)  and (3)  
Potentially  Preventable  Complications  (PPCs).   Category  4 reporting  shall  begin  in  DY  3 for  
the  PPA  and  PPR  domains, and in  DY  4  for  the  PPC  domain and continue  through  DY  5. 
Hospitals  that  only  participate  in  UC  shall  not  be  eligible  to  receive  DSRIP  funding  for  
required  Category  4 reporting.  If  a  hospital  fails to  report  on all  required  Category  4 
measures  by  the  last  quarter  of  the  applicable  Demonstration Year,  the  hospital  shall  forfeit  
UC  payments  in  that  quarter.  A  hospital  may  request  from  HHSC  a  6-month extension from  
the  end  of  the  DY  to  report  any  outstanding  Category  4 measures.   The  fourth-quarter  UC  
payment  will  be  made  upon completion of  the  outstanding  required  Category  4 measure 
reports  within  the  6-month period.  A  hospital  may  receive  only  one  6-month extension  to  
complete  Category  4 reporting  for  each  demonstration year.  This  requirement  shall  apply  to  
all  UC  participating  hospitals, including  hospital  Performing  Providers  that  are  fully 
participating  in  DSRIP.   Hospitals  that  meet  the  criteria  described  in  paragraph 11.f  below   
are  exempt  from  this  requirement.  

UC  hospital  participants  shall  also  participate  in  learning  collaboratives  conducted  annually  
during  DYs  3-5 to  share  learning,  experiences,  and best  practices  acquired  from  the  DSRIP  
program  across  the  State.  

III. KEY ELEMENTS OF PROPOSED RHP PLANS 

9.	 RHP Plans 
Each  RHP  must  submit  an  RHP  Plan  using  a  State-approved template  that  identifies  the  projects, 
objectives,  and  specific  milestones,  metrics,  measures,  and associated  DSRIP  values  adopted  
from  Attachment  I,  “RHP  Planning  Protocol”  and meet  all  requirements  pursuant  to  STCs  45  and  
46. The  project  and DSRIP  payments  are  documented in  the  RHP  Plan  where  the  Performing  
Provider  of  the  DSRIP  project  is  physically  located.   An  exception applies  to  projects  performed  
by  physician  practice  plans  affiliated  with  an  academic  health  science  center,  major  cancer  
hospitals,  or  children’s  hospitals  in  locations  outside  of  the  RHP  region  where  these  Performing 
Providers  are  physically  located  (as  discussed  in  paragraph 7 above). In  these  cases,  the  project 
must  be  documented  in  the  RHP  Plan  where  the  DSRIP  project  is  implemented. 
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10.	 Organization of RHP Plan 

a.	 Executive Summary 
The  Executive  Summary  shall  provide  a  summary  of  the  RHP  Plan,  a  summary  of  the  
RHP’s  vision  of  delivery  system  transformation,  a  description  of  the  RH  P’s  patient  
population,  a  description  of  the  health  system,  and  a  table  of  the  projects  being  funded  
including  project titles,  brief  descriptions  of  the  projects,  and  the  five-year  goals.  The  
Executive  Summary  shall  also  include  a  description  of  key  challenges  facing  the  RHP  and  
how  the  five-year  RHP  Plan  realizes  the  RHP’s  vision.  

b.	 Description of RHP Organization 
The  RHP  Plan  shall  describe  how  the  RHP  is  organized  and  include  information  on  RHP  
participants  including  the  Anchoring  Entity,  IGT  Entities,  Performing  Providers,  and  other  
stakeholders.  

c.	 Community Needs Assessment 
The RHP Plan shall include a community needs assessment for the five-year period that has 
the following elements for the region: 

i.	 Demographic information (e.g., race/ethnicity, income, education, employment, etc.) 
ii.	 Insurance coverage (e.g., commercial, Medicaid, Medicare, uncompensated care); 

iii.	 Description of the region’s current health care infrastructure and environment (e.g., 
number/types of providers, services, systems, and costs; Health Professional Shortage 
Area [HPSA]); 

iv.	 Description of any initiatives in which providers in the RHP are participating that are 
funded by the U.S. Department of Health and Human Services and any other relevant 
delivery system reform initiatives underway in the RHP region. 

v.	 Description of changes in the above areas, i. -iv., expected to occur during the 
waiver period of federal fiscal years 2012-16. 

vi.	 Key health challenges specific to the region supported by data (e.g., high diabetes 
rates, access issues, high emergency department [ED] utilization, etc.) 

The  RHP’s  community  needs  assessment  should  guide,  and  be  reflected  in,  the  RHP  Plan  and  
selection  of  projects.  The  community  needs  assessment  may  be  compiled  from  existing  data  
sources.  

d.	 Stakeholder Engagement 
The RHP Plan shall include a description of the processes used to engage and reach out to the 
following stakeholders regarding the DSRIP program: 

i.	 Hospitals and other providers in the region. 
ii.	 Public stakeholders and consumers, including processes used to solicit public input into 

RHP Plan development and opportunities for public discussion and review prior to plan 
submission. 

8 



           

 

 
 
   
 

  
 

  

 
      
 

     
              

 
 

         
       

        
 

 
 

     
 

 
 

  
 

   
 

 
    

 

 
    

          
            

   
   

                 
        

    
   

          
       

    

 

Texas DSRIP Program Funding and Mechanics Protocol	 August 30, 2012 

iii.	 A plan for ongoing engagement with public stakeholders. 
iv.	 At a minimum, a description of public meetings that were held in different areas of the 

RHP Region, the public posting of the RHP Plan, and the process for submitting public 
comment on the RHP Plan. 

e.	 RHP Plan Development 
The  RHP  Plan  shall  describe  the  regional  approach for  addressing  the  community  needs  and  
goals,  process  for  evaluating  and selecting  projects,  and identification  of  Pass  1  and Pass  2  
projects.   The  RHP  Plan  shall  also  include  as  an  appendix a  list  of  projects  that  were 
considered  but  not  selected.  

11. Number of Projects and Measures 

a.	 General Requirements for Categories 1-4 
Pursuant to Attachment I, RHP Planning Protocol, an RHP Plan must meet the following 
requirements: 

i.	 RHPs must select a minimum number of projects from Categories 1 and 2.  The 
number of minimum projects will differ for RHPs depending on their Tier 
classification (defined below). An  RHP’s Tier classification is displayed  in Table  1 
of  Section  VI  “Disbursement  of  DSRIP  Funds”; 

ii.	 Both hospital-based and  non-hospital Performing Providers must establish  
improvement targets for outcomes in Category 3 that tie back to their Category  1 and    
2 projects; and 

iii.	 Hospital-based Performing Providers must report on the population-focused 
improvement measures across five domains identified in Category 4. 

Certain hospital Performing Providers defined   in 11.f below shall be exempt from selected 
requirements. 

b.	 RHP Tier Definition 

1.	 Tier 1  RHP 
An RHP that contains more than 15 percent share of the statewide population under 
200 percent of the federal poverty level (FPL) as defined by the U.S. Census Bureau: 
2006-2010 American Community Survey for Texas (ACS). 

2.	 Tier 2 RHP 
An RHP that contains at least 7 percent and less than 15 percent share of the 
statewide population under 200 percent FPL as defined by the U.S. Census Bureau: 
2006-2010 American Community Survey for Texas (ACS). 

3.	 Tier 3 RHP 
An RHP that contains at least 3 percent and less than 7 percent share of the statewide 
population under 200 percent FPL as defined by the U.S. Census Bureau: 2006-2010 
American  Community Survey for Texas (ACS). 
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4.	 Tier 4 RHP 
An RHP is classified in Tier 4 if one of the following three criteria are met: (1) the 
RHP contains less than 3 percent share of the statewide population under 200 percent 
FPL as defined by the U.S. Census Bureau: 2006-2010 American Community Survey 
for Texas (ACS); (2) the RHP does not have a public hospital; or (3) the RHP has 
public hospitals that provide less than 1 percent of the region’s uncompensated care. 

c.	 Categories   1 and  2 Projects 

i.	 Tier 1 RHP 
A Tier 1 RHP must select a minimum  of 20 projects from Categories 1 and 2 
combined, with at least 10 of the 20 projects selected from Category 2, in accordance 
with Attachment  I, “RHP Planning  Protocol”, which lists the  acceptable projects, 
milestones, metrics, and  data sources. 

ii.	 Tier 2 RHP 
A Tier 2 RHP must select a minimum of 12 projects from Categories 1 and 2 
combined, with at least 6 of the 12 projects selected from Category 2, in accordance 
with Attachment I, “RHP Planning Protocol”, which lists the acceptable projects, 
milestones, metrics, and data sources. 

iii.	 Tier 3 RHP 
A Tier 3 RHP must select a minimum  of 8 projects  from Categories 1 and 2 
combined, with at least 4 of the 8 projects selected from Category 2,in accordance with 
Attachment  I, “RHP Planning Protocol, which lists the acceptable projects, 
milestones, metrics, and  data sources. 

iv.	 Tier 4 RHP 
A Tier 4 RHP must select a minimum of 4 projects from Categories 1 and 2 
combined, with at least 2 of the 4 projects selected from Category 2, in accordance 
with Attachment I, “RHP Planning Protocol”, which lists the acceptable projects, 
milestones, metrics, and data sources. 

v.	 Performing  Provider Participation  in Categories 1 and 2 

1.	 A Performing Provider in an RHP Plan must, at a minimum, participate in a 
project(s) from either Category 1 or Category 2, and if it chooses to, may 
participate in projects from both Categories; 

2.	 The RHP Plan must explain how incentive payments to Performing Providers that 
perform a similar DSRIP project are not duplicative.  For example, if two 
Performing Providers offer diabetes disease management, they must describe how 
the projects are serving different patients; and 

3.	 The RHP Plan must explain how incentive payments do not duplicate funding for 
activities of federal initiatives funded by the U.S. Department of Health and 
Human Services. 

10 
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d.	 Category 3: Outcome Reporting and Improvements 
i.	 For each of its Category 1 and 2 projects, every Performing Provider must have a 

related Category 3 outcome. The outcomes shall assess the results of care 
experienced by patients, including patients’ clinical events, patients’ recovery and 
health status, patients’ experiences in the health system, and efficiency/cost. A single 
Category 3 outcome may tie back to more than one project in Categories 1 or 2 
implemented by the Performing Provider. A Performing Provider shall customize an 
outcome to reflect the patient population targeted in its projects from Categories 1 
and 2. 

ii.	 Performing Providers shall establish outcome improvement targets for no later than 
DY 4 through DY 5. The minimum Category 3 funding percentages specified in 
paragraph 25.e for DY 4 and DY 5 must go toward outcome improvement targets. In 
DYs 2 and 3, Performing Providers may undertake actions/steps to establish baselines 
and prepare for outcome reporting in DYs 4 and 5. These preparatory activities will 
be reflected as process milestones in the RHP Plan. 

a.	 A hospital Performing Provider shall identify the outcome(s) it has selected 
for its Category 1 and 2 projects in the RHP Plan. However, it may defer 
establishing improvement targets until after a baseline is established. Such 
baselines must be established no later than DY 3. 

b.	 A non-hospital Performing Provider may defer identifying outcomes for its 
Category 1 and 2 projects until a date defined by HHSC during DY 2, at 
which point new, approved outcomes shall be added to the RHP Planning 
Protocol and incorporated into the RHP Plan. A non-hospital Performing 
Provider must complete establishment of baselines for its selected outcomes 
and target improvements no later than DY 3. 

iii.	 Performing Providers, HHSC, and CMS shall have an opportunity to re-assess 
Category 3 outcome improvement targets and revise them based on the following 
circumstances: 

a.	 A Performing Provider may initiate a review and seek to 
decrease/increase/revise an improvement target based on experience and 
circumstances showing that the targets were not set appropriately; 

b.	 CMS may initiate a review to increase an improvement target if a Performing 
Provider achieves a target two years earlier than projected; and 

c.	 Based on HHSC’s annual review of projects and progress by Performing 
Providers in meeting milestones/measures, HHSC or its external evaluator 
may identify outcomes that require additional refinements because of data 
problems or other concerns. 

e.	 Category 4 “Pay for Reporting” Measures 
Pursuant  to  STC  45(d)(ii)(A),  all  hospital-based  Performing  Providers  in  all  RHPs  must  
report  on  all  common  Category  4 measures.   A  Performing  Provider  may  also  choose  to  
report  on additional  optional  measures.   In  accordance  with  this  requirement,  beginning  in  

11 
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DY 3 (FFY 14) and DY 4 (FFY 15) hospital-based Performing Providers in all RHPs must 
include reporting of all common domains, pursuant to Attachment I, “RHP Planning 
Protocol”. Hospitals defined under paragraph 11.f are exempt from reporting Category 4 
measures. If an exempted hospital elects to report Category 4, then it shall report on all 
common Category 4 measures and be held to the same requirements as all other Performing 
Providers participating in Category 4. If a hospital-based Performing Provider’s population 
for a given measure is not sufficiently large to produce statistically valid data, the hospital 
shall not be required to report the data for that particular Category 4 measure. 

f. Hospital Exemption 
DSRIP hospitals that meet the criteria below and as approved by the State are exempt from 
implementing Category 4 reporting in paragraph 11.e of this section. 

Definition:  
A  hospital  is  not  a  state-owned  hospital  or  a  hospital  that  is  managed  or  directly  or  
indirectly  owned  by  an  individual,  association,  partnership,  corporation,  or  other  legal  
entity  that  owns  or  manages  one  or  more  other  hospitals  and:  

(1) is located in a county that has a population estimated by the United States 
Bureau of the Census to be not more than 35,000 as of July I of the most recent 
year for which county population estimates have been published; or 

(2) is located in a county that has a population of more than 35,000, but that does 
not have more than 100 licensed hospital beds and is not located in an area that is 
delineated as an urbanized area by the United States Bureau of the Census. 

12. Organization of DSRIP Projects 

a. Categories 1-4 Descriptions 
The RHP five-year plan will include sections on each of the 4 categories as specified in the 
RHP Planning Protocol. They include: 

i. Category 1 Infrastructure Development lays the foundation for delivery system 
transformation through investments in technology, tools, and human resources that 
will strengthen the ability of providers to serve populations and continuously improve 
services. 

ii.  

iii.  

iv.

Category  2  Program  Innovation  and  Redesign  includes  the  piloting,  testing,  and  
replicating  of  innovative  care  models.  
Category  3  Quality  Improvements  includes  outcome  reporting  and  improvements  in  
care  that  can  be  achieved  within  four  years.  
Category  4  Population  Focused  Improvements  is  the  reporting  of  measures  that  
demonstrate  the  impact  of  delivery  system  reform  investments  under  the  waiver.  

b. Categories 1-2 Requirements 
For each project selected from Category 1 and 2, RHP Plans must include a narrative that 
includes the following subsections: 

12 
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i.	 Identifying Information 
Identification of the DSRIP Category, name of the project, project element, and RHP 
Performing Provider name and Texas Provider Identifier (TPI) involved with the 
project. Each project shall be implemented by one Performing Provider only. 

ii.	 Project Goal 
The goal(s) for the project, which describes the challenges or issues of the Performing 
Provider and brief description of the major delivery system solution identified to 
address those challenges by implementing the particular project; the starting point of 
the Performing Provider related to the project and based on that, the 5-year expected 
outcome for the Performing Provider and the patients. 

iii.	 Rationale 
As part of this subsection, each Performing Provider will provide the reasons for 
selecting the project, milestones, and metrics based on relevancy to the RHP’s 
population and circumstances, community need, and RHP priority and starting point 
with available baseline data, as well as a description of how the project represents a 
new initiative for the Performing Provider or significantly enhances an existing 
initiative, including any initiatives that may have related activities that are funded by 
the U.S. Department of Health and Human Services. 

iv.	 Relationship to Other Projects and Measures 
A description of how this project supports, reinforces, enables, and is related to other 
Category 1 and 2 projects, Category 3 outcomes, and Category 4 population-focused 
improvement measures within the RHP Plan 

v.	 Milestones and Metrics Table 
For each project, RHP Plans shall include milestones and metrics adopted in 
accordance with Attachment l, “RHP Planning Protocol.” In a table format, the RHP 
Plan will indicate by demonstration year when project milestones will be achieved 
and indicate the data source that will be used to document and verify achievement. 

1. For each project from Category I and 2, the Performing Provider must include at 
least I milestone based on a Process Milestone and at least I milestone based on 
an Improvement Milestone over the 4-year period in accordance with Attachment 
l, “RHP Planning Protocol.” 

2. For each milestone, the estimated DSRIP funding must be identified as the 
maximum amount that can be received for achieving the milestone.  For each 
year, the estimated available non-federal share must be included and the source 
(IGT Entity) of non-federal share identified. 

c.	 Category 3 Requirements 
This  focus  area  involves outcomes  associated  with  Categories  1 and 2  projects.   All   
Performing Providers  (both hospital  and non-hospital  providers)  shall  select  outcomes and 
establish  improvement  targets  that  tie  back  to  their  projects  in  Categories 1 and 2.  RHP
      
Plans  must  include: 
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i.	 Identifying Information 
Identification of the Category 3 outcomes and RHP Performing Provider name and 
Texas Provider Identifier that is reporting the measure. 

ii.	 Narrative Description 
Each Performing Provider shall provide a narrative of the Category 3 outcomes. 

iii.	 Outcomes Table
 
In a table format, the RHP Plan shall include the outcomes selected by each
 
Performing Provider.
 

1. For each outcome, the RHP Plan may include process milestones described in 
11. d.ii above in DY 2-3 that support the development of the outcomes. 

2.	 For each outcome, the RHP Plan shall include improvement targets beginning no 
later than DY 4. 

3.	 For each milestone or outcome improvement target, the estimated DSRIP funding 
must be identified as the maximum amount for achieving the milestone or 
outcome target. For each year, the estimated non-federal share must be included 
and the source (IGT Entity) of non-federal share identified. 

d.	 Category 4 Requirements 
This focus area involves population-focused  improvements associated with Categories 1  and 
2 projects and Category 3 outcomes.  Each hospital-based Performing Provider shall report 
on all common measures pursuant to Attachment I, “RHP Planning Protocol”. RHP Plans 
must include: 

i.	 Identifying information 
Identification of the DSRIP Category 4 measures and RHP Performing Provider name 
and Texas Provider Identifier (TPI) that is reporting the measure. 

ii.	 Narrative description
 
A narrative description of the Category 4 measures.
 

iii.	 Table Presentation 
In a table format, the RHP Plan will include, starting in demonstration year 3: 

1.	 List of Category 4 measures the Performing Provider will report on by domain; 
2.	 For each measure, the estimated DSRIP funding must be identified as the 

maximum amount that can be received for reporting on the measure. For each 
year, the estimated available non-federal share must be included and the source of 
non-federal share identified. 

e.	 Project Valuation 
The RHP Plan shall contain a narrative that describes the overall regional and individual 
project approach for valuing each project and rationale, including an explanation why a 
similar project selected by two Performing Providers might have different valuations (e.g., 
due to project size, provider size, project scope, populations served, community benefit, cost 
avoidance, and addressing priority community needs).  Project valuations must comply with 
requirements prescribed in Section VI “Disbursement of DSRIP Funds”. 
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In addition, the value of a Category  1 or Category 2 project may  not exceed the greater of 10 
percent of the  Performing  Provider’s  Pass 1 allocation  (described  in  paragraph  25.c) or $20 
million in total  over DYs 2-5. For projects that represent collaboration  across more than  one 
Performing  Provider  as described  in paragraph  25.c.iii and  iv, the total  maximum value may 
not exceed the greater of the sum of  10 percent  of each  Performing  Provider’s  Pass  1 
allocation  for each  Performing  Provider that  is collaborating  in the project  or $20 million  in 
total  over  DYs 2-5. 

IV. STATE AND FEDERAL REVIEW PROCESS OF RHP PLANS 

13. Review Process 
HHSC will review all 5-year RHP Plan proposals prior to submission to CMS for final approval 
according to the schedule below. 

The HHSC and CMS review process for 5-year RHP Plan proposals shall include the following 
schedule: 

14. HHSC Review and Approval Process 

a.	 Pre-Submission Review of RHP Plans 
To support HHSC’s review process, the RHP Anchoring Entity shall perform an initial 
review of the RHP Plan to ensure compliance with elements described in b. below and with 
the RHP Plan Checklist, prior to submitting the Plan to HHSC. 

b. 	 HHSC  Review  of  Plans  

i.	 Between September 1, 2012 and October 31, 2012, each RHP identified in paragraph 
4 will submit a 5-year RHP Plan to HHSC for review.  Submissions received after 
October 31, 2012 will be prioritized lower in review. HHSC shall review and assess 
each plan according to the following criteria using the RHP Plan Checklist: 
•	 The plan is in the format and contains all required elements described herein and 

is consistent with special terms and conditions, including STCs 45(a), 45(b), 
45(c), and 45(d)(iii). 

•	 The plan conforms to the requirements for Categories 1, 2, 3, and 4, as described 
in Section III “Key Elements of Proposed RHP Plans”, Attachment I, “RHP 
Planning Protocol”, and “RHP Plan Checklist.” 

•	 Category 1 and 2 projects clearly identify goals, milestones, metrics, and expected 
results. Category 3 clearly identifies the outcomes to be reported. Category 4 
clearly identifies the population-focused  health improvement measures to be 
reported. 
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•	 The amount and distribution of funding is in accordance with the stipulations of 
STC 46 and Section VI “Disbursement of DSRIP Funds” of this protocol. 

•	 The plan and all of the projects within are consistent with the overall goals of the 
DSRIP program. 

ii.	 Within 30 days of initial RHP Plan submission, HHSC will complete its initial review 
of each timely submitted RHP Plan proposal using the RHP Plan Checklist and based 
on the Program Funding and Mechanics Protocol and RHP Planning Protocol and will 
notify the RHP Anchoring Entity in writing of any questions or concerns identified. 

iii.	 The Anchoring Entity shall respond in writing to any notification by HHSC of 
questions or concerns.  The RH P’s responses must be received by the date specified 
in the aforementioned notification. The RHP Anchoring Entity’s initial response may 
consist of a request for additional time to address HHSC’s comments provided that 
the RHP’s revised plan addresses HHSC’s comments and is submitted to HHSC 
within 15 days of the notification. 

c.	 HHSC Approval of Plans 
By  October  31,  2012,  HHSC  will  submit  all  received  RHP  Plans  to  CMS.  No  later  than  
November  30,  2012,  HHSC  will  take  action  on  each  timely  submitted  RHP  Plan,  will  
approve  each  plan  that  it  deems  meets  the  criteria  outlined  in  Attachment  I,  “RHP  Planning 
Protocol”,  Attachment  J,  “Program  and  Funding  Protocol”,  and  “RHP  Plan  Checklist”  and  
submit  approved  plans  to  CMS  for  final  review  and  approval.  

15. CMS Review and Approval Process 
CMS will review each RHP’s 5-year RHP Plan upon receipt of the plan as approved by HHSC. 
Plans reviewed and approved by HHSC will result in approval by CMS within 45 days of receipt 
from HHSC, provided the plan(s) meet all criteria outlined in paragraph 14.b.i above. 

Within 45 days of receipt of the State-approved RHP Plan and RHP Plan Checklist from HHSC, 
CMS will complete its review of each plan and will either: 

•	 Approve the plan; or 
•	 Notify HHSC and the Anchoring Entity if approval will not be granted for a component 

of the RHP Plan. For example, CMS may approve a project in the plan but not approve 
the project valuation if it does not comport with Section VI “Disbursement of DSRIP 
Funds”. Notice will be in writing and will include any questions, concerns, or issues 
identified in the application. 

RHPs shall develop an acceptable revision to a project for any components of the plan identified 
by CMS as not approvable. Within 30 days of CMS notification, HHSC shall submit revised 
RHP Plans to CMS and CMS shall approve or deny the plans in writing to HHSC and the RHP 
Anchoring Entity by March 1, 2013. 

16. Revisions to the RHP Planning Protocol 
If the CMS review process of RHP Plans results in the modification of any component of an 
RHP’s plan, including but not limited to projects, milestones, measures, metrics, or data sources, 
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that  was  not  originally  include  in  the  RHP  Planning  Protocol, Texas  may  revise  the  RHP  
Planning  Protocol  accordingly.   CMS  will  review  and  approve  these  proposed revisions  within  
30 days  of  submission by  HHSC,  provided that  the  RHP  Planning  Protocol  revisions  are  in  
accordance  with  the  final  approved RHP  Plan(s)  prompting  the  revision(s)  and  all  applicable  
STC  requirements.  Such  revisions  to  the  RHP  Planning  Protocol  do  not  require  a  waiver  
amendment.  

V.	 RHP AND STATE REPORTING REQUIREMENTS 

17. RHP Reporting for Payment in DY 1 

a.	 RHP Plan Submission 
Submission  of a State-approved  RHP Plan to CMS shall  serve as the basis for the full  DY  1  
presumptive  payment  to that  RHP’s  Performing  Providers   and  Anchoring  Entity  as  
prescribed   by  Section   VI  “Disbursement  of  DSRIP  Funds”.  

b.	 RHP Plans Not Approved by CMS on or after March 1, 2013 
All  Performing  Providers  and Anchoring  Entities  in  an  RHP  whose  RHP  Plan  is  not  
approved in  full  by  CMS  shall  be  at  risk  for  recoupment  of  their  entire  DY 1  incentive  
payment  related  to  plan  submission.  Within 10 business  days  of  CMS  written  denial  of  an  
RHP  Plan,  the  State  shall  recoup the  DY 1  payment  from  all  eligible  entities  in  the  affected  
RHP  and promptly  return  the  associated  FFP  to  CMS.   If  an  RHP  deletes  a  project  without  a  
replacement  to  obtain CMS  approval  of  the  RHP  Plan,  the  State  shall  recoup the  DY 1 
payment  from  the  entities  that  received  funding  for  that  project  and  promptly  return  the  
associated  FFP  to  CMS.  

18. RHP Reporting for Payment in DYs 2-5 
Two times per year, Performing Providers seeking payment under the DSRIP program shall 
submit reports to HHSC demonstrating progress on each of their projects as measured by 
category-specific milestones and metrics achieved during the reporting period. The reports shall 
be submitted using the standardized reporting form approved by HHSC. IGT Entities will 
review the submission of the reported performance.   Based on the reports, HHSC will calculate 
the incentive payments for the progress achieved in accordance with Section VI “Disbursement 
of DSRIP Funds”.  The Performing Provider shall have available for review by Texas or CMS, 
upon request, all supporting data and back-up documentation.  These reports will be due as 
indicated below after the end of each reporting period: 

•	 Reporting period of October I through March 31: the reporting and request for payment 
is due April 30. 

•	 Reporting period of April 1 through September 30: the reporting and request for payment 
is due October 31. 

These reports will serve as the basis for authorizing incentive payments to Performing Providers 
in an RHP for achievement of DSRIP milestones.  HHSC and CMS concurrently shall have 30 
days to review and approve or request additional information regarding the data reported for each 
milestone/metric and measure. If additional information is requested, the Performing Provider 
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shall  respond  to  the  request  within  15  days  and  both  HHSC  and  CMS  shall  have  an  additional  15  
days  to  review,  approve,  or  deny  the  request  for  payment,  based  on  the  data  provided.   HHSC  
shall  schedule  the  payment  transaction  for  each  RHP  Performing  Provider  within  30  days  
following  CMS  and  HHSC  approval  of  the  Performing  Provider’s  RHP  report.  

19. Intergovernmental Transfer Process 
HHSC  will  calculate  the  nonfederal  share  amount  to  be  transferred  by  an  IGT  Entity  in  order  to  
draw  the  federal  funding  for  the  incentive  payments  related  to  the  milestone  achievement  that  is  
reported  by  the  Performing  Provider  in  accordance  with  paragraph  18  and  approved  by  the  IGT  
Entity  and  the  State.  Within  14  days  after  notification  by  HHSC  of  the  identified  nonfederal 
share  amount,  the  IGT  Entity  will  make  an  intergovernmental  transfer  of  funds.   The  State  will  
draw  the  federal  funding  and  pay  both  the  nonfederal  and  federal  shares  of  the  incentive  payment  
to  the  Performing  Provider.  If  the  IGT  is  made  within  the  appropriate  14-day  timeframe,  the  
incentive  payment  will  be  disbursed  within  30  days.   The  total  computable  incentive  payment 
must  remain  with  the  Performing  Provider.  

20. RHP Annual Year End Report 
Each  RHP  Anchoring  Entity  shall  submit  an  annual  report  by  December  15  following  the  end  of  
Demonstration  Years  2-5.  The  annual  report  shall  be  prepared  and  submitted  using  the 
standardized  reporting  form  approved  by  HHSC.   The  report  will  include  information  provided  
in  the  interim  reports  previously  submitted  for  the  Demonstration  Year,  including  data  on  the  
progress  made  for  all  metrics.   Additionally,  the  RHP  will  provide  a  narrative  description  of  the 
progress  made,  lessons  learned,  challenges  faced,  and  other  pertinent  findings.  

21. Texas Reporting to CMS 

a.	 Quarterly and Annual Reporting 
DSRIP will be a component of the State’s quarterly operational reports and annual reports 
related to the Demonstration. These reports will include: 

i. All DSRIP payments made to Performing Providers that occurred in the quarter as 
required in the quarterly payment report pursuant to STC 43(b); 

ii. Expenditure projections reflecting the expected pace of future disbursements for each 
RHP and Performing Providers; 

iii. A summary assessment of each RHP’s DSRIP activities during the given period 
including progress on milestones; and 

iv. Evaluation activities and interim findings for the evaluation design pursuant to STC 
68. 

b.	 Claiming Federal Financial Participation 
Texas  will  claim  federal  financial  participation  (FFP)  for  DSRIP  incentive  payments  on  the 
CMS  64.9  waiver  form.   FFP  will  be  available  only  for  DSRIP  payments  made  in  accordance  
with  all  pertinent  STCs  and  Attachment  I,  “RHP  Planning  Protocol”  and  Attachment  J,  
“Program  Funding  and  Mechanics  Protocol”.   All  RHP  Plans  are  subject  to  potential  audits.  
The  Performing  Providers  shall  have  available  for  review  by  HHSC  and  CMS,  upon  request,  
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all  supporting  data  and  back-up documentation  evidencing  performance  as  described  under  
an  RHP  Plan  for  DSRIP  incentive  payments.  Failure  of  the  Performing  Provider  to  maintain  
adequate  documentation  or  inaccurate  reporting  of  data  may  result  in  recoupment  of  DSRIP 
payments.  

VI. DISBURSEMENT OF DSRIP FUNDS 

22. DSRIP Allocation Methodology to RHPs in DYs 1-5 

a. Initial DSRIP Allocation 
For  Demonstration Years  1-5, DSRIP  funding  amounts  identified  in  Table  5 of  Waiver  STC  
46 shall  be  allocated  to  RHPs  according  to  a  formula  that  takes  into  account  the  RHP’s  role  
in  the  safety  net  system.   RHPs  that  shoulder  a  larger  burden of  Medicaid  care  and serve  a  
larger  share  of  low-income  populations  shall  be  allocated  a  higher  share  of  DSRIP  funds. The  
goal  of  this  approach  is  to  ensure  that  delivery  system  reforms  under  DSRIP  have  the  greatest  
impact  on Medicaid  and low-income  populations.  The  following  variables  were  selected  as 
proxies  for  measuring  an  RHP’s  participation in  Medicaid  and  serving  low-income  
populations:  

i. Percent  of  State  population  with  income  below  200%  FPL  residing  in  the  RHP  
Region  (Source:  U.S.  Census  Bureau:  2006-2010 American  Community  Survey  for  
Texas). An  RHP’s  percentage  was  calculated  by  dividing  the  number  of  low-income  
individuals  with  income  below  200%  FPL  in  the  RHP  Region  by  the  total  number  of  
low-income  individuals  in  the  State  with  income  below  200%  FPL.  

ii. Percent  of  Texas  Medicaid  acute  care  payments  in  SFY  2011 made  in  the  RHP  
Region  (including  fee  for  service,  MCO,  vendor  drug,  and PCCM  payments).  An  
RHP’  s  percentage  was  calculated  by  dividing  SFY  2011 Medicaid  acute  care  
payments  in  the  RHP  Region  by  total  SFY  2011 State  Medicaid  acute  care  payments.  

iii. Percent  of  total  SFY  2011  Medicaid  supplemental  payments  (former  Upper  Payment  
Limit  [UPL]  program)  made  to  providers  in  the  RHP.  An  RHP’s  percentage  was  
calculated  by  dividing  SFY  2011 Medicaid  supplemental  payments  by  total  SFY  
2011 State  Medicaid  supplemental  payments.  

The RHP’s percentages for the three variables are weighted equally, and then the individual 
RHP’s percentages are averaged to come up with the RHP’s DSRIP Funding Allocation 
Percentage for each demonstration years 1-5. 

An RHP’s DSRIP  Funding Allocation  Percentage  shall  be  multiplied by  the  statewide DSRIP 
funding amounts  in DYs  1-5 identified  in Table 5 of STC 46. The product result of this 
calculation yields the DSRIP funding allocation amount for an RHP, which is reflected in 
Table 1 below. This table also displays the Tier Level of an RHP as defined in paragraph 11, 
Section III “Key Elements of Proposed RHP Plans”. 
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Table 1: DSRIP Allocation (All Funds) 
R

H
P

T
ie

r

Fu
nd

in
g

A
llo

ca
tio

n
%

 
DY 1 DY 2 DY 3 DY 4 DY 5 Total 

1 3 4.00% 19,978,502 91,901,110 106,525,374 113,957,376 123,866,713 456,229,075 

2 3 3.78% 18,880,393 86,849,806 100,670,253 107,693,759 117,058,434 431,152,643 

3 1 20.22% 101,101,113 465,065,121 539,071,136 576,680,750 626,826,902 2,308,745,022 

4 3 4.23% 21,162,653 97,348,206 112,839,268 120,711,775 131,208,451 483,270,354 

5 4 7.02% 35,114,687 161,527,561 187,231,512 200,294,176 217,711,061 801,878,997 

6 2 10.15% 50,733,669 233,374,879 270,511,925 289,384,850 314,548,750 1,158,554,074 

7 3 6.04% 30,176,126 138,810,179 160,899,104 172,124,622 187,091,981 689,102,012 

8 4 1.66% 8,275,517 38,067,378 44,125,056 47,203,548 51,308,205 188,979,704 

9 2 14.29% 71,434,099 328,596,853 380,886,614 407,460,098 442,891,411 1,631,269,075 

10 2 9.74% 48,707,230 224,053,259 259,706,952 277,826,042 301,984,828 1,112,278,311 

11 4 1.16% 5,822,871 26,785,208 31,047,550 33,213,658 36,101,803 132,971,091 

12 3 3.56% 17,777,700 81,777,422 94,790,698 101,404,003 110,221,742 405,971,566 

13 4 0.67% 3,353,261 15,425,003 17,879,590 19,127,003 20,790,221 76,575,078 

14 4 2.29% 11,426,916 52,563,813 60,928,316 65,179,128 70,846,879 260,945,051 

15 3 4.41% 22,037,042 101,370,394 117,501,509 125,699,288 136,629,661 503,237,895 

16 4 1.30% 6,511,903 29,954,753 34,721,466 37,143,894 40,373,798 148,705,813 

17 4 1.89% 9,474,480 43,582,608 50,517,928 54,042,434 58,741,777 216,359,227 

18 4 1.22% 6,095,208 28,037,958 32,499,651 34,767,068 37,790,292 139,190,178 

19 4 0.95% 4,727,871 21,748,205 25,209,007 26,967,774 29,312,798 107,965,655 

20 4 1.44% 7,208,757 33,160,283 38,437,093 41,118,751 44,694,294 164,619,177 

100% 500,000,000 2,300,000,000 2,666,000,000 2,852,000,000 3,100,000,000 11,418,000,000 
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b. One-time Re-Assessment of DSRIP Allocation to RHPs in DY 2
 
During  DY  2, HHSC  shall  re-assess  DSRIP  allocation  amounts  to  RHPs.   In  the  event  that
  
the  total  amount  of  DSRIP  funds  included  in  an  RHP  Plan  for  DYs  3-5 is  less  than  the  total 

amount  available  to  the  RHP  in  Table  1,  HHSC  shall  redistribute  uncommitted amounts  that 
an  RHP  does  not  propose  to  use  for  new  projects  for  DY s 3-5 as  identified  in  an  approved 
plan modification request  described  in  paragraph  27  of  Section  VII.  The  uncommitted 
amounts  shall  be  redistributed  to  RHPs  according  to  a  DSRIP  funding  allocation  
methodology  agreed  to  by  HHSC  and CMS.   The  redistributed  funds  may  be  used  by  RHPs  
to  fund new  projects  beginning  in  DY  3 in  accordance  with  Section  VII  “Plan  
Modifications”.  

23. Benchmark Payment Variation between UC and DSRIP 
UC  payments  will  be  based  on each  provider’s  reported  UC  costs  on  the  UC  application  and  
reduced proportionately   if  the  total  statewide  UC  cap  is  exceeded  for  a  given  demonstration year.  
However,  to  ensure  a  robust  and meaningful  DSRIP  program, RHPs  are  strongly  encouraged  to  
submit  RHP  Plans  that  in  total  fund DSRIP  projects  at  no  less  than  the  percentages  listed  in  
Table  2 below.  Table  2 shows  the  statewide  waiver  funding  allocation  schedule  for  DSRIP  and  
UC  described  in  Table  5 of  STC  46.  

Table 2: Waiver Funding Allocation between UC Program and DSRIP Programs 
DY2 DY3 DY4 DY5 Total 

%UC 63% 57% 54% 50% 60% 
% DSRIP 37% 43% 46% 50% 40% 

24. DY 1 RHP DSRIP Allocation Formula 

a. Eligible Entities 
Anchoring  Entities and  Performing  Providers  that begin  participation  in DSRIP  in  DY 2 and 
that have a current Medicaid  provider  identification  number  are eligible to  receive  a DY   1 
DSRIP  payment  according to the  requirements  in this section.    An entity  that serves both  
roles in  an RHP is eligible to receive a DY 1 payment under  each  of the categories described  
below.  

b. Anchoring  Entities 
The Anchoring  Entity  of  an RHP that  is also a  Medicaid  provider  (i.e. it  has  a current  
Medicaid  provider  identification  number)  shall be allocated 20 percent  of  the total  DY  1 
RHP DSRIP funding amount.   If an Anchoring  Entity  is not a  Medicaid  Provider, then the 20 
percent   shall  be allocated  to eligible  Performing  Providers  as described  in  paragraph  24.c.  

c. Performing  Providers 
Remaining  DY  1 RHP DSRIP funding (less  the Anchoring  Entity  DY  1 DSRIP) shall be  
allocated  to  Performing  Providers  based  on  an  allocation  formula. The allocation  formula  
divides  an  RHP  Plan’s  estimated  dollar value  of a Performing  Provider’s  DSRIP projects  in  
Categories  1-4 over the  DYs 2-5 period  by the total   value of  the RHP’s  DSRIP projects  over  
the DYs 2-5 period.  The  resulting percentage is  then multiplied by  the RHP’s remaining DY  
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1 DSRIP amount to determine the DY  1 DSRIP payment  for the  Performing  Provider. 

Example: 

•	 An RHP’s DY 1 DSRIP Allocation  is $25 million. 
•	 20 percent or $5 million is allocated to the Anchoring Entity. 
•	 The remaining amount, $20 million, shall be distributed to Performing Providers 

according to the following formula: 

1. An RHP Plan reports a total DSRIP valuation of projects in DY s 2-5 equal to 
$500 million across 10 Performing Providers. 

2. Performing Provider “A’s” DSRIP valuation for projects over the 4-year 
period in the RHP is $100 million, or 20 percent of the total DSRIP valuation. 

3. Based on the formula, Performing Provider “A” would be eligible to receive 
$4 million or 20 percent of the remaining $20 million DY 1 DSRIP payment 
amount. 

25. DYs 2-5 RHP DSRIP Allocation Formula 

a. Eligibility for DSRIP
 
Performing  Providers  described  in  Section  II  “DSRIP  Eligibility  Criteria”  are  eligible  to 
 
receive  RHP  DSRIP  payments  in  Demonstration  Years  2-5.  Each  Performing  Provider  will  
be  individually  responsible  for  progress  towards  and achievement  of  its  milestone  bundles  in  
all  categories  as  defined in  the  RHP’s  approved  RHP  Plan.  As  outlined in  Section  V “RHP  
and State  Reporting  Requirements”,  Performing  Providers  will  be  eligible  to  receive  DSRIP  
incentive  payments  related  to  achievement  of  their  milestone  bundles  upon submission and  
approval  of  the  required  reports  for  payment. 

b. “Two-Pass” Process for Allocating DSRIP Funds 
DSRIP  funding  shall  be  allocated  to  Performing  Providers  using  a  two-stage  process.  The  
first  stage  or  “Pass  1” sets  an  initial  allocation  to  each  potential provider  who  would be  
eligible  to  participate  in  DSRIP  as  described  in  paragraph 25.c.i.-ii.   The  purpose  of  this  step  
is  to  encourage  broad  participation in  DSRIP  within  an  RHP.   Under  Pass  1, the  RHP  must  
identify  and fund  its  minimum  required number  of  projects.   In  addition, in  order  to  access  
Pass  2 funds, RHPs  in  each  Tier  must  meet  DSRIP  participation  requirements  for  major  
safety  net  hospitals  (described  below  in  paragraph  25.c.v.2)  and meet  a  threshold  for  DSRIP 
participation by  non-profit  and other  private  hospitals  (described  below  in  paragraph 

25.c.v.3). 
 

Recognizing that not all potentially eligible Performing Providers will participate in DSRIP, 
Pass 2 of the DSRIP allocation process permits RHPs to reallocate unused DSRIP funds for 
new projects in Categories 1, 2, and 3.  DSRIP projects funded in the plan must support the 
RHP’s overall goals and be consistent with its community needs assessment. HHSC shall 
ensure in the RHP Plan submission requirements that the “two-pass” process has been 
followed. 
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c. Initial DSRIP Allocation (“Pass 1” Allocation) 

i.	 Hospital Providers 
Potentially eligible hospital Performing Providers in an RHP that participated in 
either the Disproportionate Share Hospital (DSH) program during FFY 2012 or the 
former Upper Payment Limit (UPL) program during FFY 2011 shall be allocated 75 
percent of the RH P’s annual DSRIP funds.  Of this amount, each hospital shall be 
assigned a potential DSRIP allocation based on a provider’s size and role in serving 
Medicaid and uninsured patients, as measured by three variables: 

1.	 The hospital’s percent share of Medicaid acute care payments in SFY 2011 made to 
all potentially eligible hospitals in the RHP (including fee for service, MCO, 
and PCCM payments); 

2.	 The hospital’s percent share of total SFY 2011 Medicaid supplemental payments 
made to all potentially eligible hospital providers in the RHP (former UPL 
program); and 

3.	 The hospital’s percent share of uncompensated care in the RHP. A hospital’s 
uncompensated care is measured by its FFY 2012 Hospital Specific Limit (HSL). 
For hospitals that do not have a FFY 2012 Hospital Specific Limit, 
uncompensated care shall be measured by that hospital’s charity care costs 
reported in the 2010 Annual Hospital Survey trended to 2012 by an annual trend 
rate of approximately 2 percent (4 percent total trend over the two-year period). 

The individual hospital’s percent share of Medicaid acute care payments shall be 
weighted 25 percent, percent share of Medicaid supplemental payments shall be 
weighted 25 percent, and percent share of uncompensated care shall be weighted 
50 percent to determine the Hospital DSRIP Funding Allocation Percentage. The 
Hospital DSRIP Funding Allocation shall be multiplied by the annual RHP 
DSRIP amount allocated to hospitals in the RHP to come up with the Pass 1 
allocation amount for each hospital. 

ii.	 Non-Hospital Providers 
Potentially eligible non-hospital Performing Providers in an RHP are allocated a total 
of 25 percent of the RH P’s annual DSRIP funds, to be distributed as follows: . 

1.	 Community Mental Health Centers (CMHCs) initially shall be allocated a total of 
10 percent of the RH P’s annual DSRIP funds; 

2.	 Physician Practices affiliated with an Academic Health Science Center initially 
shall be allocated a total of 10 percent of the RH P’s annual DSRIP funds. Such 
physician practices outside an RHP as referenced in paragraph 7 may access the 
10 percent upon request of the RHP; and 

3.	 Local Health Departments initially shall be allocated a total of 5 percent of the 
RHP’s annual DSRIP funds. 

If an RHP does not include one or more of the non-hospital providers listed above, 
the Pass 1 allocations will  be redistributed in “Pass 2” as described  in paragraph  25.d. 
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iii. Option for Smaller Hospitals in Tiers 1  and 2 to Collaborate in Pass  1 

1.	 Hospitals in RHPs categorized in Tiers 1 or 2 whose DSRIP allocation in Pass 1 
in DY 2 is less than $2 million are encouraged to work within their RHP to 
combine their individual DSRIP allocations to implement a robust DSRIP 
project(s) that will be valuable to the RHP as determined by the RHP Plan and 
community needs assessment.A single Performing Provider must implement each 
DSRIP project. 

2.	 Such hospitals can combine their individual DSRIP allocations if there is a signed 
agreement between the affected parties submitted with the RHP Plan stating that 
the transaction is entered into freely and that it benefits regional transformation. 
No hospital is required to combine its individual DSRIP allocation. 

iv.	 Option  for  Performing  Providers in  Tiers  3 and  4 to  Collaborate  in  Pass  1 

1.	 Performing Providers in RHPs categorized in Tiers 3 or 4 may combine their 
individual DSRIP allocations within their RHP to implement a robust DSRIP 
project(s) considered valuable to the RHP as determined by the RHP Plan and 
community needs assessment. A single Performing Provider must implement 
each DSRIP project. 

2.	 Such Performing Providers can combine their individual DSRIP allocations if 
there is a signed agreement between the affected parties submitted with the RHP 
Plan stating that the transaction is entered into freely and that it benefits regional 
transformation. No Performing Provider is required to combine its individual 
DSRIP allocation. 

v.	 Requirements   in  Pass   1 

1.	 Minimum Projects 
RHP Plans must identify the minimum number of Category  1 and 2 projects the 
RHP is required to implement according to its Tier Level as outlined in Section III 
“Key Elements of Proposed RHP Plans” and must show that Performing 
Providers will meet the funding allocation requirements in each Category as 
described in paragraph 25.e. If an RHP Plan does not meet these criteria in Pass 
1, the RHP Plan will not be approved. 

2.	 DSRIP Participation Target for Major Safety Net Hospitals 
An RHP Plan must meet DSRIP participation requirements for major safety net 
hospitals in order to be eligible to participate in “Pass 2” and to receive any 
redistributed DSRIP funds in DY 3 (as described in paragraph 22.b). In order to 
ensure broad participation of safety net hospitals in DSRIP, each RHP will have a 
minimum number of safety net hospitals participate in DSRIP as Performing 
Providers. The participation target varies by RHP Tier Level and is presented in 
Table 3 below. 
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For the purposes of this requirement, a hospital is defined as a major safety net 
hospital if it meets either of these two criteria: 

a.	 Criteria 1 
The hospital participated in the Disproportionate Share Hospital (DSH) 
program in FFY2012 and 

i.	 The hospital received at least 15 percent of the region’s total 
Medicaid revenue (fee-for-service, managed care, primary care 
case management [PCCM]) in FFY2011 for Pass 1 hospitals or; 

ii.	 has a trended 2012 hospital specific limit (HSL) that represents at 
least 15 percent of the region’s total HSL, 
or 

b.	 Criteria 2 
The hospital has a Pass 1 DSRIP allocation for DY 2-5 of greater than $60 
million as defined in paragraph 25.c.i above. 

Table 3: Major Safety Net Hospital DSRIP Participation Target by RHP 
Tier Level 
RHP 
Tier 

Number of Major Safety Net 
Hospitals in each RHP that must 

Participate in DSRIP* 

Estimated Number of Safety 
Net Hospitals Participating in 

DSRIP 
Tier 1 At least 5 5 
Tier 2 At least 4 11 
Tier 3 At least 2 12 
Tier4 At least 1 10 
Total 38 

3.	 Broad Hospital Participation Target 
An RHP Plan must meet the broad hospital participation target in order to be 
eligible to participate in “Pass 2” and to receive any redistributed DSRIP funds in 
DY 3 (as described in paragraph 22.b).  RHPs shall have minimum representation 
of non-profit and other private hospitals in their RHP plans. An RHP Plan must 
include projects with values equal to at least a minimum percentage of DSRIP 
Annual Allocation Amounts assigned to non-profit and other private hospitals as 
defined in paragraph 25.c.i above.  The minimum percentage varies by RHP Tier 
Level and is presented in Table 4 below. 

Table 4: Non-Profit and Other Private Hospital DSRIP Target by RHP Tier 
Level 

RHP Tier Percent of Total Pass 1 Assigned DSRIP 
Annual Amounts Aggregated Across all 
Non-Profit and Other Private Hospitals 
included in RHP Plan 

Tier 4 At least 30% 
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Tier 2 At least 30% 
Tier 3 At least 15% 
Tier 4 At least 5% 

d. Re-allocation of Unused DSRIP Amounts for New Projects (“Pass 2”) 
After requirements of Pass 1 are met, as specified in paragraph 25.c.iv, if there are DSRIP 
allocation amounts that remain unused by potential Performing Providers, the RHP may 
redirect the unused amounts to fund additional projects by hospital providers and non-
hospital providers that support the overall goals and community needs assessment of the 
RHP. HHSC also strongly encourages broad geographic representation across the region.  In 
“Pass 2”, the RHP shall identify the new projects and outcomes from Categories 1-3, the 
Performing Providers who shall implement the project, and the DSRIP funding amount 
assigned to the projects and measures. 

In  addition to  the  eligible  providers  identified  in  paragraph 25, physician practices  that  are  
not  affiliated  with  academic  science  health  centers  may  participate  in  Categories  1, 2, and  3 
DSRIP  projects  in  Pass  2.  Hospitals  that  did  not  participate  in  the  DSH  program  in  FFY  
2012 or  the  UPL  program  in  FFY  2011 may  also  participate  in  DSRIP  in  Pass  2. 

i.	 Pass 2 - Performing Providers that did not participate in Pass 1: 
Potentially eligible Performing Providers in an RHP that did not participate in Pass 1 
shall be allocated a total of 25 percent of the RH P’s unused Pass 1 DSRIP funds. The 
Anchor will calculate the following for Pass 2 using the total unused DSRIP from 
Pass 1 allocations: 

1.	 Hospital Performing Providers that did not participate in the DSH program in 
FFY 2012 or the UPL program in FFY 2011 shall be allocated a total of 15 
percent of the RH P’s unused  Pass  1 DSRIP funds. Each hospital shall be allocated 
a proportion of the 15 percent divided by the number of new hospital Performing 
Providers. 

2.	 Physician practices not affiliated with academic health science centers shall be 
allocated 10 percent of the RH P’s unused Pass 1 DSRIP funds. Each physician 
practice shall be allocated a proportion of the 10 percent divided by the number of 
interested physician practices. 

ii.	 Pass 2 - Performing Providers that participated in Pass 1: 
Performing Providers in an RHP that participated in Pass 1 shall be allocated a total 
of 75 percent of the RH P’s unused Pass 1 DSRIP funds. The Anchor will calculate 
the following for Pass 2 using Pass 1 DSRIP project information: 

1.	 Each  individual  Performing  Provider’s percent of the total  Pass 1 funding for 
DSRIP projects  in Pass  1 in DYs 2-5. 

2.	 The Performing Provider’s percent as calculated in 1. above is multiplied by the 
75 percent of the RH P’s unused Pass 1 DSRIP funds to determine the allocation 
of DSRIP to each Performing Provider in the RHP for Pass 2. 
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3.	 Performing Providers may implement new DSRIP projects that complement the 
projects from Pass 1 and address outstanding community needs. 

4.	 One Performing Provider must implement each DSRIP project. 

iii.	 Collaboration among Performing Providers in Pass 2 
Within each RHP, Performing Providers may combine their individual Pass 2 DSRIP 
allocations to fund a DSRIP project that is a priority for the RHP if there is a signed 
agreement between the affected parties submitted with the RHP Plan stating that the 
transaction is entered into freely and that it benefits regional transformation. No 
Performing Provider is required to combine its individual DSRIP allocation. 

iv.	 If there are unused funds after Pass 2, the Anchoring Entity may collaborate with RHP 
Performing Providers to determine which additional DSRIP projects to include in the RHP 
Plan. 

e. Project Valuation 
RHP Plans shall include a narrative that describes the approach used for valuing projects and 
rationale to support the approach. At a minimum, Performing Providers shall ensure that 
project values comport with the following funding distribution across Categories 1-4 in DYs 
2-5. Projects valued at the maximum levels described in paragraph 12.e are expected to 
support meaningful, large-scale delivery system transformation and must provide sufficient 
justification of the project value in the RHP Plan. 

Hospital Performing Providers: DSRIP Category Funding Distribution 
DY2 DY3 DY4 DY5 

Category 1& 2 No more than 
85% 

No more than 
80% 

No more than 
75% 

No more than 
57% 

Category 3 At least 10% At least 10% At least 15% At least 33% 
Category 4* 5% 10 - 15% 10 - 15% IO- 15% 

*Hospital  providers  defined   in  paragraph   11.f, Section  III   “Key   Elements  of  Proposed  RHP  
Plans”  that  elect  not  to  report   Category   4 measures  shall  allocate  Category   4 funding to  
Categories   1  &  2 or  3.  

Non-Hospital Performing Providers: DSRIP Category Funding Distribution 
DY2 DY3 DY4 DY5 

Category 1& 2 95% to 100% No more than 
90% 

No more than 
90% 

No more than 
80% 

Category 3* 0%to 5% At least 10% At least 10% At least 20% 
*Non-hospital  Performing  Providers  are  expected  to  allocate  funds  for  Category  3  in  the  RHP 
Plan  submission  and  may  submit  plan  modifications  in  DY  2  with  specific  Category  3  outcomes  
to  be  eligible  for  the  funding  in  DYs  3-5.  

f. Milestone Valuation
 
With respect to Categories 1, 2, and 4, milestones for a project within a demonstration year
 
shall be valued equally. 
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26. Payment Based on Achievement of Milestone Bundles in Categories 1, 2, and 4 

a. Definition 
With  respect  to  Categories  1-2, a  milestone  bundle  is  the  compilation  of  milestones  and  
related  metrics  associated  with  a  project  in  a  given  year.   A  milestone  may  have  more  than  
one  annual  metric  associated  with  it.   Two  or  more  metrics  associated  with  a  milestone  shall  
be  assigned  equal  weighted  value  for the  purpose  of  calculating  incentive  payments.  With  
respect  to  Category  4, a  milestone  bundle  is  the  compilation  of  reporting  measures  within  a  
Category  4 domain.  A  Category  4 reporting  measure  within  a  domain shall  be  considered  a  
milestone  for the  purpose  of  this  section  and all  measures  within  a  domain  shall  be  weighted 
equally  for  the  purpose  of  calculating  incentive  payments.  

b. Basis for Calculating Incentive Payment for Categories 	1-2 
Incentive payments  are calculated separately  for each  project  in  Categories  1 and  2.The 
amount of the incentive  funding  paid to a Performing  Provider will  be based  on the amount 
of progress  made within  each  specific  milestone  bundle.  For each  milestone  within  the 
bundle, the  Performing  Provider  will  include  in the  RHP  semi-annual report the  progress 
made  in completing  each metric associated  with the milestone.   A Performing Provider must 
fully achieve a Category  1 or 2 metric to include  it in the  incentive  payment  calculation. 

Based  on the  progress  reported, each  milestone  will  be  categorized  as  follows  to  determine  
the  total  achievement  value  for  the  milestone  bundle:  

• Full achievement (achievement value= 1) 
• At least 75 percent achievement (achievement value= .75) 
• At least 50 percent achievement (achievement value= .5) 
• At least 25 percent achievement (achievement value= .25) 
• Less than 25 percent achievement (achievement value= 0) 

The achievement values for each milestone in the bundle will be summed together to 
determine the total achievement value for the milestone bundle. The Performing Provider is 
then eligible to receive an amount of incentive funding for that milestone bundle determined 
by multiplying the total amount of funding related to that bundle by the result of dividing the 
reported achievement value by the total possible achievement value. If a Performing Provider 
has previously reported progress in a bundle and received partial funding, only the additional 
amount it is eligible for will be disbursed. HHSC may determine milestones that qualify for 
partial achievement. (See example below of disbursement calculation). 

Example of disbursement calculation: 

A Category 1 Project in DY 2 is valued at $30 million and has 5 milestones, which make 
up the Milestone Bundle. Under the payment formula, the 5 milestones represent a 
maximum achievement value of 5. 

The hospital Performing Provider reports the following progress at 6 months: 
Milestone 1: 100 percent achievement (achievement value= 1) 

• Metric 1: Fully achieved 
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•	 Metric 2: Fully achieved 

Milestone 2: 66.7% percent achievement (Achievement value= .5) 
•	 Metric 1: Fully achieved 
•	 Metric 2: Fully achieved 
•	 Metric 3: Not Achieved 

Milestone 3: 0 percent achievement (Achievement value= 0) 
Metric 1: Not Achieved 

Milestone 4: 50 percent achievement (Achievement value= .5) 
•	 Metric 1: Fully Achieved  · 
•	 Metric 2: Not Achieved 

Milestone 5: 40 percent achievement (Achievement value= .25) 
•	 Metric 1: Fully achieved 
•	 Metric 2: Fully Achieved 
•	 Metric 3: Not Achieved 
•	 Metric 4: Not Achieved 
•	 Metric 5: Not Achieved 

Total achievement value at 6 months= 2.25
 
Disbursement at 6 months= $30M x (2.25/5) = $13.5 million
 

By  the  end of  the  Demonstration Year,  the  hospital  Performing  Provider  successfully  
completes  all  of  the  remaining  metrics  for  the  project.  The  hospital  is  eligible  to  receive 
the  balance  of  incentive  payments  related  to  the  project:  

Disbursement at 12 months is $30 million - $13.5 million= $16.5 million. 

c. Basis for Calculating Incentive Payment for Category 4 

i.	 DY 2 Incentive Payments 
In DY 2, a hospital Performing Provider participating in Category 4 reporting shall be 
eligible to receive an incentive payment equal to 5 percent of its total allocation 
amount in DY 2 upon submission to HHSC of a status report that describes the 
system changes the hospital is putting in place to prepare to successfully report 
Category 4 measures in DYs 3-5. 

ii.	 DYs 3-5 Incentive Payments 
The  amount  of  the  incentive  funding  paid  to  a  hospital  Performing  Provider  will  be  
based  on  the  amount  of  progress  made  in  successfully  reporting  all  measures  included  
in  a  domain.  A  hospital  must  complete  reporting  on all  Category  4 measures  
included  in  a  domain prior  to  requesting  incentive  payments.  Hospitals  shall  report  
progress  on completing  measure  reporting  in  the  semi-annual  reports.  
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Example of disbursement calculation: 

A Category 4 Domain includes 5 reporting measures:   The  hospital Performing Provider  
completes reports on  two measures by March 31 (or by the 6th   month of the DY).  The   
hospital  reports this  achievement in  the first semi-annual report;  however, an incentive  
payment  is  not  made  because 3 other  measures  in  the  domain remaining outstanding.  By    
the 12th  month of  the  DY,  the hospital  has  successfully  reported on the  remaining  3   
measures.   At  that  point,  the hospital  may request and  receive a full  incentive payment for  
the  entire  domain of  measures.   If a hospital  fails  to report  on a  single  measure  in  a  
domain, it  will  forfeit  the  entire payment  for  the domain in question.  

27.	 Basis for Payment in Category 3 

a.	 Valuation of Category 3 Outcomes 
A  Performing  Provider  shall  have  flexibility  in  assigning  different  values  to  its  Category  3 
outcomes  and related  milestones  and outcome  improvement  targets,  as  long  as  total  payments 
meet  the  annual  category  allocation  amounts  defined  in  25.e  above  and  the  valuations  are  
sufficiently  justified.  

b.	 Process Milestones/Metrics 
A Performing Provider must fully achieve metrics associated with the process milestones to 
qualify for a DSRIP payment related to these milestones. 

c.	 Outcome  Improvement  Targets 
Performing  Providers  may  receive  partial  payment  for  making  progress  towards,  but  not  fully  
achieving,  an  outcome  improvement  target.   The  partial  payment  would equal  25 percent,  50 
percent, or  75  percent  of  the  achievement  value  of  that  outcome  improvement  target.   Based  
on the  progress  reported, each  outcome  improvement  target  will  be  categorized  as  follows  to  
determine  the  total  achievement  value  percentage:  

•	 Full achievement (achievement  value= 1) 
•	 At least 75 percent achievement (achievement value= .75) 
•	 At least 50 percent achievement (achievement value= .5) 
•	 At least 25 percent achievement (achievement value= .25) 
•	 Less than 25 percent achievement (achievement value= 0) 

Example of disbursement calculation: 

A hospital Performing Provider has set outcome improvement targets that would decrease 
potentially preventable readmissions for a target population with a chronic condition by 2 
percent in DY 4 and by 5 percent in DY 5. 

In DY 4, the Performing Provider achieved a 1 percent reduction in PPR, short of its 
goal.  Under the partial payment policy, the provider would be reimbursed 50 percent of 
the incentive payment associated with this outcome improvement target because it 
achieved 50 percent of the target. The Performing provider may earn the remaining DY 4 
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incentive payment for the outcome improvement target in the following year (DY 5) 
under the carry-forward policy outlined in Section VIII: “Carry-forward and Penalties for 
Missed Milestones.” 

VII. PLAN MODIFICATIONS 
Consistent  with  the  recognized  need  to  provide  RHPs  with  flexibility  to  modify  their  plans  over  
time  and take  into  account  evidence  and learning  from  their  own  experience  over  time,  as  well  as  
for  unforeseen  circumstances  or  other  good cause,  an  RHP  may  request  prospective  changes  to  
its  RHP  Plan  through  a  plan  modification  process.  

28. Plan Modification Process 
An RHP may request modifications to an RHP Plan under the following circumstances: 

a.	 Adding New Project for Demonstration Year 3 
An  RHP  may  amend  its  plan  to  include  new  projects  financed  by  either  new  or  existing  IGT  
Entities  that  are  implemented  by  either  existing  and/or  new  Performing  Providers. These  
projects  shall  be  3  years  in  duration, beginning  in  Demonstration  Year  3.  Projects  added  for  
DY  3 may  be  selected  from  Categories 1, 2, or  3 of  Attachment  I,  “RHP  Planning  Protocol”  
and are  subject  to  all  requirements  described  herein  and  in  the  STCs.   Newly  added hospital  
Performing  Providers  shall  be  required  to  report  Category  4 measures  according  to  Section  
Ill  “Key  Elements  of  Proposed RHP  Plans”.  Plan  modifications  related  to  adding  new  
projects  must  be  submitted  to  HHSC  by  a  date  within  DY  2 specified  by  HHSC.   The  RHP  
shall  ensure  that  incentive  payments  for the  new  project  comply  with  Section  VI  
“Disbursement  of  DSRIP Funds”.  

b.	 Deleting an Existing Project 
An  RHP  may  request  to  delete  a  project  from  its  RHP  plan and  forgo  replacing  it  if  the  RHP  
continues  to  meet  the  minimum  project  number  requirements  outlined  in  Section  Ill  “Key  
Elements  of  Proposed RHP  Plans”  and  the  loss  of  the  project  does  not  jeopardize or  dilute  the  
remaining  delivery  system  reforms  pursued in  the  plan.  An  RHP  may  not  redistribute  
incentive  funding  from  the  deleted  project  to  other  existing  projects;  unless  the  project  is  
replaced in  accordance  with  subparagraph a.  above, the  affected  Performing  Provider  and   
RHP  shall  forfeit  funding  associated  with  the  deleted  project.  The  forfeited  funding  may  be  
available  for  redistribution  to  RHPs  in  accordance  with  Section  VI  “Disbursement  of  DSRIP  
Funds”.  

c.	 Modifying Existing Projects 
RHPs  may  submit  requests  to  HHSC  to  modify  elements  of  an  existing  project  prospectively,  
including  changes  to  milestones  and metrics  with  good cause.   Such  requests  must  be  
submitted  to  HHSC  within  90 days  of  the  end  of  a  demonstration year  for  changes  to  go  into  
effect  the  following  demonstration year.  

d.	 Plan Modification Review and Approval Process 
Plan modifications require both HHSC and CMS approvals.  Plan modifications must be 
submitted in writing to HHSC; HHSC shall take action on the plan modification request 
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within  30 days  and submit  recommended  requests  to  CMS.   CMS  shall  take  action  to  approve  
or  disapprove  the  Plan  Modification  request  within  30  days  of  receipt  from  HHSC.  

VIII.CARRY-FORWARD AND PENALTIES FOR MISSED MILESTONES 

29. Carry-forward Policy 
If  a  Performing  Provider  does  not  fully  achieve  a  milestone  bundle  in  Categories  1  or  2, or  a  
Category  3 process  milestone  or  outcome  improvement  target  that  was  specified  in  its  RHP  Plan  
for  completion  in  a  particular  demonstration year,  it  will  be  able  to  carry  forward  the  available  
incentive  funding  associated  with  the  milestone  or  outcome  improvement  target  until  the  end of  
the  following  demonstration year  during  which  the  Performing  Provider  may  complete  the  
milestone  and  receive  full  payment. To  effectuate  carry-forward  policy,  a  Performing  Provider  
shall  provide  narrative  description on the  status  of  the  missed  milestones  and outcome  
improvement  targets  and  outline  the  provider’s  plan  to  achieve  the  missed  milestones/targets   by  
the  end  of  the  of  the  following  demonstration year.  

30. Penalties for Missed Milestones 
If  a  Performing  Provider  does  not  complete  the  missed  milestone  bundle  or  measure  during  the  
12-month carry-forward  period  or  the  reporting  year  with  respect  to  Category  4, funding  for  the  
incentive  payment  shall  be  forfeited  and  no longer  available  for  use  in  the  DSRIP  program. 
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	1.11.d.9.2.3.1.1 Metric: Third Next-Available Appointment:  The length of time in calendar days between the days a patient makes a request for an appointment with a provider/care team, and the third available appointment with that provider/care team. ...
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	1.11.d.9.2.3.2.2 Metric: Percentage of patients receiving survey. Specifically, the percentage of patients that are provided the opportunity to respond to the survey.  Demonstrate improvement over prior reporting period.
	1.11.d.9.2.3.2.2.1 Numerator:  number of surveys distributed during the reporting period
	1.11.d.9.2.3.2.2.2 Denominator: total number of primary care visits during the reporting period
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	1.11.d.9.2.3.2.2.4 Rationale: Patient satisfaction with primary care services is largely related to utilization of primary care services.  Understanding strengths, needs and receiving patient feedback allows for providers and staff to better understan...

	1.11.d.9.2.3.2.3 Metric: Survey response rate. Demonstrate improvement over prior reporting period .
	1.11.d.9.2.3.2.3.1 Numerator:  number of survey responses
	1.11.d.9.2.3.2.3.2 Denominator: total number of surveys distributed.
	1.11.d.9.2.3.2.3.3 Data Source: CAHPS or other developed evidence based satisfaction assessment tool; Performing provider documentation of survey distribution, EHR
	1.11.d.9.2.3.2.3.4 Rationale: Patient satisfaction with primary care services is largely related to utilization of primary care services.  Understanding strengths, needs and receiving patient feedback allows for providers and staff to better understan...


	1.11.d.9.2.3.3 Milestone: Increase primary care clinic volume of visits and evidence of improved access for patients seeking services.
	1.11.d.9.2.3.3.1 Metric: Documentation of increased number of visits. Demonstrate improvement over prior reporting period.
	1.11.d.9.2.3.3.1.1 Total number of visits for reporting period
	1.11.d.9.2.3.3.1.2 Data Source: Registry, EHR, claims or other Performing Provider source
	1.11.d.9.2.3.3.1.3 Rationale/Evidence: This measures the increased volume of visits and is a method to assess the ability for the Performing Provider to increase capacity to provide care.

	1.11.d.9.2.3.3.2 Metric: Documentation of increased number of unique patients, or size of patient panels. Demonstrate improvement over prior reporting period.
	1.11.d.9.2.3.3.2.1 Total number of unique patients encountered in the clinic for reporting period.
	1.11.d.9.2.3.3.2.2 Data Source: Registry, EHR, claims or other Performing Provider source
	1.11.d.9.2.3.3.2.3 Rationale/Evidence: This measures the increased volume of visits and is a method to assess the ability for the Performing Provider to increase capacity to provide care.


	1.11.d.9.2.3.4 Milestone: Enhanced capacity to provide urgent care services in the primary care setting.
	1.11.d.9.2.3.4.1 Metric: Percent patients receiving urgent care appointment in the primary care clinic (instead of having to go to the ED or an urgent care clinic) within 2 calendar days of request. Demonstrate improvement over baseline rates
	1.11.d.9.2.3.4.1.1 Numerator: number of patients receiving urgent care appointment within 2 days of request
	1.11.d.9.2.3.4.1.2 Denominator: number of patients requesting urgent care appointment.
	1.11.d.9.2.3.4.1.3 Data source: Registry, EHR, claims or other Performing Provider scheduling source
	1.11.d.9.2.3.4.1.4 Rationale: Identifying patient flow as it relates to urgent care needs allow Performing Providers to tailor staffing, triage protocols and service hours to best address patient needs and increase capacity to accommodate both urgent ...


	1.11.d.9.2.3.5 Milestone:  Increase the number of patients served and questions addressed on the nurse advice line and patient scheduling unit. Demonstrate improvement over prior reporting period.
	1.11.d.9.2.3.5.1 Metric: Number of patients served by the nurse advice line. Demonstrate improvement over baseline rates.
	1.11.d.9.2.3.5.1.1  Numerator: number of unique records created from calls received to the nurse advice line.
	1.11.d.9.2.3.5.1.2 Denominator:  total number of calls placed to the nurse advice line (distinct from number of calls answered).
	1.11.d.9.2.3.5.1.3 Data Source: Automated data from call center
	1.11.d.9.2.3.5.1.4 Rationale/Evidence:  This measure will indicate how many calls are addressed successfully as well as an overall call abandonment rate.  Abandonment rate is the percentage of calls coming into a telephone system that are terminated b...

	1.11.d.9.2.3.5.2 Metric: Nurse advice line/patient scheduling line service indicator: Average speed of answer
	1.11.d.9.2.3.5.2.1 Numerator: Average delay, in seconds, for all calls to be answered by an agent during the reporting period. 4F
	1.11.d.9.2.3.5.2.2 Data Source: Call center reports
	1.11.d.9.2.3.5.2.3 Rationale/Evidence: Another very frequently used key performance indicator in a call center is the speed of service at which calls are answered.

	1.11.d.9.2.3.5.3 Metric: Nurse advice line/patient scheduling line service indicator: Longest delay in queue (LDQ)
	1.11.d.9.2.3.5.3.1 Numerator: The longest delay, in minutes, for all calls received during the reporting period.
	1.11.d.9.2.3.5.3.2 Data Source: Call center reports
	a. Rationale/Evidence: The age of the call that has been in queue the longest, or the longest delay in queue (LDQ), is a real-time measure of performance that is used by many call centers to indicate when immediate staffing changes are required. LDQ i...

	1.11.d.9.2.3.5.4 Metric:  Nurse advice line/patient scheduling line quality indicator: Knowledge and competency
	1.11.d.9.2.3.5.4.1 Numerator: Average score provided by callers on agent knowledge and competency.
	1.11.d.9.2.3.5.4.2 Data Source: Call center reports
	b. Rationale/Evidence: One component that leads callers to remark that a call was handled with quality is the ability of the agent or counselor to provide correct and thorough product and service information, and to be competent at handling caller que...

	1.11.d.9.2.3.5.5 Metric:  Nurse advice line/patient scheduling line quality indicator: First call resolution rate
	1.11.d.9.2.3.5.5.1 Numerator: The percentage of calls completed within a single contact during the reporting period
	1.11.d.9.2.3.5.5.2 Data Source: Call center reports
	c. Rationale/Evidence: The percentage of calls completed within a single contact, often called the “one and done,” or resolution rate, gauges the ability of the center as well as of an individual agent to accomplish the call in a single contact withou...

	1.11.d.9.2.3.5.6 Metric:  Nurse advice line/patient scheduling line quality indicator:  Adherence to protocol
	1.11.d.9.2.3.5.6.1 Numerator: Number of calls in which the protocol(s) was/were followed during the reporting period.
	1.11.d.9.2.3.5.6.2 Denominator: Total number of calls for the reporting period.
	1.11.d.9.2.3.5.6.3 Data Source: Call center reports
	d. Rationale/Evidence: Adherence to protocols, such as workflow processes or call scripts, is another essential element of quality in the call center. Ensuring callers receive a consistent call-handling experience regardless of the contact channel or ...

	1.11.d.9.2.3.5.7 Metric: Nurse advice line/patient scheduling line efficiency indicator: Average handle time
	1.11.d.9.2.3.5.7.1 Numerator: Average time, in minutes from the initiation of a call until resolution for the call, for all calls during the reporting period.  Essentially, talk time plus after-call work.
	1.11.d.9.2.3.5.7.2 Data Source: Call center reports
	e. Rationale/Evidence: The most common measure of contact handling is the average handle time (AHT). AHT is used when determining overall workload and staffing requirements. AHT reports are available from the ACD. To accommodate differences in calling...

	1.11.d.9.2.3.5.8 Metric: Nurse advice line/patient scheduling line efficiency indicator: After-call work time
	1.11.d.9.2.3.5.8.1 Numerator: Time, in minutes, after the conversation, that the agent spends filling out associated paperwork, updating files, and doing similar work related to the call before the agent is ready to handle the next contact.
	1.11.d.9.2.3.5.8.2 Data Source: Call center reports
	f. Rationale/Evidence: One of the components of AHT that is considered to be the most variable and the most controllable is the after-call work (ACW) portion of the contact. ACW should be measured and evaluated over time to determine the appropriate a...

	1.11.d.9.2.3.5.9 Metric: Nurse advice line/patient scheduling line efficiency indicator: Average on-hold time
	1.11.d.9.2.3.5.9.1 Numerator: Sum of amount of time a caller spends on hold during the course of the conversation for all calls during the reporting period.
	1.11.d.9.2.3.5.9.2 Denominator: Number of calls during the reporting period.
	1.11.d.9.2.3.5.9.3 Data Source:  Call center reports
	g. Rationale/Evidence: On-hold time is the amount of time a caller spends on hold during the course of the conversation. Obviously, the goal is to minimize the number of times a caller is placed on hold, as well as to minimize the length of the on-hol...

	1.11.d.9.2.3.5.10 Metric: Nurse advice line/patient scheduling line efficiency indicator: Average cost of call
	1.11.d.9.2.3.5.10.1 Numerator: TBD by provider
	1.11.d.9.2.3.5.10.2 Data Source: Call center reports
	h. Rationale/Evidence: Cost per call is a key performance indicator for most call center operations. Regardless of whether it is tracked as only a labor cost or as a fully loaded cost, the cost-per-call figure is used to evaluate how efficiently the c...

	1.11.d.9.2.3.5.11 Metric:  Number of patients served by the patient scheduling line. Demonstrate improvement over baseline rates.
	1.11.d.9.2.3.5.11.1 Numerator: total number of appointments made as a result of calls received to the patient scheduling line.
	1.11.d.9.2.3.5.11.2 Denominator:  total number of calls placed to the patient scheduling line (distinct from number of calls answered).
	1.11.d.9.2.3.5.11.3 Data Source: Automated data from call center
	1.11.d.9.2.3.5.11.4 Rationale/Evidence: This measure will indicate how many calls are addressed as well as a call abandonment rate.  Abandonment rate is the percentage of calls coming into a telephone system that are terminated by the person originati...


	1.11.d.9.2.3.6 Milestone: Increase access to primary care capacity.  The following metrics are suggested for use with an innovative project option to increase access to primary care capacity but are not required.
	1.11.d.9.2.3.6.1 Metric:  Increase percentage of target population reached.
	1.11.d.9.2.3.6.1.1 Numerator:  Number of individuals of target population reached by the innovative project.
	1.11.d.9.2.3.6.1.2 Denominator: Number of individuals in the target population.
	1.11.d.9.2.3.6.1.3 Data Source:  Documentation of target population reached, as designated in the project plan.
	1.11.d.9.2.3.6.1.4 Rationale/Evidence:  This metric speaks to the efficacy of the innovative project in reaching it targeted population.

	1.11.d.9.2.3.6.2 Metric:  Increased number of primary care visits.
	1.11.d.9.2.3.6.2.1  Total number of visits for reporting period
	1.11.d.9.2.3.6.2.2 Data Source: Registry, EHR, claims or other Performing Provider source
	1.11.d.9.2.3.6.2.3 Rationale/Evidence: This measures the increased volume of visits and is a method to assess the ability for the Performing Provider to increase capacity to provide care.

	1.11.d.9.2.3.6.3 Metric: Documentation of increased number of unique patients, or size of patient panels. Demonstrate improvement over prior reporting period (baseline for DY2).
	1.11.d.9.2.3.6.3.1 Total number of unique patients encountered in the clinic for reporting period.
	1.11.d.9.2.3.6.3.2 Data Source: Registry, EHR, claims or other Performing Provider source
	1.11.d.9.2.3.6.3.3 Rationale/Evidence: This measures the increased volume of visits and is a method to assess the ability for the Performing Provider to increase capacity to provide care.





	I-X. Milestone:  [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	b. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.11.d.9.2.4 Data Source: [Plan should include data source]



	1.12  Increase Training of Primary Care Workforce
	a) Update primary care training programs to include training on the medical home and chronic care models, disease registry use for population health management, patient panel management, oral health, and other identified training needs and/or quality/...
	b) Increase the number of primary care providers (i.e., physicians, residents, nurse practitioners, physician assistants) and other clinicians/staff (such as health coaches and community health workers/promotoras).
	c) Increase the number of residency/training program for faculty/staff to support an expanded, more updated program
	d) Establish/expand primary care training programs, with emphasis in communities designated as health care provider shortage areas (HPSAs)
	e) “Other” project option:  Implement other evidence-based project to increase training of the primary care workforce in an innovative manner not described in the project options above.  Providers implementing an innovative, evidence-based project usi...
	1.12.e.1 Milestone: Conduct a primary care gap analysis to determine workforce needs.
	1.12.e.1.1 Metric: Gap assessment of workforce shortages
	1.12.e.1.1.1 Submission of completed assessment
	1.12.e.1.1.2 Data Source: Assessment results
	1.12.e.1.1.3 Rationale/Evidence: In order to identify gaps in primary care, specific to gaps in provider types, to best build up supply of primary care practitioners to meet the demand for services and improve primary care access.


	1.12.e.2 Milestone: Expand primary care training for primary care providers, including physicians, physician assistants, nurse practitioners, registered nurses, certified midwives, case managers, pharmacists, dentists (must include at least one of the...
	1.12.e.2.1 Metric: Expand the primary care residency, mid-level provider (physician assistants and nurse practitioners), and/or other clinician/staff (e.g., health coaches, community health workers/promotoras) training programs and/or rotations
	1.12.e.2.1.1 Documentation of applications and agreements to expand training programs
	1.12.e.2.1.2 Data Source: Training program documentation
	1.12.e.2.1.3 Rationale/Evidence: Increasing primary care training may help address the primary care workforce shortage.

	1.12.e.2.2 Metric: Hire additional precepting primary care faculty members. Demonstrate improvement over prior reporting period (baseline for DY2).
	1.12.e.2.2.1 Documentation: Increased number of additional training faculty/staff members
	1.12.e.2.2.2 Data Source: HR documents, faculty lists, or other documentation
	1.12.e.2.2.3 Rationale/Evidence: More faculty is needed to expand training programs. Increasing primary care training offering alternative training programs may offer additional flexibility for trainees in efforts to address the primary care workforce...

	1.12.e.2.3 Metric: Develop alternative primary care training modalities, including but not limited to distance/online training, alternative scheduling and education in non-traditional training settings.
	1.12.e.2.3.1 Documentation of applications and agreements to expand alternative training programs.
	1.12.e.2.3.2 Data Source:  Training program documentation
	1.12.e.2.3.3 Rationale/Evidence: Non-traditional training and education methods, especially distance learning, offer not only access to learning in the most remote areas but also offers interactive modalities of training which are the quintessential e...


	1.12.e.3 Milestone: Expand positive primary care exposure for residents/trainees (must include at least one of the following metrics):
	1.12.e.3.1 Metric: Develop mentoring program with primary care faculty and new trainees
	1.12.e.3.1.1 Documentation of program
	1.12.e.3.1.2 Data Source: Mentoring program curriculum and/or program participant list
	1.12.e.3.1.3 Rationale/Evidence: Mentoring programs have been found to foster primary care trainees’ interest in pursuing primary care careers.

	1.12.e.3.2 Metric: Train trainees in the medical home model, chronic Care Model and/or disease registry use; have primary care trainees participate in medical homes by managing panels
	1.12.e.3.2.1 Documentation of program
	1.12.e.3.2.2 Data Source: Curriculum, rotation hours, and/or patient panels assigned to resident/trainee
	1.12.e.3.2.3 Rationale/Evidence: Training programs in primary care should reflect the evolving primary care delivery models.

	1.12.e.3.3 Metric: Include trainees/rotations in quality improvement projects
	1.12.e.3.3.1 Documentation of program
	1.12.e.3.3.2 Data Source: Curriculum and/or quality improvement project documentation/data
	1.12.e.3.3.3 Rationale/Evidence: Including primary care trainees in quality improvement has been linked to trainee satisfaction with primary care.


	1.12.e.4 Milestone: Develop and implement a curriculum for residents to use their practice data to demonstrate skills in quality assessment and improvement
	1.12.e.4.1 Metric: Quality assessment and improvement practicum for residents
	1.12.e.4.1.1 Documentation of program
	1.12.e.4.1.2 Data Source: Curriculum description and registration documentation
	1.12.e.4.1.3 Rationale/Evidence: Including primary care trainees in quality improvement has been linked to trainee satisfaction with primary care. Providing practicum opportunities for residents will allow for greater mastery of quality improvement me...


	1.12.e.5 Milestone: Implement loan repayment program for primary care providers
	1.12.e.5.1 Metric:
	1.12.e.5.1.1 Documentation of program
	1.12.e.5.1.2 Data Source: Program materials
	1.12.e.5.1.3 Rationale/Evidence: Loan repayment programs can help to make primary care more attractive.


	1.12.e.6 Milestone:  Develop/Expand enrollment in programs that provide primary care training that lead to retain the graduates and commit to serve in specific communities e.g. HRSA designated Health Care Provider Shortage Areas (HPSAs)6F  or HRSA FQHCs.
	1.12.e.6.1 Metric:  Provide training for commitment to serve in specific communities.
	1.12.e.6.1.1 Documentation of developed program(s) and enrollment in program(s)
	1.12.e.6.1.2 Data Source: Program materials
	1.12.e.6.1.3 Rationale/Evidence: Training assistance programs that require commitment to serve in specific and/or underserved communities may address primary care workforce shortage areas.


	1.12.e.7 Milestone: Create a primary care career pipeline program for secondary school students (specifications to be provided in the RHP plan).
	1.12.e.7.1 Metric:  Primary care career pipeline program
	1.12.e.7.1.1 Documentation of program development and implementation.
	1.12.e.7.1.2 Data Source: Program materials
	1.12.e.7.1.3 Rationale/Evidence: Funnel high school students into primary healthcare careers like primary care medicine, nursing, dentistry, professional counseling, dietitian, public health.


	1.12.e.8 Milestone: Establish/expand a faculty development program
	1.12.e.8.1 Metric: Enrollment of faculty staff into primary care education and training program
	1.12.e.8.1.1 Documentation of program and enrollment
	1.12.e.8.1.2 Data Source: Program documents
	1.12.e.8.1.3 Rationale/Evidence:  More primary care faculty is needed to support training programs.


	1.12.e.9 Milestone: Develop/disseminate clinical teaching tools for primary care or interdisciplinary clinics/sites
	1.12.e.9.1 Metric: Clinical teaching tools
	1.12.e.9.1.1 Submission of teaching tools
	1.12.e.9.1.2 Data Source: Enlist institutions that provide clinical teaching as consultants.
	1.12.e.9.1.3 Rationale/Evidence:  Utilize faculty from the educational institution (hospital) who are not employed or fiscally aligned to the practice site, and who do not provide direct clinical services for the clinical agency in a consulting capaci...


	1.12.e.10 Milestone: Obtain approval from the Accreditation Council for Graduate Medical Education (ACGME) to increase the number of primary care residents
	1.12.e.10.1 Metric: Documentation of ACGME approval for residency position expansion
	1.12.e.10.1.1 Submit application
	1.12.e.10.1.2 Data source: justify the number of residents needed
	1.12.e.10.1.3 Rationale: increase in number of primary care residents will increase the access the access to care for population including Medicaid.


	P-X   Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	c. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.12.e.10.1.4 Data Source: [Plan should include data source]
	I-11. Milestone: Increase primary care training and/or rotations
	1.12.e.10.1.4.1.1 Metric: Increase the number of primary care residents and/or trainees, as measured by percent change of class size over baseline.  Trainees may include physicians, mid-level providers (physician assistants and nurse practitioners), a...
	1.12.e.10.1.4.1.1.1 Number trainees enrolled primary care training program(s)
	1.12.e.10.1.4.1.1.2 Data Source: Documented enrollment by class by year by primary care training program
	1.12.e.10.1.4.1.1.3 Rationale/Evidence: As the goal is to increase the primary care workforce to better meet the need for primary care in the health care system by increasing training of the primary care workforce in Texas, the metric is a straightfor...

	1.12.e.10.1.4.1.2 Metric: Increase the number or primary care trainees rotating at the Performing Provider’s facilities
	1.12.e.10.1.4.1.2.1 Number of primary care trainees in rotation at Performing Provider’s facilities
	1.12.e.10.1.4.1.2.2 Data Source: Student/trainee rotation schedule
	Rationale/Evidence: This metric addresses the capacity of the Performing Provider to directly engage in providing primary care trainees opportunities to build experience and enhance skills.

	1.12.e.10.1.4.1.3 Metric: Increase the number or percent of culturally-competent trainees eligible for existing Texas residency programs
	1.12.e.10.1.4.1.3.1 Number or percent of residency eligible graduates of cultural competency training programs.
	1.12.e.10.1.4.1.3.2 Data Source: Cultural Competency training program matriculation records.
	1.12.e.10.1.4.1.3.3 Rationale/Evidence: This metric aims to address the need for cultural competency training available to Texas primary care residents.

	1.12.e.10.1.4.1.4 Metric: Increase the number of primary care residents and/or trainees, as measured by percent change of class size over baseline or by absolute number.
	1.12.e.10.1.4.1.4.1 Number of primary care residents and/or trainees enrolled
	1.12.e.10.1.4.1.4.2 Data Source: Program enrollment records
	1.12.e.10.1.4.1.4.3 Rationale/Evidence: This metric addresses the need for additional primary care residency and/or trainee slots.

	1.12.e.10.1.4.1.5 Metric:  Improvement in trainee satisfaction with specific elements of the training program
	1.12.e.10.1.4.1.5.1 Numerator: Sum of trainee satisfaction scores
	1.12.e.10.1.4.1.5.2 Denominator: total number of trainees
	1.12.e.10.1.4.1.5.3 Data Source: Trainee satisfaction assessment tool
	1.12.e.10.1.4.1.5.4 Rationale/Evidence: Regular assessment of trainee satisfaction is critical to adapting programs to address needs and further foster a commitment to serve in primary care. Increased satisfaction helps with the sustainability of the ...

	1.12.e.10.1.4.1.6 Metric:  Improvement in trainee knowledge assessment scores
	1.12.e.10.1.4.1.6.1 Numerator: Sum of differences in pre and post training assessment scores.
	1.12.e.10.1.4.1.6.2 Denominator: Number of graduates from training program.
	1.12.e.10.1.4.1.6.3 Data Source: Knowledge assessment tool
	1.12.e.10.1.4.1.6.4 Rationale/Evidence: Regular assessment of trainee knowledge is critical to adapting programs to address needs and capacity to serve in primary care settings. Improvement of knowledge reflects effectiveness of the training program v...

	1.12.e.10.1.4.1.7 Metric:  Improvement in number of primary care practitioners that went on to practice primary care after graduating from primary care training/residency.
	1.12.e.10.1.4.1.7.1 Number of training program graduates currently working as primary care practitioners.
	1.12.e.10.1.4.1.7.2 Data Source: Exit survey or other follow-up survey.
	1.12.e.10.1.4.1.7.3 Rationale/Evidence: This metric addresses the efficacy of the training program to produce a measureable difference in the number of primary care practitioners.


	1.12.e.10.1.4.2 Milestone: Recruit/hire more trainees/graduates to primary care positions in Performing Provider facilities
	1.12.e.10.1.4.2.1 Metric: Percent change in number of graduates/trainees accepting positions in the Performing Provider’s facilities over baseline
	1.12.e.10.1.4.2.1.1 Numerator: number of graduates/trainees accepting positions in facility
	1.12.e.10.1.4.2.1.2 Denominator: total number of graduates/trainees that received training in Performing Provider’s facilities.
	1.12.e.10.1.4.2.1.3 Data Source: Documentation, such as HR documents compared to class lists
	1.12.e.10.1.4.2.1.4 Rationale/Evidence: A measure of the success of the training program is how many graduates are choosing to practice primary care at the Performing Provider’s facilities.


	1.12.e.10.1.4.3 Milestone: Increase the number/proportion of primary care residency/trainee graduates choosing primary care as a career
	1.12.e.10.1.4.3.1 Metric: Number of primary care residency/trainee graduates working in primary care settings.
	1.12.e.10.1.4.3.1.1 Numerator: Number of class year residency/trainee graduates working in primary care.
	1.12.e.10.1.4.3.1.2 Denominator: Number of class year residency/trainee graduates
	1.12.e.10.1.4.3.1.3 Data Source: Program and follow survey documentation.
	1.12.e.10.1.4.3.1.4 Rationale/Evidence: Measures success of process measures.


	1.12.e.10.1.4.4 Milestone: Increase the number of faculty staff completing educational courses
	1.12.e.10.1.4.4.1 Metric: Number of staff completing courses
	1.12.e.10.1.4.4.1.1 Number of faculty staff completing educational courses.
	1.12.e.10.1.4.4.1.2 Data Source: Certificates of completion or course graduate records.
	1.12.e.10.1.4.4.1.3 Rationale/Evidence: Measures success of related process measure.


	1.12.e.10.1.4.5 Milestone: Increase primary care training in Continuity Clinics,7F  which may be in diverse, low-income, community-based settings, (must include at least one of the following metrics):
	1.12.e.10.1.4.5.1 Metric: Increase number of Continuity Clinic sessions available for primary care trainees.
	1.12.e.10.1.4.5.1.1 Numerator: Number of Continuity Clinic Sessions utilizing primary care trainees.
	1.12.e.10.1.4.5.1.2 Denominator: Total number of Continuity Clinic Sessions.
	1.12.e.10.1.4.5.1.3 Data Source: Number of trainee office visits, such as from disease registry, EHR, claims data or other reports
	1.12.e.10.1.4.5.1.4 Rationale/Evidence: Residents/trainees have the opportunity to treat patients in the clinic setting, offering the trainee an option to provide continuing care to his/her patients in order to build continuity with his/her patients.

	1.12.e.10.1.4.5.2 Metric: Increase number of Continuity Clinic patients in primary care residents’ panels.
	1.12.e.10.1.4.5.2.1 Numerator: Number of patients assigned to primary care resident panels.
	1.12.e.10.1.4.5.2.2 Denominator: Total number of patients seen in the Continuity Clinic during the reporting period.
	1.12.e.10.1.4.5.2.3 Data Source: Patient panel, registry or EHR
	1.12.e.10.1.4.5.2.4 Rationale/Evidence: Residents/trainees have the opportunity to treat patients in the clinic setting, offering the trainee an option to provide continuing care to his/her patients in order to build continuity with his/her patients.





	I-X. Milestone:  [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	d. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.12.e.10.1.5 Data Source: [Plan should include data source]



	1.13 Implement a Chronic Disease Management Registry
	a) Implement/enhance and use chronic disease management registry functionalities
	b) “Other” project option:  Implement other evidence-based project to implement a chronic disease management registry in an innovative manner not described in the project options above.  Providers implementing an innovative, evidence-based project usi...
	1.13.b.1 Milestone:  Identify one or more target patient populations diagnosed with selected chronic disease(s) (e.g. diabetes, CHF, COBP, etc) or with Multiple Chronic Conditions (MCCs).
	1.13.b.1.1 Metric:  Documentation of patients to be entered into the registry
	1.13.b.1.1.1 Numerator:  Number of patients entered into the registry with target condition;
	1.13.b.1.1.2 Denominator:  Total number of patients with the target condition;
	1.13.b.1.1.3 Data source: performing providers records/documentation;
	1.13.b.1.1.4 Rationale/Evidence:  Condition specific registries allow providers to focus on quality improvements around clinical outcomes and processes for targeted patients.


	1.13.b.2 Milestone: Review current registry capability and assess future needs.
	1.13.b.2.1 Metric:  Documentation of review of current registry capability and assessment of future registry needs.
	1.13.b.2.1.1 Numerator:  number entered into the registry;0 if documentation is not provided, 1 if it is provided;
	1.13.b.2.1.2 Denominator:  total patients with the target condition;
	1.13.b.2.1.3 Data source:  EHR systems and/or other performing provider documentation.
	1.13.b.2.1.4 Rationale/Evidence: Used to determine if the necessary elements for a chronic disease registry are in place for optimal care management. Necessary elements may include inpatient admissions, emergency department visits, test results, medic...


	1.13.b.3 Milestone: Develop cross-functional team to evaluate registry program.
	1.13.b.3.1 Metric:  Documentation of personnel (clinical, IT, administrative) assigned to evaluate registry program
	1.13.b.3.1.1 Numerator:  number of personnel assigned to enter the registry
	1.13.b.3.1.2 Denominator:  total number of personnel
	1.13.b.3.1.3 Data source:  Team roster and minutes from team meetings
	1.13.b.3.1.4 Rationale/Evidence:  Evaluation of current registry functionality and anticipated registry needs should be completed by a variety of team members to ensure compatibility across departments.


	1.13.b.4 Milestone: Implement/expand a functional disease management registry.
	1.13.b.4.1 Metric: Registry functionality is available in X% of the Performing Provider’s sites and includes an expanded number of targeted diseases or clinical conditions.
	1.13.b.4.1.1 Numerator: Number of sites with registry functionality
	1.13.b.4.1.2 Denominator: Total number of sites
	1.13.b.4.1.3 Data Source: Documentation of adoption, installation, upgrade, interface or similar documentation
	1.13.b.4.1.4 Rationale/Evidence: Utilization of registry functionalities helps care teams to actively manage patients with targeted chronic conditions because the disease management registry will include clinician prompts and reminders, which should i...


	1.13.b.5 Milestone: Demonstrate registry automated reporting ability to track and report on patient demographics, diagnoses, patients in need of services or not at goal, and preventive care status
	1.13.b.5.1 Metric: Documentation of registry automated report
	1.13.b.5.1.1 Numerator:  number of patients with required information entered in the registry
	1.13.b.5.1.2 Denominator:  total number of patients with target condition
	1.13.b.5.1.3 Data Source: Registry
	1.13.b.5.1.4 Rationale/Evidence: To be meaningful for panel management and potentially for population health purposes, registry functionality should be able to produce reports for groups or populations of patients that identify clinical indicators.

	1.13.b.5.2 Metric: Expand/enhance registry report services to provide on-demand, operational, and historical capabilities, inclusive of reports to care providers, managers, and executives
	1.13.b.5.2.1 Data Source: Sample report demonstrating registry capacity
	1.13.b.5.2.2 Rationale/Evidence:  Both providers and management will benefit from reports produced using the registry.  This will allow transparency around service utilization and clinical outcomes striated by provider, condition status, pay source or...

	1.13.b.5.3 Metric: Expand registry functionality to include electronic structured documentation and clinical decision support at the point of care
	1.13.b.5.3.1 Data Source:  Documentation of registry capacity
	1.13.b.5.3.2 Rationale/Evidence:  Integrating structured documentation and clinical decision support into registry functionality allows for a more seamless and coordinated use of health information technology.


	1.13.b.6 Milestone: Conduct staff training on populating and using registry functions.
	1.13.b.6.1 Metric: Documentation of training programs and list of staff members trained, or other similar documentation
	1.13.b.6.1.1 Data Source: HR or training program materials
	1.13.b.6.1.2 Rationale/Evidence: Staff needs to be trained on appropriate use of the registry functions in order to optimize its use and efficacy.


	1.13.b.7 Milestone: Develop and implement testing to evaluate the accuracy of the registry and effectiveness in addressing treatment gaps and reducing preventable acute care
	1.13.b.7.1 Metric: Implement and document results of test plan.
	1.13.b.7.1.1 Data Source: Test plan
	1.13.b.7.1.2 Rationale/Evidence: Develop and implement test plan to determine accuracy of information populated into the registry


	1.13.b.8 Milestone: Create/disseminate protocols for registry-driven reminders and reports for clinicians and providers regarding key health indicator monitoring and management in patients with targeted diseases
	1.13.b.8.1 Metric: Submitted protocols for the specified conditions and health indicators
	1.13.b.8.1.1  Number of protocols for specified conditions and health indicators submitted
	1.13.b.8.1.2 Data Source: Protocols
	1.13.b.8.1.3 Rationale/Evidence: Health indicator (outcome) monitoring and management of patients is a key component of registry utilization.  Protocols should be developed so that staff and providers are aware of what services and outcomes are captur...


	1.13.b.9 Milestone:  Implement an electronic process to correctly identify number or percent of screening tests that require additional follow-up
	1.13.b.9.1 Metric:   Documentation of an electronic process to correctly identify number or percent of screening tests that require additional follow-up
	1.13.b.9.1.1 Data Source: Process or other reporting documentation
	1.13.b.9.1.2 Rationale/Evidence:  To ensure that all patients receive the opportunity for follow-up treatment, these reports should be run regularly and those patients identified should be offered appointments accordingly.


	1.13.b.10 Milestone: Implement cross-functional team to staff registry program.
	1.13.b.10.1 Metric:  Documentation of personnel (clinical, IT, administrative) assigned to staff registry program
	1.13.b.10.1.1 Data source:  HR records
	1.13.b.10.1.2 Rationale/Evidence:  A cross functional team can ensure that the registry capacity is optimized and addresses needs across all departments.


	1.13.b.11 Milestone: Plan development of/implement a tethered registry to capture patients enrolled in chronic disease management program
	1.13.b.11.1 Metric: Documentation of plan / completion of implementation
	1.13.b.11.1.1 Data source:  Performing provider’s documentation
	1.13.b.11.1.2 Rationale/Evidence:  Tethering program records to patient registries allows for enhanced monitoring and decision making at point of contact.


	1.13.b.12 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shar...
	1.13.b.12.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.13.b.12.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.13.b.12.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other prov...

	1.13.b.12.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.13.b.12.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.13.b.12.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other prov...


	1.13.b.13 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and samp...
	1.13.b.13.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.13.b.13.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.13.b.13.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.13.b.14 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all pro...
	1.13.b.14.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.13.b.14.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.13.b.14.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...

	1.13.b.14.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.13.b.14.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannua...
	1.13.b.14.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...


	P-X   Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	e. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.13.b.14.2.3 Data Source: [Plan should include data source]
	I-15. Milestone: Increase the percentage of patients enrolled in the registry.
	1.13.b.14.2.3.1.1 Metric: Percentage of patients in the registry; metric may vary in terms of measuring absolute targets versus increasing the proportion of patients meeting a specific criteria (e.g., medical home patients, patients with a targeted ch...
	1.13.b.14.2.3.1.1.1 Numerator: Number of patients in registry
	1.13.b.14.2.3.1.1.2 Denominator: Number of patients assigned to this clinic for routine care (i.e., the clinic is the "medical home")
	1.13.b.14.2.3.1.1.3 Data Source: Registry or EHR
	1.13.b.14.2.3.1.1.4 Rationale/Evidence: Supports work of panel management.  Establishes patient population for a medical home. (For measurement purposes, a clinic may remove patients from denominator who, once offered a medical home, choose to continu...


	1.13.b.14.2.3.2 Milestone: Increase the number of patient contacts recorded in the registry relative to baseline rate.
	1.13.b.14.2.3.2.1 Metric: Total number of in-person and virtual (including email, phone and web-based) visits, either absolute or divided by denominator.
	1.13.b.14.2.3.2.1.1 Numerator: Number of patient contacts recorded in the registry
	1.13.b.14.2.3.2.1.2 Denominator: Number of targeted patients in the registry (“targeted” as defined by Performing Provider)
	1.13.b.14.2.3.2.1.3 Data source: Internal clinic or hospital records/documentation
	1.13.b.14.2.3.2.1.4 Rationale/evidence: help physicians and other members of a patient’s care team identify and reach out to patients who may have gaps in their care.


	1.13.b.14.2.3.3 Milestone: Use the registry to identify patients and families that would benefit from targeted patient education services. Develop and implement patient and family training programs, education, and/or teaching tools related to the targ...
	1.13.b.14.2.3.3.1 Metric: Assess, select, and/or develop patient education tools based on nationally recognized tools previously developed.
	1.13.b.14.2.3.3.2 Metric: Development of tool for documenting the existence of patient’s self-management goals in patient record for patients with chronic disease(s) at defined pilot sites(s).
	1.13.b.14.2.3.3.3 Metric: Establishment of training programs developed and conducted by clinicians.
	1.13.b.14.2.3.3.3.1 Numerator: Number of patients of a certain target group involved in training and education programs.
	1.13.b.14.2.3.3.3.2 Denominator: Total number of patients in the target group or the clinic.
	1.13.b.14.2.3.3.3.3 Data Source: Internal clinic or hospital records/documentation.
	1.13.b.14.2.3.3.3.4 Rationale/Evidence: Help patients and their families to manage and self-manage their chronic disease/condition or MCCs.


	1.13.b.14.2.3.4 Milestone: Perform routine follow-up monitoring to ensure adherence to the disease management program
	1.13.b.14.2.3.4.1 Metric: As measured by the # of patients adhering to the recommended program regimen compared to the total number of patients following a program regimen – using the patient registry
	1.13.b.14.2.3.4.1.1 Numerator: Number of patients of a certain target group involved in disease management programs.
	1.13.b.14.2.3.4.1.2 Denominator: Total number of patients in the target group or the clinic.
	1.13.b.14.2.3.4.1.3 Data Source: Internal clinic or hospital records/documentation
	1.13.b.14.2.3.4.1.4 Rationale/Evidence: Improve effective management of chronic conditions and ultimately improve patient clinical indicators, health outcomes and quality, and reduce unnecessary acute and emergency care utilization.


	1.13.b.14.2.3.5 Milestone: Spread registry functionality throughout Performing Provider facilities
	1.13.b.14.2.3.5.1 Metric: Increase the number of clinics/sites associated with the Performing Provider’s facility that are providing continuity of care for the defined population using the disease management registry functionality.
	1.13.b.14.2.3.5.1.1 Numerator: Number of sites with registry functionality
	1.13.b.14.2.3.5.1.2 Denominator: Total number of sites (at one provider level if respective provider has multiple clinics; or at RHP level);
	1.13.b.14.2.3.5.1.3 Data Source:  Registry reports
	1.13.b.14.2.3.5.1.4 Rationale/Evidence:   To enhance coordination and improvement efforts across clinics within a system (unique provider or RHP).


	1.13.b.14.2.3.6 Milestone: Generate registry-based reports for each provider/care team for the care delivered outside the office visit, which may include historical and peer comparisons to help providers see how well they are managing their patients c...
	1.13.b.14.2.3.6.1 Metric: Increase or achieve number or reports sent out to a number or percent of primary care providers over the 12-month period.
	1.13.b.14.2.3.6.1.1  Number of unique reports provided during the reporting period.
	1.13.b.14.2.3.6.1.2 Data Source: Registry and/or EHR.
	1.13.b.14.2.3.6.1.3 Rationale/Evidence:  Registry reports will alert providers to any variations in care across historical trends and peer comparisons.

	1.13.b.14.2.3.6.2 Metric: Number or percent of contacted patients for whom a visit is scheduled
	1.13.b.14.2.3.6.2.1 Numerator: number of scheduled visits that result from a contact initiated from a registry prompt.
	1.13.b.14.2.3.6.2.2 Denominator:  Number of contacts initiated from registry prompts.
	1.13.b.14.2.3.6.2.3 Data Source:  Registry reports, schedule management system.
	1.13.b.14.2.3.6.2.4 Rationale/Evidence:  This metric will link the number of patient visits that are a result of staff using the registry reminder system for patients that are overdue for services or need follow-up care.

	1.13.b.14.2.3.6.3 Metric:  Relative improvement in selected NQF, or other evidence based measure, for disease indicator for targeted disease or MCC group (e.g., for diabetes, improved LDL and HbA1c).  Relative improvement to be reported along with bas...
	1.13.b.14.2.3.6.3.1 Numerator:  as indicated by selected Milestone
	1.13.b.14.2.3.6.3.2 Denominator: as indicated by selected Milestone
	1.13.b.14.2.3.6.3.3 Data Source:  EHR, Registry
	1.13.b.14.2.3.6.3.4 Rationale/Evidence: This metric aims to demonstrate improvements in patient outcomes for provider selected targeted disease.


	1.13.b.14.2.3.7 Milestone Increase the number of clinicians and staff using the registry
	1.13.b.14.2.3.7.1 Metric: Number of clinicians and staff using the registry
	1.13.b.14.2.3.7.1.1 Numerator:  Number of clinicians and staff using the registry
	1.13.b.14.2.3.7.1.2 Denominator:  total number of clinicians and staff
	1.13.b.14.2.3.7.1.3 Data Source: Registry report
	1.13.b.14.2.3.7.1.4 Rationale/Evidence: The more staff that are using the registry, the more current it will be; therefore it will be more useful to monitor patients’ conditions.  Providers can also monitor their patients across a delivery system – su...


	1.13.b.14.2.3.8 Milestone:  Increase the percentage of patients with chronic disease entered into registry who receives instructions appropriate for their chronic disease or MCCs, such as: activity level, diet, medication management, etc.
	1.13.b.14.2.3.8.1 Metric:  Percentage of patients with chronic disease who receive appropriate disease specific discharge instructions
	1.13.b.14.2.3.8.1.1 Numerator:  the number of patients with chronic disease who receive appropriate disease specific instructions
	1.13.b.14.2.3.8.1.2 Denominator:  The number of patients with chronic disease or MCCs;
	1.13.b.14.2.3.8.1.3 Data source:  Disease registry and EHR.
	1.13.b.14.2.3.8.1.4 Rationale/Evidence:  A registry functioning at optimal capacity will allow providers to capture and collect data related to patient education.  This data is also required for Meaningful Use.


	1.13.b.14.2.3.9 Milestone: Interventions to implement a chronic disease management registry.  The following metrics are suggested for use with an innovative project option to implement a chronic disease management registry but are not required.
	1.13.b.14.2.3.9.1 Metric:  Increase percentage of target population captured in the registry.
	1.13.b.14.2.3.9.1.1 Numerator:  Number of individuals of target population reached by the innovative project.
	1.13.b.14.2.3.9.1.2 Denominator: Number of individuals in the target population.
	1.13.b.14.2.3.9.1.3 Data Source:  Documentation of target population reached, as designated in the project plan.
	1.13.b.14.2.3.9.1.4 Rationale/Evidence:  This metric speaks to the efficacy of the innovative project in reaching its targeted population.

	1.13.b.14.2.3.9.2 Metric:  Increased utilization of targeted recommended service(s).
	1.13.b.14.2.3.9.2.1 Numerator:  Number of patients that are up to date on targeted service (e.g. HgbA1c testing every 6 months, LDL checked annually, etc.)
	1.13.b.14.2.3.9.2.2 Denominator: total number of patients eligible for that service.
	1.13.b.14.2.3.9.2.3 Data Source: Registry, EHR, claims or other Performing Provider source
	1.13.b.14.2.3.9.2.4 Rationale/Evidence: This measures the increased compliance with care recommendations





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	f. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.13.b.14.2.4 Data Source: [Plan should include data source]



	1.14 Enhance Interpretation Services and Culturally Competent Care
	a) Expand access to written and oral interpretation services
	b) Enhance Organizational Cultural Competence
	c) Enhance Systemic Cultural Competence
	d) Clinical Cultural Competence:  Develop cross-cultural training program that is a required, integrated component of the training and professional development of health care providers at all levels. The curricula should:
	e) Implement Quality improvement efforts that include culturally and linguistically appropriate patient survey methods as well as process and outcome measures that reflect the needs of multicultural and minority populations.
	f) Clinical Cultural Competence:  Develop programs to help patients navigate the health care system and become a more active partner in the clinical encounter.
	g) “Other” project option:  Implement other evidence-based project to enhance interpretation services and culturally competent care in an innovative manner not described in the project options above.  Providers implementing an innovative, evidence-bas...
	1.14.g.1 Milestone: Conduct an analysis to determine gaps in language access and culturally competent care9F . It is recommended that all providers engage in this type of analysis or demonstrate that this analysis has already been completed.
	1.14.g.1.1 Metric: Gap analysis
	1.14.g.1.1.1 Data Source: Gap analysis
	1.14.g.1.1.2 Rationale/Evidence: It is important to identify needs in order to address those needs/gaps.


	1.14.g.2 Milestone:  Develop a program to enhance organizational, systemic or clinical culture competence as described in the project options.
	1.14.g.2.1 Metric:  Develop and implement program to improve cultural competence
	1.14.g.2.1.1 Data Source: Program materials
	1.14.g.2.1.2 Rationale/Evidence: TBD by provider, in response to identified patient needs and opportunities for improvement.


	1.14.g.3 Milestone: Implement language access policies and procedures
	1.14.g.3.1 Metric: Submission of policies and procedures, for example based on Straight Talk: Model Hospital Policies & Procedures on Language Access10F
	1.14.g.3.1.1 Data Source: Performing Provider policies and procedures;
	1.14.g.3.1.2 Rationale/evidence: providers involved in cultural competence programs are more likely to be contributing to the community benefit.


	1.14.g.4 Milestone: Expand qualified health care interpretation technology
	1.14.g.4.1 Metric: Video or audio conferencing interpreter terminals and/or areas/units of the Performing Provider with access to health care interpretation technology, for example:
	1.14.g.4.1.1 Numerator: Number of terminals of video or audio conferencing available in each unit/department/clinics.
	1.14.g.4.1.2 Denominator: Total number of video or audio conferencing terminals in the health system.
	1.14.g.4.1.3 Data Source: Automated report (such as from Health Care Interpreter Network or Video Medical Interpretation and/or other encounter data report)
	1.14.g.4.1.4 Rationale/Evidence: Provision of interpreter services results in patients asking more questions, having a better understanding of treatment plans, and reporting higher patient satisfaction scores.


	1.14.g.5 Milestone:  Train/certify additional health care interpreters
	1.14.g.5.1 Metric: Expand capacity of qualified health care interpretation workforce
	1.14.g.5.1.1 Numerator: Number of newly trained/certified interpreters
	1.14.g.5.1.2 Denominator: Total number of trained/certified interpreters
	1.14.g.5.1.3 Data Source: HR workforce training data, program materials
	1.14.g.5.1.4 Rationale/Evidence: It is important to make sure staff are fully trained and have the proper certifications necessary to optimize their performance in order to increase language access


	1.14.g.6 Milestone:  Train/certify health care interpreters in additional/new languages
	1.14.g.6.1 Metric: Expand capacity of qualified health care interpretation workforce
	1.14.g.6.1.1 Numerator: Number of trained/certified workers certified to interpret in additional/new languages
	1.14.g.6.1.2 Denominator: Total number of trained/certified interpreters
	1.14.g.6.1.3 Data Source: HR workforce training data, program materials
	1.14.g.6.1.4 Rationale/Evidence:  Health care interpreters certified to interpret in multiple languages is another mechanism to expand existing workforce capacity.


	1.14.g.7 Milestone: Train a number or proportion of providers (and other staff) to appropriately utilize health care interpreters (via video, phone or in-person)
	1.14.g.7.1 Metric: Expand language access utilization
	1.14.g.7.1.1 Numerator: Number of trained providers/staff
	1.14.g.7.1.2 Denominator: Total number of relevant providers/staff (relevant as defined by Performing Provider)
	1.14.g.7.1.3 Data Source: HR workforce training data, program materials
	1.14.g.7.1.4 Rationale/Evidence: It is important to make sure that providers and staff knows when and how to appropriately utilize the qualified health care interpretation services available in order to increase language access.

	1.14.g.7.2 Metric:  Increase number of staff using the available, qualified health care interpreter services.
	1.14.g.7.2.1 Numerator:  Number of staff that have requested and used interpreter services during the reporting period
	1.14.g.7.2.2 Denominator: number of relevant staff
	1.14.g.7.2.3 Data Source: EHR or other provider administrative records.
	1.14.g.7.2.4 Rationale: This metric explores the impact of interpreter training on staff comfort with using those services.


	1.14.g.8 Milestone: Develop program to improve staff cultural competency and awareness
	1.14.g.8.1 Metric: Increase number of champions/staff that are designated and trained in a population’s culture and unique needs
	1.14.g.8.1.1 Numerator: Number of relevant staff trained
	1.14.g.8.1.2 Denominator: Total number of relevant staff members
	1.14.g.8.1.3 Data Source: HR workforce training data, program materials
	1.14.g.8.1.4 Rationale/Evidence: Cultural competency and awareness can improve patient-provider/staff communication and help to build trust in order to provide equitable and appropriate health care.


	1.14.g.9 Milestone: Generate prescription labels in a patient’s preferred written language with easy-to-understand directions
	1.14.g.9.1 Metric: Number of prescriptions labels translated
	1.14.g.9.1.1 Numerator:  Number of prescription labels translated
	1.14.g.9.1.2 Denominator:  Total number of prescriptions filled for patients whose preferred written or spoken language is not English.
	1.14.g.9.1.3 Data Source: Report
	1.14.g.9.1.4 Rationale/Evidence: Translation enables appropriate use of prescriptions, helping to prevent incorrect use of medications, which can result in serious health conditions.  See Medical Care (June 2009 and JCAHO White Paper11F ).


	1.14.g.10 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shar...
	1.14.g.10.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.14.g.10.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.14.g.10.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other prov...

	1.14.g.10.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.14.g.10.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.14.g.10.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other prov...


	1.14.g.11 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and samp...
	1.14.g.11.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.14.g.11.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.14.g.11.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.14.g.12 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all pro...
	1.14.g.12.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.14.g.12.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.14.g.12.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...

	1.14.g.12.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.14.g.12.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannua...
	1.14.g.12.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	g. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.14.g.12.2.3 Data Source: [Plan should include data source]
	I-13. Milestone: Improve language access
	1.14.g.12.2.3.1.1 Metric: The number of qualified health care interpreter encounters per month,12F  based on one of the reporting months within the prior year
	1.14.g.12.2.3.1.1.1 Numerator: Total number of remote video/voice and/or in-person interpreter encounters recorded per month.
	1.14.g.12.2.3.1.1.2 Denominator: Total number of encounters recorded per month
	1.14.g.12.2.3.1.1.3 Data Source: Automated report (such as from Health Care Interpreter Network or Video Medical Interpretation and/or other encounter data report)
	1.14.g.12.2.3.1.1.4 Rationale/Evidence: Interpreter encounters per month is the current industry standard for how to measure language access.  As a result of high numbers of patients whose primary language is not English, the current provision of inte...


	1.14.g.12.2.3.2 Milestone: Increase number or percent visits by patients whose preferred language is not English that are facilitated by qualified health care interpreters
	1.14.g.12.2.3.2.1 Metric: Expand qualified health care interpretation workforce
	1.14.g.12.2.3.2.1.1 Numerator: The number of visits by patients whose preferred language is not English that are facilitated by qualified health care interpreters
	1.14.g.12.2.3.2.1.2 Denominator: Total number of visits by patients whose preferred language is not English Data Source: TBD by Performing Provider
	1.14.g.12.2.3.2.1.3 Rationale/Evidence: The metric is one way to potentially measure whether demand and supply are aligned, allowing adjustments to be made so that language access is increased.


	1.14.g.12.2.3.3 Milestone:  Increase preventive and primary care visits for patients whose preferred language is not English within clinics offering interpretation services.
	1.14.g.12.2.3.3.1 Metric: Average number of primary or preventive care visits by patients whose preferred language is not English.
	1.14.g.12.2.3.3.1.1 Numerator: Number of visits by patients whose preferred language is not English
	1.14.g.12.2.3.3.1.2 Denominator: Number of patients whose preferred language is not English
	1.14.g.12.2.3.3.1.3 Data Source: EHR, Claims
	1.14.g.12.2.3.3.1.4 Rationale/Evidence: Language is often identified as a barrier to seeking primary and preventive care for patients with Limited English Proficiency.  Offering language services should increase the use of these services.


	1.14.g.12.2.3.4 Milestone:  Reduction in the number of medication errors and improvement in medication adherence in patients whose preferred language is not English
	1.14.g.12.2.3.4.1 Metric:  Number of medication errors
	1.14.g.12.2.3.4.1.1 Numerator:  Number of documented medication errors due to language preference during the reporting period.
	1.14.g.12.2.3.4.1.2 Denominator:  Total number of documented medication errors during the reporting period.
	1.14.g.12.2.3.4.1.3 Data Source:  EHR
	1.14.g.12.2.3.4.1.4 Rationale/Evidence: Offering language services should decrease the incidence of medication errors in patients whose preferred language is not English.

	1.14.g.12.2.3.4.2 Metric:  Medication Adherence (Compliance): Medication Possession Ratio (MPR) for chronic medications for individuals over 18 years of age in patients whose preferred language is not English - NQF 0542- (modified)13F
	1.14.g.12.2.3.4.2.1 Numerator:  The sum of the days supply that fall within the measurement window for each class of chronic medications for each patient in the denominator.
	1.14.g.12.2.3.4.2.2 Denominator: MPR for patients whose preferred language is not English:
	 New users: Number of days from the first prescription to the end of measurement period.
	 Continuous users: Number of days from the beginning to the end of the measurement period.
	1.14.g.12.2.3.4.2.3 Data Source:  Drug claims data
	1.14.g.12.2.3.4.2.4 Rationale/Evidence: 14F ,15F  Poor adherence to treatment regimens has long been recognized as a substantial roadblock to achieving better outcomes for patients. Data show that as many as half of all patients do not adhere faithful...

	1.14.g.12.2.3.4.3 Metric:  Medication Adherence (Compliance): Proportion of Days Covered (PDC) for chronic medications for individuals over 18 years of age in patients whose preferred language is not English.
	1.14.g.12.2.3.4.3.1  Average of individual PDC rates for each chronic medication in all patients whose preferred language is not English.
	 (Patient level) Numerator:  number of days covered by the prescription fills during the denominator period.
	 (Patient level) Denominator: number of days between the first fill of the medication during the measurement period and the end of the measurement period
	1.14.g.12.2.3.4.3.2 Data Source:  Drug claims data
	1.14.g.12.2.3.4.3.3 Rationale/Evidence:   The Pharmacy Quality Alliance (PQA) has developed, tested and endorsed numerous measures of medication-use quality. PQA members identified medication adherence as an important component of medication-use quali...


	1.14.g.12.2.3.5 Milestone: Reduce wait time for interpretation encounters
	1.14.g.12.2.3.5.1 Metric: The percentage of encounters in which the patient wait time for an interpreter is 15 minutes or less, as specified in Speaking Together, National Quality Forum or similar measures,17F  or Average wait time for interpretation ...
	1.14.g.12.2.3.5.1.1 Numerator: number of encounters with average wait time <15 minutes
	1.14.g.12.2.3.5.1.2 Denominator: total number of encounters that required interpreter;
	1.14.g.12.2.3.5.1.3 Data Source: Interpreter services documentation


	1.14.g.12.2.3.6 Milestone: Implement intervention to increase access to language services and culturally competent care.  The following metrics are suggested for use with an innovative project option to increase access to language services and cultura...
	1.14.g.12.2.3.6.1 Metric:  Increase percentage of target population reached.
	1.14.g.12.2.3.6.1.1 Numerator:  Number of individuals of target population reached by the innovative project.
	1.14.g.12.2.3.6.1.2 Denominator: Number of individuals in the target population.
	1.14.g.12.2.3.6.1.3 Data Source:  Documentation of target population reached, as designated in the project plan.
	1.14.g.12.2.3.6.1.4 Rationale/Evidence:  This metric speaks to the efficacy of the innovative project in reaching it targeted population.

	1.14.g.12.2.3.6.2 Metric:  Increased scores on standardized and evidence based cultural competence assessment tool. 18F .
	1.14.g.12.2.3.6.2.1 Numerator:  Total number of patient assessment responses that were satisfactory or better
	1.14.g.12.2.3.6.2.2 Denominator: Total number of assessments administered.
	1.14.g.12.2.3.6.2.3 Data Source: Assessment reports
	1.14.g.12.2.3.6.2.4 Rationale/Evidence: This measures the impact of the innovation project on cultural competence.





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	h. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.14.g.12.2.4 Data Source: [Plan should include data source]



	1.15 Collect Valid and Reliable Race, Ethnicity, and Language (REAL) Data to Reduce Disparities
	a) Train patients and staff on the importance of collecting REAL data (For project option 1.5.1, the provider must do both subpart (i) and subpart (ii), If the provider is not using existing curriculum.  If the provider is using existing curriculum, o...
	b) Implement intervention that involves collaborating/partnering/ instituting data sharing agreements with Medicaid agencies, public health departments, academic research centers, other agencies, etc. to better assess patient populations and aid in th...
	c) Implement project to enhance collection, interpretation, and / or use of REAL data.
	d) “Other” project option:  Implement other evidence-based project to implement and use REAL data in an innovative manner not described in the project options above.  Providers implementing an innovative, evidence-based project using the “Other” proje...
	1.15.d.1 Milestone: Develop REAL data template and/or integrate it into data warehouse, electronic health record (EHR), and/or registries
	1.15.d.1.1 Metric: Documentation of REAL data template
	1.15.d.1.1.1 Data Source: Print screen, report, printout or another source of documentation showing capability to integrate REAL data, REAL database, data warehouse, EHR or registry
	1.15.d.1.1.2 Rationale/Evidence: The need to collect REAL data is a widely-recognized best practice in the U.S. health care system (e.g., The Joint Commission, the Institute of Medicine, and others).


	1.15.d.2 Milestone: Modify registration screens and written registration materials in order to increase the collection of consistent, valid and reliable data
	1.15.d.2.1 Metric: Documentation of registration screens in place
	1.15.d.2.1.1 Data Source: Submission of registration print-screen, patient registration system
	1.15.d.2.1.2 Rationale/Evidence: Patient registration is the primary point of entry of patient REAL data.


	1.15.d.3 Milestone: Develop curriculum or implement an existing evidence-based curriculum that includes effective strategies to explain relevance of collecting REAL data to patients and staff
	1.15.d.3.1 Metric: Number or proportion of staff trained on curriculum
	1.15.d.3.1.1 Number or percent of staff trained over baseline
	1.15.d.3.1.2 Data Source: HR workforce training data
	1.15.d.3.1.3 Rationale/Evidence: Staff training is crucial to overcome discomfort at collecting REAL data21F  and to ensure valid, reliable collection of data based on best practices.

	1.15.d.3.2 Metric:  Improvement in Pre-Post knowledge assessment following training
	1.15.d.3.2.1 Data Source:  Assessment tool, HR workforce training data
	1.15.d.3.2.2 Rationale/Evidence: Staff training is crucial to overcome discomfort at collecting REAL data22F  and to ensure valid, reliable collection of data based on best practices.


	1.15.d.4 Milestone: Implement standardized policies and procedures to ensure the consistent and accurate collection of data
	1.15.d.4.1 Metric: Description of elements of the system
	1.15.d.4.1.1 Data Source: Policies, procedures, or other similar sources
	1.15.d.4.1.2 Rationale/Evidence: In order to stratify quality and safety measures by REAL data, an organization first needs to establish processes to routinely conduct such review.


	1.15.d.5 Milestone: Develop a plan to propagate, establish, and document standard REAL data in all relevant patient care systems participating in enterprise standard registration approach.
	1.15.d.5.1  Metric: Description of elements of the system
	1.15.d.5.1.1 Data Source: Documentation of system/processes being implemented, Policies, procedures, or other similar sources
	1.15.d.5.1.2 Rationale/Evidence: In order to stratify quality and safety measures by REAL data, an organization first needs to establish processes to routinely conduct such review.


	1.15.d.6 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shari...
	1.15.d.6.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.15.d.6.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.15.d.6.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...

	1.15.d.6.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.15.d.6.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.15.d.6.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...


	1.15.d.7 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and sampl...
	1.15.d.7.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.15.d.7.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.15.d.7.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.15.d.8 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all prov...
	1.15.d.8.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.15.d.8.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.15.d.8.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the floo...

	1.15.d.8.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.15.d.8.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannual...
	1.15.d.8.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the floo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	i. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.15.d.8.2.3 Data Source: [Plan should include data source]
	I-9. Milestone: Collect valid, reliable REAL data fields as structured data, using a uniform framework.23F  This framework provides a process improvement tool for health care organizations to systematically collect demographic and communications data ...
	1.15.d.8.2.3.1.1 Metric: The number or percent of patients registered with the Performing Provider.
	1.15.d.8.2.3.1.1.1 Numerator: Number of unique patients registered with designated REAL data fields
	1.15.d.8.2.3.1.1.2 Denominator: Number of total unique patients registered
	1.15.d.8.2.3.1.1.3 Data Source: Registry, electronic health record, or other registration system
	1.15.d.8.2.3.1.1.4 Rationale/Evidence: The capacity to stratify quality data by REAL data is foundational to being able to identify and address health care disparities.


	1.15.d.8.2.3.2 Milestone: Analyze and report on quality outcomes by REAL data categories to identify potential areas of disparities, (e.g., such as utilization of preventive care, improving patient experience and/or various health outcomes)
	1.15.d.8.2.3.2.1 Metric: REAL data analysis of outcomes stratified by REAL data elements
	1.15.d.8.2.3.2.1.1 Documentation of REAL data analysis
	1.15.d.8.2.3.2.1.2 Data Source: Data warehouse, EHR or registry
	1.15.d.8.2.3.2.1.3 Rationale/Evidence: Once accurate REAL data are collected on patients, they must be utilized for quality improvement purposes.24F  All Performing Providers choosing this project will have a targeted improvement goal for each demonst...


	1.15.d.8.2.3.3 Milestone:  Identify top three health care disparities within the patient population and develop an improvement plan to address them. Specifically,
	1.15.d.8.2.3.3.1 Metric: Documentation of disparities and improvement plan.
	1.15.d.8.2.3.3.1.1 Data Source: REAL database, data warehouse, EHR or registry
	1.15.d.8.2.3.3.1.2 Rationale/Evidence: The purpose of identifying disparities is to ultimately address root causes through effective quality improvement efforts.  Often, providers are not aware of health care disparities.  The use of data will help to...


	I-12. Milestone: Implement intervention to make improvements in REAL data collection and use. The following metrics are suggested for use with an innovative project option to make improvements in REAL data collection and use but are not required.
	1.15.d.8.2.3.3.2 Metric: Documentation of increased number of unique patients with documented REAL data using innovative program option. Demonstrate improvement over prior reporting period (baseline for DY2).
	1.15.d.8.2.3.3.2.1 Numerator:  Total number of unique patients encountered in the clinic for reporting period that have documented REAL data collected.
	1.15.d.8.2.3.3.2.2 Denominator: Total number of unique patients encountered in the clinic for reporting period
	1.15.d.8.2.3.3.2.3 Data Source: Registry, EHR, claims or other Performing Provider source
	1.15.d.8.2.3.3.2.4 Rationale/Evidence: This measures the increased capacity to collect and effectively utilize REAL to improve quality of care.

	1.15.d.8.2.3.3.3 Metric: Improved compliance with recommended care regimens for targeted population.
	1.15.d.8.2.3.3.3.1 Numerator: % compliance with [recommended care regimen] (TBD by provider) of targeted patients
	1.15.d.8.2.3.3.3.2 Denominator: % compliance with [recommended care regimen] (TBD by provider) of all patients.
	1.15.d.8.2.3.3.3.3 Data Source: EHR, claims
	1.15.d.8.2.3.3.3.4 Rationale: TBD by provider





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	j. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.15.d.8.2.4 Data Source: [Plan should include data source]



	1.16 Enhance Urgent Medical Advice
	a) Expand urgent care services
	b) Establish/expand access to medical advice and direction to the appropriate level of care to reduce Emergency Department use for non-emergent conditions and increase patient access to health care.
	c) “Other” project option:  Implement other evidence-based project to implement and use urgent medical advice in an innovative manner not described in the project options above.  Providers implementing an innovative, evidence-based project using the “...
	1.16.c.1 Milestone: Establish clinical protocols for an urgent medical advice line within 4 years of the demonstration period with a vetting process within the RHP. ED Clinical Protocols are currently used by several hospitals and hospital councils in...
	1.16.c.1.1 Metric: Submission of complete protocols.
	1.16.c.1.1.1 Data Source: Protocol documents
	1.16.c.1.1.2 Rationale/Evidence: The nurse advice line would use the clinical protocols for patient triage.


	1.16.c.2 Milestone: Collect baseline data, if medical advice line currently exists within RHP; Develop metrics specific to the medical advice line in use by the performing provider to track access to specified patient populations determined by RHP.
	1.16.c.2.1 Metric: Documentation of baseline assessment.
	1.16.c.2.1.1 Data Source: Provider documentation of baseline data collection
	1.16.c.2.1.2 Rationale/Evidence:  A determination of medical advice line needs and tracking metrics will allow providers to determine efficacy in reaching the targeted population.


	1.16.c.3 Milestone: Train nurses on clinical protocols
	1.16.c.3.1 Metric: Number of nurses trained
	1.16.c.3.1.1 Numerator: number of nurses trained at baseline
	1.16.c.3.1.2 Denominator: total number of nurses.
	1.16.c.3.1.3 Data source: HR records.
	1.16.c.3.1.4 Rationale/Evidence: Patients will experience expanded access to medical advice and direction to the appropriate level of care as a result of a higher number of nurses trained on clinical protocols.


	1.16.c.4 Milestone: Establish/Expand nurse advice line by XX% based on baseline data to increase access to patients based on need within the RHP.
	1.16.c.4.1 Metric: Nurse advice line
	1.16.c.4.1.1 Numerator: Number of nurses staffing nurse advice line per shift
	1.16.c.4.1.2 Denominator: Number of patient calls per shift
	1.16.c.4.1.3 Data Source: Documentation of nurse advice line staffing levels.
	1.16.c.4.1.4 Rationale/Evidence: Patients will experience expanded access to medical advice and direction to the appropriate level of care as a result of a higher ratio of nurses to patient calls.


	1.16.c.5 Milestone: Establish a multilingual nurse advice line
	1.16.c.5.1 Metric: Nurse advice line
	1.16.c.5.1.1 Numerator: Number of nurses designated to staff a nurse advice line.
	1.16.c.5.1.2 Denominator: number of nurses at baseline.
	1.16.c.5.1.3 Data Source:  HR documents or other documentation demonstrating employed and/or contracted nurses to staff a nurse advice line.
	1.16.c.5.1.4 Rational/Evidence: Patients will experience expanded access to medical advice and direction to appropriate care for perceived urgent medical problems as a result of being able to call a nurse 24 hours per day.


	1.16.c.6 Milestone: Inform and educate patients on the nurse advice line
	1.16.c.6.1 Metric: Number or percent of targeted patients informed/educated
	1.16.c.6.1.1 Numerator: Number of targeted patients informed/educated
	1.16.c.6.1.2 Denominator: Number of targeted patients (targeted as defined by Performing Provider)
	1.16.c.6.1.3 Data Source: Documentation in patient’s paper or electronic medical record that patient was contacted and received information about accessing the nurse advice line and education about how to use the nurse advice line
	1.16.c.6.1.4 Rationale/Evidence: Patients who are informed on how to access and utilize a nurse advice line are less likely to seek care for non-emergent conditions in the Emergency Department.


	1.16.c.7 Milestone: Develop/distribute a bilingual (English and Spanish) patient-focused educational newsletter with proactive health information and reminders based on nurse advice line data/generated report identifying common areas addressed by the ...
	1.16.c.7.1 Metric: Newsletter distribution
	1.16.c.7.1.1 Number of newsletters sent to patients over baseline
	1.16.c.7.1.2 Data Source: Mailer vendor invoice
	1.16.c.7.1.3 Rationale/Evidence: The nurse advice line can collect important data that may be representative of the types of concerns of the larger, general patient population.  By monitoring the types of health care needs addressed through the nurse ...


	1.16.c.8 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shari...
	1.16.c.8.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.16.c.8.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.16.c.8.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...

	1.16.c.8.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.16.c.8.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.16.c.8.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...


	1.16.c.9 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and sampl...
	1.16.c.9.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.16.c.9.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.16.c.9.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.16.c.10 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all pro...
	1.16.c.10.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.16.c.10.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.16.c.10.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...

	1.16.c.10.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.16.c.10.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannua...
	1.16.c.10.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	k. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.16.c.10.2.3 Data Source: [Plan should include data source]
	I-11. Milestone: Volume of ED visits for the target population who used the help line.
	1.16.c.10.2.3.1.1 Metric: % of ED visits for the target patient population using the help line in comparison to total # of ED visits for the target patient population
	1.16.c.10.2.3.1.1.1 Numerator:  Number ED visits for target population who used the call line
	1.16.c.10.2.3.1.1.2 Denominator:  # of people in target population who used the call line
	1.16.c.10.2.3.1.1.3 Data Source: EHR, call line records, billing data
	1.16.c.10.2.3.1.1.4 Rationale/Evidence: Targeted patients that access and utilize a nurse advice line are less likely to seek care for non-emergent conditions in the Emergency Department.


	1.16.c.10.2.3.2 Milestone: Proportion of admissions/readmissions of ED visits that used the help line vs. those who did not use the help line.
	1.16.c.10.2.3.2.1 Metric:  Percent of ED visits for target population who did not use the call line and got admitted/readmitted to the hospital.
	1.16.c.10.2.3.2.1.1 Numerator:  Number of ED visits for target population who used the call line and got admitted/readmitted.
	1.16.c.10.2.3.2.1.2 Denominator:  Number of target population who visited the ED.
	1.16.c.10.2.3.2.1.3 Data Source:  Claims, EHR


	1.16.c.10.2.3.3 Milestone: Increase in the number of patients that accessed the nurse advice line
	1.16.c.10.2.3.3.1 Metric: Utilization of nurse advice line
	1.16.c.10.2.3.3.1.1 Numerator: Number or percent of targeted patients that access the nurse advice line
	1.16.c.10.2.3.3.1.2 Denominator: Targeted patients (targeted as defined by DPH system)
	1.16.c.10.2.3.3.1.3 Data Source: TBD by Performing Provider but could include Call Center phone and encounter records and appointment scheduling software records
	1.16.c.10.2.3.3.1.4 Rationale/Evidence: Targeted patients that access and utilize a nurse advice line are less likely to seek care for non-emergent conditions in the Emergency Department.


	1.16.c.10.2.3.4 Milestone: Increase patients in defined population who utilized the nurse advice line and were given an urgent medical appointment via the nurse advice and appointment line when needed
	1.16.c.10.2.3.4.1 Metric: Number of urgent medical appointments scheduled via the nurse advice line
	1.16.c.10.2.3.4.1.1 Numerator: Number of patients in defined population who were scheduled for an urgent medical appointment via the nurse advice line
	1.16.c.10.2.3.4.1.2 Denominator: Total number of patients in defined population (defined by Performing Provider)
	1.16.c.10.2.3.4.1.3 Data Source: TBD by Performing Provider but could include Call Center phone and encounter records and appointment scheduling software records
	1.16.c.10.2.3.4.1.4 Rationale/Evidence: Patients in defined population who utilize the nurse advice line and were given an urgent medical appointment when needed are less likely to seek non-emergency care in the Emergency Department.


	1.16.c.10.2.3.5 Milestone: Increase patient satisfaction
	1.16.c.10.2.3.5.1 Metric: Increase surveyed patients who believed the advice provided was appropriate
	1.16.c.10.2.3.5.1.1 Numerator: Number of surveyed patients who accessed the nurse advice line and reported finding it helpful
	1.16.c.10.2.3.5.1.2 Denominator: Total number of surveyed/respondents who accessed the nurse advice line
	1.16.c.10.2.3.5.1.3 Data Source: Survey Tool Results
	1.16.c.10.2.3.5.1.4 Rationale/Evidence: Patients who report they believed the advice they received was appropriate are more likely to not seek care in the Emergency Department for non-emergent conditions in the future.


	1.16.c.10.2.3.6 Milestone: Increase patients in defined population who utilized the nurse advice line and were given a medical home appointment via the nurse advice and appointment line when the condition was not urgent
	1.16.c.10.2.3.6.1 Metric: Number of medical home appointments scheduled via the nurse advice line
	1.16.c.10.2.3.6.1.1 Numerator: Number of patients in defined population who were scheduled for an medical home appointment via the nurse advice line
	1.16.c.10.2.3.6.1.2 Denominator: Total number of patients in defined population (defined by Performing Provider)
	1.16.c.10.2.3.6.1.3 Data Source: TBD by Performing Provider but could include Call Center phone and encounter records and appointment scheduling software records
	1.16.c.10.2.3.6.1.4 Rationale/Evidence: Patients in defined population who utilize the nurse advice line and were directed to a medical home when the health care needs of the patient are not urgent or emergent are less likely to seek non-emergency car...


	I-12. Milestone: Implement interventions to improve access to care of patients receiving urgent medical advice.  The following metrics are suggested for use with an innovative project option to improve access to care of patients receiving urgent medic...
	1.16.c.10.2.3.6.2 Metric: Documentation of increased number of unique patients served by innovative program. Demonstrate improvement over prior reporting period.
	1.16.c.10.2.3.6.2.1 Total number of unique patients encountered in the clinic for reporting period.
	1.16.c.10.2.3.6.2.2 Data Source: Registry, EHR, claims or other Performing Provider source
	1.16.c.10.2.3.6.2.3 Rationale/Evidence: This measures the increased volume of visits and is a method to assess the ability for the Performing Provider to increase capacity to provide care.

	1.16.c.10.2.3.6.3 Metric: Improved clinical outcomes of target population. The clinical outcomes can be either intermediate (e.g. in Diabetes: HbA1c, lipid profile, blood pressure, serum microalbumin) or end result (e.g. mortality, morbidity, function...
	1.16.c.10.2.3.6.3.1 Numerator: Average [clinical outcome] (TBD by provider) of patients participating in Navigator program.
	1.16.c.10.2.3.6.3.2 Denominator: Average [clinical outcome] (TBD by provider) of all patients.
	1.16.c.10.2.3.6.3.3 Data Source: EHR
	1.16.c.10.2.3.6.3.4 Rationale: TBD by provider

	1.16.c.10.2.3.6.4 Metric: Improved compliance with recommended care regimens.
	1.16.c.10.2.3.6.4.1 Numerator: % compliance with [recommended care regimen] (TBD by provider) of patients participating in Navigator program.
	1.16.c.10.2.3.6.4.2 Denominator: % compliance with [recommended care regimen] (TBD by provider) of all patients.
	1.16.c.10.2.3.6.4.3 Data Source: EHR, claims
	1.16.c.10.2.3.6.4.4 Rationale: TBD by provider





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	l. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.16.c.10.2.4 Data Source: [Plan should include data source]



	1.17 Introduce, Expand, or Enhance Telemedicine/Telehealth
	a) Implement telemedicine program to provide or expand specialist referral services in an area identified as needed to the region.
	b) Implement remote patient monitoring programs for diagnosis and/or management of care. Providers should demonstrate that they are exceeding the requirements of the EHR incentive program.
	c) Use telehealth to deliver specialty, psychosocial, and community-based nursing services
	d) Develop a teledentistry infrastructure and use telehealth to provide dental and oral health services.
	e) Use telehealth services to provide medical education and specialized training for targeted professionals in remote locations.
	f) Implement an electronic consult or electronic referral processing system to increase efficiency of specialty referral process by enabling specialists to provide advice and guidance to primary care physicians that will address their questions withou...
	g)  “Other” project option:  Implement other evidence-based project to expand/establish telemedicine/telehealth program to help fill significant gaps in services in an innovative manner not described in the project options above.  Providers implementi...
	1.17.g.1 Milestone: Conduct needs assessment to identify needed specialties that can be provided via telemedicine
	1.17.g.1.1 Metric: Needs assessment to identify the types of personnel needed to implement the program and hiring of the respective personnel.
	1.17.g.1.1.1 Submission of completed needs assessment
	1.17.g.1.1.2 Data Source: Needs assessment
	1.17.g.1.1.3 Rationale/Evidence: It is important to expand telemedicine to areas where greatest need and highest potential for impact is demonstrated in order to have optimal effect.


	1.17.g.2 Milestone:  Conduct needs assessment to identify needed services that could be delivered via telehealth.
	1.17.g.2.1 Metric: Needs assessment
	1.17.g.2.1.1 Submission of completed needs assessment
	1.17.g.2.1.2 Data Source: Needs assessment
	1.17.g.2.1.3 Rationale/Evidence: It is important to expand telehealth to areas where greatest need and highest potential for impact is demonstrated in order to have optimal effect.


	1.17.g.3 Milestone: Implement or expand telemedicine program for selected medical specialties, based upon regional and community need.
	1.17.g.3.1 Metric: Documentation of program materials including implementation plan, vendor agreements/ contracts, staff training and HR documents.
	1.17.g.3.1.1 Submission of implementation documentation
	1.17.g.3.1.2 Data Source:  Program materials
	1.17.g.3.1.3 Rationale/Evidence: It is important to expand telemedicine to areas where greatest need and highest potential for impact is demonstrated in order to have optimal effect.
	1.17.g.3.1.3.1.1.1 The number of patients who received diagnostic and treatment services via a specific telemedicine delivered service;
	1.17.g.3.1.3.1.1.2 Data source: clinic log of health services by telemedicine service;
	1.17.g.3.1.3.1.1.3 Rationale: documentation of the quantity of actual services provided via telemedicine after implementation



	1.17.g.4 Milestone: Implement or expand telehealth program for targeted health services, based upon regional and local community need.
	1.17.g.4.1 Metric: Documentation of program materials including implementation plan, vendor agreements/ contracts, staff training and HR documents.
	1.17.g.4.1.1 Submission of implementation documentation
	1.17.g.4.1.2 Data Source:  Program materials
	1.17.g.4.1.3 Rationale/Evidence: It is important to expand telehealth to areas where greatest need and highest potential for impact is demonstrated in order to have optimal effect.
	a. Submit the number of telemedicine/telehealth sessions provided via video-conferencing for remote health care providers along with the educational materials from the session;
	b. Data source: log of tele-services by type of health care professionals and type of service;
	c. Rationale: ensure that actual implementation occurred;
	a. Provide specific survey to test the knowledge accumulated through the tele-service;
	b. Data source: results of the pre and post teleservice survey;
	c. Rationale: measure the impact of the teleservice;


	1.17.g.5 Milestone:  Implement remote patient monitoring program based on evidence based models and adapted to fit the needs of the population and local context.
	1.17.g.5.1 Metric: Documentation of program materials including implementation plan, vendor agreements/ contracts, staff training and HR documents.
	1.17.g.5.1.1 Submission of implementation documentation
	1.17.g.5.1.2 Data Source:  Program materials
	1.17.g.5.1.3 Rationale/Evidence:  Telemonitoring allows patients to be maintained in their home. Better follow-up of patients reduces the complications of chronic diseases such as diabetes, hypertension, or chronic heart failure. Telemonitoring may re...


	1.17.g.6 Milestone:  Implement or expand medical education and specialized training programs via telehealth program
	1.17.g.6.1 Metric:  Submission and number of distinct curriculums delivered
	1.17.g.6.1.1 Submission of documentation for all offered curriculums
	1.17.g.6.1.2 Data Source:  Program materials
	1.17.g.6.1.3 Rationale/Evidence:  Medical education provides continuing medical education credits for health professionals and special medical education seminars for targeted groups in remote locations.

	1.17.g.6.2 Metric:  Number of trainees attending via telehealth
	1.17.g.6.2.1 Numerator:  Number of trainees utilizing medical education program via telehealth
	1.17.g.6.2.2 Data Source: Submission of program registration documents
	1.17.g.6.2.3 Rationale/Evidence: Medical education provides continuing medical education credits for health professionals and special medical education seminars for targeted groups in remote locations.


	1.17.g.7 Milestone:  Create plan to monitor and enhance technical properties, bandwidth, of telemedicine/telehealth program.
	1.17.g.7.1 Metric:  Documentation of bandwidth capacity in relationship to program needs
	1.17.g.7.1.1 Submission of bandwidth capacity assessment and anticipated bandwidth needs for optimal program functioning/expansion.
	1.17.g.7.1.2 Data source:  Bandwidth assessment and program plan
	1.17.g.7.1.3 Rationale/Evidence:  Greater bandwidth allows for more data to be transmitted more quickly. As demand and use of bandwidth increase in all areas of telecommunication, associated costs of each individual area of use will decrease. As other...


	1.17.g.8 Milestone: Create plan to monitor and enhance internet use for telemedicine/telehealth program.
	1.17.g.8.1 Metric: Documentation of expansion of services utilizing the internet as a medium.
	1.17.g.8.1.1 Submission of plan identifying which services can be made available through internet applications as well as steps to implement these services.
	1.17.g.8.1.2 Data source:  Program plan
	1.17.g.8.1.3 Rationale/Evidence: The Internet has considerable potential as a medium for tele-consultations, monitoring patient condition, and other unforeseen applications in telemedicine. Use of the Internet for tele-consultations and other telemedi...
	As noted by the Association of Telehealth Services Providers, the potential impacts of the Internet and greater bandwidth in advancing the technical properties of telemedicine are linked34F :
	The Internet has become the common standard for transmission of nearly all types of data, including web-based data transfer, audio, and video. The reason that we don't use the Internet more for all of these things is that the bandwidth and switching c...


	1.17.g.9 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shari...
	1.17.g.9.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.17.g.9.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.17.g.9.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...

	1.17.g.9.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.17.g.9.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.17.g.9.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...


	1.17.g.10 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and samp...
	1.17.g.10.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.17.g.10.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.17.g.10.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.17.g.11 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all pro...
	1.17.g.11.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.17.g.11.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.17.g.11.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...

	1.17.g.11.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.17.g.11.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannua...
	1.17.g.11.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	d. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.17.g.11.2.3 Data Source: [Plan should include data source]
	I-12. Milestone: Increase number of telemedicine visits for each specialty identified as high need
	1.17.g.11.2.3.1.1 Metric: Number of telemedicine visits
	1.17.g.11.2.3.1.1.1 Numerator: Number of visits in which patients are seen using telemedicine services for each type of medical or surgical subspecialty provided by specified timeframe (e.g. one year) and geographic area in a RHP or for individual pro...
	1.17.g.11.2.3.1.1.2 Denominator: Number of patients referred to medical specialties
	1.17.g.11.2.3.1.1.3 Data Source: EHR or electronic referral processing system; encounter records from telemedicine program
	1.17.g.11.2.3.1.1.4 Rationale: demonstrate increase in access due to teleservices

	1.17.g.11.2.3.1.2 Metric: RHPs and providers should provide analysis demonstrating how the telemedicine services provided align with their needs assessment.
	1.17.g.11.2.3.1.3 Metric: The telemedicine program and primary care providers will need to obtain a commitment from all specialists providing telemedicine consults that they will perform necessary diagnostic or therapeutic procedures that the speciali...

	1.17.g.11.2.3.2 Milestone: Increase number of electronic “curbside consults” provided by specialists to primary care physicians through an electronic consults or electronic referral processing system.
	a. Numerator: Number of electronic referrals that specialists can provide direct advice to the primary care providers on diagnosis and treatment without needing to actually have an encounter with the patient
	b. Denominator: Number of patients referred to all medical specialties using referral processing system
	c. Data Source: EHR or electronic referral processing system
	d. Rationale/Evidence: Increased e-consultations will result in the patient’s issue being resolved more frequently without need for a face-to-face visit with the specialist.
	1.17.g.11.2.3.3 Milestone: Reduce wait times in high-impact specialty for consult for patient’s condition.
	1.17.g.11.2.3.3.1 Metric: Number of days until first available time for review and consultation for patient referred for telemedicine services

	a. Numerator:  Average number of days between referral date and first available appointment for patients referred for telemedicine specialty services
	b. Denominator: Average number of days between referral date and first available appointment for all patients referred for specialty services
	c. Data Source: Appointment scheduling software and or electronic referral management software
	d. Rationale/Evidence: Patients are more likely to receive appropriate care when the wait time for review and consult of the condition for which they were referred is shortened.
	1.17.g.11.2.3.4 Milestone: Reduce wait times for when patients are actually seen by high-impact specialists.
	1.17.g.11.2.3.4.1 Metric: Number of days until referral initiated and patient is actually seen by each type of medical or surgical specialist via telemedicine services

	a. Numerator:  Average number of days between referral date and date that telemedicine consult is provided by specialist
	b. Denominator: Average number of days between referral date and date that in-person consult is provided by specialist
	c. Data Source: Appointment scheduling software and or electronic referral management software
	d. Rationale/Evidence: Patients are more likely to receive appropriate care when the wait time for review and consult of the condition for which they were referred is shortened.
	1.17.g.11.2.3.5 Milestone: Expand telemedicine program to additional clinics.
	1.17.g.11.2.3.5.1 Metric: New telemedicine-enhanced clinics

	a. Numerator: Number of clinics providing at least ten telemedicine visits per month.
	b. Denominator: Number of clinics in system, community or region
	c. Data Source: Appointment scheduling software records
	d. Rationale/Evidence: Expanding to additional clinics allows increased access and is representative of system uptake of telemedicine or telehealth services.
	1.17.g.11.2.3.6 Milestone: Improved access to specialists care or other needed services, e.g. community based nursing, case management, patient education, counseling, etc.
	1.17.g.11.2.3.6.1 Metric:  Percentage of patients in the telemedicine/telehealth program that are seeing a specialist or using the services for the first time.
	1.17.g.11.2.3.6.2 Metric: Improved access to health care services for residents of communities that did not have such services locally before the program.
	1.17.g.11.2.3.6.3 Metric:  Improved access to care coordination in a way that would otherwise not have occurred.
	a.  Number of real time multidisciplinary conferences with health care providers, including e-consultations, family and/or other non-clinical parties
	b. Data Source: EHR
	c. Rationale/Evidence: Real-time conferences rarely occur at a single location given the difficulty of having a team of local providers (e.g., teachers, parents, and therapists) travel to a larger health care center, or having specialists from the hea...

	I-13. Milestone: Implement interventions to achieve improvements in access to care of patients receiving telemedicine/telehealth services using innovative project option.  The following metrics are suggested for use with an innovative project option t...
	1.17.g.11.2.3.6.4 Metric:  Target population reached through telemedicine/telehealth program
	a. Numerator:  Number of individuals of target population reached by the telemedicine/telehealth program.
	b. Denominator: Number of individuals in the target population.
	c. Data Source:  Documentation of target population reached, as designated in the project plan.
	d. Rationale/Evidence:  This metric speaks to the efficacy of the innovative project in reaching its targeted population.

	1.17.g.11.2.3.6.5 Metric:  Number of telemedicine/telehealth visits
	a.  Total number of visits for each type of telemedicine/telehealth service provided for reporting period
	b. Data Source: Registry, EHR, claims or other Performing Provider source
	c. Rationale/Evidence: This measures the increased volume of visits and is a method to assess the ability for the Performing Provider to increase capacity to provide care.

	1.17.g.11.2.3.6.6 Metric: Improved access to health care services for residents of communities that did not have such services locally before the program. Demonstrate improvement over prior reporting period.
	a.  Total number of unique patients encountered for the reporting period.
	b. Data Source: Registry, EHR, claims or other Performing Provider source
	c. Rationale/Evidence: This measures the increased volume of visits and is a method to assess the ability for the Performing Provider to increase capacity to provide care.





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	e. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.17.g.11.2.4 Data Source: [Plan should include data source]



	1.18 Increase, Expand, and Enhance Oral Health Services
	a) The development of academic linkages with the three Texas dental schools, to establish  a multi-week externship program for fourth year dental students to provide exposure and experience in providing dental services within a rural setting during th...
	b) The establishment of a clinical rotation, continuing education within various community settings for dental residents to increase their exposure and experience providing dental services to special populations such as the elderly, pregnant women, yo...
	c) The establishment of a loan repayment program or scholarships for advanced training/education in a dental specialty with written commitments to practice in underserved markets after graduation for fourth year dental students, new dental and dental ...
	d) Grand rounds, in-service trainings, and other continuing education events that integrate information on oral health issues and implications as related to chronic diseases, such as diabetes and cardiovascular disease, and the importance of good oral...
	e) Establishing a referral system/network that provides medically complex patients with coordinated care between dental and medical providers such as cardiologists, pediatricians, OB/GYNs, endocrinologists, oncologists, etc.
	f) The expansion of existing dental clinics, the establishment of additional dental clinics, or the expansion of dental clinic hours.
	g) The expansion or establishment of satellite mobile dental clinics with an affiliated fixed-site dental clinic location.
	h) The development of a tele-dentistry infrastructure including Medicaid reimbursement to expand access to dental specialty consultation services in rural and other limited access areas.
	i) The implementation or expansion of school-based sealant and/or fluoride varnish programs that provide sealant placement and/or fluoride varnish applications to otherwise unserved school-aged children by enhancing dental workforce capacity through c...
	j) The addition or establishment of school-based health centers that provide dental services for otherwise unserved children by enhancing dental workforce capacity through collaborations and partnerships with dental and dental hygiene schools, LDHs, F...
	k) The implementation of dental services for individuals in long-term care facilities, intermediate care facilities, and nursing homes, and for the elderly, and/or those with special needs by enhancing dental workforce capacity through collaborations ...
	l) “Other” project option:  Implement other evidence-based project to enhance oral health services in an innovative manner not described in the project options above.  Providers implementing an innovative, evidence-based project using the “Other” proj...
	1.18.l.1 Milestone: Enhance and expand dental care provider training, (must include at least one of the following metrics):
	1.18.l.1.1 Metric: Establish/increase externship training opportunities for fourth year dental students to provide exposure and experience to providing dental services within a rural environment during their professional academic preparation
	1.18.l.1.1.1 The number of externship opportunities available to fourth year dental students in a rural setting
	1.18.l.1.1.2 Data Source: Externship opportunity descriptions
	1.18.l.1.1.3 Rationale/Evidence: Externship opportunities for fourth year dental students will allow them to be exposed to underserved populations and areas of the state to consider as areas to serve/establish dental practices in after graduation.

	1.18.l.1.2 Metric: Establish/increase rotations, continuing education, in-service trainings, lunch and learn presentations for dental residents and private practice dentists to enhance their exposure and experience providing dental services to special...
	1.18.l.1.2.1 Number of rotations, continuing education, in-service trainings, and lunch and learn presentations given to dental residents
	1.18.l.1.2.2 Data Source: Training and presentation announcements
	1.18.l.1.2.3 Rationale/Evidence: Increasing specialized training will allow dental providers to be more comfortable with treating special populations.


	1.18.l.2 Milestone: Increase recruitment or retention program for dental care providers in underserved markets
	1.18.l.2.1 Metric:  Establish and market available loan repayment programs to fourth year dental students, dental residents, and dental hygienists
	1.18.l.2.1.1 Documentation of loan repayment program
	1.18.l.2.1.2 Data Source: Program materials
	1.18.l.2.1.3 Rationale/Evidence: These programs can help to attract dentist and dental hygienists to practice in underserved markets.

	1.18.l.2.2 Metric: Establish or increase scholarships for advanced training/education in a dental specialty with written commitments to practice in underserved markets after graduation
	1.18.l.2.2.1 Documentation of scholarships
	1.18.l.2.2.2 Data Source: Program materials
	1.18.l.2.2.3 Rationale/Evidence: These programs will help to attract dentists and dental hygienist to practice in underserved areas, while pursuing additional specialized training.


	1.18.l.3 Milestone: Increase interdisciplinary training and education opportunities for dental and other health care providers to promote an interdisciplinary team approach to addressing oral health
	1.18.l.3.1 Metric: Increase grand rounds, in-service trainings, and continuing education that focus on oral health issues and implications as related to chronic diseases, such as diabetes and cardiovascular disease, and pregnancy.
	1.18.l.3.1.1 Number of grand rounds and number of participants at in-service trainings, continuing education
	1.18.l.3.1.2 Data Source: Roster/attendance sheets for grand rounds and trainings, CE certificates
	1.18.l.3.1.3 Rationale/Evidence: Training programs for dental care should reflect impact on other health conditions and coordination with health homes in coordinated health care delivery models.


	1.18.l.4 Milestone: Establish additional/expand existing/relocate dental care clinics or space
	1.18.l.4.1 Metric: Number of additional clinics, expanded space, or existing available space used to capacity
	1.18.l.4.1.1 Documentation of expansion or efficient use of existing space
	1.18.l.4.1.2 Data Source: New dental care schedule or other document, completed exams, treatment plans
	1.18.l.4.1.3 Rationale/Evidence: Additional, expanded or relocated dental clinics will allow for more convenient access of dental services, help address transportation issues, and increase dental resources

	1.18.l.4.2 Metric: Number of school-based health centers with dental services
	1.18.l.4.2.1 Documentation of establishment or expansion of school-based health center with dental services provided.  Documentation should include descriptions of all services provided as well as program management activities.  Examples could include:
	 Classroom dental screening;
	  A mobile sealant and hygiene program;
	  Referral and linkage with appropriate dental provider;
	  Parent education and empowerment of families;
	  Follow-up of findings from screenings;
	  Referral of severe-needs children to appropriate specialists;
	  Incentives for initial dental visit;
	  Needs assessment and data collection; and
	  Evaluation and accountability.
	1.18.l.4.2.2 Data Source:  Provider records
	1.18.l.4.2.3 Rationale/Evidence: School-based health programs decrease oral health disparities that affect children and adolescents from low-income families by increasing access to dental care.38F


	1.18.l.5 Milestone: Expand the hours of a dental care clinic or office, including both evening and/or weekend hours
	1.18.l.5.1 Metric: Increased number of hours at dental care clinic or office over baseline, number of patients served during extended hours
	1.18.l.5.1.1 Documentation of increased hours and patients served
	1.18.l.5.1.2 Data Source: Clinic or office hour documentation, patient records, patient schedule
	1.18.l.5.1.3 Rationale/Evidence: Expanded hours can not only allow for more patients to be seen, but also provides more choice for patients.


	1.18.l.6 Milestone: Implement/expand alternative dental care delivery systems to underserved populations
	1.18.l.6.1 Metric: Implement/expand a mobile dental clinic program with an affiliated fixed-site dental clinic location
	1.18.l.6.1.1 Documentation of expansion. Documentation should include descriptions of all services provided as well as program management activities.
	1.18.l.6.1.2 Data Source: Dental records documenting exams, treatment, consultations, and referrals
	1.18.l.6.1.3 Rationale/Evidence: Many RHPs and providers cover very large counties, including hundreds of miles. In some areas, it may take patients hours to drive to existing dental care sites. Mobile clinics will increase access to dental care by am...

	1.18.l.6.2 Metric: Develop tele-dentistry infrastructure
	1.18.l.6.2.1 Number of exams and/or consultations provided by dentists through tele-dentistry, number of patients served by tele-dentistry
	1.18.l.6.2.2 Data Source: Dental exams and/or consultations
	1.18.l.6.2.3 Rationale/Evidence: Tele-dentistry has the potential to reduce costs and facilitate access to oral health care in rural and underserved areas.

	1.18.l.6.3 Metric: Implement or expand school-based sealant program
	1.18.l.6.3.1 Number of schools participating in school-based sealant program
	1.18.l.6.3.2 Data Source: MOUs, contracts with sealant partners
	1.18.l.6.3.3 Rationale/Evidence: Identified by the CDC as a preventive measure that has strong evidence demonstrating effectiveness in the prevention of dental caries and allow for low-income high risk children to receive sealants that otherwise may n...

	1.18.l.6.4 Metric: Implement program to increase dental services to improve maternal and early childhood oral health
	1.18.l.6.4.1 Documentation of implementation. Documentation should include descriptions of all services provided as well as program management activities
	1.18.l.6.4.2 Data Source: Referrals, other documentation
	1.18.l.6.4.3 Rationale/Evidence: During pregnancy, women are prone to physiological changes that adversely affect their oral health. In addition, it is a critical time to educate pregnant women on caries prevention since they can transmit caries causi...

	1.18.l.6.5 Metric: Implement program to increase dental services to individuals in long-term care facilities, intermediate care facilities, nursing homes, the elderly, and/or individuals with special needs.
	1.18.l.6.5.1 Documentation of implementation. Documentation should include descriptions of all services provided as well as program management activities.
	1.18.l.6.5.2 Data Source: Referrals, contract with facility and partners providing dental services, documentation of visitation to facility, other documents
	1.18.l.6.5.3 Rationale/Evidence: Residents in these facilities may not have the physical or cognitive ability to take care of their teeth or access dental care in a traditional setting and are at high risk for oral diseases that can impact their overa...

	1.18.l.6.6 Metric: Increase the number of memoranda of understanding (MOUs)/collaborative agreements (CAs) with dental hygiene programs to offer available hygiene services to underserved populations
	1.18.l.6.6.1 Documentation of the establishment of MOUs/CAs with dental hygiene programs
	1.18.l.6.6.2 Data Source: MOUs/CAs documents
	1.18.l.6.6.3 Rationale/Evidence: dental hygiene programs have the facilities and the need to offer hygiene students the education experience associated with treating patients at a reduce cost to the patient. All dental hygiene programs have an associa...


	1.18.l.7 Milestone: Enhance efforts to improve quality of care and quality assurance in the delivery of dental care
	1.18.l.7.1 Metric: Integrate oral health information into electronic health records
	1.18.l.7.1.1 Documentation of oral health information section included in electronic health records
	1.18.l.7.1.2 Data Source: patient electronic health records
	1.18.l.7.1.3 Rationale/Evidence: Incorporation of dental records within electronic health records allows the facilitation of coordination of care between different health care providers, including dental care providers, leading to better overall healt...

	1.18.l.7.2 Metric: Increase collaboratives where dental case studies are reviewed by dental and medical providers
	1.18.l.7.2.1 Number of medically complex dental cases reviewed by both dental and medical providers
	1.18.l.7.2.2 Data Source: dental and medical consultation and referral forms, meeting minutes, documentation of phone and/or email consultations
	1.18.l.7.2.3 Rationale/Evidence: Collaboration between dental and medical healthcare providers allows identification of best practices and evaluation of health outcomes as a result of the dental interventions and services provided leading to better ov...


	1.18.l.8 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shari...
	1.18.l.8.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.18.l.8.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.18.l.8.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...

	1.18.l.8.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.18.l.8.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.18.l.8.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...


	1.18.l.9 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and sampl...
	1.18.l.9.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.18.l.9.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.18.l.9.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.18.l.10 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all pro...
	1.18.l.10.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.18.l.10.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.18.l.10.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...

	1.18.l.10.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.18.l.10.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannua...
	1.18.l.10.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	f. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.18.l.10.2.3 Data Source: [Plan should include data source]
	I-11. Milestone: Increase dental care training:
	1.18.l.10.2.3.1.1 Metric: Increase the number of fourth year dental school students that have participated in externships that provide experience in a rural setting
	1.18.l.10.2.3.1.1.1 Number of fourth year dental students participating in the externship opportunities, the number of externship opportunities
	1.18.l.10.2.3.1.1.2 Data Source: Participation roster, externship contracts with dental schools
	1.18.l.10.2.3.1.1.3 Rationale/Evidence: Externship opportunities for fourth year dental students will allow them to be exposed to underserved populations and areas of the state to consider as areas to practice in after graduation.

	1.18.l.10.2.3.1.2 Metric: Increase the number of dental residents participating in the externship opportunities, number of rotations, continuing education, in-service training, and lunch and learn presentations.
	1.18.l.10.2.3.1.2.1 Number of dental residents participating in externship opportunities, number of rotations, continuing education, in-service training, and lunch and learn presentations.
	1.18.l.10.2.3.1.2.2 Data Source: Roster/attendance sheets for training and presentations, CE certificates
	1.18.l.10.2.3.1.2.3 Rationale/Evidence: Increasing specialized training will allow dental specialty providers to be more comfortable with treating special populations.

	1.18.l.10.2.3.1.3 Metric: Increase the number or percent of healthcare providers that have participated in additional training related to an interdisciplinary approach to providing oral health care including but not limited to: physicians (pediatricia...
	1.18.l.10.2.3.1.3.1 Number/percent of healthcare providers that have participated in additional training related to an interdisciplinary approach to providing oral health care over the number of providers invited to participate
	1.18.l.10.2.3.1.3.2 Data Sources: Enrollment/attendance at training
	1.18.l.10.2.3.1.3.3 Rationale/Evidence: Since it is important to promote interdisciplinary healthcare with coordination among medical and dental providers to improve health outcomes and lower cost, the metric will measure increased interdisciplinary t...

	1.18.l.10.2.3.1.4 Metric: Percentage of dentists incorporating special population patients into their practices following special population continuing education, in-service trainings, lunch and learn presentations.

	1.18.l.10.2.3.2 Milestone: Increase the number of patients treated by fourth year dental students and dental residents during special population externships and rotations.
	1.18.l.10.2.3.2.1 Metric: Increase number of patients treated by fourth year dental students during externship training opportunities

	1.18.l.10.2.3.3 Milestone: Increase access to dental care in rural and underserved areas of the state
	1.18.l.10.2.3.3.1 Metric: Increased number of dental care professionals serving rural and unserved populations
	1.18.l.10.2.3.3.2 Metric: Additional rural areas with local dental access (Local dental access is defined as a dental care facility within 75 miles)

	1.18.l.10.2.3.4 Milestone: Increase number of special population members that access dental services
	1.18.l.10.2.3.4.1 Metric: Increasing the number of children, special needs patients, pregnant women, and/or the elderly accessing dental services
	1.18.l.10.2.3.4.1.1 Number of children, special needs patients, pregnant women, and/or the elderly that have seen by a dental provider within the past 12 months
	1.18.l.10.2.3.4.1.2 Data Source: Billing, consent forms, other documentation of dental services
	1.18.l.10.2.3.4.1.3 Rationale/Evidence: Measuring increase in special high risk populations accessing dental services reflects the goals of addressing disparities in access to dental care.

	1.18.l.10.2.3.4.2 Metric: Increasing the number of children receiving dental sealants
	1.18.l.10.2.3.4.2.1 Number of school aged children with at least one dental sealant on their primary or permanent molars
	1.18.l.10.2.3.4.2.2 Data Source: Billing, other documentation of preventive services
	1.18.l.10.2.3.4.2.3 Rationale/Evidence: Children with dental sealants are less likely to experience dental decay.





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	g. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.18.l.10.2.4 Data Source: [Plan should include data source]



	1.19 Expand Specialty Care Capacity
	a) Expand high impact specialty care capacity in most impacted medical specialties
	b) Improve access to specialty care
	c) “Other” project option:  Implement other evidence-based project to expand specialty care capacity in an innovative manner not described in the project options above.  Providers implementing an innovative, evidence-based project using the “Other” pr...
	1.19.c.1 Milestone: Conduct specialty care gap assessment based on community need
	1.19.c.1.1 Metric: Documentation of gap assessment. Demonstrate improvement over prior reporting period (baseline for DY2).
	1.19.c.1.1.1 Data Source: Needs Assessment
	1.19.c.1.1.2 Rationale/Evidence: In order to identify gaps in high-demand specialty areas to best build up supply of specialists to meet demand for services and improve specialty care access


	1.19.c.2 Milestone: Train care providers and staff on processes, guidelines and technology for referrals and consultations into selected medical specialties
	1.19.c.2.1 Metric: Training of staff and providers on referral guidelines, process and technology
	1.19.c.2.1.1 Numerator: Number of staff and providers trained and documentation of training materials
	1.19.c.2.1.2 Denominator: Total number of staff and providers working in specialty care and medical specialty clinics
	1.19.c.2.1.3 Data Source: Log of specialty care personnel trained and Curriculum for training.
	1.19.c.2.1.4 Rationale/Evidence: Training all staff and providers working in specialty care and in medical specialty clinics on referral guidelines, process, and technology creates the capacity to consistently and uniformly manage all referrals into m...


	1.19.c.3 Milestone: Collect baseline data for wait times, backlog, and/or return appointments in specialties
	1.19.c.3.1 Metric: Establish baseline for performance indicators
	1.19.c.3.1.1 Numerator: TBD by the Performing Provider
	1.19.c.3.1.2 Denominator: TBD by the Performing Provider
	1.19.c.3.1.3 Data Source: TBD by the Performing Provider
	1.19.c.3.1.4 Rationale/Evidence: TBD by the Performing Provider


	1.19.c.4 Milestone: Expand the ambulatory care medical specialties referral management department and related functions
	1.19.c.4.1 Metric: Referral Management system utilization
	1.19.c.4.1.1 Numerator:  Number of unique referrals placed and tracked within the system during the reporting period.  Denominator:  Total number of referrals made to the specialty practice during the reporting period.  Data Source:  Reports generated...
	1.19.c.4.1.2 Rationale/Evidence: A robust referral management department or clinic function can ensure that referrals are processed, reviewed and the patient’s clinical issue addressed in a timely manner.

	1.19.c.4.2 Metric: Policy development for and staff training for utilization of Referral Management system
	1.19.c.4.2.1  Number of staff trained on Referral Management System
	1.19.c.4.2.2 Data Source: Number of FTEs/Written description for process of managing referrals into medical specialties
	1.19.c.4.2.3 Rationale/Evidence: A robust referral management department or clinic function can ensure that referrals are processed, reviewed and the patient’s clinical issue addressed in a timely manner


	1.19.c.5 Milestone: Provide reports on the number of days to process referrals and/or wait time from receipt of referral to actual referral appointment
	1.19.c.5.1 Metric:  Generate and provide reports on average referral process time and/or time to appointment (to providers, staff, and referring physicians.
	1.19.c.5.1.1 Numerator:  Sum, for all referrals, of the number of days between when request for referral is received from referring provider and the referral appointment during the reporting period.
	1.19.c.5.1.2 Denominator:  Total number of referrals during the reporting period.
	1.19.c.5.1.3 Data source: EHR, Referral Management system, Administrative records. (Generated Reports on file).
	1.19.c.5.1.4 Rationale/Evidence: This measure allows for assessment of Referral Management System efficacy.


	1.19.c.6 Milestone: Develop and implement standardized referral and work-up guidelines
	1.19.c.6.1 Metric: Referral and work-up guidelines
	1.19.c.6.1.1 Documentation of referral and work-up guidelines
	1.19.c.6.1.2 Data Source: Referral and work-up policies and procedures documents
	1.19.c.6.1.3 Rationale/Evidence: More standardized and extensive pre-visit workups and referral guidelines will help to ensure that (1) patients must meet a common criteria to require a specialty care visit (versus receiving treatment in the primary c...


	1.19.c.7 Milestone: Complete a planning process/submit a plan to implement electronic referral technology (choose at least one metric):
	1.19.c.7.1 Metric: Development of a staffing plan for referral system
	1.19.c.7.1.1 Data Source: Referral plan, describes the number and types and staff and their respective roles needed to implement the system.

	1.19.c.7.2 Metric: Development of an implementation plan for e-referral
	1.19.c.7.2.1 Data Source: Referral plan, which describes the technical mechanisms needed to operate e-referral system.


	1.19.c.8 Milestone: Develop the technical capabilities to facilitate electronic referral
	1.19.c.8.1 Metric: Demonstrate technical mechanisms to be used to operate referral system are in place
	1.19.c.8.1.1 Data Source: TBD by Performing Provider
	1.19.c.8.1.2 Rationale/Evidence: In order to implement referral technology, other technical capabilities may need to be put in place first.


	1.19.c.9 Milestone: Implement referral technology and processes that enable improved and more streamlined provider communications
	1.19.c.9.1.1 Documentation of referrals technology
	1.19.c.9.1.2 Data Source: Referral  system
	1.19.c.9.1.3 Rationale/Evidence: According to a University of California at San Francisco (UCSF) report40F , access to specialists is a common barrier for primary care clinicians trying to deliver high-quality, coordinated care, especially when their ...

	1.19.c.10 Milestone: Increase referral coordination resources for primary care and medical specialty clinics by developing and implementing bi-directional communication functionality in the system
	1.19.c.10.1 Metric: Number of primary care and medical specialty clinics that manage referrals utilizing the bi-directional communication function of the referral management system.
	1.19.c.10.1.1 Numerator: Number of referrals into medical specialty clinics over a defined period of time that are managed utilizing the bi-directional communication function of the referral management system.
	1.19.c.10.1.2 Denominator: Total number of referrals into medical specialty clinics over a defined period of time.
	1.19.c.10.1.3 Data Source: Patient or electronic medical record that shows the bi-directional communication between primary and medical specialty clinics.
	1.19.c.10.1.4 Rationale/Evidence: Enhanced communication about a patient’s condition between primary care and medical specialty providers creates the opportunity for better coordinated care and also for the patient to be treated in the most appropriat...


	1.19.c.11 Milestone: Launch/expand a specialty care clinic (e.g., pain management clinic)
	1.19.c.11.1 Metric: Establish/expand specialty care clinics
	1.19.c.11.1.1  Number of patients served by specialty care clinic
	1.19.c.11.1.2 Data Source: Documentation of new/expanded specialty care clinic
	1.19.c.11.1.3 Rationale/Evidence:  Specialty care clinics improve access for targeted populations in areas where there are gaps in specialty care.  Additionally, specialty care clinics allow for enhanced care coordination for those patients requiring ...


	1.19.c.12 Milestone: Implement a specialty care access plan to include such components as statement of problem, background and methods, findings, implication of findings in short and long term, conclusions
	1.19.c.12.1 Metric: Documentation of specialty care access plan
	1.19.c.12.1.1 Data Source: Documentation of Provider plan
	1.19.c.12.1.2 Rationale/Evidence: TBD by Performing Provider.


	1.19.c.13 Milestone: Complete planning and installation of new specialty systems (e.g., imaging systems).
	1.19.c.13.1 Metric: Documentation of planning and installation of new systems
	1.19.c.13.1.1 Data Source: Documentation of specialty system implementation plan.
	1.19.c.13.1.2 Rationale/Evidence: TBD by Performing Provider


	1.19.c.14  Milestone: Expand targeted specialty care (TSC) training (must include at least one of the following metrics):
	1.19.c.14.1 Metric: Expand the TSC residency, mid-level provider (physician assistants and nurse practitioners), and/or other specialized clinician/staff training programs and/or rotations
	1.19.c.14.1.1 Documentation of applications and agreements to expand training programs
	1.19.c.14.1.2 Data Source: Training program documentation
	1.19.c.14.1.3 Rationale/Evidence: Increasing TSC training may help improve access to targeted specialty services.

	1.19.c.14.2 Metric: Hire additional precepting TSC faculty members
	1.19.c.14.2.1  Number of additional training faculty/staff members
	1.19.c.14.2.2 Data Source: HR documents, faculty lists, or other documentation
	1.19.c.14.2.3 Rationale/Evidence: More faculty is needed to expand training programs.


	1.19.c.15 Milestone: Implement loan repayment program for TSC providers
	1.19.c.15.1 Metric: Loan repayment program documentation
	1.19.c.15.1.1  Number of TSC providers participating in loan repayment program.
	1.19.c.15.1.2 Data Source: Program materials
	1.19.c.15.1.3 Rationale/Evidence: Loan repayment programs can help to make TSC more attractive.


	1.19.c.16 Milestone: Obtain approval from the Accreditation Council for Graduate Medical Education (ACGME) to increase the number of TSC residents
	1.19.c.16.1 Metric: ACGME approval for residency position expansion
	1.19.c.16.1.1  Number of newly approved TSC residency slots
	1.19.c.16.1.2 Data Source: Documentation of ACGME approval for residency position expansion
	1.19.c.16.1.3 Rationale/Evidence: Increasing TSC training may help improve access to targeted specialty services.


	1.19.c.17 Milestone: Implement the re-design of medical specialty clinics in order to increase operational efficiency, shorten patient cycle time and increase provider productivity.
	1.19.c.17.1 Metric: Number of medical specialty clinics that have completed clinic redesign.
	1.19.c.17.1.1 Numerator: Average cycle time of appointments in medical specialty clinics that have undergone re-design.
	1.19.c.17.1.2 Denominator: Overall average cycle time of appointments in all medical specialty clinics.
	1.19.c.17.1.3 Data Source: Specialty clinic appointment tracking system.
	1.19.c.17.1.4 Rationale/Evidence: Re-designing medical specialty clinics in order to shorten appointment cycle time and maximize provider productivity allows the most efficient utilization of specialty provider resources.


	1.19.c.18 Milestone: Analyze occurrence of unnecessary specialty clinic follow-up appointments that are a result of sub-optimal care coordination.
	1.19.c.18.1 Metric: Number of unnecessary specialty clinic follow-up appointments
	1.19.c.18.1.1  Number of encounters where patient receives services and does not see the provider.
	1.19.c.18.1.2 Data Source: Chart review with protocol for determining unnecessary follow up visits
	1.19.c.18.1.3 Rationale/Evidence:  Well coordinated visits, specifically where the patient receives follow-up services (lab, pharmacy, diagnostics, etc.) as well as having follow-up with provider.


	1.19.c.19 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shar...
	1.19.c.19.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.19.c.19.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.19.c.19.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other prov...

	1.19.c.19.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.19.c.19.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.19.c.19.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other prov...


	1.19.c.20 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and samp...
	1.19.c.20.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.19.c.20.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.19.c.20.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.19.c.21 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all pro...
	1.19.c.21.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.19.c.21.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.19.c.21.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...

	1.19.c.21.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.19.c.21.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannua...
	1.19.c.21.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	h. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.19.c.21.2.3 Data Source: [Plan should include data source]
	I-22. Milestone: Increase the number of specialist providers, clinic hours and/or procedure hours available for the high impact/most impacted medical specialties
	1.19.c.21.2.3.1.1 Metric: Increase number of specialist providers, clinic hours and/or procedure hours in targeted specialties
	1.19.c.21.2.3.1.1.1 Numerator: Number of specialist providers in targeted specialties over baseline or change in the number of specialist providers in targeted specialties
	1.19.c.21.2.3.1.1.2 Denominator: Number of monthly or annual referrals into targeted medical specialties clinic or number of specialist providers in targeted specialties at baseline
	1.19.c.21.2.3.1.1.3 Data Source: HR documents or other documentation demonstrating employed/contracted specialists
	1.19.c.21.2.3.1.1.4 Rationale/Evidence: Increased number of specialists to meet demand and referral demand for in-person visits and procedures will allow patients to receive more timely services.


	1.19.c.21.2.3.2 Milestone: Increase specialty care clinic volume of visits and evidence of improved access for patients seeking services.
	1.19.c.21.2.3.2.1 Metric: Documentation of increased number of visits. Demonstrate improvement over prior reporting period (baseline for DY2).
	1.19.c.21.2.3.2.1.1  Total number of visits for reporting period
	1.19.c.21.2.3.2.1.2 Data Source: Registry, EHR, claims or other Performing Provider source
	1.19.c.21.2.3.2.1.3 Rationale/Evidence: This measures the increased volume of visits and is a method to assess the ability for the Performing Provider to increase capacity to provide care.

	1.19.c.21.2.3.2.2 Metric: Documentation of increased number of unique patients, or size of patient panels. Demonstrate improvement over prior reporting period (baseline for DY2).
	1.19.c.21.2.3.2.2.1  Total number of unique patients encountered in the clinic for reporting period.
	1.19.c.21.2.3.2.2.2 Data Source: Registry, EHR, claims or other Performing Provider source
	1.19.c.21.2.3.2.2.3 Rationale/Evidence: This measures the increased volume of visits and is a method to assess the ability for the Performing Provider to increase capacity to provide care.


	1.19.c.21.2.3.3 Milestone: Implement specialty care access programs (e.g., referral technologies)
	1.19.c.21.2.3.3.1 Metric: Number of primary care and medical specialty clinics with specialty care access programs
	1.19.c.21.2.3.3.1.1 Numerator: Number of primary care and medical specialty clinics with specialty care access programs
	1.19.c.21.2.3.3.1.2 Denominator: Total number of primary and medical specialty clinics
	1.19.c.21.2.3.3.1.3 Data Source: Written workflows of referral management processes, documentation of specialty care access program, documentation of utilization of specialty care access program in patient’s paper or electronic medical record.
	1.19.c.21.2.3.3.1.4 Rationale/Evidence: An intentional and well-designed specialty care access program can increase the opportunity for patients to receive timely care in the most appropriate setting.


	1.19.c.21.2.3.4 Milestone: Increase the number of referrals for the most impacted specialties that are reviewed and assigned into appropriate categories (i.e., urgent appointment, routine appointment, or e-consult)
	1.19.c.21.2.3.4.1 Metric: Proportion of referrals appropriately categorized
	1.19.c.21.2.3.4.1.1 Numerator: Number of referrals appropriately categorized
	1.19.c.21.2.3.4.1.2 Denominator: Total number of referrals
	1.19.c.21.2.3.4.1.3 Data Source: Referral management system, patient’s paper or electronic medical record.
	1.19.c.21.2.3.4.1.4 Rationale/Evidence: Reviewing and assigning referrals into categories by urgency as mutually agreed upon by primary and medical specialty providers enhances the likelihood that medical specialists are consistently seeing patients t...


	1.19.c.21.2.3.5 Milestone: Reduce the rate of inappropriate or rejected referrals / or increase the rate of appropriate or accepted referrals
	1.19.c.21.2.3.5.1 Metric: Rate of Rejected/Accepted Primary Care Provider-Initiated Referrals to Specialty Care.  This rate will be calculated on a quarterly basis and reported for most recent quarter.
	1.19.c.21.2.3.5.1.1 Numerator:  Number of referrals from primary care providers to specialists that were rejected/accepted by specialists
	1.19.c.21.2.3.5.1.2 Denominator:  Total number of referrals made by primary care providers to specialists
	1.19.c.21.2.3.5.1.3 Data Source: eReferral or other referrals system
	1.19.c.21.2.3.5.1.4 Rationale/Evidence: Currently, specialty providers have very little ability to provide feedback to primary care providers prior to an appointment being scheduled.  Therefore immediately after implementation of referral system impro...


	1.19.c.21.2.3.6 Milestone:  Patient satisfaction with specialty care services.
	1.19.c.21.2.3.6.1 Metric:  Patient satisfaction scores:  Average reported patient satisfaction scores, specific ranges and items to be determined by assessment tool scores. Demonstrate improvement over prior reporting period.
	1.19.c.21.2.3.6.1.1 Numerator:   Sum of all survey scores,
	1.19.c.21.2.3.6.1.2 Denominator: Number of surveys completed.
	1.19.c.21.2.3.6.1.3 Data Source: CG-CAHPS41F  or other developed evidence based satisfaction assessment tool, available in formats and language to meet patient population.
	1.19.c.21.2.3.6.1.4 Rationale: Patient satisfaction with specialty care services is largely related to utilization of specialty care services.  Understanding strengths, needs and receiving patient feedback allows for providers and staff to better unde...

	1.19.c.21.2.3.6.2 Metric: Percentage of patients receiving survey. Specifically, the percentage of patients that are provided the opportunity to respond to the survey.  Demonstrate improvement over prior reporting period.
	1.19.c.21.2.3.6.2.1 Numerator:  number of surveys distributed during the reporting period
	1.19.c.21.2.3.6.2.2 Denominator: total number of specialty care visits during the reporting period
	1.19.c.21.2.3.6.2.3 Data Source: Performing provider documentation of survey distribution, EHR
	1.19.c.21.2.3.6.2.4 Rationale: Patient satisfaction with specialty care services is largely related to utilization of specialty care services.  Understanding strengths, needs and receiving patient feedback allows for providers and staff to better unde...

	1.19.c.21.2.3.6.3 Metric: Survey response rate. Demonstrate improvement over prior reporting period (baseline for DY2).
	1.19.c.21.2.3.6.3.1 Numerator:  number of survey responses
	1.19.c.21.2.3.6.3.2 Denominator: total number of surveys distributed.
	1.19.c.21.2.3.6.3.3 Data Source: CAHPS or other developed evidence based satisfaction assessment tool; Performing provider documentation of survey distribution, EHR
	1.19.c.21.2.3.6.3.4 Rationale: Patient satisfaction with specialty care services is largely related to utilization of specialty care services.  Understanding strengths, needs and receiving patient feedback allows for providers and staff to better unde...


	1.19.c.21.2.3.7 Milestone: Reduce cycle times for specialty report
	1.19.c.21.2.3.7.1 Metric: Report dictation cycle time
	1.19.c.21.2.3.7.1.1 Time (in hours) between end of specialist visit and report dictation and inclusion in patient medical record, or accessible by referring provider.
	1.19.c.21.2.3.7.1.2 Data Source: EHR

	1.19.c.21.2.3.7.2 Metric:  Referring physician report review cycle time
	1.19.c.21.2.3.7.2.1 Time (in hours) between availability of specialist report and review by referring provider.
	1.19.c.21.2.3.7.2.2 Data Source: EHR


	1.19.c.21.2.3.8 Milestone: Increase the number of referrals of targeted patients to the specialty care clinic
	1.19.c.21.2.3.8.1 Metric: Targeted referral rate
	1.19.c.21.2.3.8.1.1 Number of referrals of targeted patients
	1.19.c.21.2.3.8.1.2 Data Source: Registry and/or paper documentation as designated by Performing Provider
	1.19.c.21.2.3.8.1.3 Rationale/Evidence: Targeted patients are at high-risk of admissions and/or readmissions, and getting the patients to the specialty care clinics can help manage their conditions and therefore avoid unnecessary ED utilization, hospi...


	1.19.c.21.2.3.9 Milestone: Reduce the number of specialty clinics with waiting times for next routine appointment
	1.19.c.21.2.3.9.1 Metric: Next routine appointment of more than X calendar days and/or to no more than X of X specialty clinics or specialty practices
	1.19.c.21.2.3.9.1.1 Time to next available appointment; number of clinics with time to next available appointment greater than X
	1.19.c.21.2.3.9.1.2 Data Source: Performing Provider appointment scheduling system
	1.19.c.21.2.3.9.1.3 Rationale/Evidence: This measure addresses the accessibility of specialty care clinics.


	1.19.c.21.2.3.10 Milestone: Increase TSC training and/or rotations (must select one of the following metric):
	1.19.c.21.2.3.10.1 Metric: Increase the number of TSC residents and/or trainees, as measured by percent change of class size over baseline.  Trainees may include physicians, mid-level providers (physician assistants and nurse practitioners), and/or ot...
	1.19.c.21.2.3.10.1.1  Percent increase of TSC resident class size.
	1.19.c.21.2.3.10.1.2 Data Source: Documented enrollment by class by year by TSC training program
	1.19.c.21.2.3.10.1.3 Rationale/Evidence: As the goal is to increase the TSC workforce to better meet the need for TSC in the health care system by increasing training of the TSC workforce in Texas, the metric is a straightforward measurement of increa...

	1.19.c.21.2.3.10.2 Metric: Increase the number of TSC trainees rotating at the Performing Provider’s facilities
	1.19.c.21.2.3.10.2.1  Number of TSC trainees in Performing Provider’s facility
	1.19.c.21.2.3.10.2.2 Data Source: Student/trainee rotation schedule
	1.19.c.21.2.3.10.2.3 Rationale/Evidence:  As the goal is to increase the TSC workforce to better meet the need for TSC in the health care system by increasing training of the TSC workforce in Texas, the metric is a straightforward measurement of incre...

	1.19.c.21.2.3.10.3 Metric: Increase the number or percent of culturally-competent trainees eligible for existing Texas residency programs.
	1.19.c.21.2.3.10.3.1  Number or percent of cultural competency program trainees that are eligible for residency programs.
	1.19.c.21.2.3.10.3.2 Data Source: Cultural competency program records
	1.19.c.21.2.3.10.3.3 Rationale/Evidence: Cultural competency training is integral to the success residency curriculums and should be promoted as best practice.

	1.19.c.21.2.3.10.4 Metric: Increase the number of TSC care residents and/or trainees, as measured by percent change of class size over baseline or by absolute number
	1.19.c.21.2.3.10.4.1  Percent change of TSC care resident and/or trainees class size
	1.19.c.21.2.3.10.4.2 Data Source: Documented enrollment by class by year by TSC training program
	1.19.c.21.2.3.10.4.3 Rationale/Evidence: As the goal is to increase the TSC workforce to better meet the need for TSC in the health care system by increasing training of the TSC workforce in Texas, the metric is a straightforward measurement of increa...


	1.19.c.21.2.3.11 Milestone: Recruit/hire more trainees/graduates to TSC positions in the Performing Provider’s facilities or practices
	1.19.c.21.2.3.11.1 Metric: Percent change in number of graduates/trainees accepting positions in the Performing Provider’s facilities or practices over baseline
	1.19.c.21.2.3.11.1.1  Number of TSC graduates accepting position in Performing Provider’s facility.
	1.19.c.21.2.3.11.1.2 Data Source: Documentation, such as HR documents compared to class lists
	1.19.c.21.2.3.11.1.3 Rationale/Evidence: A measure of the success of the training program is how many graduates are choosing to practice in TSC at the Performing Provider’s facilities.


	1.19.c.21.2.3.12 Milestone: Increase specialty care capacity using innovative project option.  The following metrics are suggested for use with an innovative project option to increase specialty care capacity but are not required.
	1.19.c.21.2.3.12.1 Metric:  Increase percentage of target population reached.
	1.19.c.21.2.3.12.1.1 Numerator:  Number of individuals of target population reached by the innovative project.
	1.19.c.21.2.3.12.1.2 Denominator: Number of individuals in the target population.
	1.19.c.21.2.3.12.1.3 Data Source:  Documentation of target population reached, as designated in the project plan.
	1.19.c.21.2.3.12.1.4 Rationale/Evidence:  This metric speaks to the efficacy of the innovative project in reaching it targeted population.

	1.19.c.21.2.3.12.2 Metric:  Increased number of specialty care visits.
	1.19.c.21.2.3.12.2.1  Total number of visits for reporting period
	1.19.c.21.2.3.12.2.2 Data Source: Registry, EHR, claims or other Performing Provider source
	1.19.c.21.2.3.12.2.3 Rationale/Evidence: This measures the increased volume of visits and is a method to assess the ability for the Performing Provider to increase capacity to provide care.

	1.19.c.21.2.3.12.3 Metric: Documentation of increased number of unique patients, or size of patient panels. Demonstrate improvement over prior reporting period.
	1.19.c.21.2.3.12.3.1  Total number of unique patients encountered in the clinic for reporting period.
	1.19.c.21.2.3.12.3.2 Data Source: Registry, EHR, claims or other Performing Provider source





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	i. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.19.c.21.2.4 Data Source: [Plan should include data source]



	1.20 Enhance Performance Improvement and Reporting Capacity
	a) Enhance improvement capacity within people
	b) Enhance improvement capacity through technology
	c) Enhance improvement capacity within systems
	f) “Other” project option:  Implement other evidence-based project to enhance performance improvement and reporting capacity in an innovative manner not described in the project options above.  Providers implementing an innovative, evidence-based proj...
	P-1. Milestone: Establish a performance improvement office to collect, analyze, and manage real-time data and to monitor the improvement trajectory and improvement activities across the Performing Provider’s delivery system
	1.20.f.1.1 Metric: Documentation of the establishment of performance improvement office
	1.20.f.1.1.1 Documentation of establishment of office
	1.20.f.1.1.2 Data source:  HR documents, office policies and procedures
	1.20.f.1.1.3 Rationale/Evidence: Having an office responsible for performance improvement will increase organizational capacity to and demonstration organizational commitment to performance improvement activities ongoing.

	1.20.f.1.2 Metric: Documentation that the performance improvement office is engaged in collecting, analyzing, and managing real-time data (examples could include weekly run charts or monthly dashboards).
	1.20.f.1.2.1 Submission of performance improvement reports
	1.20.f.1.2.2 Data Source: TBD by provider
	1.20.f.1.2.3 Rationale/Evidence: Real time data collection and regular reporting to providers is critical to demonstrate the efficacy of improvement

	1.20.f.1.3 Metric: Documentation of quality improvement activities implemented by the performance improvement office (examples could include number of Rapid Improvement Events (RIE) with documentation of the participants in the RIE, the value-stream m...
	1.20.f.1.3.1 Submission of performance improvement reports
	1.20.f.1.3.2 Data Source: TBD by provider
	1.20.f.1.3.3 Rationale/Evidence: Real time reporting of improvement activities and resulting improvement in patient care to providers is critical in building support and creating a culture of change within the organization.


	1.20.f.2 Milestone: Establish a program for trained experts on process improvements to mentor and train other staff, including front-line staff, for safety and quality care improvement.  All staff trained in this program should be required to lead an ...
	1.20.f.2.1 Metric: Train the trainer program established
	1.20.f.2.1.1 Number of staff trained through the train the trainer program
	1.20.f.2.1.2 Data Source: HR, training program materials (including documentation of the number of hours of training required).
	1.20.f.2.1.3 Rationale/Evidence: Ongoing training throughout the organization in quality care improvement will increase capacity for quality improvement activities on an ongoing basis.

	1.20.f.2.2 Metric: Improvement projects led by staff trained through the train the trainer program
	1.20.f.2.2.1.1.1.1 Number of improvement projects led by staff trained through the train the trainer program within 6 months of completion of their training.
	1.20.f.2.2.1.1.1.2 Data Source: Documentation of improvement projects
	c. Rationale/Evidence: Newly trained staff should immediately implement their new improvement skills and contribute to quality improvement across the organization.  This will solidify their skills and drive the entire organization on a more rapid traj...


	1.20.f.3 Milestone: Participate in statewide, regional, public hospital or national learning collaborative to drive targeted quality improvements.  This should include collaboratives using clinical database(s) for standardized data sharing.
	1.20.f.3.1 Metric: Documentation of collaborative membership
	1.20.f.3.1.1  Submission of membership materials and description of activities related to provider participation.
	1.20.f.3.1.2 Data Source: Collaborative membership materials
	1.20.f.3.1.3 Rationale/Evidence: Participating in a collaborative has been shown to drive targeted and concerted quality improvement activities with the support of peers and the program.


	1.20.f.4 Milestone: Participate in/present to quality/performance improvement conferences, webinars, learning sessions or other venues
	1.20.f.4.1 Metric: Number of learning events attended and number of learning events at which a presentation was delivered summarizing the provider’s improvement activities and results
	1.20.f.4.1.1 Submission of all learning event materials and description of activities related to provider
	1.20.f.4.1.2 Data Source: Learning events’ agendas, abstracts or materials related to provider’s presentation
	1.20.f.4.1.3 Rationale/Evidence: It is also important to share the learnings of quality improvement efforts – what worked and what did not work.


	1.20.f.5 Milestone: Enhance or expand the organizational infrastructure and resources to store, analyze and share the patient experience data and/or quality measures data, as well as utilize them for quality improvement
	1.20.f.5.1 Metric: Increased collection of patient experience and/or quality measures data
	1.20.f.5.1.1 Number of new quality measures and/or patient experience measures being collected
	1.20.f.5.1.2 Data Source: Documentation of methodology for patient experience and or quality measures data collection and reporting.
	1.20.f.5.1.3 Rationale/Evidence: It is important to accurately collect patient experience data and have the data in a format that can be analyzed in a way to draw meaningful and actionable conclusions.


	1.20.f.6 Milestone: Hire/train quality improvement staff in well-proven quality and efficiency improvement principles, tools and processes, such as rapid cycle improvement and/or data and analytics staff for reporting purposes (e.g., to measure improv...
	1.20.f.6.1 Metric: Increase Number of staff trained in quality and efficiency improvement principles
	1.20.f.6.1.1 Numerator:  Number of staff trained
	1.20.f.6.1.2 Denominator:  Total number of staff
	1.20.f.6.1.3 Data Source: HR, training programs
	1.20.f.6.1.4 Rationale/Evidence: It is essential to have the resources in place and brainpower to drive performance improvement work.
	1.20.f.6.1.4.1.1.1  Number of data analysts hired
	1.20.f.6.1.4.1.1.2 Data Source: HR, job descriptions

	c. Rationale/Evidence: It is essential to have individuals with the right technical expertise to collect and analyze the real-time data that is critical to driving performance improvement work.


	1.20.f.7 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shari...
	1.20.f.7.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.20.f.7.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.20.f.7.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...

	1.20.f.7.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.20.f.7.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.20.f.7.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...


	1.20.f.8 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and sampl...
	1.20.f.8.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.20.f.8.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.20.f.8.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.20.f.9 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all prov...
	1.20.f.9.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.20.f.9.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.20.f.9.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the floo...

	1.20.f.9.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.20.f.9.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannual...
	1.20.f.9.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the floo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	d. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.20.f.9.2.3 Data Source: [Plan should include data source]
	I-7. Milestone: Implement quality improvement data systems, collection, and reporting capabilities
	1.20.f.9.2.3.1.1 Metric: Increase the number of reports generated through these quality improvement data systems
	1.20.f.9.2.3.1.1.1 Numerator:  Number of reports generated
	1.20.f.9.2.3.1.1.2 Data Source: Quality improvement data systems
	1.20.f.9.2.3.1.1.3 Rationale/Evidence: It is important to accurately collect data on quality outcomes and patient experience as well as present the data in a format that can be analyzed in a way to draw meaningful and actionable conclusions.  These re...

	1.20.f.9.2.3.1.2 Metric: Demonstrate how quality reports are used to drive rapid-cycle performance improvement.
	Number of performance activities that were designed and implemented based on the data in the reports.
	1.20.f.9.2.3.1.2.1 Data Source: Documentation from quality improvement office
	1.20.f.9.2.3.1.2.2 Rationale/Evidence: It is important to use the data on quality outcomes and patient experience to design new processes and measure the results once these new processes are implemented in order to continuously improve the interventio...


	1.20.f.9.2.3.2 Milestone: Create a quality dashboard or scoreboard to be shared with organizational leadership and at all levels of the organization on a regular basis that includes outcome measures and patient satisfaction measures
	1.20.f.9.2.3.2.1 Metric: Submission of quality dashboard or scorecard
	1.20.f.9.2.3.2.1.1 Data Source: Quality improvement data systems
	1.20.f.9.2.3.2.1.2 Rationale/Evidence: It is important to accurately collect patient experience and quality outcome data and have the data in a format that can be analyzed in a way to draw meaningful and actionable conclusions. Examples of dashboards ...
	a.  Number of performance activities that used data from the dashboard or scoreboards to inform design and implementation of a process improvement.


	1.20.f.9.2.3.3 Milestone:  Demonstrated improvement in X number of selected quality measures
	1.20.f.9.2.3.3.1 Metric:  Improvement in selected quality measures
	1.20.f.9.2.3.3.1.1 Numerator:  Number of quality measures showing improvement
	1.20.f.9.2.3.3.1.2 Denominator:  Total number of quality measures captured
	1.20.f.9.2.3.3.1.3 Data source:  Quality improvement data systems
	1.20.f.9.2.3.3.1.4 Rationale/Evidence: It is important to accurately collect real-time data on quality outcomes and patient experience and have the data in a format that can be analyzed in a way to draw meaningful and actionable conclusions.


	I-8. Milestone: Enhance performance improvement and reporting capacity.  The following metrics are suggested for use with an innovative project option to enhance performance improvement and reporting capacity but are not required.
	1.20.f.9.2.3.3.2 Metric: Increase the number of reports generated through these quality improvement data systems
	1.20.f.9.2.3.3.2.1  Number of reports generated
	1.20.f.9.2.3.3.2.2 Data Source: Quality improvement data systems
	1.20.f.9.2.3.3.2.3 Rationale/Evidence: It is important to accurately collect patient experience and quality outcome data and have the data in a format that can be analyzed in a way to draw meaningful and actionable conclusions.

	1.20.f.9.2.3.3.3 Metric: Demonstrate how quality reports are used to drive rapid-cycle performance improvement.
	a.  Number of performance activities that were designed and implemented based on the data in the reports.
	1.20.f.9.2.3.3.3.1 Data Source: Documentation from quality improvement office
	1.20.f.9.2.3.3.3.2 Rationale/Evidence: It is important to use the data on quality outcomes and patient experience to design new processes and measure the results once these new processes are implemented in order to continuously improve the interventio...





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	e. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.20.f.9.2.4 Data Source: [Plan should include data source]



	1.21 Implement technology-assisted services (telehealth, telemonitoring, telementoring, or telemedicine) to support, coordinate, or deliver behavioral health services
	a) Procure and build the infrastructure needed to pilot or bring to scale a successful pilot of the selected forms of service in underserved areas of the state (this must be combined with one of the two interventions below).
	b) Implement technology-assisted behavioral health services from psychologists, psychiatrists, substance abuse counselors, peers and other qualified providers).
	c) “Other” project option:  Implement other evidence-based project to implement technology-assisted services to support, coordinate, or deliver behavioral health services in an innovative manner not described in the project options above.  Providers i...
	1.21.c.1 Milestone:  Identify Texas counties having availability of high speed broadband communications lines.
	1.21.c.1.1 Metric:  Documentation of assessment of counties that identifies areas of the state that have or lack capacity for high speed broadband connections capable of supporting telemedicine, telehealth, telementoring, and telemonitoring
	1.21.c.1.1.1 Data source: Results of the assessment Rationale/Evidence:  See project goal.


	1.21.c.2 Milestone:  Establish the number of providers and / or peer specialists in underserved areas that have or do not have telecommunications equipment / software that can be used to provide telemedicine, telehealth, telementoring or telemonitorin...
	1.21.c.2.1 Metric:  Survey of providers / peer organizations to identify need for and willingness to use advanced telecommunications equipment in the delivery or telemedicine, telehealth, telementoring, or telemonitoring.
	1.21.c.2.1.1 Data source:  Provider / peer responses  to the survey.
	1.21.c.2.1.2 Rationale/Evidence:  See project goal.


	1.21.c.3 Milestone:  Evaluate effective and efficient models for the delivery of telehealth, telemedicine, telementoring, and telemonitoring.
	1.21.c.3.1 Metric:  Examine existing technology and models as well as information from leading providers of telemedicine, telehealth, telementoring, and telemonitoring services.
	1.21.c.3.1.1 Data source:  Information from literature and interviews of leading providers of these services.
	1.21.c.3.1.2 Rationale/Evidence:  See project goal.


	1.21.c.4 Milestone:  Procurement of telehealth, telemedicine, telementoring, and telemonitoring equipment
	1.21.c.4.1 Metric: Inventory of new equipment purchased
	1.21.c.4.1.1 Data Source: Review of inventory or receipts for purchase of equipment
	1.21.c.4.1.2 Rationale/Evidence:  See project goal.


	1.21.c.5 Milestone:  Procurement of Broadband Connection
	1.21.c.5.1 Metric: Documentation of presence of active broadband connection
	1.21.c.5.1.1 Data Source: Review of purchase receipt or demonstration of equipment
	1.21.c.5.1.2 Rationale/Evidence:  See project goal.


	1.21.c.6 Milestone:  Establishment of the Remote Site Locations where equipment /software will be available to consumers
	1.21.c.6.1 Metric: Documentation of completion of site acquisition
	1.21.c.6.1.1 Data Source: Purchase, lease, grant, or rental agreement
	1.21.c.6.1.2 Rationale/Evidence:  See project goal.


	1.21.c.7 Milestone:  Hiring of tele-presenters, as needed, for remote site equipment operation.
	1.21.c.7.1 Metric: Documentation of acquisition of proper staff / training to operate equipment at remote locations
	1.21.c.7.1.1 Data Source: Interviews with staff, review of hiring or payroll records
	1.21.c.7.1.2 Rationale/Evidence:  See project goal.


	1.21.c.8 Milestone:  Training for providers / peers on use of equipment / software
	1.21.c.8.1 Metric: Documentation of completions of training on use of equipment / software
	1.21.c.8.1.1 Data Source: Training roster.
	1.21.c.8.1.2 Rationale/Evidence:  See project goal.


	1.21.c.9 Milestone: Development of manual of telemedicine or telehealth operations with administrative protocols and clinical guidelines.
	1.21.c.9.1 Metric: Documentation of completion of manual and of use of manual in training sessions of providers/peers.
	1.21.c.9.1.1 Data Source: Operations manual with written protocols and guidelines


	1.21.c.10 Milestone: Evaluate and continuously improve telemedicine, telehealth, or telemonitoring service
	1.21.c.10.1 Metric: Project planning and implementation documentation that describes plan, do, study act quality improvement cycles
	1.21.c.10.1.1 Project reports including examples of how real-time data is used for rapid-cycle improvement to guide continuous quality improvement (i.e. how the project continuously uses data such as weekly run charts or monthly dashboards to drive im...


	1.21.c.11 Milestone:  Individuals residing in underserved areas that have used telemedicine, telehealth, telementoring, and / or telemonitoring services for treatment of mental illness or alcohol and drug dependence.
	1.21.c.11.1 Metric:  NX% increase in number of individuals residing in underserved areas of the health partnership region who have used telemedicine, telehealth and telemonitoring services for treatment of mental illness or alcohol and drug dependence.
	1.21.c.11.1.1 Numerator: Number of individuals residing in underserved areas that have used telemedicine, telehealth, telementoring, and / or telemonitoring services for treatment of mental illness or substance use disorders
	1.21.c.11.1.2 Denominator: Number of individuals residing in underserved areas of the health partnership region who have received treatment for mental illness or substance use disorders.
	1.21.c.11.1.3 Data Source: Encounter and Claims data (based on coding modifiers (e.g. HCPCs level II Modifiers)...
	1.21.c.11.1.4 Rationale/Evidence:  See project goal.


	1.21.c.12 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shar...
	1.21.c.12.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.21.c.12.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.21.c.12.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other prov...

	1.21.c.12.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.21.c.12.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.21.c.12.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other prov...


	1.21.c.13 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and samp...
	1.21.c.13.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.21.c.13.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.21.c.13.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.21.c.14 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all pro...
	1.21.c.14.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.21.c.14.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.21.c.14.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...

	1.21.c.14.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.21.c.14.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannua...
	1.21.c.14.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	f. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.21.c.14.2.3 Data Source: [Plan should include data source]
	I-15. Milestone:  Satisfaction with telemental services
	1.21.c.14.2.3.1.1 Metric:  XX # % of consumer, peer and provider surveys indicate satisfaction with telemental services
	1.21.c.14.2.3.1.1.1 Numerator: Number of patients, peers and providers reporting satisfaction
	1.21.c.14.2.3.1.1.2 Denominator: Number of patients, peers and providers surveyed
	1.21.c.14.2.3.1.1.3 Data Source: Satisfaction survey results.
	1.21.c.14.2.3.1.1.4 Rationale/Evidence:  See project goal.


	1.21.c.14.2.3.2 Milestone: Adherence to antipsychotics for individuals with schizophrenia who have used telemedicine, telehealth, and/or telemonitoring services (based on Medicaid Adult Core Measure/NQF# 1879).
	1.21.c.14.2.3.2.1 Metric: X% of individuals with schizophrenia receiving telemental services who are prescribed an antipsychotic medication that had a Proportion of Days Covered (PDC) for antipsychotic medications greater or equal to 0.8 during the me...
	1.21.c.14.2.3.2.1.1 Numerator: Individuals with schizophrenia who filled at least two prescriptions for any oral antipsychotic medication and have a Proportion of Days Covered (PDC) for antipsychotic medications of at least 0.8.
	1.21.c.14.2.3.2.1.2 Denominator: Individuals at least 18 years of age as of the end of the measurement period with schizophrenia with at least two claims for an antipsychotic during the measurement period (12 consecutive months) who used telehealth, t...
	1.21.c.14.2.3.2.1.3 Data Source: Claims and Encounter data


	1.21.c.14.2.3.3 Milestone: Anti-depressant medication management
	Description: Anti-depressant medication management over six months or Major Depressive Disorder anti-depressant medication during acute phase over 12 weeks (NQF# 0105)
	1.21.c.14.2.3.3.1 Metric: The percentage of individuals 18 years of age and older receiving telemental who were diagnosed with a new episode of major depression and treated with antidepressant medication, and who remained on an antidepressant medicati...
	1.21.c.14.2.3.3.1.1 Numerator:
	1.21.c.14.2.3.3.1.2 Denominator: The number of individuals receiving telemental services who are diagnosed with a New Episode of major depression and treated with antidepressant medication.
	1.21.c.14.2.3.3.1.3 Data Source: Claims and Encounter Data
	1.21.c.14.2.3.3.1.4 Rationale/Evidence:  See project goal.

	1.21.c.14.2.3.3.2 Metric: Percentage of individuals 18 years of age and older receiving telemental services who are treated for bipolar disorder with evidence of level-of-function evaluation at the time of the initial assessment and again within 12 we...
	1.21.c.14.2.3.3.2.1  Numerator: Level of functioning of individuals 18 years of age and older treated for bipolar disorder receiving telemental services
	1.21.c.14.2.3.3.2.2 Denominator: individuals 18 years of age and older receiving telemental services with an initial or new episode of bipolar disorder
	1.21.c.14.2.3.3.2.3 Data Source: Standardized Instruments (e.g. SOFAS, GARF, GAF, WASA), patient self-report, clinician assessment.
	1.21.c.14.2.3.3.2.4 Rationale/Evidence:  See project goal.

	1.21.c.14.2.3.3.3 Other metrics measuring mental illness as endorsed by the National Quality Forum or other nationally recognized sources.

	1.21.c.14.2.3.4 Milestone: Improve access to substance abuse treatment for individuals residing in underserved areas that have used telemedicine, telehealth, and/or telemonitoring services.
	1.21.c.14.2.3.4.1 Metric: Initiation and Engagement of Alcohol and Other Drug Dependence Treatment: (a) Initiation, (b) Engagement for individuals with alcohol or other drug dependence who have used telemedicine, telehealth, and/or telemonitoring serv...
	1.21.c.14.2.3.4.2  Metric: Percentage of adolescent and adult patients with a new episode of alcohol or other drug (AOD) dependence who initiate treatment through an outpatient telehealth or telemedicine visit within 14 days of the diagnosis and who i...
	1.21.c.14.2.3.4.2.1 Numerator: Patients who initiated treatment within 14 days of the initial diagnosis of AOD or intervention for AOD AND had two or more additional services with an AOD diagnosis within 30 days of the initial telemedicine or teleheal...
	1.21.c.14.2.3.4.2.2 Denominator: Patients aged 13 years and older with a new episode of alcohol and other drug (AOD) dependence who are referred for telemedicine, telehealth, or telemonitoring services.





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	g. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.21.c.14.2.4 Data Source: [Plan should include data source]



	1.22 Enhance service availability (i.e., hours, locations, transportation, mobile clinics) of appropriate levels of behavioral health care
	a) Establish extended operating hours at a select number of Local Mental Health Center clinics or other community-based settings in areas of the State where access to care is likely to be limited.
	b) Expand the number of community based settings where behavioral health services may be delivered in underserved areas
	c) Develop and staff a number of mobile clinics that can provide access to care in very remote, inaccessible, or impoverished areas of Texas.
	d) “Other” project option:  Implement other evidence-based project to enhance service availability of appropriate levels of behavioral health care in an innovative manner not described in the project options above.  Providers implementing an innovativ...
	1.22.d.1 Milestone:  Identify areas which lack sufficient transportation to appointments and extended operating hours
	1.22.d.1.1 Metric:  Assessment of gaps in accessibility to establish / prioritize geographic areas for intervention
	1.22.d.1.1.1 Data Source:  Survey of inpatient and outpatient providers; interviews with key stakeholders; Clinic records regarding kept and missed appointments


	1.22.d.2 Milestone:  Identify licenses, equipment requirements and other components needed to implement and operate options selected.
	1.22.d.2.1 Metric:  Develop a project plan and timeline detailing the operational needs, training materials, equipment and components
	 Research existing regulations pertaining to the licensure requirements of psychiatric clinics in general to determine what requirements must be met.
	 When required, obtain licenses and operational permits as required by the state, county or city in which the clinic will operate.
	  (For mobile clinics) In consultation with medical professionals, determine the specific types of equipment and internal infrastructure that should be available in a mobile behavioral health clinic.
	  (For mobile clinics) develop specific training materials for staff members.  Examples of training could include travel and road safety, clinic operations, evidence based behavioral health practices, engagement and outreach strategies.
	1.22.d.2.1.1 Data Source:  Project Plan


	1.22.d.3 Milestone:  Develop administrative protocols and clinical guidelines for projects selected (i.e. protocols for a mobile clinic or guidelines for a transportation program).
	1.22.d.3.1 Metric:  Manual of operations for the project detailing administrative protocols and clinical guidelines
	1.22.d.3.1.1.1.1.1 Data Source:  Administrative protocols; Clinical guidelines


	1.22.d.4 Milestone:  Hire and train staff to operate and manage projects selected.
	1.22.d.4.1 Metric:  Number of staff secured and trained
	1.22.d.4.1.1 Data Source:  Project records; Training curricula as develop in P-2


	1.22.d.5 Milestone:  Establish extended hours, transportation and / or mobile clinic options
	1.22.d.5.1 Metric:  Number of areas prioritized for intervention with options in operation
	1.22.d.5.1.1 Number of patients served in these options


	1.22.d.6 Milestone:  Establish behavioral health services in new community-based settings in underserved areas.
	1.22.d.6.1 Metric:  Number of new community-based settings where behavioral health services are delivered
	1.22.d.6.1.1 Number of patients served at these new community-based sites


	1.22.d.7 Milestone:  Evaluate and continuously improve services
	1.22.d.7.1 Metric:  Project planning and implementation documentation demonstrates plan, do, study act quality improvement cycles
	1.22.d.7.1.1 Data Source:  Project reports including examples of how real-time data is used for rapid-cycle improvement to guide continuous quality improvement (i.e. how the project continuously uses data such as weekly run charts or monthly dashboard...


	1.22.d.8 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shari...
	1.22.d.8.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.22.d.8.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.22.d.8.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...

	1.22.d.8.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.22.d.8.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.22.d.8.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...


	1.22.d.9 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and sampl...
	1.22.d.9.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.22.d.9.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.22.d.9.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.22.d.10 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all pro...
	1.22.d.10.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.22.d.10.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.22.d.10.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...

	1.22.d.10.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.22.d.10.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannua...
	1.22.d.10.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	h. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.22.d.10.2.3 Data Source: [Plan should include data source]
	I-11. Milestone: Increased utilization of community behavioral healthcare
	1.22.d.10.2.3.1.1 Metric: Percent utilization of community behavioral healthcare services.
	1.22.d.10.2.3.1.1.1 Numerator: Number receiving community behavioral healthcare services from mobile clinics after access expansion
	1.22.d.10.2.3.1.1.2 Denominator: Number of people receiving community behavioral health services after access expansion.
	1.22.d.10.2.3.1.1.3 Data source: Claims data and encounter data from community behavioral health sites and expanded transportation programs.


	1.22.d.10.2.3.2 Milestone: Use of Emergency Department Care by individuals with mental illness or substance use disorders.
	1.22.d.10.2.3.2.1 Metric: X Percent decrease in inappropriate utilization of Emergency Department.
	1.22.d.10.2.3.2.1.1 Numerator: total number of individuals receiving services through mobile clinics or expanded access sites who inappropriately use emergency department.
	1.22.d.10.2.3.2.1.2 Denominator: total number of individuals receiving services through mobile clinics or expanded access sites
	1.22.d.10.2.3.2.1.3 Data Source; Claims data and encounter data from ED and expanded access or mobile clinic sites
	1.22.d.10.2.3.2.1.4 Rationale: see project description.


	1.22.d.10.2.3.3 Milestone: Adherence to scheduled appointments.
	1.22.d.10.2.3.3.1 Metric: X% Decrease in the number of canceled or no-show appointments.
	1.22.d.10.2.3.3.1.1 Numerator: number of canceled or “no-show” appointments for individuals receiving services through mobile clinics or expanded access sites
	1.22.d.10.2.3.3.1.2 Denominator: number of individuals receiving services through mobile clinics or expanded access sites.
	1.22.d.10.2.3.3.1.3 Data Source:  Clinical records from mobile clinics or expanded access sites


	1.22.d.10.2.3.4 Milestone: Improved Consumer satisfaction with Access
	1.22.d.10.2.3.4.1 Metric:  X% of people reporting satisfaction with access to care
	1.22.d.10.2.3.4.1.1 Numerator: The number of individuals receiving services through mobile clinics or expanded access sites that have expressed satisfaction with services.
	1.22.d.10.2.3.4.1.2 Denominator: The number of individuals receiving services through mobile clinics or expanded access sites
	1.22.d.10.2.3.4.1.3 Data Source:  Survey data from CAHPS, MHSIP or other validated instrument; Data from completed consumer satisfaction surveys.





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	i. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.22.d.10.2.4 Data Source: [Plan should include data source]



	1.23 Development of behavioral health crisis stabilization services as alternatives to hospitalization.
	a) Develop and implement crisis stabilization services to address the identified gaps in the current community crisis system
	b) “Other” project option:  Implement other evidence-based project to develop behavioral health crisis stabilization services in an innovative manner not described in the project options above.  Providers implementing an innovative, evidence-based pro...
	1.23.b.1 Milestone:  Conduct stakeholder meetings among consumers, family members, law enforcement, medical staff and social workers from EDs and psychiatric hospitals, EMS, and relevant community behavioral health services providers.
	1.23.b.1.1 Metric:  Number of meetings and participants.
	1.23.b.1.1.1 Data Source:  Attendance lists


	1.23.b.2 Milestone:  Conduct mapping and gap analysis of current crisis system.
	1.23.b.2.1 Metric:  Produce a written analysis of community needs for crisis services.
	1.23.b.2.1.1 Data Source:  Written plan


	1.23.b.3 Milestone:  Develop implementation plans for needed crisis services.
	1.23.b.3.1 Metric:  Produce data-driven written action plan for development of specific crisis stabilization alternatives that are needed in each community based on gap analysis and assessment of needs.
	1.23.b.3.1.1 Data Source:  Written plan


	1.23.b.4 Milestone:  Hire and train staff to implement identified crisis stabilization services.
	1.23.b.4.1 Metric:  Number of staff hired and trained.
	1.23.b.4.1.1 Staff rosters and training records
	1.23.b.4.1.2 Data Source:  Training curricula


	1.23.b.5 Milestone:  Develop administration of operational protocols and clinical guidelines for crisis services.
	1.23.b.5.1 Metric:  Completion of policies and procedures.
	1.23.b.5.1.1 Data Source:  Internal policy and procedures documents and operations manual.


	1.23.b.6 Milestone:  Evaluate and continuously improve crisis services
	1.23.b.6.1 Metric:  Project planning and implementation documentation demonstrates plan, do, study act quality improvement cycles
	1.23.b.6.1.1 Data Source:  Project reports include examples of how real-time data is used for rapid-cycle improvement to guide continuous quality improvement (i.e. how the project continuously uses data such as weekly run charts or monthly dashboards ...


	1.23.b.7 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shari...
	1.23.b.7.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.23.b.7.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.23.b.7.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...

	1.23.b.7.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.23.b.7.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.23.b.7.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...


	1.23.b.8 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and sampl...
	1.23.b.8.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.23.b.8.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.23.b.8.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.23.b.9 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all prov...
	1.23.b.9.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.23.b.9.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.23.b.9.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the floo...

	1.23.b.9.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.23.b.9.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannual...
	1.23.b.9.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the floo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	j. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.23.b.9.2.3 Data Source: [Plan should include data source]
	I-10. Milestone: Criminal Justice Admissions/Readmissions
	1.23.b.9.2.3.1.1 Metric: X% decrease in preventable admissions and readmissions into Criminal Justice System;
	1.23.b.9.2.3.1.1.1 Numerator: The number of individuals receiving crisis stabilization who had a potentially preventable readmission to a criminal justice setting (e.g. jail, prison, etc.) within the measurement period.
	1.23.b.9.2.3.1.1.2 Denominator: The number of individuals receiving individuals receiving crisis stabilization. This would be measured at specified time intervals throughout the project to determine if there was a decrease.
	1.23.b.9.2.3.1.1.3 Data Source: Criminal justice system records, and data from local crisis stabilization sites.


	1.23.b.9.2.3.2 Milestone: Costs avoided by using lower cost crisis alternative settings
	1.23.b.9.2.3.2.1  Metric: Costs avoided by comparing utilization of lower cost alternative settings with higher cost settings such as ER, jail, hospitalization.
	1.23.b.9.2.3.2.1.1 Numerator: Cost of services for individuals using the crisis alternative settings.
	1.23.b.9.2.3.2.1.2 Denominator: Total cost for crisis care to individuals in the regional partnership study area.
	1.23.b.9.2.3.2.1.3 Data Source: Claims, encounters and service event data from ER, forensic records, communality mental health uniform assessment data


	1.23.b.9.2.3.3 Milestone: Utilization of appropriate crisis alternatives
	1.23.b.9.2.3.3.1  Metric: X% increase in utilization of appropriate crisis alternatives.
	1.23.b.9.2.3.3.1.1 Numerator: Number of people receiving community behavioral healthcare services from appropriate crisis alternatives
	1.23.b.9.2.3.3.1.2 Denominator: Number of people receiving community behavioral health services in RHP project sites.
	1.23.b.9.2.3.3.1.3 Data source: Claims, encounter, and clinical record data.
	1.23.b.9.2.3.3.1.4 Rationale: see project goals.





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	k. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.23.b.9.2.4 Data Source: [Plan should include data source]



	1.24 Develop Workforce enhancement initiatives to support access to behavioral health providers in underserved markets and areas (e.g., psychiatrists, psychologists, LMSWs, LPCs and LMFTs.)
	a) Implement strategies defined in the plan to encourage behavioral health practitioners to serve medically indigent public health consumers in HPSA areas or in localities within non-HPSA counties which do not have access equal to the rest of the coun...
	b) “Other” project option:  Implement other evidence-based project to develop workforce enhancement initiatives to support access to behavioral health providers in underserved markets in an innovative manner not described in the project options above....
	1.24.b.1 Milestone: Conduct gap analysis
	1.24.b.1.1 Metric: Baseline analysis of behavioral health patient population, which may include elements such as consumer demographics, proximity to sources of specialty care, utilization of Emergency Department , other crisis and inpatient services i...
	1.24.b.1.1.1 Data Source:  HPSA data; Provider licensing and enrollment data from state and local sources; Claims and encounters from regional and state data sources; Provider and consumer survey, interview and focus group data


	1.24.b.2 Milestone: Remediation Plan
	1.24.b.2.1 Metric: Remediation plan which addresses elements relating to shortages identified in the gap analysis
	1.24.b.2.1.1 Data Source: written plan from Regional Partnerships


	1.24.b.3 Milestone: Resource Identification
	1.24.b.3.1 Metric: Identify specific disciplines and knowledge base that would assist primary care providers to expand their score of practice to address the needs of individuals with complex behavioral health conditions
	1.24.b.3.1.1 Data Source: Written plan from Regional Partnerships


	1.24.b.4 Milestone:  Evaluate and continuously improve strategies
	1.24.b.4.1 Metric: Project planning and implementation documentation describes plan, do, study act quality improvement cycles
	1.24.b.4.1.1 Data Source: Project reports including examples of how real-time data is used for rapid-cycle improvement to guide continuous quality improvement (i.e. how the project continuously uses data such as weekly run charts or monthly dashboards...


	1.24.b.5 Milestone:  Number of behavioral health providers serving medically indigent public health clients
	1.24.b.5.1 Metric: Track and report the number of behavioral health providers serving medically indigent public health clients by provider type on at least a quarterly basis.
	1.24.b.5.1.1 Numerator: Number of behavioral health and related providers serving medically indigent consumers in the RHP study area
	1.24.b.5.1.2 Denominator: Number of behavioral health and related providers in the RHP study area.
	1.24.b.5.1.3 Data Source:  Provider registration and survey data.


	1.24.b.6 Milestone: Non-behavioral health provider training
	1.24.b.6.1 Metric: Track and report the number of non-behavioral health providers who have been trained to recognize and assist in management of behavioral health conditions.
	1.24.b.6.1.1 Numerator: Number of non-behavioral health providers who have been trained to recognize and assist in management of behavioral health conditions in the RHP study area.
	1.24.b.6.1.2 Denominator: Number of non-behavioral health providers who are in the RHP study area.
	1.24.b.6.1.3 Data Source: Training rosters


	1.24.b.7 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shari...
	1.24.b.7.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.24.b.7.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.24.b.7.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...

	1.24.b.7.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.24.b.7.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.24.b.7.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...


	1.24.b.8 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and sampl...
	1.24.b.8.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.24.b.8.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.24.b.8.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.24.b.9 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all prov...
	1.24.b.9.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.24.b.9.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.24.b.9.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the floo...

	1.24.b.9.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.24.b.9.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannual...
	1.24.b.9.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the floo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	l. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.24.b.9.2.3 Data Source: [Plan should include data source]
	I-10. Milestone: Emergency Department Use
	1.24.b.9.2.3.1.1 Metric:  X% reduction in inappropriate use of Emergency Department Care by individuals with mental illness or substance use disorders.
	1.24.b.9.2.3.1.1.1 Numerator: total number of individuals receiving behavioral health services through provider enhancements created under this initiative.
	1.24.b.9.2.3.1.1.2 Denominator: total number of individuals receiving behavioral health services in the RHP project site.
	1.24.b.9.2.3.1.1.3 Data Source: Claims data and encounter data from ED and project service data.
	1.24.b.9.2.3.1.1.4 Rationale: see project description.


	1.24.b.9.2.3.2 Milestone:  Consumer satisfaction with Care
	1.24.b.9.2.3.2.1 Metric: X% People reporting satisfaction with care
	1.24.b.9.2.3.2.1.1 Numerator: The number of individuals receiving behavioral health services through enhanced provider base that have expressed satisfaction with services.
	1.24.b.9.2.3.2.1.2 Denominator: The number of individuals receiving behavioral health services through enhanced provider base
	1.24.b.9.2.3.2.1.3 Data Source: Survey data from CAHPS, MHSIP or other validated instrument.  Data from completed consumer satisfaction surveys.

	1.24.b.9.2.3.2.2 Metric:  X% State Psychiatric Facility Bed Utilization
	1.24.b.9.2.3.2.2.1 Numerator: The number of individuals receiving behavioral health services through enhanced provider base that have been admitted into state psychiatric facilities.
	1.24.b.9.2.3.2.2.2 Denominator: The number of individuals admitted to state psychiatric facilities
	1.24.b.9.2.3.2.2.3 Data Source: Claims/ encounter and clinical record data from Avatar (state hospital clinical system), and project data.


	1.24.b.9.2.3.3 Milestone:  Cultural and Linguistic Diversity
	1.24.b.9.2.3.3.1 Metric: X% increase in number of culturally and linguistically diverse behavioral health providers, especially in HPSA’s along the Texas/ Mexico border.
	1.24.b.9.2.3.3.1.1 Numerator: Number of culturally and linguistically diverse behavioral health serving consumers in the RHP study area
	1.24.b.9.2.3.3.1.2 Denominator: Number of behavioral health providers serving RHP consumers in the study area.
	1.24.b.9.2.3.3.1.3 Data Source: Project data, Provider registration, and survey data.





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	m. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.24.b.9.2.4 Data Source: [Plan should include data source]
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	1.25 Enhance/Expand Medical Homes
	a) Develop, implement, and evaluate action plans to enhance/eliminate gaps in the development of various aspects of PCMH standards.
	b) Collaborate with an affiliated Patient-Centered Medical Home to integrate care management and coordination for shared, high-risk patients.
	c) Implement medical homes in HPSA and other rural and impoverished areas using evidence-approached change concepts for practice transformation developed by the Commonwealth Fund’s Safety Net Medical Home Initiative:
	d) “Other” project option:  Implement other evidence-based project to enhance/expand medical home in an innovative manner not described in the project options above.  Providers implementing an innovative, evidence-based project using the “Other” proje...
	1.25.d.1 Milestone: Implement the medical home model in primary care clinics
	1.25.d.1.1 Metric: Increase number of primary care clinics using medical home model
	1.25.d.1.1.1 Numerator: Number of primary care clinics using medical home model
	1.25.d.1.1.2 Denominator: Total number of primary care clinics
	1.25.d.1.1.3 Rationale/Evidence: NAPH found that nearly 40% of programs could offer either anecdotal or quantitative evidence of reduced ED usage—attributed to the redirection of primary care-seeking patients from the ED to a medical home.62F   In add...


	1.25.d.2 Milestone: Put in place policies and systems to enhance patient access to the medical home. Enhanced access to care is available through systems such as open scheduling, expanded hours and new options for communication between patients, their...
	1.25.d.2.1 Metric: Performing Provider policies on medical home
	1.25.d.2.1.1 Data Source: Performing Provider’s “Policies and Procedures” documents
	1.25.d.2.1.2 Rationale/Evidence: Operationalizing the work as part of the “Policies and Procedures” for an organization will make the work the “norm” or expectation for the organization and its employees.


	1.25.d.3 Milestone: Reorganize staff into primary care teams responsible for the coordination of patient care.  Teams can be designed in a variety of ways depending on the size and needs of the patient population and the resources of the practice. Ide...
	1.25.d.3.1 Metric: Primary care team
	1.25.d.3.1.1 Numerator: Number of staff organized into care teams
	1.25.d.3.1.2 Denominator: Total number of staff
	1.25.d.3.1.3 Data Source:  Documentation of staff assignments into care teams
	1.25.d.3.1.4 Rationale/Evidence: “Primary care physicians are expected to provide acute, chronic, and preventive care to their patients while building meaningful relationships with those patients, and managing multiple diagnoses according to a host of...


	1.25.d.4 Milestone: Develop staffing plan to expand primary care team roles; Expand and redefine the roles and responsibilities of primary care team members.66F
	1.25.d.4.1 Metric: Expanded primary care team member roles;
	1.25.d.4.1.1 Data Source: Revised job descriptions
	1.25.d.4.1.2 Rationale/Evidence: “Primary care physicians are expected to provide acute, chronic, and preventive care to their patients while building meaningful relationships with those patients, and managing multiple diagnoses according to a host of...

	1.25.d.4.2 Metric: Schedule of training and educational opportunities for providers and staff on expanded roles
	1.25.d.4.2.1 Data Source: and documentation of established orientation and internal trainings for expanded roles and responsibilities beyond the basic education programs completed prior to hire.
	1.25.d.4.2.2 Rationale/Evidence: Additionally, “basic medical assistant (MA) education programs do not adequately prepare individuals for the roles that MAs are increasingly asked to perform in community clinics.  While most MAs are adequately trained...


	1.25.d.5 Milestone: Determine the appropriate panel size69F  for primary care provider teams, potentially based on staff capacity, demographics, and diseases. Empanelment should be based on the following principles: Assign all patients to a provider p...
	1.25.d.5.1 Metric: Determine Panel size71F
	1.25.d.5.1.1 Data Source:  Panel size determination tool, patient registry, EHR, or needs assessment tool to assess appropriate panel size based on patient needs (as determined by the clinic) for proactive panel management
	1.25.d.5.1.2 Rationale/Evidence: Panel size analysis could support panel management decisions as clinics approach population management.72F   “At the heart of the Patient Centered Medical Home model is the relationship between a patient and a provider...


	1.25.d.6 Milestone: Establish criteria for medical home assignment
	1.25.d.6.1 Metric: Medical home assignment criteria
	1.25.d.6.1.1 Data Source: Submission of medical home assignment criteria, such as patients with specified chronic conditions;74F  patients who have had multiple visits to a clinic; high-risk patients; patients needing care management; high users of he...
	1.25.d.6.1.2 Performing Provider policies and procedures or other similar documents
	1.25.d.6.1.3 Rationale/Evidence: With limited resources, it may behoove some organizations to focus their work on medical homes within a subset of patients. Also, some of these higher risk patients are the highest users of health care resources and do...


	1.25.d.7 Milestone: Track the assignment of patients to the designated care team
	1.25.d.7.1 Metric: Tracking medical home patients
	1.25.d.7.1.1 Data Source: Submission of tracking report. Can be tracked through the practice management system, EHR, or other documentation as designated by Performing Provider
	1.25.d.7.1.2 Rationale/Evidence: Review panel status (open/closed) and panel fill rates on a monthly basis for equity to be able to adjust to changing environment (e.g., patient preference, extended provider leave).


	1.25.d.8 Milestone: Develop or utilize evidence based training materials for medical homes based upon the model change concepts. 78F
	1.25.d.8.1 Metric: Documentation of staff training materials.
	1.25.d.8.1.1 Data Source:  Training materials.
	1.25.d.8.1.2 Rationale/Evidence:  PCMH model change concepts are widely supported as the means to achieve meaningful and sustainable PCMH practice transformation.


	1.25.d.9 Milestone: Train medical home personnel on PCMH change concepts.
	1.25.d.9.1 Metric: Number of medical home personnel trained
	1.25.d.9.1.1 Numerator: number of personnel trained on PCMH change concepts
	1.25.d.9.1.2 Denominator: total number of personnel
	1.25.d.9.1.3 Data Source:  Training records and HR documents
	1.25.d.9.1.4 Rationale/Evidence:  PCMH model change concepts are widely supported as the means to achieve meaningful and sustainable PCMH practice transformation.


	1.25.d.10 Milestone: Expand and document interaction types between patient and healthcare team beyond one-to-one visits to include group visits, telephone visits, and other interaction types
	1.25.d.10.1 Metric:  Documentation of interaction types and which patients would most benefit from particular interaction types.
	1.25.d.10.1.1 Submission of interaction tracking report. Can be tracked through the practice management system, EHR, or other documentation as designated by Performing Provider.

	1.25.d.10.2 Metric: Percent of hospitalized patients who have clinical, telephonic or face-to-face follow-up interaction with the care team within 2 days of discharge during the measurement month at sites with implemented complex care management.
	1.25.d.10.2.1 Numerator: Number of patients receiving follow-up care within 2 days of discharge.
	1.25.d.10.2.2 Denominator:  Number of discharged patients.
	1.25.d.10.2.3 Data Source: Practice management system, EHR, or other documentation as designated by Performing Provider.

	1.25.d.10.3 Metric: Percent of patients who have been seen in the Emergency Room with a documented chronic illness problem, who have clinical telephonic or face-to-face follow-up interaction with the care team within 2 days of ER visit during the meas...
	1.25.d.10.3.1 Numerator: Number of patients receiving follow-up care within 2 days of ER visit.
	1.25.d.10.3.2 Denominator:  Number of patients with documented ER visit.
	1.25.d.10.3.3 Data Source: Practice management system, EHR, or other documentation as designated by Performing Provider.


	1.25.d.11 Milestone: Identify current utilization rates of preventive services and implement a system to improve rates among targeted population (must select at least one metric):
	1.25.d.11.1 Metric: Implement a patient registry that captures preventive services utilization.
	1.25.d.11.1.1 Numerator:  Number of patients overdue for preventive services.
	1.25.d.11.1.2 Denominator: Total number of patients in the registry
	1.25.d.11.1.3 Data Source: Patient registry or EHR
	1.25.d.11.1.4 Rationale/Evidence:  Relationship-centered aspects of PCMH are more highly correlated with preventive services delivery in community primary care practices than are information technology capabilities. 79F

	1.25.d.11.2 Metric: Implement a recall system that allow staff to report which patients are overdue for which preventive services and track when and how patients were notified on their needed services.
	1.25.d.11.2.1 Data Source: Documentation of recall report
	1.25.d.11.2.2 Rationale/Evidence:  The goal of this milestone is to make evidence-based care routine. This is accomplished through both planned interactions initiated by the practice, and through point-of-care reminders which help ensure that every in...

	1.25.d.11.3 Metric: Develop prevention services education management and outreach program
	1.25.d.11.3.1 Data Source:  Program documentation, including policies and procedures
	1.25.d.11.3.2 Rationale/Evidence:  Educating patients about the benefits and availability of preventive services is critical to patient-centered care and patient wellness.  Additionally, having processes in place that define targeted populations and o...


	1.25.d.12 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shar...
	1.25.d.12.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.25.d.12.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.25.d.12.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other prov...

	1.25.d.12.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.25.d.12.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.25.d.12.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other prov...


	1.25.d.13 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and samp...
	1.25.d.13.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.25.d.13.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.25.d.13.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.25.d.14 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all pro...
	1.25.d.14.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.25.d.14.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.25.d.14.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...

	1.25.d.14.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.25.d.14.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannua...
	1.25.d.14.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	a. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.25.d.14.2.3 Data Source: [Plan should include data source]
	I-12. Milestone: Based on criteria, improve the number of eligible patients80F   that are assigned to the medical homes.
	1.25.d.14.2.3.1.1 Metric: Number or percent of eligible patients assigned to medical homes, where “eligible” is defined by the Performing Provider
	1.25.d.14.2.3.1.1.1 Numerator: Number of eligible patients assigned to a medical home
	1.25.d.14.2.3.1.1.2 Denominator: Total number of eligible patients
	1.25.d.14.2.3.1.1.3 Data Source: Practice management system, EHR, or other documentation as designated by Performing Provider
	1.25.d.14.2.3.1.1.4 Rationale/Evidence: Murray M, Davies M, Boushon B, Panel Size: How Many Patients Can One Doctor Manage? Fam Pract Manag. 2007 Apr;14(4):44-51


	1.25.d.14.2.3.2 Milestone: New patients assigned to medical homes receive their first appointment in a timely manner
	1.25.d.14.2.3.2.1 Metric: Improve number or percent of new patients assigned to medical homes that are contacted for their first patient visit within 60-120 days
	1.25.d.14.2.3.2.1.1 Numerator: Number of new patients contacted within specified days
	1.25.d.14.2.3.2.1.2 Denominator: Total number of new patients
	1.25.d.14.2.3.2.1.3 Data Source: Practice management or scheduling systems, registry, EHR, or other documentation as designated by Performing Provider
	1.25.d.14.2.3.2.1.4 Rationale/Evidence: It is important to get new patients into the medical home in a timely manner.


	1.25.d.14.2.3.3 Milestone: Patient access to medical home
	1.25.d.14.2.3.3.1 Metric: Third Next-Available Appointment
	1.25.d.14.2.3.3.1.1 The length of time in calendar days between the day an existing patient makes a request for an appointment with a provider/care team and the third available appointment with that provider/care team.
	1.25.d.14.2.3.3.1.2 Data Source: Practice management or scheduling systems
	1.25.d.14.2.3.3.1.3 Rationale/Evidence: This measure is an industry standard of patients' access to care.  Under principles of PCMH open access, this should be same day. 81F


	1.25.d.14.2.3.4 Milestone: Increase the number or percent of medical home patients that are able to identify their usual source of care as being managed in medical homes
	1.25.d.14.2.3.4.1 Metric: Usual source of care
	1.25.d.14.2.3.4.1.1 Numerator: Number of medical home patients that are able to identify their medical home as their usual source of care
	1.25.d.14.2.3.4.1.2 Denominator: Total number of medical home patients
	1.25.d.14.2.3.4.1.3 Data Source: Patient survey
	1.25.d.14.2.3.4.1.4 Rationale/Evidence: The medical home should be seen by the patient as the patient’s “home base” or usual source of care, and this measures the success of the medical home in providing ongoing, organized care for the patient and edu...


	1.25.d.14.2.3.5 Milestone: Increase number or percent of enrolled patients’ scheduled primary care visits that are at their medical home
	1.25.d.14.2.3.5.1 Metric: Percent of primary care visits at medical home
	1.25.d.14.2.3.5.1.1 Numerator: Number of enrolled patients’ primary care visits with medical home primary care provider/team
	1.25.d.14.2.3.5.1.2 Denominator: Total number of enrolled patients’ primary care visits within the Performing Provider
	1.25.d.14.2.3.5.1.3 Data Source: Practice management system, EHR, or other documentation as designated by Performing Provider
	1.25.d.14.2.3.5.1.4 Rationale/Evidence: Patients know the professionals on their care team and establish trusting, ongoing relationships to reinforce continuity of care.  Medical home model should enhance continuity.


	1.25.d.14.2.3.6 Milestone:  Medical home provides population health management by identifying and reaching out to patients who need to be brought in for preventive and ongoing care
	1.25.d.14.2.3.6.1 Metric: Reminders for patient preventive services
	1.25.d.14.2.3.6.1.1 Numerator: For select specific preventive service (e.g., pneumococcal vaccine for diabetics), the number of patients in the registry needing the preventive service and who have been contacted to come in for service
	1.25.d.14.2.3.6.1.2 Denominator: Total number of patients in the registry needing the preventive service
	1.25.d.14.2.3.6.1.3 Data Source: Registry, or other documentation as designated by Performing Provider
	1.25.d.14.2.3.6.1.4 Rationale/Evidence: Panel manager (or staff on care team) identifies patients who have process or outcome care gaps and contacts them to come in for services.  This approach has been used with good effect in state and federal healt...

	1.25.d.14.2.3.6.2 Metric: Number of patients receiving preventive services as indicated by standards of care (e.g., annual wellness exam, vision screening, mammograms, etc.)
	1.25.d.14.2.3.6.2.1 Numerator: For select specific preventive service, the number of patients in the registry that are up to date on the preventive service.
	1.25.d.14.2.3.6.2.2 Denominator: Total number of patients in the registry needing the preventive service
	1.25.d.14.2.3.6.2.3 Data Source: Registry, or other documentation as designated by Performing Provider
	1.25.d.14.2.3.6.2.4 Rationale/Evidence: Panel manager (or staff on care team) identifies patients who have process or outcome care gaps and contacts them to come in for services.  This approach has been used with good effect in state and federal healt...


	1.25.d.14.2.3.7 Milestone: Obtain medical home recognition by a nationally recognized agency 82F (e.g., NCQA, URAC, AAAHC, etc.). The level of medical home recognition will depend on the practice baseline and accrediting agency.
	1.25.d.14.2.3.7.1 Metric: Medical home recognition/accreditation
	1.25.d.14.2.3.7.1.1 Numerator: number of sites or clinics receiving recognition/accreditation
	1.25.d.14.2.3.7.1.2 Denominator: total number of sites or clinics eligible for recognition/accreditation.
	1.25.d.14.2.3.7.1.3 Data Source: Documentation of recognition/accreditation from nationally recognized agency (e.g., NCQA)
	1.25.d.14.2.3.7.1.4 Rationale/Evidence: It is important to validate the medical home service being provided by seeking and receiving recognition/accreditation.83F  Some safety net sites that have attained NCQA accreditation “reported that they have be...


	1.25.d.14.2.3.8 Milestone: Develop or expand principles of medical home and patient centered care using innovative project option.  The following metrics are suggested for use with an innovative project option to enhance/expand medical home but are no...
	1.25.d.14.2.3.8.1 Metric:  Increase percentage of target population reached.
	1.25.d.14.2.3.8.1.1 Numerator:  Number of individuals of target population reached by the innovative project.
	1.25.d.14.2.3.8.1.2 Denominator: Number of individuals in the target population.
	1.25.d.14.2.3.8.1.3 Data Source:  Documentation of target population reached, as designated in the project plan.
	1.25.d.14.2.3.8.1.4 Rationale/Evidence:  This metric speaks to the efficacy of the innovative project in reaching it targeted population.

	1.25.d.14.2.3.8.2 Metric:  Increased number of patient centered visits.
	1.25.d.14.2.3.8.2.1 Total number of visits for reporting period
	1.25.d.14.2.3.8.2.2 Data Source: Registry, EHR, claims or other Performing Provider source
	1.25.d.14.2.3.8.2.3 Rationale/Evidence: This measures the increased volume of visits and is a method to assess the ability for the Performing Provider to increase capacity to provide care.

	1.25.d.14.2.3.8.3 Metric: Documentation of increased number of unique patients that receive education around clinic’s adoption of patient centered principles and are empanelled into the medical home. Demonstrate improvement over prior reporting period.
	1.25.d.14.2.3.8.3.1 Total number of unique patients that receive education about patient centered clinic services and are assigned to the medical home.
	1.25.d.14.2.3.8.3.2 Data Source: Registry, EHR, claims or other Performing Provider source
	1.25.d.14.2.3.8.3.3 Rationale/Evidence: Patient education around medical home principles and the clinic’s commitment to this model is integral to successful transformation.





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	b. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.25.d.14.2.4 Data Source: [Plan should include data source]



	1.26 Expand Chronic Care Management Models85F
	a) Redesign the outpatient delivery system to coordinate care for patients with chronic diseases
	b) Apply evidence-based care management model to patients identified as having high-risk health care needs
	c) Redesign rehabilitation delivery models for persons with disabilities
	d) Develop a continuum of care in the community for persons with serious and persistent mental illness and co-occurring disorders
	e) Develop care management functions that integrate the primary and behavioral health needs of individuals
	f) “Other” project option:  Implement other evidence-based project to expand chronic care management models in an innovative manner not described in the project options above.  Providers implementing an innovative, evidence-based project using the “Ot...
	1.26.f.1 Milestone: Expand the Chronic Care Model to primary care clinics
	1.26.f.1.1 Metric: Increase number of primary care clinics using the Chronic Care model
	1.26.f.1.1.1.1.1.1 Numerator: Number of primary care clinics using the Chronic Care model
	1.26.f.1.1.1.1.1.2 Denominator: Total number of primary care clinics
	1.26.f.1.1.1.1.1.3 Data Source: Documentation of practice management
	1.26.f.1.1.1.1.1.4 Rationale/Evidence: The Chronic Care Model, developed by Ed Wagner and colleagues at the MacColl Institute, has helped hundreds of providers improve care for people with chronic conditions.87F   Randomized trials of system change in...


	1.26.f.2 Milestone: Train staff in the Chronic Care Model, including the essential components of a delivery system that supports high-quality clinical and chronic disease care
	1.26.f.2.1 Metric: Increase percent of staff trained
	1.26.f.2.1.1.1.1.1 Numerator: Number of relevant staff trained in the Chronic Care Model (“relevant” as defined per the Performing Provider)
	1.26.f.2.1.1.1.1.2 Denominator: Total number of relevant staff
	1.26.f.2.1.1.1.1.3 Data Source: HR, training program materials
	1.26.f.2.1.1.1.1.4 Rationale/Evidence: The Chronic Care Model, developed by Ed Wagner and colleagues at the MacColl Institute, has helped hundreds of providers improve care for people with chronic conditions.90F   Randomized trials of system change in...


	1.26.f.3 Milestone: Develop a comprehensive care management program
	1.26.f.3.1 Metric: Documentation of Care management program.  Best practices such as the Wagner Chronic Care Model and the Institute of Chronic Illness Care’s Assessment Model may be utilized in program development.94F
	1.26.f.3.1.1.1.1.1 Data Source: Program materials
	1.26.f.3.1.1.1.1.2 Rationale/Evidence: Review chronic care management best practices (e.g., Wagner Chronic Care model) and conduct an assessment of the hospital/health system to guide quality improvement efforts and evaluate changes in chronic illness...

	1.26.f.3.2 Metric: Increase the number of patients enrolled in a care management program over baseline.
	1.26.f.3.2.1.1.1.1 Number of patients enrolled in a care management program
	1.26.f.3.2.1.1.1.2 Data source:  Program enrollment records


	1.26.f.4 Milestone: Formalize multi-disciplinary teams, pursuant to the chronic care model defined by the Wagner Chronic Care Model or similar
	1.26.f.4.1 Metric: Increase the number of multi-disciplinary teams (e.g., teams may include physicians, mid-level practitioners, dieticians, licensed clinical social workers, psychiatrists, and other providers) or number of clinic sites with formalize...
	1.26.f.4.1.1.1.1.1  Number of teams or sites with formalized teams
	1.26.f.4.1.1.1.1.2 Data Source: TBD by Performing Provider
	1.26.f.4.1.1.1.1.3 Rationale/Evidence: In meta-analysis to assess the impact on glycemic control of 11 distinct strategies for quality improvement in adults with type 2 diabetes, team changes and case management showed the most robust improvements.96F...


	1.26.f.5 Milestone: Implement a risk-reduction program for patients with diabetes mellitus to target patients identified as at-risk (e.g., an inpatient or peri-operative glycemic control program; if implementing more than one program, may include as t...
	1.26.f.5.1 Metric:  Increase the number of patients enrolled in risk-reduction program
	1.26.f.5.1.1.1.1.1 Number of patients enrolled in risk-reduction program
	1.26.f.5.1.1.1.1.2 Data Source: Program enrollment records


	1.26.f.6 Milestone: Implement redesign of rehabilitation delivery model that is tailored to care setting. These models may include elements like patient-centered daily interdisciplinary rounds in acute rehabilitation, self-directed task-specific motor...
	1.26.f.6.1 Metric: Redesigned Rehabilitation delivery model
	1.26.f.6.1.1.1.1.1 Documentation of program elements,
	1.26.f.6.1.1.1.1.2 Data Source: Program materials


	1.26.f.7 Milestone: Develop disease-specific or multiple chronic condition (MCC) Medical Home (e.g., stroke, diabetes, spina bifida, cystic fibrosis, technology-dependent children, extreme prematurity, intracranial bleed)
	1.26.f.7.1 Metric: Develop a pilot project to establish a primary care entity for people who have the condition or MCC (for example, for stroke: Establish group clinics for individuals with stroke/Transient Ischemic Attack (TIA));
	1.26.f.7.1.1.1.1.1 Numerator: Number of individuals with history of this condition or MCC in past 1 year enrolled in primary care clinic.
	1.26.f.7.1.1.1.1.2 Denominator: Number of individuals with history of this condition or MCC in past year.
	1.26.f.7.1.1.1.1.3 Data Source: Patient medical records at the pilot clinic.
	1.26.f.7.1.1.1.1.4 Rationale/Evidence: Clinical basis for selection of specific disease or MCC for medical home management (for example, for stroke secondary stroke prevention, maintaining or improving cognitive function, management of chronic disease...


	1.26.f.8 Milestone: Pilot pharmacy-driven anticoagulation management project.
	1.26.f.8.1 Metric:   Percent of patients on warfarin or other anticoagulants who have been monitored for at least one month without a face-to-face visit
	1.26.f.8.1.1.1.1.1 Numerator:  Number of patients on warfarin or other anticoagulants who were monitored for at least one month without a face-to-face visit
	1.26.f.8.1.1.1.1.2 Denominator:  Total number of patients on warfarin or other anticoagulants
	1.26.f.8.1.1.1.1.3 Data source:  EHR, Medical records.
	1.26.f.8.1.1.1.1.4 Rationale/Evidence: Goals: Understand problems of “usual care” and variance in management of anticoagulation; understand how implementation of guidelines, re-engineering care providers and use of technology can effectively implement...
	Evidence: In patient control of warfarin by pharmacy driven protocols for many diagnoses improved outcomes (time to effective anticoagulation); multiple hospital admissions are due to complications of outpatient anticoagulation with warfarin;
	Mechanism: Assemble team of Physicians, Pharmacists, QI Nurse, Administrators, and Information Technology specialist coordinated by pharmacy.


	1.26.f.9 Milestone: Develop program to identify and manage chronic care patients needing further clinical intervention
	1.26.f.9.1 Metric:  Increase the number of patients   identified as needing screening test, preventative tests, or other clinical services
	1.26.f.9.1.1.1.1.1 Numerator:  Number of patients identified and subsequently receiving needed tests or other clinical services
	1.26.f.9.1.1.1.1.2 Denominator:  Number of patients identified as needing screening test, preventative tests, or other clinical services
	1.26.f.9.1.1.1.1.3 Data source:  EHR, patient registry


	1.26.f.10 Milestone: Expand and document interaction types between patient and health care team beyond one-to-one visits to include group visits, telephone visits, and other interaction types
	1.26.f.10.1 Metric:  Increase the number of group visits and/or telephone visits and/or other interaction types
	1.26.f.10.1.1.1.1.1 Numerator:  Number of group visits/telephone visits/other interaction types (please specify type of visit)
	1.26.f.10.1.1.1.1.2 Data source:  EHR, billing records


	1.26.f.11 Milestone: Develop and implement program to assist patient to better self-manage their chronic conditions
	1.26.f.11.1 Metric:  Increase the number of patients enrolled in a self-management program
	1.26.f.11.1.1.1.1.1 Numerator:  Number of patients enrolled in a self-management program for a given chronic condition
	1.26.f.11.1.1.1.1.2 Denominator:  Number of patients with given chronic condition
	1.26.f.11.1.1.1.1.3 Data source:  EHR, patient registry, class enrollment and attendance records


	1.26.f.12 Milestone: Develop and implement plan for standing orders (i.e., lab orders for chronic conditions)
	1.26.f.12.1 Metric:  Documentation of plan for standing orders
	1.26.f.12.1.1.1.1.1 Data source: Computerized system to manage standing orders.
	1.26.f.12.1.1.1.1.2 Rationale/Evidence: Forms that require handwritten information have higher risk of error, due to faulty memory, careless or mistaken transcription from other documents, and misinterpretation of handwriting. To minimize the risk of ...


	1.26.f.13 Milestone: Develop and implement program for diabetes care managers to support primary care clinics
	1.26.f.13.1 Metric:  diabetes care manager support for primary care clinics
	1.26.f.13.1.1.1.1.1 Documentation and implementation of plan
	1.26.f.13.1.1.1.1.2 Data source:  Evidence of diabetes management care coordination clinic plan


	1.26.f.14 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shar...
	1.26.f.14.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.26.f.14.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.26.f.14.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other prov...

	1.26.f.14.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.26.f.14.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.26.f.14.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other prov...


	1.26.f.15 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and samp...
	1.26.f.15.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.26.f.15.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.26.f.15.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.26.f.16 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all pro...
	1.26.f.16.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.26.f.16.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.26.f.16.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...

	1.26.f.16.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.26.f.16.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannua...
	1.26.f.16.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	c. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.26.f.16.2.3 Data Source: [Plan should include data source]
	I-17. Milestone: Apply the Chronic Care Model to targeted chronic diseases, which are prevalent locally
	1.26.f.16.2.3.1.1 Metric: X additional patients receive care under the Chronic Care Model for a chronic disease or for MCC
	1.26.f.16.2.3.1.1.1 Name the chronic disease or MCC included
	1.26.f.16.2.3.1.1.2 Data Source: Registry
	1.26.f.16.2.3.1.1.3 Rationale/Evidence: an example of a meta-analysis of interventions to improve chronic illness looked at 112 studies, most of which were randomized clinical trials (27 asthma, 21 chronic heart failure, 33 depression, 31 diabetes); i...


	1.26.f.16.2.3.2 Milestone: Improve the percentage of patients with self-management goals99F
	1.26.f.16.2.3.2.1 Metric: Patients with self-management goals
	1.26.f.16.2.3.2.1.1 Numerator: The number of patients with the specified chronic condition/MCC in the registry with at least one recorded self-management goal
	1.26.f.16.2.3.2.1.2 Denominator: Total number of patients with the specified chronic condition/MCC  in the registry
	1.26.f.16.2.3.2.1.3 Data Source: Registry
	1.26.f.16.2.3.2.1.4 Rationale/Evidence: “Patients with chronic conditions make day-to-day decisions about—self-manage—their illnesses. This reality introduces a new chronic disease paradigm: the patient-professional partnership, involving collaborativ...


	1.26.f.16.2.3.3 Milestone: Implement disease-specific or MCC Medical Home.  (Examples of medication management and other interventions for stroke follow; however, chosen metrics should be for the specific condition and demonstrate how patients have im...
	1.26.f.16.2.3.3.1 Metric:  Use of appropriate medication for specific disease (Example for stroke:  Antiplatelet medication for secondary stroke prevention)
	1.26.f.16.2.3.3.1.1 Numerator: Number of individuals with history/completed stroke and/or Transient Ischemic Attack (TIA) who are on antiplatelet medication and/or have a documented contraindication
	1.26.f.16.2.3.3.1.2 Denominator: Number of individuals with history/completed stroke and/or TIA

	1.26.f.16.2.3.3.2 Metric:  Monitor clinically appropriate indicator of disease improvement (Example for stroke: Blood pressure control among individuals with history of/a completed stroke and/or TIA)
	1.26.f.16.2.3.3.2.1 Numerator: Number of individuals with history of/a completed stroke and/or TIA in past year who have BP< 140/90
	1.26.f.16.2.3.3.2.2 Denominator: Number of individuals with history of/a completed stroke and/or TIA in past year

	1.26.f.16.2.3.3.3 Metric:  Patient engages in disease-appropriate preventive intervention (Example for stroke:  Follow recommended exercise regimen)
	1.26.f.16.2.3.3.3.1 Numerator: Number of individuals with history of stroke/TIA in past year who exercise at least 150 minutes per week
	1.26.f.16.2.3.3.3.2 Denominator: Number of individuals with history of stroke/TIA in past year


	1.26.f.16.2.3.4 Milestone: Redesign Rehabilitation Delivery Model
	1.26.f.16.2.3.4.1 Metric: Maintain or Improve (case-mix adjusted) 3-month Functional Independence Measure (FIM) Follow-up scores
	1.26.f.16.2.3.4.1.1 Numerator: 3-month FIM follow up scores
	1.26.f.16.2.3.4.1.2 Denominator: Baseline FIM follow up scores


	1.26.f.16.2.3.5 Milestone: Improvements in access to care of patients receiving chronic care management services using innovative project option.  The following metrics are suggested for use with an innovative project option but are not required.
	1.26.f.16.2.3.5.1 Metric:  Increase percentage of target population reached.
	1.26.f.16.2.3.5.1.1 Numerator:  Number of individuals of target population reached by the chronic care management program.
	1.26.f.16.2.3.5.1.2 Denominator: Number of individuals in the target population.
	1.26.f.16.2.3.5.1.3 Data Source:  Documentation of target population reached, as designated in the project plan.
	1.26.f.16.2.3.5.1.4 Rationale/Evidence:  This metric speaks to the efficacy of the innovative project in reaching its targeted population.

	1.26.f.16.2.3.5.2 Metric: Documentation of increased number of unique patients served by innovative program. Demonstrate improvement over prior reporting period.
	1.26.f.16.2.3.5.2.1 Total number of unique patients encountered in the clinic for reporting period.
	1.26.f.16.2.3.5.2.2 Data Source: Registry, EHR, claims or other Performing Provider source

	1.26.f.16.2.3.5.3 Metric: Improved clinical outcomes of target population. The clinical outcomes can be either intermediate (e.g. in Diabetes: HbA1c, lipid profile, blood pressure, serum microalbumin) or end result (e.g. mortality, morbidity, function...
	1.26.f.16.2.3.5.3.1 Numerator: Average [clinical outcome] (TBD by provider) of patients participating in Navigator program.
	1.26.f.16.2.3.5.3.2 Denominator: Average [clinical outcome] (TBD by provider) of all patients.
	1.26.f.16.2.3.5.3.3 Data Source: EHR
	1.26.f.16.2.3.5.3.4 Rationale: TBD by provider

	1.26.f.16.2.3.5.4 Metric: Improved compliance with recommended care regimens.
	1.26.f.16.2.3.5.4.1 Numerator: % compliance with [recommended care regimen] (TBD by provider) of patients participating in Navigator program.
	1.26.f.16.2.3.5.4.2 Denominator: % compliance with [recommended care regimen] (TBD by provider) of all patients.
	1.26.f.16.2.3.5.4.3 Data Source: EHR, claims
	1.26.f.16.2.3.5.4.4 Rationale: TBD by provider





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	d. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.26.f.16.2.4 Data Source: [Plan should include data source]



	1.27 Redesign Primary Care
	a) Redesign primary care in order to achieve improvements in efficiency, access, continuity of care, and patient experience
	b) “Other” project option:  Implement other evidence-based project to redesign primary care in an innovative manner not described in the project options above.  Providers implementing an innovative, evidence-based project using the “Other” project opt...
	1.27.b.1 Milestone: Establish baseline data for each:  patient appointment ‘no-show’ rates, days to third-next available appointment, and primary care visit cycle times 101F
	1.27.b.1.1 Metric: Baseline patient ‘no-show’ rates
	1.27.b.1.1.1.1.1.1 Numerator:  Number of patients that did not show for a scheduled appointment (for any reason)
	1.27.b.1.1.1.1.1.2 Denominator:   Number of patients scheduled
	1.27.b.1.1.1.1.1.3  Data Source: Practice management or scheduling systems
	1.27.b.1.1.1.1.1.4 Rationale/Evidence: Establishes a benchmark for measuring success of innovation.

	1.27.b.1.2 Metric:  Baseline days to third next available appointment for each clinic and/or department
	1.27.b.1.2.1.1.1.1 Numerator: The length of time in calendar days between the day a patient makes a request for an appointment with a provider/care team, and the third available appointment with that provider/care team
	1.27.b.1.2.1.1.1.2 Data Source:  Practice management or scheduling systems
	1.27.b.1.2.1.1.1.3 Rationale/Evidence: Days to third-next available appointment is an industry standard of patients’ access to care. The "third next available" appointment is used rather than the "next available" appointment since it is a more sensiti...

	1.27.b.1.3 Metric: Baseline average patient cycle time
	1.27.b.1.3.1.1.1.1 The time from when the patient enters the clinic or clinical area to when he/she exits in minutes.
	1.27.b.1.3.1.1.1.2 Data Source: Practice management or scheduling systems
	1.27.b.1.3.1.1.1.3 Rationale/Evidence: A lower cycle time indicates a more streamlined process with fewer handoffs and delays.


	1.27.b.2 Milestone: Implement the patient-centered scheduling model in primary care clinics
	1.27.b.2.1 Metric: Completion of all three phases of the redesign project: (1) Record, document, and examine random patient calls so that staff are able to experience the process of trying to make an appointment from the patient’s perspective, (2) Imp...
	1.27.b.2.1.1.1.1.1 Numerator: Number of primary care clinics that have fully implemented the model
	1.27.b.2.1.1.1.1.2 Denominator: Total number of primary care clinics
	1.27.b.2.1.1.1.1.3 Data Source: Program materials or other Performing Provider sources
	1.27.b.2.1.1.1.1.4 Rationale/Evidence: Patient Centered Scheduling (PCS) is the proven methodology for improving the ability of patients to see their doctor when they want to—even the same day.  PCS is designed to improve patient access, increase cont...


	1.27.b.3 Milestone: Implement open access scheduling in primary care clinics
	1.27.b.3.1 Metric: Open access scheduling
	1.27.b.3.1.1.1.1.1 Numerator: Number of primary care clinics that have fully implemented open access scheduling
	1.27.b.3.1.1.1.1.2 Denominator: Total number of primary care clinics
	1.27.b.3.1.1.1.1.3 Data Source: Scheduling materials or other Performing Provider sources
	1.27.b.3.1.1.1.1.4 Rationale/Evidence: Open access scheduling enables patients to see their doctor when they want to—even the same day, which can improve patient access, increase continuity of care, decrease the number of patient no-shows, and decreas...


	1.27.b.4 Milestone: Implement patient visit redesign in primary care clinics
	1.27.b.4.1 Metric: Completion of all four phases of the redesign project: (1) Establish method to collect and report cycle time at least monthly; (2) Compare cycle time to other potential measures of efficiency; (3) Map patient visits from beginning t...
	1.27.b.4.1.1.1.1.1 Numerator: Number of primary care clinics that have fully implemented the model
	1.27.b.4.1.1.1.1.2 Denominator: Total number of primary care clinics
	1.27.b.4.1.1.1.1.3 Data Source: Documentation from Performing Provider
	1.27.b.4.1.1.1.1.4 Rationale/Evidence: to increase efficiency and productivity so that more patients can be seen.  Since 1998, the Patient Visit Redesign (PVR) model has been the standard in work process design, drastically improving patient visit tim...


	1.27.b.5 Milestone: Train staff on methods for redesigning clinics to improve efficiency
	1.27.b.5.1 Metric: Number or proportion of staff trained
	1.27.b.5.1.1.1.1.1 Numerator: Number of relevant primary care clinic staff trained
	1.27.b.5.1.1.1.1.2 Denominator: Total number of relevant primary care clinic staff
	1.27.b.5.1.1.1.1.3 Data Source: HR, training program materials;
	1.27.b.5.1.1.1.1.4 Rationale/ evidence: Trained staff for clinic redesign can improve clinic efficiency and reduce patient appointment no-shows.

	1.27.b.5.2 Metric:  Percent improvement in staff knowledge on methods of redesigning clinics to improve efficiency.  (Calculate pre and post training score on a test of the material included in the training)
	1.27.b.5.2.1.1.1.1 Denominator: Pre-training score:  % of questions answered correctly prior to training
	1.27.b.5.2.1.1.1.2 Numerator: Post-training score:  % of questions answered correctly following training
	1.27.b.5.2.1.1.1.3 Data Source:  Knowledge assessment tool
	1.27.b.5.2.1.1.1.4 Rationale: Establishes baseline of knowledge pre and post training intervention.  Also provides measure of training impact and/or need for curriculum/instructor modifications.


	1.27.b.6 Milestone: Implement practice management system
	1.27.b.6.1 Metric: Documentation of practice management system, such as vendor contract
	1.27.b.6.1.1.1.1.1 Data Source:  Documentation on PMS systems, including contractual agreements.
	1.27.b.6.1.1.1.1.2 Rationale/Evidence: A practice management system is a vital technology tool for establishing the capacity to manage the health care of patient groups or populations, including access to primary care


	1.27.b.7 Milestone: Establish bilingual patient portal that allows patients to view their health records on their home computer or cell phone, make appointments on line, or contact their physician on-line with a question.
	1.27.b.7.1 Metric: Increase the percentage of patients registered to the portal system.
	1.27.b.7.1.1.1.1.1 Numerator:  Number of registered patients on portal.
	1.27.b.7.1.1.1.1.2 Denominator: Total number of patients
	1.27.b.7.1.1.1.1.3 Data Source: Documentation of establishment and utilization of systems.
	1.27.b.7.1.1.1.1.4 Rationale: Enhances the patient health care experience by providing self-management health care tools and resources.

	1.27.b.7.2 Metric:  Average number of encounters with the patient portal
	1.27.b.7.2.1.1.1.1 Numerator: Total number of encounters with the patient portal.
	1.27.b.7.2.1.1.1.2 Denominator: Total number of patients registered to the portal.
	1.27.b.7.2.1.1.1.3 Data Source:  Portal census reporting and patient population records.
	1.27.b.7.2.1.1.1.4 Rationale: Provides data that can drive outreach marketing needs as well as input into potential re-design needs of the portal.


	1.27.b.8 Milestone:  Develop a marketing system to encourage patient utilization of the patient portal.
	1.27.b.8.1 Metric: Documentation of patient portal marketing and education strategy
	1.27.b.8.1.1.1.1.1 Data Source:  Marketing and outreach documentation records.
	1.27.b.8.1.1.1.1.2 Rationale:  Patient awareness and education needs.


	1.27.b.9 Milestone: Develop/implement a system for protocol driven automatic patient reminders (must select at least one metric):
	1.27.b.9.1 Metric: Document system and processes to implement
	1.27.b.9.1.1.1.1.1 Data Source: Protocol documentation.
	1.27.b.9.1.1.1.1.2 Rationale:   The literature suggests that automatic patient reminders can be a successful methodology to increase appointment adherence.  Documentation of system design is a critical element for innovation diffusion, spread and sust...

	1.27.b.9.2 Metric:  Documentation of automated process
	1.27.b.9.2.1.1.1.1 Data Source: Automated call log documentation.
	1.27.b.9.2.1.1.1.2 Rationale: The literature suggests that automatic patient reminders can be a successful methodology to increase appointment adherence.  Documentation of system design is a critical element for innovation diffusion, spread and sustai...


	1.27.b.10 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shar...
	1.27.b.10.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.27.b.10.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.27.b.10.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other prov...

	1.27.b.10.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.27.b.10.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.27.b.10.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other prov...


	1.27.b.11 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and samp...
	1.27.b.11.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.27.b.11.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.27.b.11.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.27.b.12 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all pro...
	1.27.b.12.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.27.b.12.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.27.b.12.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...

	1.27.b.12.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.27.b.12.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannua...
	1.27.b.12.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	e. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.27.b.12.2.3 Data Source: [Plan should include data source]
	I-11. Milestone: Improve patient access to primary care as measured by reducing third next available appointment times in primary care clinics to fewer than 2 calendar days or improving upon baseline rate by 30%.103F
	1.27.b.12.2.3.1.1 Metric: Third Next-Available Appointment
	1.27.b.12.2.3.1.1.1 The length of time in calendar days between the day a patient makes a request for an appointment with a provider/care team, and the third available appointment with that provider/care team.
	1.27.b.12.2.3.1.1.2 Data Source: Practice management or scheduling systems
	1.27.b.12.2.3.1.1.3 Rationale/Evidence: This measure is an industry standard of patients' access to care.  For example, the IHI definition white paper on whole system measures cites this metric.


	1.27.b.12.2.3.2 Milestone: Reduce patient appointment no-show rates to X% or less
	1.27.b.12.2.3.2.1 Metric: No-show rate
	1.27.b.12.2.3.2.1.1 Number of patients that did not show for a scheduled appointment (for any reason)
	1.27.b.12.2.3.2.1.2 Denominator:   Number of patients scheduled
	1.27.b.12.2.3.2.1.3 Data Source: Use practice management system to calculate daily for each provider in clinic
	1.27.b.12.2.3.2.1.4 Rationale/Evidence: A high no-show rate represents unused or underused capacity or an inability to satisfy the patient’s request for time and/or day of the appointment.


	1.27.b.12.2.3.3 Milestone: Identify and provide follow-up contact to patients who have missed appointments, are overdue for care, or are not meeting care management goals
	1.27.b.12.2.3.3.1  Metric: Follow-up contact rate (the percentage of patients with appointments booked prior to the actual day of clinic who did not show up for their scheduled visit and received a follow-up contact)
	1.27.b.12.2.3.3.1.1  Numerator: Number of patients who missed an appointment in a medical home session and received a follow-up contact.
	1.27.b.12.2.3.3.1.2 Denominator: Number of patients who missed an appointment in a medical home session.
	1.27.b.12.2.3.3.1.3 Data Source: Use practice management system to calculate daily for each provider in clinic
	1.27.b.12.2.3.3.1.4 Rationale/Evidence: Missed appointments are known to interfere with appropriate care of acute and chronic health conditions and to misspend medical and administrative resources. They represent a major burden on health care systems ...


	1.27.b.12.2.3.4 Milestone: Improve the patient experience of the primary care visit by reducing the time a patient waits while in the primary care office – without reducing the time the patient spends with his/her provider, as measured by reducing ave...
	1.27.b.12.2.3.4.1 Metric: Visit cycle time105F
	1.27.b.12.2.3.4.1.1 The time from when the patient enters the clinic or clinical area to when he/she exits in minutes.
	1.27.b.12.2.3.4.1.2 Data Source: Practice management or scheduling systems or another Performing Provider data source
	1.27.b.12.2.3.4.1.3 Rationale/Evidence: A lower cycle time indicates a more streamlined process with fewer handoffs and delays.


	1.27.b.12.2.3.5 Milestone: Improve quality of medical team outcomes.
	1.27.b.12.2.3.5.1 Metric: Quality of Team Care
	1.27.b.12.2.3.5.1.1 Patient satisfaction score as measured by the CG-CAHPS survey.  Performance should stay the same or improve.
	1.27.b.12.2.3.5.1.2 Data Source: CG-CAHPS documentation
	1.27.b.12.2.3.5.1.3 Rationale: The purpose of CAHPS is to capture the patients’ perspective on the quality of care from the providers of primary care. This information can be used to assess and improve the patient-centeredness of care.


	1.27.b.12.2.3.6 Milestone: Patient self-enrollment in on-line patient portal for access to their health record and bi-directional communication
	1.27.b.12.2.3.6.1 Metric: Percent of primary care patients enrolled in on-line program
	1.27.b.12.2.3.6.1.1 Numerator: Total number of patients enrolled in program.
	1.27.b.12.2.3.6.1.2 Denominator: Total number of patients.
	1.27.b.12.2.3.6.1.3 Data Source: Enrollment log documentation.
	1.27.b.12.2.3.6.1.4 Rationale: Enhances the patient health care experience by providing self-management health care tools and resources.


	1.27.b.12.2.3.7 Milestone: Improve patient satisfaction/experience scores
	1.27.b.12.2.3.7.1 Metric:  Percent improvement of patient satisfaction scores over baseline by domain.106F
	1.27.b.12.2.3.7.1.1 Calculated as (re-measurement score – baseline score)/baseline score
	1.27.b.12.2.3.7.1.2 Data Source: Patient satisfaction/experience survey and/or CMS Medicare Hospital Quality Initiative Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) or CG-CAHPS scores
	1.27.b.12.2.3.7.1.3 Rationale/Evidence: Improvement in experience scores will be the ultimate measure of success of improvement efforts.


	1.27.b.12.2.3.8 Measure: Increase capacity to redesign primary care using innovative project option.  The following metrics are suggested for use with an innovative project option to redesign primary care services but are not required.
	1.27.b.12.2.3.8.1 Metric: Third Next-Available Appointment
	1.27.b.12.2.3.8.1.1 The length of time in calendar days between the day a patient makes a request for an appointment with a provider/care team, and the third available appointment with that provider/care team.  Typically, the rate is an average, measu...
	1.27.b.12.2.3.8.1.2 Data Source: Practice management or scheduling systems
	1.27.b.12.2.3.8.1.3 Rationale/Evidence: This measure is an industry standard of patients' access to care.  For example, the IHI definition white paper on whole system measures cites this metric.

	1.27.b.12.2.3.8.2 Metric:  Percent improvement of patient satisfaction scores over baseline by domain.6
	1.27.b.12.2.3.8.2.1 Numerator: Calculated as (re-measurement score – baseline score)/baseline score
	1.27.b.12.2.3.8.2.2 Data Source: Patient satisfaction/experience survey and/or CMS Medicare Hospital Quality Initiative Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) or CG-CAHPS scores
	1.27.b.12.2.3.8.2.3 Rationale/Evidence: Improvement in experience scores will be the ultimate measure of success of improvement efforts.

	1.27.b.12.2.3.8.3 Metric:  Increased number of primary care visits.
	1.27.b.12.2.3.8.3.1 Total number of visits for reporting period
	1.27.b.12.2.3.8.3.2 Data Source: Registry, EHR, claims or other Performing Provider source
	1.27.b.12.2.3.8.3.3 Rationale/Evidence: This measures the increased volume of visits and is a method to assess the ability for the Performing Provider to increase capacity to provide care.

	1.27.b.12.2.3.8.4 Metric: Documentation of increased number of unique patients, or size of patient panels. Demonstrate improvement over prior reporting period.
	1.27.b.12.2.3.8.4.1 Total number of unique patients encountered in the clinic for reporting period.
	1.27.b.12.2.3.8.4.2 Data Source: Registry, EHR, claims or other Performing Provider source
	1.27.b.12.2.3.8.4.3 Rationale/Evidence: This measures the increased volume of visits and is a method to assess the ability for the Performing Provider to increase capacity to provide care.

	1.27.b.12.2.3.8.5 Metric: Percent improvement of employee experience scores over baseline,
	1.27.b.12.2.3.8.5.1 Numerator: calculated as (remeasurement score – baseline score)/baseline score.
	1.27.b.12.2.3.8.5.2 Data Source:  Employee satisfaction assessment tool
	1.27.b.12.2.3.8.5.3 Rationale/Evidence: Baseline and re-measurement calculations will depend on the tool used.  An average satisfaction score incorporating all survey questions would be appropriate.





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	f. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.27.b.12.2.4 Data Source: [Plan should include data source]



	1.28 Redesign to Improve Patient Experience
	a) Implement processes to measure and improve patient experience
	b) Implement other evidence based project to improve patient experience in an innovative manner not described above.  Note, providers opting to implement an innovative project under this option must propose relevant process metrics and report on the i...
	c) Project Option: Increased patient satisfaction
	d) “Other” project option:  Implement other evidence-based project to redesign to improve patient experience in an innovative manner not described in the project options above.  Providers implementing an innovative, evidence-based project using the “O...
	1.28.d.1 Milestone: Appoint an executive accountable for experience performance or create a percentage of time in existing executive position for experience performance
	1.28.d.1.1 Metric: Documentation of an executive assigned responsibility  experience performance Data Source: Org Chart or job description (if percentage of time)
	1.28.d.1.1.1 Rationale/Evidence: The organizational culture that creates positive patient experience must be driven from the very top of the organization.109F  Depending upon the organization, one executive could be accountable for both patient and em...


	1.28.d.2 Milestone: Write and disseminate a patient/family experience strategic plan
	1.28.d.2.1 Metric: Submission of a strategic plan  and documentation of the dissemination of that plan throughout the organization
	1.28.d.2.1.1 Data Source: Internal organizational communications, experience strategic plan
	1.28.d.2.1.2 Rationale/Evidence: A strategic plan is seen by experts in the field as an essential foundation for any organizational work toward improving patient experience.  Employee experience could be integrated into the patient experience strategi...


	1.28.d.3 Milestone: Establish a steering committee comprised of organizational leaders, employees and patients/families to implement and coordinate improvements in patient and/or employee experience .  Steering committee should meet at least twice a m...
	1.28.d.3.1 Metric: Documentation of committee proceedings and list of committee members
	1.28.d.3.1.1 Data Source: Meeting minutes, agendas, participant lists, and/or list of steering committee members
	1.28.d.3.1.2 Rationale/Evidence: A high-level organizational committee is essential in driving patient experience improvement organization-wide.  Employee experience can be driven by the same committee, or a separate committee could be established.


	1.28.d.4 Milestone: Integrate patient experience into employee training
	1.28.d.4.1 Metric:   Percent of new employees who received patient experience training as part of their new employee orientation
	1.28.d.4.1.1 Numerator:  Number of new employees receiving patient experience training
	1.28.d.4.1.2 Denominator:  Total number of new employees
	1.28.d.4.1.3 Data Source: Human Resources records
	1.28.d.4.1.4 Rationale/Evidence: Integrating patient experience into all organizational learning is seen as a best practice in the field, as it prompts staff/employees to consider patient experience in all parts of their day-to-day job duties.  It is ...


	1.28.d.5 Milestone: Integrate patient and/or employee experience into management performance measures
	1.28.d.5.1 Metric: Documentation of specific patient and/or employee experience objectives into management work plans and measures of performance, such as internal quality controls or performance dashboard.
	1.28.d.5.1.1 Numerator: :  0 if no documentation is provided, 1 if documentation is provided
	1.28.d.5.1.2 NA
	1.28.d.5.1.3 Data Source: Performance report, reporting policies and procedures or division/unit/department work plans, documentation of incentive in employee performance plan
	1.28.d.5.1.4 Rationale/Evidence: Accountability for experience performance must be spread throughout the organization.  Having a direct tie between employee performance and patient satisfaction is an incentive for all client-facing staff to prioritize...


	1.28.d.6 Milestone:   Include specific patient and/or employee experience objectives into employee job descriptions and work plans.  Hold employees accountable for meeting them.
	1.28.d.6.1 Metric% employees who have specific patient and/or employee experience objectives in their job description and/or workplan
	1.28.d.6.1.1 Numerator:  Number of employees who have specific patient and/or employee experience objectives in their job descriptions and/or workplan
	1.28.d.6.1.2 Denominator:  Total number of employees
	1.28.d.6.1.3 Data Source: Job descriptions, staff performance metrics
	1.28.d.6.1.4 Rationale: Each employee should have clear performance expectations as related to patient experience.


	1.28.d.7 Milestone: Assess the organizational baseline for measuring patient/family and/or employee experience and utilizing results in quality improvement
	1.28.d.7.1 Metric: Submission of an assessment that  includes answering questions such as: What areas of the organization have regular measures (e.g., inpatient vs. clinics vs. EDs); What methods are used to obtain experience data (e.g., mailed survey...
	1.28.d.7.1.1 Submission of assessment
	1.28.d.7.1.2 Data Source: Assessment
	1.28.d.7.1.3 Rationale/Evidence: It is important to clearly establish the organizational baseline as the foundation for improvement work.


	1.28.d.8 Milestone: Develop new methods of inquiry into patient and/or employee satisfaction, or improve the existing ones, to achieve greater quality and consistency of data
	1.28.d.8.1 Metric:  This will vary from Performing Provider to Performing Provider, based on the gaps identified in the assessment (previous bullet) and the assignment of improvement priorities by organization’s leaders.  Examples include: Develop a n...
	1.28.d.8.1.1 Documentation of inquiry materials
	1.28.d.8.1.2 Data Source: Depends upon methodology selected
	1.28.d.8.1.3 Rationale/Evidence: Written mail-in surveys are most commonly used in obtaining patient experience information, yet this methodology often yields small numbers of responses given the socioeconomic circumstances of certain patient populati...


	1.28.d.9 Milestone: Develop a plan to roll out a regular inquiry into patient experience in organizations currently without one, or for areas with one, in a new area of the organization, which currently does not collect patient experience information,...
	1.28.d.9.1 Metric: Submission of a patient experience implementation/expansion plan
	1.28.d.9.1.1 Data Source: Plan
	1.28.d.9.1.2 Rationale/Evidence: Patient experience information is currently not obtained from the organization or from all parts of the organization, and it should be.  For example, a Performing Provider that does not currently collect patient experi...


	1.28.d.10 Milestone: Administer regular inquiry into patient experience in the new organization or organizational area using methodologies such as: Written surveys, Phone interviews; Focus groups; Care experience flow mapping;113F  Real-time electroni...
	1.28.d.10.1 Metric:   % of active patients who were included in an inquiry
	1.28.d.10.1.1 Numerator:  Number of patient inquiries made
	1.28.d.10.1.2 Denominator:  Number of patients visits during the measurement time period
	1.28.d.10.1.3 Data Source: TBD by Performing Provider, depending on the methodology selected for patient experience inquiry
	1.28.d.10.1.4 Rationale/Evidence: Patient experience information should be obtained from new area(s) of the organization or all parts of the organization (where project was expansion).


	1.28.d.11 Milestone: Orchestrate improvement work on identified experience targets (targets could include, for example, better understanding of HCAHPS results or results of other measures; improved caregiver communication; better discharge planning; i...
	1.28.d.11.1 Metric: Submission of implementation plan.
	1.28.d.11.1.1 Data Source: Implementation plans
	1.28.d.11.1.2 Rationale/Evidence:
	1.28.d.11.1.3 The implementation plan should ensure the adherence of the experience target, the workgroups and the workplan to the previously identified principles


	1.28.d.12 Milestone:   Implement and sustain at least one organizational strategy per year aimed at improving patient, family, and/or employee experience.  These strategies must involve patients/families as partners in organizational quality improveme...
	1.28.d.12.1 Metric Number of experience improvement initiatives conducted
	1.28.d.12.1.1 Number of experience improvement initiatives conducted
	1.28.d.12.1.2 Data Source: Documentation of strategy(ies) implemented
	1.28.d.12.1.3 Rationale/Evidence: Developing and implementing strategies to reach organization’s experience targets is at the core of improvement work in this area.


	1.28.d.13 Milestone: Perform a mid-course evaluation of the results of improvement projects / Make necessary adjustments and continue with implementation
	1.28.d.13.1 Metric: Submission of evaluation results.
	1.28.d.13.1.1 Numerator:  0 if evaluation results are not submitted , 1 if evaluation results are submitted
	1.28.d.13.1.2 Data Source: Evaluation write-up
	1.28.d.13.1.3 Rationale/Evidence: It is an integral part of performance improvement to periodically review success of the efforts.


	1.28.d.14 Milestone: Develop, implement, and/or enhance a patient experience survey tool
	1.28.d.14.1 Metric:  Submission of tool
	1.28.d.14.1.1 Numerator:  0 if tool is not submitted, 1 if tool is submitted
	1.28.d.14.1.2 Data Source: Survey tool


	1.28.d.15 Milestone: Develop a training program on patient experience
	1.28.d.15.1 Metric: Submission of training program materials

	1.28.d.16 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shar...
	1.28.d.16.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.28.d.16.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.28.d.16.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other prov...

	1.28.d.16.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.28.d.16.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.28.d.16.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other prov...


	1.28.d.17 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and samp...
	1.28.d.17.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.28.d.17.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.28.d.17.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.28.d.18 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all pro...
	1.28.d.18.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.28.d.18.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.28.d.18.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...

	1.28.d.18.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.28.d.18.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannua...
	1.28.d.18.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	g. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.28.d.18.2.3 Data Source: [Plan should include data source]
	I-16. Milestone: Improve patient satisfaction/experience scores;
	1.28.d.18.2.3.1.1 Metric:  Percent improvement of patient satisfaction scores for a specific  tool over baseline
	1.28.d.18.2.3.1.1.1 Numerator: Calculated as (re-measurement score – baseline score)/baseline score
	1.28.d.18.2.3.1.1.2 Data Source: Patient satisfaction/experience surveys such as Clinician and Group Consumer Assessment of Health Care Providers and Systems (CG CAHPS)  and/or Hospital Quality Initiative Hospital Consumer Assessment of Healthcare Pro...
	1.28.d.18.2.3.1.1.3 Rationale/Evidence: Improvement in experience scores will be the ultimate measure of success of improvement efforts.

	1.28.d.18.2.3.1.2 Metric:  Percent improvement over baseline of patient satisfaction scores for a subset of measures that the provider targets for improvement in a specific tool. Certain supplemental modules for the adult CG-CAHPS survey will be used ...
	1.28.d.18.2.3.1.2.1 Numerator: Calculated as (remeasurement score – baseline score)/baseline score
	1.28.d.18.2.3.1.2.2 Data Source: Patient satisfaction/experience survey and/or -Hospital Quality Initiative Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) or CG-CAHPS scores
	1.28.d.18.2.3.1.2.3 Rationale/Evidence: Improvement in experience scores will be the ultimate measure of success of improvement efforts.

	1.28.d.18.2.3.1.3 Metric: Demonstrate an increase in performance relative to other providers in the same RHP, comparative with similar organization provider in other RHPs, and in contrast with state benchmark.
	1.28.d.18.2.3.1.3.1 Numerator: Calculated as (remeasurement score – baseline score)/baseline score
	1.28.d.18.2.3.1.3.2 Data Source: Patient satisfaction/experience survey such as CG-CAHPS scores, one of CG-CAHPS supplemental modules or HCAHPS.
	1.28.d.18.2.3.1.3.3 Rationale/Evidence: Improvement in experience scores as measured by moving from a lower percentile of patient experience score (i.e. top 25th) to a higher percentile (top 20th).


	1.28.d.18.2.3.2 Milestone: Improve employee experience scores on a consistently administered measure of employee experience
	1.28.d.18.2.3.2.1 Metric: Percent improvement of employee experience scores over baseline,
	1.28.d.18.2.3.2.1.1 Numerator: calculated as (remeasurement score – baseline score)/baseline score.
	1.28.d.18.2.3.2.1.2 Rationale/Evidence: Baseline and re-measurement calculations will depend on the tool used.  An average satisfaction score incorporating all survey questions would be appropriate.


	1.28.d.18.2.3.3 Milestone: Develop regular organizational display(s) of patient and/or employee experience data (e.g., via a dashboard on the internal Web) and provide updates to employees on the efforts the organization is undertaking to improve the ...
	1.28.d.18.2.3.3.1 Metric: Number of organization-wide displays (can be physical or virtual) about the organization’s performance in the area of patient/family experience per year; and at least one example of internal CEO communication on the experienc...
	1.28.d.18.2.3.3.1.1 Data Source: Display and internal communication
	1.28.d.18.2.3.3.1.2 Rationale/Evidence: Keeping the workforce informed on the progress of improvement efforts is key to developing an organization-wide ownership of the efforts.


	1.28.d.18.2.3.4 Milestone: Make patient and/or employee experience data available externally (e.g., via a dashboard on the external website) and provide updates to the general public on the efforts the organization is undertaking to improve the experi...
	1.28.d.18.2.3.4.1 Metric:   Number of  external communications aimed at the general public’s understanding of the organization’s results and improvement efforts in the area of patient and/or employee experience.
	1.28.d.18.2.3.4.1.1 Data Source: External communication
	1.28.d.18.2.3.4.1.2 Rationale/Evidence: As a community asset, the organization is ultimately accountable to the community for its results, which includes the experience of patients and/or employees.


	I-17. Milestone: Redesign to improve patient experience using innovative project option.  The following metrics are suggested for use with an innovative project option but are not required.
	1.28.d.18.2.3.4.2 Metric:  Percent improvement of patient satisfaction scores over baseline
	1.28.d.18.2.3.4.2.1 Numerator: Calculated as (re-measurement score – baseline score)/baseline score
	1.28.d.18.2.3.4.2.2 Data Source: Patient satisfaction/experience survey and/or Hospital Quality Initiative Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) or CG-CAHPS scores
	1.28.d.18.2.3.4.2.3 Rationale/Evidence: Improvement in experience scores will be the ultimate measure of success of improvement efforts.





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	h. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.28.d.18.2.4 Data Source: [Plan should include data source]



	1.29 Redesign for Cost Containment
	a) Develop an integrated care model with outcome-based payments
	b) Implement other evidence based project to redesign for cost containment in an innovative manner not described above.  Note, providers opting to implement an innovative project under this option must propose relevant process metrics and report on th...
	c) Project Option: Cost Savings
	d)  “Other” project option:  Implement other evidence-based project to will impact cost efficiency in an innovative manner not described in the project options above.  Providers implementing an innovative, evidence-based project using the “Other” proj...
	1.29.d.1 Milestone: Develop/identify a cost-accounting methodology to quantify the financial impact of quality and efficiency improvement interventions
	1.29.d.1.1 Metric: Cost-accounting methodology/metric
	1.29.d.1.1.1 Documentation of the methodology and metric (e.g., average cost per case for each hospital bed day for chosen specific clinical conditions; average annual cost of hospitalization for chosen specific primary diagnoses clinical conditions; ...
	1.29.d.1.1.2 Data Source: Cost-accounting system or another administrative, financial or clinical data set
	1.29.d.1.1.3 Rationale/Evidence: An accurate cost-accounting methodology/metric is a necessary tool for a Performing Provider to gauge the impact of quality and efficiency improvement interventions on the cost per unit of service for the delivery comp...


	1.29.d.2 Milestone: Establish a baseline for cost
	1.29.d.2.1 Metric: Establish a baseline for cost
	1.29.d.2.1.1 Submission of baseline data
	1.29.d.2.1.2 Data Source: Cost-accounting system or another administrative, financial, or clinical data set
	1.29.d.2.1.3 Rationale/Evidence: An accurate baseline for cost per unit of service must be established in order for a Performing Provider to effectively measure its progress towards lowering costs.


	1.29.d.3 Milestone: Implement the cost-accounting methodology and related systems to measure intervention impacts
	1.29.d.3.1 Metric: Cost-accounting system
	1.29.d.3.1.1 Documentation of adoption, installation, upgrade and/or interface of technology, and/or implementation of system using existing technology
	1.29.d.3.1.2 Data Source: Cost-accounting system
	1.29.d.3.1.3 Rationale/Evidence: Interventions require the investment of numerous resources at many levels of the delivery system. A cost-accounting system provides the system with the necessary tool to gauge the financial return on investment of inte...


	1.29.d.4 Milestone: Conduct cost analysis
	1.29.d.4.1 Metric:  Cost analysis plan or results
	1.29.d.4.1.1 Submission of cost analysis plan or results
	1.29.d.4.1.2 Data source: program plan and cost analysis report
	1.29.d.4.1.3 Rationale/Evidence: The primary types of cost analysis include the following121F :


	1.29.d.5 Milestone: Train Finance staff on costing methodologies and define, develop, and document methodologies with departments for allocation of costs to specific services.
	1.29.d.5.1 Metric: Staff trainings and department specific methodologies
	1.29.d.5.1.1 Submission of trainings and department documents
	1.29.d.5.1.2 Data Source:  Training materials, meeting minutes, cost-accounting system or another administrative, financial, or clinical data set.
	1.29.d.5.1.3 Rationale/Evidence: An accurate cost-accounting methodology/metric is a necessary tool for a Performing Provider to gauge the impact of quality and efficiency improvement interventions on the cost per unit of service for the delivery comp...


	1.29.d.6 Milestones: Develop metrics and data sources for developing an integrated care model with outcome-based payments, to be determined in conjunction with CMS
	1.29.d.6.1 Metric:  TBD by Performing Provider
	1.29.d.6.1.1 Data Source:  TBD by Performing Provider
	1.29.d.6.1.2 Rationale/Evidence: TBD by Performing Provider


	1.29.d.7 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shari...
	1.29.d.7.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.29.d.7.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.29.d.7.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...

	1.29.d.7.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.29.d.7.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.29.d.7.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...


	1.29.d.8 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and sampl...
	1.29.d.8.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.29.d.8.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.29.d.8.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.29.d.9 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all prov...
	1.29.d.9.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.29.d.9.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.29.d.9.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the floo...

	1.29.d.9.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.29.d.9.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannual...
	1.29.d.9.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the floo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	i. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.29.d.9.2.3 Data Source: [Plan should include data source]
	I-7. Milestone: Measure cost containment by re-measuring healthcare costs of an intervention and compare to baseline to gauge improvements in cost.
	1.29.d.9.2.3.1.1 Metric: TBD by Performing Provider
	1.29.d.9.2.3.1.1.1 Numerator: TBD by Performing Provider
	1.29.d.9.2.3.1.1.2 Denominator: TBD by Performing Provider
	1.29.d.9.2.3.1.1.3 Data Source: TBD by Performing Provider
	1.29.d.9.2.3.1.1.4 Rationale/Evidence: By measuring variation in clinical practices, the cost savings of different interventions can be determined. Milestones: Develop metrics and data for developing an integrated care model with outcome-based payment...

	1.29.d.9.2.3.1.2 Metric: TBD by Performing Provider
	1.29.d.9.2.3.1.2.1 Numerator: TBD by Performing Provider
	1.29.d.9.2.3.1.2.2 Denominator: TBD by Performing Provider
	1.29.d.9.2.3.1.2.3 Data Source: TBD by Performing Provider
	1.29.d.9.2.3.1.2.4 Rationale/Evidence: There is no existing methodology for measuring cost containment in the care delivery system where causal, direct impacts can be established, likely due to the multitude of factors and variables.  This will be an ...


	1.29.d.9.2.3.2 Milestone: Improved cost savings
	1.29.d.9.2.3.2.1 Metric: Demonstrate cost savings in care delivery
	1.29.d.9.2.3.2.1.1 Type of analysis to be determined by provider from the following list:
	1.29.d.9.2.3.2.1.2 Cost of Illness Analysis, Cost Minimization Analysis, Cost Effectiveness Analysis (CEA), Cost Consequence Analysis,  Cost Utility Analysis,  Cost Benefit Analysis
	1.29.d.9.2.3.2.1.3 Data source:  TBD by provider as appropriate for analysis type
	1.29.d.9.2.3.2.1.4 Rationale/evidence: TBD by provider


	1.29.d.9.2.3.3 Milestone:  Per capita costs122F  Per-capita measurement involves capturing all of the health care costs for a given population.
	1.29.d.9.2.3.3.1 Metric: Total cost per member of the population per month
	1.29.d.9.2.3.3.1.1 Numerator: total cost
	1.29.d.9.2.3.3.1.2 Denominator: total population
	1.29.d.9.2.3.3.1.3 Data source: provider and regional data; census
	1.29.d.9.2.3.3.1.4 Rationale: As health care costs rise – regulators, policymakers and industry leaders are increasingly interested in developing accurate ways to measure and, ultimately to try to reduce health care costs for individuals, as well as s...

	1.29.d.9.2.3.3.2 Metric: Hospital and ED utilization rates

	1.29.d.9.2.3.4 Milestone:  Per episode cost of care123F  measurement quantifies the services involved in the diagnosis, management and treatment of specific clinical conditions. Episode-of-care measures can be developed for the full range of acute and...
	1.29.d.9.2.3.4.1 Metric:
	1.29.d.9.2.3.4.1.1 Numerator: total cost for episode of care
	1.29.d.9.2.3.4.1.2 Denominator: total number of episodes in one month
	1.29.d.9.2.3.4.1.3 Data source: EHR; provider and regional data;
	1.29.d.9.2.3.4.1.4 Rationale: As health care costs rise – regulators, policymakers and industry leaders are increasingly interested in developing accurate ways to measure and, ultimately to try to reduce health care costs for individuals, as well as s...


	1.29.d.9.2.3.5 Milestone: Improvements in cost containment using innovative project option.
	1.29.d.9.2.3.5.1 Metric: Total cost per member of the population per month (see above)
	1.29.d.9.2.3.5.2 Metric: Hospital and ED utilization rates per episode cost of care (see above).




	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	j. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.29.d.9.2.4 Data Source: [Plan should include data source]



	1.30 Implement Evidence-based Health Promotion Programs
	a) Engage in population-based campaigns or programs to promote healthy lifestyles using evidence-based methodologies including social media and text messaging in an identified population.
	b) Establish self-management programs and wellness using evidence-based designs.
	c) Engage community health workers in an evidence-based program to increase health literacy of a targeted population.
	d) “Other” project option:  Implement other evidence-based project to implement evidence-based health promotion programs in an innovative manner not described in the project options above.  Providers implementing an innovative, evidence-based project ...
	1.30.d.1 Milestone: Conduct an assessment of health promotion programs that involve community health workers at local and regional level.
	1.30.d.1.1 Metric: Document regional assessment
	1.30.d.1.1.1 Data Source: Performing Provider assessment and summary of findings
	1.30.d.1.1.2 Rationale/Evidence: The importance of this milestone is to identify, support and compliment already existing resources in the community for health promotion programs.


	1.30.d.2 Development of evidence-based projects for targeted population based on distilling the needs assessment and determining priority of interventions for the community
	1.30.d.2.1 Metric: Document innovational strategy and plan.
	1.30.d.2.1.1 Data Source: Performing Provider evidence of innovational plan
	1.30.d.2.1.2 Rationale/Evidence: Documentation of innovational strategy and plan.


	1.30.d.3 Milestone: Implement, document and test an evidence-based innovative project for targeted population
	1.30.d.3.1 Metric: Document implementation strategy and testing outcomes.
	1.30.d.3.1.1 Data Source: Performing Provider contract or other documentation of implementation TBD by Performing Provider.
	1.30.d.3.1.2 Rationale/Evidence: Documentation of implementation strategy and testing outcomes.


	1.30.d.4 Milestone:  Execution of a learning and diffusion strategy for testing, spread and sustainability of best practices and lessons learned.
	1.30.d.4.1 Metric: Document learning and diffusion strategic plan
	1.30.d.4.1.1 Date Source: Performing Provider contract or other documentation of implementation TBD by Performing Provider.
	1.30.d.4.1.2 Rationale/Evidence: Documentation of learning and diffusion strategic plan and actions.


	1.30.d.5 Milestone:  Execution of evaluation process for project innovation.
	1.30.d.5.1 Metric: Document evaluative process, tools and analytics.
	1.30.d.5.1.1 Data Source: Performing Provider contract or other documentation of implementation TBD by Performing Provider
	1.30.d.5.1.2 Rationale/Evidence: Documentation of evaluation process, tools and analytics.


	1.30.d.6 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shari...
	1.30.d.6.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.30.d.6.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.30.d.6.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...

	1.30.d.6.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.30.d.6.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.30.d.6.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...


	1.30.d.7 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and sampl...
	1.30.d.7.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.30.d.7.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.30.d.7.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.30.d.8 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all prov...
	1.30.d.8.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.30.d.8.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.30.d.8.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the floo...

	1.30.d.8.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.30.d.8.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannual...
	1.30.d.8.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the floo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	k. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.30.d.8.2.3 Data Source: [Plan should include data source]
	I-6. Milestone: Identify X number or percent of patients in defined population receiving innovative intervention consistent with evidence-based model.
	1.30.d.8.2.3.1.1 Metric: TBD by Performing Provider based on measure described above
	1.30.d.8.2.3.1.1.1 Numerator: Total number of patients in defined population who received innovative intervention.
	1.30.d.8.2.3.1.1.2 Denominator: Total number of patients in defined population.
	1.30.d.8.2.3.1.1.3 Data Source: Patient records
	1.30.d.8.2.3.1.1.4 Rationale/Evidence: To test innovative intervention model variables (better health, improved care and lower costs).


	1.30.d.8.2.3.2 Milestone: Identify innovation impact on target intervention by using NCQA Supplemental items for CAHPS® 4.0 Adult Questionnaire (CAHPS 4.0H)
	1.30.d.8.2.3.2.1 Metric:  Must be supported by practice-approved measures TBD by Performing Provider. This supplemental item was developed jointly by NCQA and the AHRQ-sponsored CAHPS Consortium and is intended for use with the CAHPS 4.0 Health Plan s...
	1.30.d.8.2.3.2.1.1 Numerator: Health Promotion and Education (Percentage of members who reported “Always”):
	1.30.d.8.2.3.2.1.2 Denominator: Members 18 years and older as of December 31 of the measurement year.
	1.30.d.8.2.3.2.1.3 Data Source: TBD by Performing Provider


	1.30.d.8.2.3.3 Milestone: Increase access to health promotion programs and activities using innovative project option.  The following metrics are suggested for use with an innovative project option to increase access to evidence-based health promotion...
	1.30.d.8.2.3.3.1 Metric:  Increase percentage of target population reached.
	1.30.d.8.2.3.3.1.1 Numerator:  Number of individuals of target population reached by the innovative project.
	1.30.d.8.2.3.3.1.2 Denominator: Number of individuals in the target population.
	1.30.d.8.2.3.3.1.3 Data Source:  Documentation of target population reached, as designated in the project plan.
	1.30.d.8.2.3.3.1.4 Rationale/Evidence:  This metric speaks to the efficacy of the innovative project in reaching it targeted population.





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	l. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.30.d.8.2.4 Data Source: [Plan should include data source]



	1.31 Implement Evidence-based Disease Prevention Programs
	a) Implement innovative evidence-based strategies to increase appropriate use of technology and testing for targeted populations (e.g., mammography screens, colonoscopies, prenatal alcohol use, etc.)
	b) Implement innovative evidence-based strategies to reduce tobacco use.
	c) Implement innovative evidence-based strategies to increase early enrollment in prenatal care.
	d) Implement innovative evidence-based strategies to reduce low birth weight and preterm birth.
	e) Implement innovative evidence-based strategies to reduce and prevent obesity in children and adolescents.
	f) “Other” project option:  Implement other evidence-based project to implement evidence-based disease prevention programs in an innovative manner not described in the project options above.  Providers implementing an innovative, evidence-based projec...
	1.31.f.1 Milestone: Development of innovative evidence-based project for targeted population.
	1.31.f.1.1 Metric: Document innovational strategy and plan.
	1.31.f.1.1.1 Data Source: Performing Provider evidence of innovational plan
	1.31.f.1.1.2 Rationale/Evidence: To identify, develop and test new models of healthcare delivery and disease management lays the ground work for widespread adoption of innovative care that can lead to a system that delivers better health, better care ...


	1.31.f.2 Milestone: Implement evidence-based innovational project for targeted population
	1.31.f.2.1 Metric: Document implementation strategy and testing outcomes.
	1.31.f.2.1.1 Data Source: Performing Provider contract or other documentation of implementation TBD by Performing Provider.
	1.31.f.2.1.2 Rationale/Evidence: To identify, develop and test new models of healthcare delivery  and disease management lays the ground work for widespread adoption of  innovative care that can lead to a system that delivers better health, better car...


	1.31.f.3 Milestone:  Execution of learning and diffusion strategy for testing, spread and sustainability.
	1.31.f.3.1 Metric: Document learning and diffusion strategic plan
	1.31.f.3.1.1 Data Source:  Performing Provider contract or other documentation of implementation TBD by Performing Provider.
	1.31.f.3.1.2 Rationale/Evidence: Diffusion is the process by which an innovation is communicated through certain channels over time among the members of a social system. Trying to change the pace at which innovation diffuses through a system is a prio...


	1.31.f.4 Milestone:  Execution of evaluation process for project innovation.
	1.31.f.4.1 Metric: Document evaluative process, tools and analytics.
	1.31.f.4.1.1 Data Source:  Performing Provider contract or other documentation of implementation TBD by Performing Provider
	1.31.f.4.1.2 Rationale/Evidence: Evaluation if a systematic way to improve and account for public health actions by involving procedures that are useful, feasible, ethical, and accurate.5


	1.31.f.5 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shari...
	1.31.f.5.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.31.f.5.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.31.f.5.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...

	1.31.f.5.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.31.f.5.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.31.f.5.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...


	1.31.f.6 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and sampl...
	1.31.f.6.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.31.f.6.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.31.f.6.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.31.f.7 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all prov...
	1.31.f.7.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.31.f.7.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.31.f.7.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the floo...

	1.31.f.7.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.31.f.7.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannual...
	1.31.f.7.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the floo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	m. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.31.f.7.2.3 Data Source: [Plan should include data source]
	I-5. Milestone: Identify X number or percent of patients in defined population receiving innovative intervention consistent with evidence-based model.
	1.31.f.7.2.3.1.1 Metric: TBD by Performing Provider based on milestone described above
	1.31.f.7.2.3.1.1.1 Numerator: Number of individuals of target population reached by the innovative project.
	1.31.f.7.2.3.1.1.2 Denominator: Number of individuals in the target population
	1.31.f.7.2.3.1.1.3 Data Source: Documentation of target population reached, as designated in the project plan.
	1.31.f.7.2.3.1.1.4 Rationale/Evidence:  To test innovative intervention model variables (better health improved care and lower costs).


	1.31.f.7.2.3.2 Milestone: Identify impact on target intervention by using NCQA Supplemental items for CAHPS® 4.0 Adult Questionnaire (CAHPS 4.0H)Metric: Submission of CAHPS® 4.0 Adult Questionnaire (CAHPS 4.0H)
	1.31.f.7.2.3.2.1 Must be supported by practice-approved milestones TBD by Performing Provider. This supplemental item was developed jointly by NCQA and the AHRQ-sponsored CAHPS Consortium and is intended for use with the CAHPS 4.0 Health Plan survey. ...
	1.31.f.7.2.3.2.1.1 Denominator Members 18 years and older as of December 31 of the measurement year.  Medicaid: Members must be enrolled the last six months of the measurement year, and be currently enrolled at the time the survey is completed.
	1.31.f.7.2.3.2.1.2 Data Source: TBD by Performing Provider.
	1.31.f.7.2.3.2.1.3 Rationale/Evidence: To test innovative intervention model variables (better health, improved care and lower costs).


	1.31.f.7.2.3.3 Milestone: Increase access to disease prevention programs using innovative project option.  The following metrics are suggested for use with an innovative project option to increase access to disease prevention programs but are not requ...
	1.31.f.7.2.3.3.1 Metric:  Increase percentage of target population reached.
	1.31.f.7.2.3.3.1.1 Numerator:  Number of individuals of target population reached by the innovative project.
	1.31.f.7.2.3.3.1.2 Denominator: Number of individuals in the target population.
	1.31.f.7.2.3.3.1.3 Data Source:  Documentation of target population reached, as designated in the project plan.
	1.31.f.7.2.3.3.1.4 Rationale/Evidence:  This metric speaks to the efficacy of the innovative project in reaching it targeted population.

	1.31.f.7.2.3.3.2 Metric:  Increased number of encounters as defined by intervention (e.g., screenings, education, outreach, etc.)
	1.31.f.7.2.3.3.2.1 Total number of visits for reporting period
	1.31.f.7.2.3.3.2.2 Data Source: Registry, EHR, claims or other Performing Provider source
	1.31.f.7.2.3.3.2.3 Rationale/Evidence: This measures the increased volume of visits and is a method to assess the ability for the Performing Provider to increase capacity to provide care.





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	n. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.31.f.7.2.4 Data Source: [Plan should include data source]



	1.32 Apply Process Improvement Methodology to Improve Quality/Efficiency
	a) Design, develop, and implement a program of continuous, rapid process improvement that will address issues of safety, quality, and efficiency.
	b) “Other” project option:  Implement other evidence-based project to apply process improvement methodology to improve quality/efficiency in an innovative manner not described in the project options above.  Providers implementing an innovative, eviden...
	c) Project Option: Reduction in Potentially Preventable Admission Rates (PPAs)
	d) Project Option: Reduction in 30-Day Hospital Readmission Rates (Potentially Preventable Readmissions)133F
	e) Project Option: Reduction in Potentially Preventable Complications (PPC)
	f) Project Option: Reduce Inappropriate ED Use
	g) Project Option: Improved Clinical Outcome for Identified Disparity Group
	h) Project Option: Improved Access to Care
	i) Project Option: Improvement in Perinatal Health Indicator(s)
	j) Project Option: Improve Clinical Indicator/Functional Status for Target Population
	k) Project Option: Sepsis
	l) Project Option: Other
	1.32.l.1 Milestone: Target specific workflows, processes and/or clinical areas to improve
	1.32.l.1.1 Metric: Performing Provider review and prioritization of areas or processes to improve upon.
	1.32.l.1.1.1 Submission of Performing Provider report
	1.32.l.1.1.2 Data Source:  TBD by Performing Provider
	1.32.l.1.1.3 Rationale/Evidence: TBD by Performing Provider


	1.32.l.2 Milestone: Identify/target metric to measure impact of process improvement methodology and establish baseline
	1.32.l.2.1 Metric:  Performing Provider identification of impact metrics and baseline.
	1.32.l.2.1.1 Submission of Performing Provider report
	1.32.l.2.1.2 Data Source: TBD by Performing Provider
	1.32.l.2.1.3 Rationale/Evidence: TBD by Performing Provider


	1.32.l.3 Milestone: Compare and analyze clinical/quality data, and identify at least one area for improvement
	1.32.l.3.1 Metric: Analysis and identification of target area
	1.32.l.3.1.1 Submission of analysis findings/summary and identification of target area
	1.32.l.3.1.2 Data Source: Analysis
	1.32.l.3.1.3 Rationale/Evidence: It is important to continue to identify areas needing improvement. Analysis report should include current performance for areas of highest needs, performance indictors analyzed, analysis methodology, relevant benchmark...


	1.32.l.4 Milestone:  Define operational procedures needed to improve overall efficiencies in care management.
	1.32.l.4.1 Metric: Report on at least two new operational procedures needed to improve overall efficiencies in care management
	1.32.l.4.1.1 Submission of analysis findings/summary
	1.32.l.4.1.2 Data source:  Performing Provider report
	1.32.l.4.1.3 Rationale/Evidence: TBD by Performing Provider


	1.32.l.5 Milestone:  Complete a Kaizen assessment
	1.32.l.5.1 Metric: Implement at least one patient care centered process improvement project in X number of practices
	1.32.l.5.1.1 Documentation of process improvement implementation in practices
	1.32.l.5.1.2 Data Source: Performing Provider report
	1.32.l.5.1.3 Rationale/Evidence: TBD by Performing Provider


	1.32.l.6 Milestone: Implement a program to improve efficiencies and/or reduce program variation
	1.32.l.6.1 Metric: Performance improvement events
	1.32.l.6.1.1 Number of performance improvement events
	1.32.l.6.1.2 Data Source: TBD by Performing Provider
	1.32.l.6.1.3 Rationale/Evidence: Improving efficiencies and reducing variation will not only help to reduce waste and redundancies, but also will help providers/staff focus on value-added work and improve quality and experience of care for patients.  ...


	1.32.l.7 Milestone: Implement a rapid improvement project using a proven methodology (i.e., Lean/Kaizen, Institute for Healthcare Improvement Rapid Cycle improvement method).
	1.32.l.7.1 Metric: Rapid improvement cycle
	a. Documentation that all of the steps included in the cycle methodology were performed: e.g. (1) Standardized an operation; (2) Measured the standardized operation (cycle time and amount of in-process inventory); (3) Gauged measurements against requi...
	b. Data Source: Documentation of rapid improvement project such as idea sheets, attendance sheets, daily reports of progress made, final report out. Or documentation of materials produced by the improvement event such as new standard workflows.
	c. Rationale/Evidence: Texas hospitals employ various quality and process improvement methodologies to identify inefficiencies and ineffective care. They use these tools to strengthen their infrastructure and maximize their resources. Lean is one exam...

	1.32.l.8 Milestone: Train providers/staff in process improvement
	1.32.l.8.1 Metric: Number of providers/staff trained
	1.32.l.8.1.1 Numerator: Number of providers/staff trained
	1.32.l.8.1.2 Denominator: Total number of providers/staff

	1.32.l.8.2 Number of trainings held
	1.32.l.8.2.1 Data Source: Curriculum or other training schedules/materials
	1.32.l.8.2.2 Rationale/Evidence: The training and inclusion of providers and frontline staff will encourage a culture of continuous performance improvement and help to make sure that improvements made are impactful and lasting.


	1.32.l.9 Milestone: Complete a value stream map, which is a detailed, real-time sequence of steps in a given process to identify value-added and non-value-added steps for the patient and staff
	1.32.l.9.1 Metric: Value stream mapping
	1.32.l.9.1.1 Submission of completed value stream map
	1.32.l.9.1.2 Data Source: Value stream map
	1.32.l.9.1.3 Rationale/Evidence: Value stream mapping is a helpful method that can be used in Lean environments to identify opportunities for improvement in lead time.  Value stream mapping can be used in any process that needs an improvement.


	1.32.l.10 Milestone: Develop a quality dashboard that will quantify and determine the quality of care provided.
	1.32.l.10.1 Metric:  Submission of quality dashboard development, utilization and results.
	1.32.l.10.1.1 Data source: Dashboard software, policies and procedures for use and sample dashboard report.
	1.32.l.10.1.2 Rationale/Evidence: Quality dashboards can take many forms, based upon the needs and goals of the organization.  Common components of a quality dashboard include:  a performance dimension (or domain being measured), quality indicator(s) ...


	1.32.l.11 Milestone: Number of trainings conducted by designated trainee/process improvement champions
	1.32.l.11.1 Metric: Trained by the trainee/champion trainings
	1.32.l.11.1.1 Number of trainings conducted by designated process improvement trainees/champions
	1.32.l.11.1.2 Number of providers/staff trained by designated process improvement trainees/champions
	1.32.l.11.1.3 Data Source: Training program curriculum, educational materials, attendance lists, or other materials
	1.32.l.11.1.4 Rationale/Evidence: Part of process improvement is implementing a culture change oriented toward continuous performance improvement.


	1.32.l.12 Milestone: Report findings and learnings
	1.32.l.12.1 Metric: Final report/report summary
	1.32.l.12.1.1 Submission of report
	1.32.l.12.1.2 Data Source: All data sources used for the process improvement events
	1.32.l.12.1.3 Rationale/Evidence: While process improvement methodologies have demonstrated value in reducing/eliminating waste and non-value-added activities, these are difficult to measure, quantify and use to make a business case demonstrating a re...


	1.32.l.13 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shar...
	1.32.l.13.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.32.l.13.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.32.l.13.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other prov...

	1.32.l.13.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.32.l.13.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.32.l.13.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other prov...


	1.32.l.14 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and samp...
	1.32.l.14.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.32.l.14.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.32.l.14.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.32.l.15 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all pro...
	1.32.l.15.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.32.l.15.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.32.l.15.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...

	1.32.l.15.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.32.l.15.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannua...
	1.32.l.15.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	o. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.32.l.15.2.3 Data Source: [Plan should include data source]
	I-13. Milestone: Progress toward target/goal
	1.32.l.15.2.3.1.1 Metric: Number or percent of all clinical cases that meet target/goal


	Numerator: Number of relevant clinical cases at target
	p. Denominator: Total number of relevant clinical cases
	1.32.l.15.2.4 Data Source: TBD by Performing Provider (e.g., quality dashboard)
	1.32.l.15.2.5 Rationale/Evidence: It is estimated that 30% of health care spending - $600-700 billion – is unnecessary and wasteful.  Reducing waste and ensuring that all patients receive appropriate care, especially preventive services, can result in...
	I-14. Milestone: Measure efficiency and/or cost
	1.32.l.15.2.5.1.1 Metric: TBD by Performing Provider


	Numerator: TBD by Performing Provider
	q. Denominator: TBD by Performing Provider
	1.32.l.15.2.6 Data Source: TBD by Performing Provider
	1.32.l.15.2.7 Rationale/Evidence: While process improvement methodologies have demonstrated value in reducing/eliminating waste and non-value added activities, these are difficult to measure, quantify and use to make a business case demonstrating a re...
	I-15. Milestone: Increase the number of process improvement champions
	1.32.l.15.2.7.1.1 Metric: Number of designated quality champions


	Number of trained and designated process improvement champions
	r. Data Source: HR, or training curriculum or other program materials
	1.32.l.15.2.8 Rationale/Evidence: Part of process improvement is implementing a culture change oriented toward continuous performance improvement.
	I-16. Milestone: Improve Quality and efficiency using innovative project option.  These are suggested metrics for the innovative project option but are not required.
	1.32.l.15.2.8.1.1 Metric:  Achieve X percent improvement for a minimum of X key performance indicators. Key performance indicators could include, but are not limited to: length of stay, patient flow times, discharge process times, ED patient holds.
	1.32.l.15.2.8.1.2 Metric:  Improved clinical indicator
	1.32.l.15.2.8.1.3 Metric:  Other, as determined by provider




	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	s. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.32.l.15.2.9 Data Source: [Plan should include data source]



	1.33 Establish/Expand a Patient Care Navigation Program
	a) Provide navigation services to targeted patients who are at high risk of disconnect from institutionalized health care (for example, patients with multiple chronic conditions,  cognitive impairments and disabilities,  Limited English Proficient pat...
	b) “Other” project option:  Implement other evidence-based project to establish/expand a  patient care navigation program in an innovative manner not described in the project options above.  Providers implementing an innovative, evidence-based project...
	1.33.b.1 Milestone: Conduct a needs assessment to identify the patient population(s) to be targeted with the Patient Navigator program.
	1.33.b.1.1 Metric: Provide report identifying the following:
	1.33.b.1.1.1 Data Source: Program documentation, EHR, claims, needs assessment survey
	1.33.b.1.1.2 Rationale/Evidence: Patient care navigation has been established as a best practice to improve the care of populations at high risk of being disconnected from health care institutions.141F


	1.33.b.2 Milestone: Establish/expand a health care navigation program to provide support to patient populations who are most at risk of receiving disconnected and fragmented care142F   including program to train the navigators, develop procedures and ...
	1.33.b.2.1 Metric: Number of people trained as patient navigators, number of navigation procedures, or number of continuing education sessions for patient navigators.
	1.33.b.2.1.1 Workforce development plan for patient navigator recruitment, training and education

	1.33.b.2.2 Rationale: A navigator’s education and skill level are main determinants of the cost of patient navigation. Education, a typical gauge for salary, can range from a peer educator recruited from the community and trained in a clinical setting...
	1.33.b.2.2.1 Data Source: Patient navigation program materials and database, EHR
	1.33.b.2.2.2 Rationale/Evidence: Patient care navigation has been established as a best practice to improve the care of populations at high risk of being disconnected from health care institutions.143F

	1.33.b.2.3 Metric:  Frequency of contact with care navigators for high risk patients.
	1.33.b.2.3.1 Numerator: Number of care navigation encounters
	1.33.b.2.3.2 Denominator: Number of unique patients enrolled in patient navigation program.
	1.33.b.2.3.3 Data Source: Patient navigation program materials and database, EHR
	1.33.b.2.3.4 Rationale/Evidence: Patient care navigation has been established as a best practice to improve the care of populations at high risk of being disconnected from health care institutions


	1.33.b.3 Milestone: Provide care management/navigation services to targeted patients.
	1.33.b.3.1 Metric: Increase in the number or percent of targeted patients enrolled in the program
	1.33.b.3.1.1 Numerator: Number of targeted patients enrolled in the program
	1.33.b.3.1.2 Denominator: Total number of targeted patients identified
	1.33.b.3.1.3 Data Source: Enrollment reports
	1.33.b.3.1.4 Rationale/Evidence:  Ineffective navigation of the health care system by patients may lead to poorer outcomes and inefficiencies because of delayed care, failure to receive proper care or treatments, or care being received in more expensi...


	1.33.b.4 Milestone: Increase patient engagement, such as through patient education, self-management support, improved patient-provider communication techniques, and/or coordination with community resources
	1.33.b.4.1 Metric: Number of classes and/or initiations offered, or number or percent of patients enrolled in the program
	1.33.b.4.1.1 Numerator: Number of patients enrolled in patient engagement programs
	1.33.b.4.1.2 Denominator:  Number of patients eligible to participate in engagement programs, as determined by provider.
	1.33.b.4.1.3 Data Source: May vary, such as class participant lists
	1.33.b.4.1.4 Rationale/Evidence: Increased patient engagement in such activities can empower patients with the knowledge, information, and confidence to better self-manage their conditions, helping the patients to stay healthy


	1.33.b.5 Milestone: Provide reports on the types of navigation services provided to patients using the ED as high users or for episodic care. The navigation program is accountable for making PCP or medical home appointments and ensuring continuity of ...
	1.33.b.5.1 Metric:  Collect and report on all the types of patient navigator services provided.
	1.33.b.5.1.1 Data Source:
	1.33.b.5.1.2 Rationale/Evidence:  Patient Navigators are intended to help patients and their caregivers interact with various departments and processes within the health care system.  Developing a report of the most prevalent types of services provide...


	1.33.b.6 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shari...
	1.33.b.6.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.33.b.6.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.33.b.6.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...

	1.33.b.6.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.33.b.6.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.33.b.6.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...


	1.33.b.7 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and sampl...
	1.33.b.7.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.33.b.7.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.33.b.7.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.33.b.8 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all prov...
	1.33.b.8.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.33.b.8.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.33.b.8.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the floo...

	1.33.b.8.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.33.b.8.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannual...
	1.33.b.8.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the floo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	t. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.33.b.8.2.3 Data Source: [Plan should include data source]
	I-6. Milestone: Increase number of PCP referrals for patients without a medical home who use the ED, urgent care, and/or hospital services.
	1.33.b.8.2.3.1.1 Metric:  Increase medical home empanelment of patients referred from navigator program.
	1.33.b.8.2.3.1.1.1 Numerator:  Number of new patients referred for services from Patient Navigator Program that are seen in primary care setting and empanelled to the medical home.
	1.33.b.8.2.3.1.1.2 Denominator: Number of new patients referred for services from Patient Navigator Program.
	1.33.b.8.2.3.1.1.3 Data Source: Performing Provider administrative data on patient encounters and scheduling records from patient navigator program.
	1.33.b.8.2.3.1.1.4 Rationale:  Patient care navigation has been established as a best practice to improve the care of populations at high risk of being disconnected from health care institutions.145F   Tying inpatient and outpatient care can help inte...

	1.33.b.8.2.3.1.2 Metric: Percent of patients without a primary care provider (PCP) who received education about a primary care provider in the ED
	1.33.b.8.2.3.1.2.1 Numerator: Number ED patients without a PCP documented in their medical record that receive (documented) education or resources to identify a PCP from a patient navigator.
	1.33.b.8.2.3.1.2.2 Denominator: ED patients without a PCP documented in their medical record.
	1.33.b.8.2.3.1.2.3 Data Source: Performing Provider administrative data on patient encounters and scheduling records from patient navigator program.
	1.33.b.8.2.3.1.2.4 Rationale:  Patient care navigation has been established as a best practice to improve the care of populations at high risk of being disconnected from health care institutions.146F   Tying inpatient and outpatient care can help inte...

	1.33.b.8.2.3.1.3 Metric: Percent of patients without a primary care provider who were referred to a primary care provider in the ED
	1.33.b.8.2.3.1.3.1 Numerator: Number ED patients without a PCP documented in their medical record that receive (documented) referral to a PCP.
	1.33.b.8.2.3.1.3.2 Denominator: ED patients without a PCP documented in their medical record.
	1.33.b.8.2.3.1.3.3 Data Source: Performing Provider administrative data on patient encounters and scheduling records from patient navigator program.
	1.33.b.8.2.3.1.3.4 Rationale:  Patient care navigation has been established as a best practice to improve the care of populations at high risk of being disconnected from health care institutions.147F   Tying inpatient and outpatient care can help inte...

	1.33.b.8.2.3.1.4 Metric: Percent of patients without a primary care provider who are given a scheduled primary care provider appointment
	1.33.b.8.2.3.1.4.1 Numerator: Number of patients without a PCP documented in their medical record that receive an appointment with a PCP as a function of the care navigation program.
	1.33.b.8.2.3.1.4.2 Denominator: Number of patients without a PCP documented in their medical record using the care navigation program.
	1.33.b.8.2.3.1.4.3 Data Source: Performing Provider administrative data on patient encounters and scheduling records from patient navigator program.
	1.33.b.8.2.3.1.4.4 Rationale:  Patient care navigation has been established as a best practice to improve the care of populations at high risk of being disconnected from health care institutions.148F   Tying inpatient and outpatient care can help inte...

	1.33.b.8.2.3.1.5 Metric: Number/percent of patients with a primary care provider who are given a scheduled primary care provider appointment
	1.33.b.8.2.3.1.5.1 Numerator: Number of patients that receive an appointment with a PCP as a function of the care navigation program.
	1.33.b.8.2.3.1.5.2 Denominator: Number of patients using the care navigation program.
	1.33.b.8.2.3.1.5.3 Data Source: Performing Provider administrative data on patient encounters and scheduling records from patient navigator program.
	1.33.b.8.2.3.1.5.4 Rationale:  Patient care navigation has been established as a best practice to improve the care of populations at high risk of being disconnected from health care institutions.149F   Tying inpatient and outpatient care can help inte...

	1.33.b.8.2.3.1.6 Metric: Individual engagement measure derived from the individual engagement domain of the C-CAT
	1.33.b.8.2.3.1.6.1 Numerator: Individual engagement: an organization should help its workforce engage all individuals, including those from vulnerable populations, through interpersonal communication that effectively elicits health needs, beliefs, and...
	1.33.b.8.2.3.1.6.2 Denominator: There are two components to the target population: staff (clinical and nonclinical) and patients. Sites using this measure must obtain at least 50 staff responses and at least 100 patient responses. Exclusion: Staff res...
	1.33.b.8.2.3.1.6.3 Data source: C-CAT
	1.33.b.8.2.3.1.6.4 Rationale: 0-100 measure of individual engagement related to patient-centered communication, derived from items on the staff and patient surveys of the Communication Climate Assessment Toolkit.


	1.33.b.8.2.3.2 Milestone: Reduce number of ED visits and/or avoidable hospitalizations for patients enrolled in the navigator program
	1.33.b.8.2.3.2.1 Metric: ED visits and/or avoidable hospitalizations
	1.33.b.8.2.3.2.1.1 Numerator: Number of patients enrolled in the navigator program who have had an ED visit or an inpatient admission (timeframe TBD by Performing Provider)
	1.33.b.8.2.3.2.1.2 Denominator: Total number of patients enrolled in the navigator program
	1.33.b.8.2.3.2.1.3 Data Source: EHR, navigation program database, ED records, inpatient records
	1.33.b.8.2.3.2.1.4 Rationale/Evidence: Avoidable hospitalizations and excessive use of ED are seen as key measures of patients’ disconnect from the health care systems.150F   As this is an innovative program, it is a good opportunity to measure whethe...


	1.33.b.8.2.3.3 Milestone: Reduction in ED use by identified ED frequent users receiving navigation services.
	1.33.b.8.2.3.3.1 Metric: ED visits pre- and post-navigation services by individuals identified as ED frequent users.
	1.33.b.8.2.3.3.1.1 Difference in total number of ED visits pre- and post-navigation services.
	1.33.b.8.2.3.3.1.2 Data Source: Claims and EHR/registry


	1.33.b.8.2.3.4 Additional outcome metrics (to be specified by Performing Provider based upon target population and project rationale).
	1.33.b.8.2.3.4.1 Metric: Improved clinical outcomes of target population. The clinical outcomes can be either intermediate (e.g. in Diabetes: HbA1c, lipid profile, blood pressure, serum microalbumin) or end result (e.g. mortality, morbidity, functiona...
	1.33.b.8.2.3.4.1.1 Numerator: Average [clinical outcome] (TBD by provider) of patients participating in Navigator program.
	1.33.b.8.2.3.4.1.2 Denominator: Average [clinical outcome] (TBD by provider) of all patients.
	1.33.b.8.2.3.4.1.3 Data Source: EHR
	1.33.b.8.2.3.4.1.4 Rationale: TBD by provider

	1.33.b.8.2.3.4.2 Metric: Improved compliance with recommended care regimens.
	1.33.b.8.2.3.4.2.1 Numerator: % compliance with [recommended care regimen] (TBD by provider) of patients participating in Navigator program.
	1.33.b.8.2.3.4.2.2 Denominator: % compliance with [recommended care regimen] (TBD by provider) of all patients.
	1.33.b.8.2.3.4.2.3 Data Source: EHR, claims
	1.33.b.8.2.3.4.2.4 Rationale: TBD by provider


	1.33.b.8.2.3.5 Milestone: Improvements in access to care of patients receiving patient navigation services using innovative project option.  The following metrics are suggested for use with an innovative project option to increase access to the servic...
	1.33.b.8.2.3.5.1 Metric:  Increase percentage of target population reached.
	1.33.b.8.2.3.5.1.1 Numerator:  Number of individuals of target population reached by the Patient Navigator Program.
	1.33.b.8.2.3.5.1.2 Denominator: Number of individuals in the target population.
	1.33.b.8.2.3.5.1.3 Data Source:  Documentation of target population reached, as designated in the project plan.
	1.33.b.8.2.3.5.1.4 Rationale/Evidence:  This metric speaks to the efficacy of the innovative project in reaching its targeted population.

	1.33.b.8.2.3.5.2 Metric:  Increased number of primary care referrals.
	1.33.b.8.2.3.5.2.1 Total number of visits for reporting period
	1.33.b.8.2.3.5.2.2 Data Source: Registry, EHR, claims or other Performing Provider source
	1.33.b.8.2.3.5.2.3 Rationale/Evidence: This measures the increased volume of visits and is a method to assess the ability for the Performing Provider to increase capacity to provide care.

	1.33.b.8.2.3.5.3 Metric: Documentation of increased number of unique patients served by innovative program. Demonstrate improvement over prior reporting period.
	1.33.b.8.2.3.5.3.1 Total number of unique patients encountered in the clinic for reporting period.
	1.33.b.8.2.3.5.3.2 Data Source: Registry, EHR, claims or other Performing Provider source
	1.33.b.8.2.3.5.3.3 Rationale/Evidence: This measures the increased volume of visits and is a method to assess the ability for the Performing Provider to increase capacity to provide care.

	1.33.b.8.2.3.5.4 Metric: Improved clinical outcomes of target population. The clinical outcomes can be either intermediate (e.g. in Diabetes: HbA1c, lipid profile, blood pressure, serum microalbumin) or end result (e.g. mortality, morbidity, functiona...
	1.33.b.8.2.3.5.4.1 Numerator: Average [clinical outcome] (TBD by provider) of patients participating in Navigator program.
	1.33.b.8.2.3.5.4.2 Denominator: Average [clinical outcome] (TBD by provider) of all patients.
	1.33.b.8.2.3.5.4.3 Data Source: EHR
	1.33.b.8.2.3.5.4.4 Rationale: TBD by provider

	1.33.b.8.2.3.5.5 Metric: Improved compliance with recommended care regimens.
	1.33.b.8.2.3.5.5.1 Numerator: % compliance with [recommended care regimen] (TBD by provider) of patients participating in Navigator program.
	1.33.b.8.2.3.5.5.2 Denominator: % compliance with [recommended care regimen] (TBD by provider) of all patients.
	1.33.b.8.2.3.5.5.3 Data Source: EHR, claims
	1.33.b.8.2.3.5.5.4 Rationale: TBD by provider





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	u. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.33.b.8.2.4 Data Source: [Plan should include data source]



	1.34 Use of Palliative Care Programs
	a) Implement a Palliative Care Program to address patients with end-of-life decisions and care needs
	b) “Other” project option:  Implement other evidence-based project to implement use of palliative care programs in an innovative manner not described in the project options above.  Providers implementing an innovative, evidence-based project using the...
	1.34.b.1 Milestone: Develop a hospital-specific business case for palliative care and conduct planning activities necessary as a precursor to implementing a palliative care program
	1.34.b.1.1 Metric: Business case
	1.34.b.1.1.1 Submission of business case
	1.34.b.1.1.2 Data Source: Business case write-up; documentation of planning activities
	1.34.b.1.1.3 Rationale/Evidence: Studies have established that palliative care reduces the cost of care.156F   It is widely accepted in the field that planning activities are necessary to establish successful palliative care programs.157F


	1.34.b.2 Milestone: Educate primary care specialties (e.g. family medicine, Internal Medicine, Pediatrics, Geriatrics and other IM subspecialties) in providing palliative care including non-cancer training.
	1.34.b.2.1 Metric:  Primary care specialties training and education in palliative care Documentation: Provide training and education curriculum
	1.34.b.2.1.1 Data source: Database that tracks type and number of training and education sessions by health professional category (family medicine, Internal Medicine, Pediatrics, Geriatrics and other IM subspecialties).
	1.34.b.2.1.2 Rationale/Evidence: All primary care specialties are involved with chronic diseases and the associated chronic symptoms and management of these symptoms but may not have specific expertise in palliative care programs and planning.  As the...


	1.34.b.3 Milestone: Implement palliative care education and training programs for providers (physicians, RNs, PAs, NPs, etc.) that incorporates management of non-cancer patients.
	1.34.b.3.1 Metric: Palliative care training and education for other providers
	1.34.b.3.1.1 Documentation: Provide training and education curriculum
	1.34.b.3.1.2 Data source: Database that tracks type and number of training and education sessions by health professional category (physicians, RNs, PAs, NPs, etc).
	1.34.b.3.1.3 Rationale/Evidence: All primary care specialties are involved with chronic diseases and the associated chronic symptoms and management of these symptoms but may not have specific expertise in palliative care programs and planning.  As the...


	1.34.b.4 Milestone: Develop an EHR/system (e.g. a rounding tool or a registry or software) that analyzes the palliative care system data to determine if the program is effective
	1.34.b.4.1 Metric: EHR system implementation with capacity for palliative care registry and metric analysis.
	1.34.b.4.1.1 Documentation: Implementation of an EHR system in the palliative care program.
	1.34.b.4.1.2 Data Source: Vendor agreement, documentation of EHR capacity and use
	1.34.b.4.1.3 Rationale/Evidence: Measure all the metrics (e.g. percentage clinic visits documented in the EHR, the amount of lab values accurately placed in the patient chart, or even the number of e-prescriptions sent over an established timeframe) t...


	1.34.b.5 Milestone: Implement/expand a palliative care program
	1.34.b.5.1 Metric:  Implement comprehensive palliative care program
	1.34.b.5.1.1 Documentation: Charter for Palliative care program ; Operational Plan; ; palliative care team and hiring agreements;
	1.34.b.5.1.2 Data Source: Palliative care program
	1.34.b.5.1.3 Rationale/Evidence: There is widespread evidence that palliative care can improve the quality of care while reducing cost.159F


	1.34.b.6 Milestone: Increase the number of palliative care consults
	1.34.b.6.1 Metric: Palliative care consults meet targets established by the program
	1.34.b.6.1.1 Numerator: Number of palliative care consults
	1.34.b.6.1.2 Denominator: Target number of palliative care consults
	1.34.b.6.1.3 Data Source: EHR, palliative care database
	1.34.b.6.1.4 Rationale/evidence: Palliative care is associated with improved patient outcomes, satisfaction and quality of life.


	1.34.b.7 Milestone: Determine how many consults are submitted per number of patients admitted with chronic conditions or MCC (e.g. COPD exacerbation, heart failure exacerbation, fluid overload in an ESRD patient, etc) that are candidates for  palliati...
	1.34.b.7.1 Metric:  Palliative care consults for patients with chronic conditions.
	1.34.b.7.1.1 Numerator: Number of palliative care consults for patients with PCC/MCC
	1.34.b.7.1.2 Denominator: Total number of patients admitted with chronic conditions or MCC
	1.34.b.7.1.3 Data Source: EHR, palliative care database
	1.34.b.7.1.4 Rationale/evidence: Assess how effective is this consult service in large numbers of patients and families and how does it improve their health care experience. Not all patients with a chronic condition are candidates for palliative care....


	1.34.b.8 Milestone: Document the conditions for which palliative care is consulted.
	1.34.b.8.1 Metric: Breadth of conditions for which palliative care is utilized.
	1.34.b.8.1.1 Numerator: Number of chronic conditions for which the palliative care patients are consulted
	1.34.b.8.1.2 Denominator: Total number of patients admitted with chronic conditions or MCC
	1.34.b.8.1.3 Data source: EHR, palliative care database
	1.34.b.8.1.4 Rational/evidence: While typically palliative care is utilized mostly for patients with advanced cancer, it is quite underutilized for other chronic conditions (e.g. COPD exacerbation, heart failure exacerbation, fluid overload in an ESRD...


	1.34.b.9 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shari...
	1.34.b.9.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.34.b.9.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.34.b.9.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...

	1.34.b.9.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.34.b.9.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.34.b.9.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...


	1.34.b.10 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and samp...
	1.34.b.10.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.34.b.10.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.34.b.10.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.34.b.11 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all pro...
	1.34.b.11.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.34.b.11.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.34.b.11.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...

	1.34.b.11.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.34.b.11.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannua...
	1.34.b.11.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	v. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.34.b.11.2.3 Data Source: [Plan should include data source]
	I-9. Milestone: Palliative care patients transitioned from acute hospital care into hospice, home care, or a skilled nursing facility (SNF) with and without hospice services.
	1.34.b.11.2.3.1.1 Metric: Transitions accomplished
	1.34.b.11.2.3.1.1.1 Numerator: Number of palliative care discharges to home care, hospice, or SNF
	1.34.b.11.2.3.1.1.2 Denominator: Total number of palliative care discharges
	1.34.b.11.2.3.1.1.3 Data Source: EHR, data warehouse, palliative care database
	1.34.b.11.2.3.1.1.4 Rationale/Evidence: The goal of palliative care is to minimize transfers to ICUs, stays in the hospital, and discharge home with no services; while maximizing patient transitions to home care, hospice and SNF when asked for by the ...
	Per The Center to Advance Palliative Care (CAPC)160F  palliative care is appropriate for patients across the continuum of care and is not restricted to “end of life care”.


	1.34.b.11.2.3.2 Milestone: Among patients who died in the hospital, increase the proportion of those who received a palliative care consult
	1.34.b.11.2.3.2.1 Metric: Percent of total in-hospital deaths who had a palliative care consult
	1.34.b.11.2.3.2.1.1 Numerator: Number of patients who died in the hospital and received at least one palliative care consult
	1.34.b.11.2.3.2.1.2 Denominator: Number of patients who died in the hospital
	1.34.b.11.2.3.2.1.3 Data Source: EHR, data warehouse palliative care database
	1.34.b.11.2.3.2.1.4 Rationale/Evidence: Ideally, most patients who died in the hospital would have received a palliative care consultation so that the patient and the family have the choice of how the patient spends his/her end of life.


	1.34.b.11.2.3.3 Milestone: Establish the comfort of dying for patients with terminal illness within their end-of-life stage of care
	1.34.b.11.2.3.3.1 Metric: Pain screening (NQF-1634) Percentage of hospice or palliative care patients who were screened for pain during the hospice admission evaluation / palliative care initial encounter.
	1.34.b.11.2.3.3.1.1 Numerator: Patients who are screened for the presence or absence of pain (and if present, rating of its severity) using a standardized quantitative tool during the admission evaluation for hospice / initial encounter for palliative...
	1.34.b.11.2.3.3.1.2 Denominator: Patients enrolled in hospice for 7 or more days OR patients receiving hospital-based palliative care for 1 or more days.
	1.34.b.11.2.3.3.1.3 Rationale/Evidence:  The Hospice and Palliative Care - Pain Screening measure addresses pain for patients with high severity of illness and risk of death, including seriously and incurably ill patients enrolled in hospice or hospit...
	1.34.b.11.2.3.3.1.4 Exclusion: Patients with length of stay 7 days in hospice or 1 day in palliative care.

	1.34.b.11.2.3.3.2 Metric: Pain assessment (NQF-1637) - Percentage of hospice or palliative care patients who screened positive for pain and who received a clinical assessment of pain within 24 hours of screening.
	1.34.b.11.2.3.3.2.1 Numerator: Patients who received a comprehensive clinical assessment to determine the severity, etiology and impact of their pain within 24 hours of screening positive for pain.
	1.34.b.11.2.3.3.2.2 Denominator: Patients enrolled in hospice OR receiving palliative care who report pain when pain screening is done on the admission evaluation / initial encounter.
	1.34.b.11.2.3.3.2.3 Rationale/Evidence:  Pain is under-recognized by clinicians and undertreated, resulting in excess suffering from patients with serious illness.  Pain screening and assessments are necessary in order to improve the patient centered ...
	1.34.b.11.2.3.3.2.4 Exclusion: Patients with length of stay 1 day in palliative care or 7 days in hospice, patients who were not screened for pain. Patients who screen negative for pain are excluded from the denominator.

	1.34.b.11.2.3.3.3 Metric: Dyspnea screening (NQF-1639) - Percentage of hospice or palliative care patients who were screened for dyspnea during the hospice admission evaluation / palliative care initial encounter.
	1.34.b.11.2.3.3.3.1 Numerator: Patients who are screened for the presence or absence of dyspnea and its severity during the hospice admission evaluation / initial encounter for palliative care.
	1.34.b.11.2.3.3.3.2 Denominator: Patients enrolled in hospice for 7 or more days OR patients receiving hospital-based palliative care for 1 or more days.
	1.34.b.11.2.3.3.3.3 Rationale/Evidence:  Dyspnea is prevalent and undertreated for many populations of seriously ill patients, including those patients nearing the end of life. Screening for dyspnea is necessary to determine its presence and severity,...
	1.34.b.11.2.3.3.3.4 Exclusion: Patients with length of stay 7 days in hospice or 1 day in palliative care.

	1.34.b.11.2.3.3.4 Metric: Dyspnea treatment (NQF-1638) - Percentage of patients who screened positive for dyspnea who received treatment within 24 hours of screening.
	1.34.b.11.2.3.3.4.1 Numerator: Patients who screened positive for dyspnea who received treatment within 24 hours of screening.
	1.34.b.11.2.3.3.4.2 Denominator: Patients enrolled in hospice for 7 or more days OR patients receiving palliative care who report dyspnea when dyspnea screening is done on the admission evaluation / initial encounter.
	1.34.b.11.2.3.3.4.3 Rationale/Evidence:  Effective treatment for dyspnea is available, but not consistently administered. Evidence-based treatments include pharmacologic interventions such as opioids and inhaled bronchodilators, and non-pharmacologic ...
	1.34.b.11.2.3.3.4.4 Exclusion: Palliative care patients with length of stay 1 day or hospice patients with length of stay 7 days, patients who were not screened for dyspnea, and/or patients with a negative screening.

	1.34.b.11.2.3.3.5 Metric: Treatment Preferences (NQF – 1641) - Percentage of patients with chart documentation of preferences for life sustaining treatments.
	1.34.b.11.2.3.3.5.1 Numerator: Patients whose medical record includes documentation of life sustaining preferences
	1.34.b.11.2.3.3.5.2 Denominator: Seriously ill patients enrolled in hospice OR receiving specialty palliative care in an acute hospital setting.
	1.34.b.11.2.3.3.5.3 Rationale/Evidence:  Patients with comprehensive medical records especially EHR fair better than those with less such care coordination
	1.34.b.11.2.3.3.5.4 Exclusion: Patients with length of stay 1 day in palliative care or 7 days in hospice


	1.34.b.11.2.3.4 Milestone: Implement a patient/family experience survey regarding the quality of care, pain and symptom management, and degree of patient/family centeredness in care and improve scores over time
	1.34.b.11.2.3.4.1 Metric: Survey developed and implemented; scores increased over time
	1.34.b.11.2.3.4.1.1 Result of survey scores
	1.34.b.11.2.3.4.1.2 Data Source: Patient/family experience survey
	1.34.b.11.2.3.4.1.3 Rationale/Evidence: Palliative care has been proven to result in increased patient and family satisfaction.165F


	1.34.b.11.2.3.5 Milestone:  Administer the CARE survey (NQF-1632) - The CARE survey is mortality follow back survey that is administered to the bereaved family members of adult persons (age 18 and older) who died of a chronic progressive illness recei...
	1.34.b.11.2.3.5.1 Metric:  CARE- Consumer Assessment and Reports of End of Life
	1.34.b.11.2.3.5.1.1 Numerator: Respondent reports of concerns with the quality of care, their self-efficacy in basic tasks of caregiving, or unmet needs that indicate an opportunity to improved end of life care provided by either a nursing home, hospi...
	1.34.b.11.2.3.5.1.2 Denominator: Non-traumatic deaths and deaths from chronic progressive illnesses based on ICD 9/10 codes are included. A list will be provided as technical appendix to the proposed survey. Note the survey is for only persons that di...
	1.34.b.11.2.3.5.1.3 Exclusion: deaths due to accidents, trauma, during surgery, lethal injection, acute overwhelming infections, and from complications of pregnancy.
	1.34.b.11.2.3.5.1.4  Rationale/Evidence: The survey measures perceptions of the quality of care in terms of unmet needs, family reports of concerns with quality of care, and overall rating of the quality of care. The time frame is the last 2 days of l...
	 provide the desired level of symptom palliation and emotional support;
	 treat the patient with respect;
	 promote shared decision making;
	 attend to the needs of caregivers for information and skills in providing care for the patient;
	 provide emotional support to the family before and after the patient’s death; and
	 coordinates care across settings of care and health care providers.


	1.34.b.11.2.3.6 Milestone: Improvements in palliative care services using innovative project option.  The following metrics are suggested for use with an innovative project option to increase access to palliative care services but are not required.
	1.34.b.11.2.3.6.1 Metric:  Target population reached through palliative care program
	1.34.b.11.2.3.6.1.1 Numerator:  Number of individuals of target population reached by the palliative care program.
	1.34.b.11.2.3.6.1.2 Denominator: Number of individuals in the target population.
	1.34.b.11.2.3.6.1.3 Data Source:  Documentation of target population reached, as designated in the project plan.
	1.34.b.11.2.3.6.1.4 Rationale/Evidence:  This metric speaks to the efficacy of the innovative project in reaching its targeted population.

	1.34.b.11.2.3.6.2 Metric: Improved access to palliative care services for residents of communities that did not have such services locally before the program. Demonstrate improvement over prior reporting period.
	1.34.b.11.2.3.6.2.1 Total number of unique patients encountered for the reporting period.
	1.34.b.11.2.3.6.2.2 Data Source: Registry, EHR, claims or other Performing Provider source
	1.34.b.11.2.3.6.2.3 Rationale/Evidence: This measures the increased volume of visits and is a method to assess the ability for the Performing Provider to increase capacity to provide care.





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	w. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.34.b.11.2.4 Data Source: [Plan should include data source]



	1.35 Conduct Medication Management
	a) Implement interventions that put in place the teams, technology, and processes to avoid medication errors
	b) Evidence-based interventions that put in place the teams, technology and processes to avoid medication errors. This project option could include one or more of the following components:
	c) “Other” project option:  Implement other evidence-based project to conduct medication management in an innovative manner not described in the project options above.  Providers implementing an innovative, evidence-based project using the “Other” pro...
	1.35.c.1 Milestone: Implement/expand a medication management program and/or system
	1.35.c.1.1 Metric: Program elements
	1.35.c.1.1.1 Documentation of program, including people, processes and technologies
	1.35.c.1.1.2 Data Source: Written medication management plan including workflow for providers.
	1.35.c.1.1.3 Rationale/Evidence: A delivery system with a written medication management plan that is consistently followed by all providers can reduce medication errors and increase patient compliance with their medication regimens.


	1.35.c.2 Milestone: Develop criteria and identify targeted patient populations
	1.35.c.2.1 Metric:  Establish evidence based criteria for medication management planning in target population based on assessment of population needs
	1.35.c.2.1.1 Documentation of medication management program criteria
	1.35.c.2.1.2 Data Source: Written criterion for target population and program participation.
	1.35.c.2.1.3 Rationale/Evidence: Establishment of guidelines for identifying target population and criteria for program participation in the medication management program will allow for a more systematic adoption and integration into clinical processes.

	1.35.c.2.2 Metric: Written medication management plan(s)
	1.35.c.2.2.1 Numerator: Number of patients in targeted patient population that consistently receive medication management counseling.
	1.35.c.2.2.2 Denominator: Number of patients in targeted patient population
	1.35.c.2.2.3 Data Source: Paper or electronic health record citing medication management counseling provided; medication reconciliation documented in paper or electronic health record
	1.35.c.2.2.4 Rationale/Evidence: Patients in targeted population who consistently receive medication management counseling and medication reconciliation are more likely to consistently adhere to their medication regimen and maintain better control of ...


	1.35.c.3 Milestone:  Develop and utilize medication management tools to provide education to patients with cognitive impairment, low health literacy and/or limited English proficiency175F
	1.35.c.3.1 Metric:  Identify and utilize evidence based health literacy assessment to guide clinical recommendations and patient education.
	1.35.c.3.1.1 Documentation of assessment tool and use in clinical processes.
	1.35.c.3.1.2 Data Source: Evidence based assessment tools used, policies and procedures around how findings are integrated into patient care.
	1.35.c.3.1.3 Rationale/Evidence:  Health literacy is the degree to which individuals have the capacity to obtain, process, and understand basic health information and services needed to make appropriate health decisions. As an example of evidence base...

	1.35.c.3.2 Metric:  Increase the number of patients with cognitive impairment, low health literacy and/or limited English proficiency who receives appropriate medication management tools.
	1.35.c.3.2.1 Numerator:  Number of patients with cognitive impairment, low health literacy and/or limited English proficiency who receive appropriate medication management tools.
	1.35.c.3.2.2 Data source:  Electronic or Paper Medical Record
	1.35.c.3.2.3 Rationale:  Patients with cognitive impairment, low health literacy and/or limited English proficiency have worst health outcomes.  Low health literacy correlates with improper use of medication.  Many tools have been developed to help mi...


	1.35.c.4 Milestone: Implement an evidence based program based on best practices for medication reconciliation to improve medication management and continuity between acute care and ambulatory setting.
	1.35.c.4.1 Metric: Written plan to provide medication reconciliation as part of the transition from acute care to ambulatory care
	1.35.c.4.1.1 Documentation of program policies and procedures that ensure medication reconciliation upon admission and discharge at each care setting for all patients.
	1.35.c.4.1.2 Data Source: Medication Management Plan
	1.35.c.4.1.3 Rationale/Evidence: Patients who receive medication reconciliation as part of the transition from acute to ambulatory care are more likely to have and adhere to an appropriate medication regimen.


	1.35.c.5 Milestone: Implement a medication refill process
	1.35.c.5.1 Metric: A written medication refill process including workflow for all providers involved in the medication refills (may be designated for a given medication (e.g., Plavix) or conditions/diagnosis (e.g., transient ischemic attack)).
	1.35.c.5.1.1 Numerator: The number of patients empanelled to the clinic (who are on medication X or have condition A) who adhere to the medication refill process
	1.35.c.5.1.2 Denominator: The total number of patients empanelled to the clinic (who are on medication X or have condition A).
	1.35.c.5.1.3 Data Source: Clinic records of patient calls and/or patient’s paper or electronic health record.  Alternatively, it may be easier to track patients who do not adhere to the new refill process by having the chart flagged when the patient c...
	1.35.c.5.1.4 Rationale/Evidence: A delivery system with a standard medication refill process that is consistently adhered to will be more likely to provide the right medications at the right time for their patients.


	1.35.c.6 Milestone: Develop health information technology claims-based algorithms to identify patients in need of medication reconciliation, management or education. Such algorithms typically search historical claims for the physician billing for the ...
	1.35.c.6.1 Metric:  Documented HIT claims-based algorithms to identify patients in need of medication reconciliation, management or education.
	1.35.c.6.1.1 Data source:  Electronic Health Record
	1.35.c.6.1.2 Rationale/Evidence: Health information technology has been shown to improve quality of care by increasing adherence to guidelines, supporting disease surveillance and monitoring, and decreasing medication errors through decision support a...


	1.35.c.7 Milestone: Implement Computerized Provider Order Entry (CPOE) to allow providers to enter medical orders directly via computer, replacing the more traditional paper, verbal, telephone, and fax methods.
	1.35.c.7.1 Metric: create a system to implement CPOE
	1.35.c.7.1.1 Data source: documentation of plan
	1.35.c.7.1.2 Rationale: Ambulatory CPOE (ACPOE), which refers to CPOE in outpatient settings, allows providers to place electronic orders for medications.


	1.35.c.8 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shari...
	1.35.c.8.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.35.c.8.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.35.c.8.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...

	1.35.c.8.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.35.c.8.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.35.c.8.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...


	1.35.c.9 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and sampl...
	1.35.c.9.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.35.c.9.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.35.c.9.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.35.c.10 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all pro...
	1.35.c.10.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.35.c.10.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.35.c.10.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...

	1.35.c.10.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.35.c.10.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannua...
	1.35.c.10.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	x. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.35.c.10.2.3 Data Source: [Plan should include data source]
	I-8. Milestone: Identify patients with chronic disease who receive medication management in their discharge instructions appropriate for their chronic disease.
	1.35.c.10.2.3.1.1 Metric: X percent increase of patients with chronic disease who receive appropriate disease specific medication management
	1.35.c.10.2.3.1.1.1 Numerator: Number of patients with a chronic medical condition who receive medication management instruction at discharge
	1.35.c.10.2.3.1.1.2 Denominator: total number of patients with the respective chronic medical condition
	1.35.c.10.2.3.1.1.3 Data source: Chronic disease registry and hospital EHR
	1.35.c.10.2.3.1.1.4 Rationale/evidence: Targeted patients who consistently receive medication management are more likely to adhere to their medication regime and receive the right medication at the right time.


	1.35.c.10.2.3.2 Milestone: Manage medications for targeted patients
	1.35.c.10.2.3.2.1 Metric: Increase the number of patients (meeting criteria for chronic condition) contacted or receiving medication management
	1.35.c.10.2.3.2.1.1 Numerator: Number of patients that consistently receive medication management counseling at the point of care
	1.35.c.10.2.3.2.1.2 Denominator: Number of patients in targeted panel size/patient population (targeted as defined by Performing Provider)
	1.35.c.10.2.3.2.1.3 Data Source: Paper or electronic health record
	1.35.c.10.2.3.2.1.4 Rationale/Evidence: Targeted patients who consistently receive medication management are more likely to adhere to their medication regime and receive the right medication at the right time.


	1.35.c.10.2.3.3 Milestone: Increase patient  understanding of their medication reconciliation measures pre-med management and post-med management. Use validated medication understanding and self-efficacy tools to measure the impact of the medication r...
	1.35.c.10.2.3.3.1 Metric:  Average change in pre and post intervention scores of patient knowledge.
	1.35.c.10.2.3.3.1.1 Numerator:  Sum of change scores for all patients receiving a pre and post intervention assessment.
	1.35.c.10.2.3.3.1.2 Denominator:  Number of patients that received both a pre and post intervention assessment.
	1.35.c.10.2.3.3.1.3 Data Source: EHR, Program records.
	1.35.c.10.2.3.3.1.4 Rationale/Evidence179F : Patient misunderstanding of prescription medication instructions has been identified as both a patient safety and a health literacy concern. Patients often misunderstand the proper dosage of the medication ...


	1.35.c.10.2.3.4 Milestone: Increase the number of patients receiving medication management from acute care to the ambulatory setting
	1.35.c.10.2.3.4.1 Metric:  Percent of discharged patients who received medication reconciliation as part of the transition from acute to ambulatory care
	1.35.c.10.2.3.4.1.1 Numerator:  Number of discharged patients who received medication reconciliation
	1.35.c.10.2.3.4.1.2 Denominator:  Number of discharged patients
	1.35.c.10.2.3.4.1.3 Data: electronic health records; discharge data;
	1.35.c.10.2.3.4.1.4 Rationale/Evidence: Patients who receive medication reconciliation as part of the transition from acute to ambulatory care are more likely to have and adhere to an appropriate medication regimen.


	1.35.c.10.2.3.5  Milestone: Implement electronic prescription writing at the point of care
	1.35.c.10.2.3.5.1 Metric: Increase the number of new and refill prescriptions written and generated electronically
	1.35.c.10.2.3.5.1.1 Numerator: Number of new and refill prescriptions written and generated electronically
	1.35.c.10.2.3.5.1.2 Denominator: Number of new and refill prescriptions written in a specific time period
	1.35.c.10.2.3.5.1.3 Data Source: Paper or electronic health record
	1.35.c.10.2.3.5.1.4 Rationale/Evidence: If consistently and completely used, electronic prescribing has the potential to reduce medication errors and increase patient compliance with their medication regimen.


	1.35.c.10.2.3.6  Milestone: Implement electronic medication reconciliation at the point of care
	1.35.c.10.2.3.6.1 Metric: Increase the number of patients that receive electronic medication reconciliation at the point of care
	1.35.c.10.2.3.6.1.1 Numerator: Number of patients in panel size/population size that receive electronic medication reconciliation at the point of care
	1.35.c.10.2.3.6.1.2 Denominator: Number of patients in panel size/population size
	1.35.c.10.2.3.6.1.3 Data Source: Paper or electronic health record
	1.35.c.10.2.3.6.1.4 Rationale/Evidence: Implementing electronic medication reconciliation can help ensure that providers consistently deliver accurate medication reconciliation at the point of care.


	1.35.c.10.2.3.7 Milestone: Provide reconciliation of medications at discharge
	1.35.c.10.2.3.7.1 Metric: Increase number or percent of identified patients that have medications reconciled as a standard part of the discharge process.
	1.35.c.10.2.3.7.1.1 Numerator: Number of targeted patients with medications reconciled (targeted TBD by Performing Provider) when discharged from a hospitalization.
	1.35.c.10.2.3.7.1.2 Denominator: Total number of targeted patients hospitalized during a specific time period.
	1.35.c.10.2.3.7.1.3 Data Source: Discharge paperwork from paper or electronic health record.
	1.35.c.10.2.3.7.1.4 Rationale/Evidence: Consistently providing medication reconciliation at the time of discharge from a hospitalization enhances the likelihood of patients adhering to an appropriate medication regimen and allows for the reduction of ...


	1.35.c.10.2.3.8 Milestone: Increase number or percent of patients that receive consultation by clinical pharmacists , prior to discharge in the in-patient setting and upon refilling a new prescription in the outpatient setting.
	1.35.c.10.2.3.8.1 Metric: X% of patients receiving consultation by clinical pharmacists
	1.35.c.10.2.3.8.1.1 Numerator: Number of targeted patients covered by clinical pharmacists (targeted TBD by Performing Provider)
	1.35.c.10.2.3.8.1.2 Denominator: Total number of targeted patients
	1.35.c.10.2.3.8.1.3 Data Source: Paper or Electronic health record indicating patient is assigned to a clinical pharmacist. Appointment records for clinical pharmacy.
	1.35.c.10.2.3.8.1.4 Rationale: Clinical pharmacists are more likely to obtain detailed and accurate patient’s medical history and keep better record of patient’s medications than doctors


	1.35.c.10.2.3.9 Milestone: Improvement in selected clinical measures in target population
	1.35.c.10.2.3.9.1 Metric: TBD by Performing Provider Percent of patients who have shown improvement in selected clinical measures (e.g., blood pressure or LDL-cholesterol) in targeted patient population
	1.35.c.10.2.3.9.1.1 Numerator: Number of patients that have shown improvement (as defined by their provider) in a selected clinical measure compared to their baseline measures over a defined period of time.
	1.35.c.10.2.3.9.1.2 Denominator: Number of patients in panel/targeted sample size.
	1.35.c.10.2.3.9.1.3 Rationale/Evidence: Patients and providers that set mutually agreed upon goals over a defined period of time are more likely to monitor the patient’s progress in a consistent manner and intervene appropriately when a patient is not...


	1.35.c.10.2.3.10 Milestone: Increase the number of patient visits for which a medication is prescribed that have medication reconciliation and prescription generation performed electronically
	1.35.c.10.2.3.10.1 Metric:  Percent of patient visits at which a medication was prescribed that had medication reconciliation and prescription generation performed electronically
	1.35.c.10.2.3.10.1.1 Numerator: Number of patient visits for which a medication is prescribed have medication reconciliation and prescription generation performed electronically
	1.35.c.10.2.3.10.1.2 Denominator: Total number of eligible patient visits (eligible as defined by the Performing Provider)
	1.35.c.10.2.3.10.1.3 Data source:  Electronic health record
	1.35.c.10.2.3.10.1.4 Rationale: Patients are most at risk during transitions in care across settings, services, providers, or levels of care; Development, reconciliation & communication of an accurate medication list throughout the continuum of care i...


	1.35.c.10.2.3.11 Milestone: CPOE utilization measure
	1.35.c.10.2.3.11.1 Metric: Increase the number of computerized provider order entries
	1.35.c.10.2.3.11.1.1 Numerator: number of entry orders per patient
	1.35.c.10.2.3.11.1.2 Denominator: total number of patients in the system
	1.35.c.10.2.3.11.1.3 Data source: electronic health record, computerized provider order entry (CPOE) platform
	1.35.c.10.2.3.11.1.4 Rationale: Computerized provider order entry (CPOE) holds promise to improve the safety and efficiency of medication and test ordering processes by reducing order entry errors. Order entry errors can occur, for example, when provi...


	1.35.c.10.2.3.12 Milestone:  NQF endorsed measures
	1.35.c.10.2.3.12.1 Metric: Proportion of Days Covered (PDC): 5 Rates by Therapeutic Category
	1.35.c.10.2.3.12.1.1 The percentage of patients 18 years and older who met the proportion of days covered (PDC) threshold of 80% during the measurement year. A performance rate is calculated separately for the following medication categories: Beta-Blo...
	1.35.c.10.2.3.12.1.2 Data Source: pill counts, patient reports, or pharmacy claims data
	1.35.c.10.2.3.12.1.3 Rationale/Evidence: The proportion of days covered (PDC) is a newer method than the MPR but has been studied extensively in recent years. The PDC tends to be operationally defined more consistently than is the MPR. The PDC calcula...

	1.35.c.10.2.3.12.2 Metric:  Adherence to Chronic Medications: Medication Possession Ratio (MPR) for chronic medications for individuals over 18 years of age [NQF0542]
	1.35.c.10.2.3.12.2.1 Numerator: The sum of the days’ supply that fall within the measurement window for each class of chronic medications for each patient in the denominator. For each beneficiary, several MPRs may be calculated, one for each drug clas...
	1.35.c.10.2.3.12.2.2 Denominator: Part D beneficiaries with at least one claim for any active ingredient within a drug class. Time window: Anytime during the measurement period (12 consecutive months). MPR Denominator:
	1.35.c.10.2.3.12.2.3 Exclusions:

	1.35.c.10.2.3.12.3 Metric: Medication Reconciliation Post-Discharge (MRP)
	1.35.c.10.2.3.12.3.1 Percentage of discharges from January 1 to December 1 of the measurement year for patients 65 years of age and older for whom medications were reconciled on or within 30 days of discharge.
	1.35.c.10.2.3.12.3.2 Numerator: Medication reconciliation conducted by a prescribing practitioner, clinical pharmacist or registered nurse, as documented through administrative or medical record review on or within 30 days of discharge. Medication rec...
	1.35.c.10.2.3.12.3.3 Denominator: All discharges from an in-patient setting for health plan members who are 66 years and older as of December 31 of the measurement year.
	1.35.c.10.2.3.12.3.4 Exclusion: Exclude both the initial discharge and the readmission/direct transfer discharge if the readmission/direct transfer discharge occurs after December 1 of the measurement year. If the discharge is followed by a readmissio...


	1.35.c.10.2.3.13 Milestone: Improvements in medication management for patients receiving services using innovative project option.  The following metrics are suggested for use with an innovative project option to increase access to medication manageme...
	1.35.c.10.2.3.13.1 Metric:  Target population reached through medication management program
	1.35.c.10.2.3.13.1.1 Numerator:  Number of individuals of target population reached by the medication management program.
	1.35.c.10.2.3.13.1.2 Denominator: Number of individuals in the target population.
	1.35.c.10.2.3.13.1.3 Data Source:  Documentation of target population reached, as designated in the project plan.
	1.35.c.10.2.3.13.1.4 Rationale/Evidence:  This metric speaks to the efficacy of the innovative project in reaching its targeted population.





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	y. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.35.c.10.2.4 Data Source: [Plan should include data source]



	1.36 Implement/Expand Care Transitions Programs
	a) Develop, implement, and evaluate standardized clinical protocols and evidence-based care delivery model to improve care transitions
	b) Conduct an analysis of the key drivers of 30-day hospital readmissions using a chart review tool (e.g. the Institute for Healthcare Improvement’s (IHI) State Action on Avoidable Re-hospitalizations (STAAR) tool) and patient interviews.
	b) Implement one or more pilot intervention(s) in care transitions targeting one or more patient care units or a defined patient population. Examples of interventions include, but are not limited to, implementation of:
	c) “Other” project option:  Implement other evidence-based project to implement/expand care transitions program in an innovative manner not described in the project options above.  Providers implementing an innovative, evidence-based project using the...
	1.36.c.1 Milestone: Develop or implement best practices or evidence-based protocols (such as Partnership for Patients) for effectively communicating with patients and families during and post-discharge to improve adherence to discharge and follow-up c...
	1.36.c.1.1 Metric: Care transitions protocols
	1.36.c.1.1.1 Submission of protocols
	1.36.c.1.1.2 Data Source: Submission of protocols, Care transitions program materials
	1.36.c.1.1.3 Rationale/Evidence: Protocols for discharge planning and post discharge follow-up will allow for wider and more affective system adoption of new practices.


	1.36.c.2 Milestone: Implement standardized care transition processes
	1.36.c.2.1 Metric: Care transitions policies and procedures
	1.36.c.2.1.1 Submission of protocols,
	1.36.c.2.1.2 Data Source: Policies and procedures of care transitions program materials
	1.36.c.2.1.3 Rationale/Evidence:  In order to allow for system adoption of care transition processes, it is critical to develop policies and procedures identifying responsible parties, activities, timelines and anticipated outcomes related to a succes...


	1.36.c.3 Milestone: Establish a process for hospital-based case managers to follow up with identified patients hospitalized related to the top chronic conditions to provide standardized discharge instructions and patient education, which address activ...
	1.36.c.3.1 Metric: Care transitions protocols
	1.36.c.3.1.1 Submission of protocols,
	1.36.c.3.1.2 Data Source: Care transitions program materials
	1.36.c.3.1.3 Rationale/Evidence: Patient education around discharge and transitional care will ensure that patients, family members and other care givers are empowered and better able to self-manage follow-up care.


	1.36.c.4 Milestone: Conduct an assessment and establish linkages with community-based organizations to create a support network for targeted patients post-discharge
	1.36.c.4.1 Metric: Care transitions assessment
	1.36.c.4.1.1 Submission of care transitions assessment and resource planning documents
	1.36.c.4.1.2 Data Source: Care transitions assessment and resource planning documents
	1.36.c.4.1.3 Rationale/Evidence: It is important to try to coordinate care with facilities outside a provider’s own delivery system so that patients going in and out of the delivery system can receive optimal care, wherever possible. The Community Bas...


	1.36.c.5 Milestone: Using a validated risk assessment tool, create a patient identification system.
	1.36.c.5.1 Metric: Patient stratification system
	1.36.c.5.1.1 Data Source: Submission of risk assessment tool and patient stratification report and description of provider utilization of report findings.
	1.36.c.5.1.2 Rationale/Evidence: This process is designed to identify patients requiring care management and to accommodate a quicker allocation of resources to those patients with high-risk health care needs


	1.36.c.6 Milestone: Train/designate more ED case managers
	1.36.c.6.1 Metric: Number of trained and/or designated ED case managers over baseline
	1.36.c.6.1.1 Number of ED case managers trained
	1.36.c.6.1.2 Data Source: HR, job descriptions, training curriculum
	1.36.c.6.1.3 Rationale/Evidence: Employing ED case managers will allow for better access for those patients using ED services for post-discharge care.


	1.36.c.7 Milestone: Develop a staffing and implementation plan to accomplish the goals/objectives of the care transitions program
	1.36.c.7.1 Metric:  Documentation of the staffing plan.
	1.36.c.7.1.1 Data Source: Staffing and implementation plan.
	1.36.c.7.1.2 Rationale/Evidence:  This describes the number and types of staff needed and the specific roles of each participant


	1.36.c.8 Milestone: Improve discharge summary timeliness.
	1.36.c.8.1 Metric: Improve percent discharge summary completion within 48 hours of discharge.
	1.36.c.8.1.1 Numerator: Number of patients for which discharge summary is complete within 48 hours of discharge.
	1.36.c.8.1.2 Denominator: Number of patients discharged
	1.36.c.8.1.3 Data Source: Automated report from Health Information Services or other
	1.36.c.8.1.4 Rationale/Evidence: This process ensures that all providers are informed around impatient treatment as well as post acute care plans.


	1.36.c.9 Milestone: Implement a case management related registry
	1.36.c.9.1 Metric: Documentation of registry implementation
	1.36.c.9.1.1 Data source:  Registry reports demonstrating case management functionality.
	1.36.c.9.1.2 Rationale/Evidence: Implementation of proactive and seamless case management services will improve patient outcomes around patient discharge and ensure better coordinated care transitions.


	1.36.c.10 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shar...
	1.36.c.10.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.36.c.10.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.36.c.10.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other prov...

	1.36.c.10.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.36.c.10.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.36.c.10.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other prov...


	1.36.c.11 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and samp...
	1.36.c.11.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.36.c.11.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.36.c.11.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.36.c.12 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all pro...
	1.36.c.12.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.36.c.12.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.36.c.12.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...

	1.36.c.12.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.36.c.12.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannua...
	1.36.c.12.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	z. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.36.c.12.2.3 Data Source: [Plan should include data source]
	I-10. Milestone: Identify the top chronic conditions (e.g., heart attack, heart failure and pneumonia) and other patient characteristics (e.g., medical home assignment and demographics such as age) or socioeconomic factors (e.g., homelessness) that ar...
	1.36.c.12.2.3.1.1 Metric: Identification and report of those conditions, socioeconomic factors, or other patient characteristics resulting in highest rates of re-admissions.
	1.36.c.12.2.3.1.1.1 List by frequency of most prevalent chronic conditions, patient factor or other socioeconomic factors in patient panel resulting in highest re-admission rates.
	1.36.c.12.2.3.1.1.2 Data Source: Registry or EHR report/analysis
	1.36.c.12.2.3.1.1.3 Rationale/Evidence:  Assessing the most prevalent conditions and factors that lead to re-admissions will allow the provider to address the needs of the patient population more effectively.


	1.36.c.12.2.3.2 Milestone: Improve the percentage of patients in defined population receiving standardized care according to the approved clinical protocols and care transitions policies
	1.36.c.12.2.3.2.1 Metric: Number over time of those patients in target population receiving standardized, evidence-based interventions per approved clinical protocols and guidelines
	1.36.c.12.2.3.2.1.1 Numerator: Number of patients that receive all recommended education, care and services as dictated by approved and evidence based care guidelines.
	1.36.c.12.2.3.2.1.2 Denominator: Number of patients discharged or eligible for care transition services
	1.36.c.12.2.3.2.1.3 Data Source: Registry or EHR report/analysis


	1.36.c.12.2.3.3 Milestone: Reduce the percentage of high users of ED services with ambulatory care sensitive conditions186F
	1.36.c.12.2.3.3.1 Metric:  Identify high users with ambulatory care sensitive conditions.
	1.36.c.12.2.3.3.1.1 Numerator: Number of high users with ambulatory sensitive conditions identified for care transitions program
	1.36.c.12.2.3.3.1.2 Denominator: Number of high users with ambulatory sensitive conditions
	1.36.c.12.2.3.3.1.3 Data source: care transitions program registry, claims, EHR or other provider records


	1.36.c.12.2.3.4 Milestone: Increase the number or percent of patients in the case management related registry
	1.36.c.12.2.3.4.1 Metric: Increase in the number or percentage of patients in the case management related registry; patients may be targeted from ED and inpatient areas
	1.36.c.12.2.3.4.1.1 Numerator:  Number of unique patients in the registry.
	1.36.c.12.2.3.4.1.2 Denominator: Number of targeted patients
	1.36.c.12.2.3.4.1.3 Data Source: EHR, claims, registry or other program documents


	1.36.c.12.2.3.5 Milestone:  Implement standard care transition processes in specified patient populations.
	1.36.c.12.2.3.5.1 Metric:  Measure adherence to processes.
	1.36.c.12.2.3.5.1.1 Numerator:  Number of patients in defined population receiving care according to standard protocol.
	1.36.c.12.2.3.5.1.2 Denominator: Number of population patients discharged.
	1.36.c.12.2.3.5.1.3 Data Source: Hospital administrative data and the patient medical record.


	1.36.c.12.2.3.6 Milestone: Improve care transitions using innovative project option.  **Note, all providers must report on Metric I-15.1 and I-15.2 listed below for this project option. Hospitals must report on all metrics listed below I-15.
	1.36.c.12.2.3.6.1 Metric:  Increase percentage of target population reached.
	1.36.c.12.2.3.6.1.1 Numerator:  Number of individuals of target population reached by the innovative project.
	1.36.c.12.2.3.6.1.2 Denominator: Number of individuals in the target population.
	1.36.c.12.2.3.6.1.3 Data Source:  Documentation of target population reached, as designated in the project plan.
	1.36.c.12.2.3.6.1.4 Rationale/Evidence:  This metric speaks to the efficacy of the innovative project in reaching it targeted population.

	1.36.c.12.2.3.6.2 Metric: Evaluate the intervention(s):
	1.36.c.12.2.3.6.2.1 Numerator: number of patients transitioned by type of transition
	1.36.c.12.2.3.6.2.2 Denominator: total number of patients transitioned
	1.36.c.12.2.3.6.2.3 Data source: data file of all transitioned patients in one year
	1.36.c.12.2.3.6.2.4 Rationale: identify “lessons learned,” opportunities to later scale all or part of the intervention(s) to a broader patient population, and identify key challenges associated with expansion of the intervention(s), including special...

	1.36.c.12.2.3.6.3 Metric: (NQF 0648): Percentage of patients, regardless of age, discharged from an inpatient facility to home or any other site of care for whom a transition record was transmitted to the facility or primary physician or other health ...
	1.36.c.12.2.3.6.3.1 Numerator: Patients for whom a transition record was transmitted to the facility or primary physician or other health care professional designated for follow-up care within 24 hours of discharge Time Window: Each time a patient is ...
	1.36.c.12.2.3.6.3.2 Denominator: All patients, regardless of age, discharged from an inpatient facility (e.g., hospital inpatient or observation, skilled nursing facility, or rehabilitation facility) to home/self care or any other site of care Time Wi...
	1.36.c.12.2.3.6.3.3 Data Source: EHR
	1.36.c.12.2.3.6.3.4 Rationale/Evidence: By requiring the completion and prompt transmission of a detailed “transition record” for discharged patients, this measure is promoting a significant enhancement to the customary use of the “discharge summary,”...

	1.36.c.12.2.3.6.4 Metric: (NQF 0649): Percentage of patients, regardless of age, discharged from an emergency department (ED) to ambulatory care or home health care, or their caregiver(s), who received a transition record at the time of ED discharge i...
	1.36.c.12.2.3.6.4.1 Numerator: Patients or their caregiver(s) who received a transition record at the time of emergency department (ED) discharge including, at a minimum, all of the following elements:
	 Major procedures and tests performed during ED visit, AND
	 Principal diagnosis at discharge OR chief complaint, AND
	 Patient instructions, AND
	 Plan for follow-up care (OR statement that none required), including primary physician, other health care professional, or site designated for follow-up care, AND
	 List of new medications and changes to continued medications that patient should take after ED discharge, with quantity prescribed and/or dispensed (OR intended duration) and instructions for each.
	1.36.c.12.2.3.6.4.2 Denominator: All patients, regardless of age, discharged from an emergency department (ED) to ambulatory care (home/self care) or home health care.
	1.36.c.12.2.3.6.4.3 Data Source: EHR
	1.36.c.12.2.3.6.4.4 Rationale/evidence:  Providing a detailed transition record at the time of ED discharge enhances the patient’s preparation to self-manage post-discharge care and comply with the post-discharge treatment plan. Additionally, randomiz...





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	aa. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.36.c.12.2.4 Data Source: [Plan should include data source]

	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	bb. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.36.c.12.2.5 Data Source: [Plan should include data source]



	1.37 Provide an intervention for a targeted behavioral health population to prevent unnecessary use of services in a specified setting (i.e., the criminal justice system, ER, urgent care etc.).
	a) Design, implement, and evaluate research-supported and evidence-based interventions tailored towards individuals in the target population.
	b) “Other” project option:  Implement other evidence-based project to provide an intervention for a targeted behavioral health population to prevent unnecessary use of services in an innovative manner not described in the project options above.  Provi...
	1.37.b.1 Milestone:  Conduct needs assessment of complex behavioral health populations who are frequent users of community public health resources.
	1.37.b.1.1 Metric:  Numbers of individuals, demographics, location, diagnoses, housing status, natural supports, functional and cognitive issues, medical utilization, ED utilization
	1.37.b.1.1.1 Data Source: Project documentation; Inpatient, discharge and ED records; State psychiatric facility records; survey of stakeholders (inpatient providers, mental health providers, social services and forensics); literature review


	1.37.b.2 Milestone:  Design community-based specialized interventions for target populations. Interventions may include (but are not limited to) Residential Assistance (Foster/Companion Care, Supervised Living, Residential Support Services)
	1.37.b.2.1 Metric:  Project plans which are based on evidence / experience and which address the project goals
	1.37.b.2.1.1 Project documentation


	1.37.b.3 Milestone:  Enroll and serve individuals with targeted complex needs (e.g., a diagnosis of severe mental illness with concomitant circumstances such as chronic physical health conditions, chronic or intermittent homelessness, cognitive issues...
	1.37.b.3.1 Metric:  Number of targeted individuals enrolled / served in the project.
	1.37.b.3.1.1 Project documentation


	1.37.b.4 Milestone:  Evaluate and continuously improve interventions
	1.37.b.4.1 Metric:  Project planning and implementation documentation demonstrates plan, do, study act quality improvement cycles
	1.37.b.4.1.1 Project reports including examples of how real-time data is used for rapid-cycle improvement to guide continuous quality improvement (e.g., how the project continuously uses data such as weekly run charts or monthly dashboards to drive im...


	1.37.b.5 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shari...
	1.37.b.5.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.37.b.5.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.37.b.5.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...

	1.37.b.5.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.37.b.5.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.37.b.5.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...


	1.37.b.6 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and sampl...
	1.37.b.6.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.37.b.6.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.37.b.6.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.37.b.7 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all prov...
	1.37.b.7.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.37.b.7.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.37.b.7.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the floo...

	1.37.b.7.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.37.b.7.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannual...
	1.37.b.7.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the floo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	cc. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.37.b.7.2.3 Data Source: [Plan should include data source]
	1.37.b.7.2.3.1 Milestone: Criminal Justice Admissions/Readmissions
	1.37.b.7.2.3.1.1 Metric: X% decrease in preventable admissions and readmissions into Criminal Justice System;
	1.37.b.7.2.3.1.1.1 Numerator: The percentage of individuals receiving specialized interventions that had a potentially preventable admission/readmission to a criminal justice setting (e.g. jail, prison, etc.) within the measurement period.
	1.37.b.7.2.3.1.1.2 Denominator: The number of individuals receiving specialized interventions.
	1.37.b.7.2.3.1.1.3 Data Source: a. Claims/ encounter and clinical record data; anchor hospital and other hospitals, criminal justice system records, local MH authority and state MH (CARE) data system records
	1.37.b.7.2.3.1.1.4 Rationale/Evidence: See Project Goal


	1.37.b.7.2.3.2 Milestone: Nursing Facility Admissions/Readmissions
	1.37.b.7.2.3.2.1 Metric: X% decrease in preventable admissions and readmissions to nursing facilities;
	1.37.b.7.2.3.2.1.1 Numerator: The percentage of individuals receiving specialized interventions who had a potentially preventable admission/readmission within the measurement period.
	1.37.b.7.2.3.2.1.2 Denominator: The number of individuals receiving specialized interventions.
	1.37.b.7.2.3.2.1.3 Data Source: Nursing facility admission data from Medicaid / DADS
	1.37.b.7.2.3.2.1.4 Rationale/Evidence: See Project Goal


	1.37.b.7.2.3.3 Milestone: Adherence to Antipsychotics for Individuals with Schizophrenia
	1.37.b.7.2.3.3.1 Metric: The percentage of individuals with schizophrenia receiving the specialized interventions who are prescribed an antipsychotic medication that had a Proportion of Days Covered (PDC) for antipsychotic medications greater than or ...
	1.37.b.7.2.3.3.1.1 Numerator: The percentage of individuals with schizophrenia who filled at least two prescriptions for an antipsychotic and had a PDC for antipsychotic medication that is greater than or equal to 0.8.
	1.37.b.7.2.3.3.1.2 Denominator: The number of individuals at the end of the measurement period with schizophrenia with at least two claims for an antipsychotic during the measurement period.
	1.37.b.7.2.3.3.1.3 Data Source: Claims and Encounter Data
	1.37.b.7.2.3.3.1.4 Rationale/Evidence:  NOTE: This metric is currently under review by NQF; not finalized.


	1.37.b.7.2.3.4 Milestone: Anti-depressant medication management over six months for Major Depressive Disorder and anti-depressant medication during acute phase over 12 weeks (NQF# 0105)
	1.37.b.7.2.3.4.1 Metric: The percentage of individuals with Major Depressive Disorder receiving the specialized interventions who were diagnosed with a new episode of major depression and treated with antidepressant medication, and who remained on an ...
	1.37.b.7.2.3.4.1.1 Numerator:
	i. Effective Acute Phase Treatment: The number of individuals with Major Depressive Disorder receiving specialized interventions with at least 84 days (12 weeks) of continuous treatment with antidepressant medication during the 114-day period followin...
	ii. Effective Continuation Phase Treatment: The number of individuals with Major Depressive Disorder receiving specialized interventions with at least 180 days (6 months) of continuous treatment with antidepressant medication (Table AMM-D) during the ...
	1.37.b.7.2.3.4.1.2 Denominator: The number of individuals with Major Depressive Disorder receiving specialized interventions who are diagnosed with a New Episode of major depression and treated with antidepressant medication.
	1.37.b.7.2.3.4.1.3 Data Source: Claims and Encounter Data
	1.37.b.7.2.3.4.1.4 Rationale/Evidence:  See project goal.


	1.37.b.7.2.3.5 Milestone: Functional Status
	1.37.b.7.2.3.5.1 Metric: The percentage of individuals receiving specialized interventions who demonstrate improved functional status on standardized instruments (e.g. ANSA, CANS, etc.)
	1.37.b.7.2.3.5.1.1 Numerator: The percent of individuals receiving specialized interventions who demonstrate improvement from baseline to annual functional assessment.
	1.37.b.7.2.3.5.1.2 Denominator: The number of individuals receiving specialized interventions.
	1.37.b.7.2.3.5.1.3 Data Source: Standardized functional assessment instruments (e.g. ANSA, CANS, etc.)
	1.37.b.7.2.3.5.1.4 Rationale/Evidence:  See project goal.





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	dd. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.37.b.7.2.4 Data Source: [Plan should include data source]



	1.38 Implement person-centered wellness self-management strategies and self directed financing models that empower consumers to take charge of their own health care.
	a) Establish interventions to promote person-centered wellness self-management strategies and train staff / contractors to empower consumers to take charge of their own health care.
	b) Implement self-directing financing models including wellness accounts. Note: If selected, this must be implemented as part of a person-centered wellness project as described in 2.14.1.
	c) “Other” project option:  Implement other evidence-based project to implement person-centered wellness self-management strategies and self-directed financing models that empower consumers to take charge of their own health care in an innovative mann...
	1.38.c.1 Milestone: Develop screening criteria and a process for selecting eligible participants
	1.38.c.1.1 Metric: Screening criteria and process are documented
	1.38.c.1.1.1 Data Source: Project documentation


	1.38.c.2 Milestone: Identify population for intervention
	1.38.c.2.1 Metric: Number of individuals meeting program entry criteria
	1.38.c.2.1.1 Data Source: Project records


	1.38.c.3 Milestone: Hire staff
	1.38.c.3.1 Metric: Number of staff hired
	1.38.c.3.1.1 Data Source: Project personnel records


	1.38.c.4 Milestone:  Train staff in required knowledge, skills and abilities
	1.38.c.4.1 Metric:  Number of staff trained
	a. Data Source: Data Source:  Project training records; Training curricula


	1.38.c.5 Milestone: Establish wellness account funding mechanisms
	1.38.c.5.1 Metric: Accounts are established with entity that will pay for wellness items
	1.38.c.5.1.1 Data Source: Project documents i.e., contracts, agreements


	1.38.c.6 Milestone: Establish policies and procedures for program operations
	1.38.c.6.1 Metric: Written documents are produced
	1.38.c.6.1.1 Data Source: Project documentation


	1.38.c.7 Milestone: Establish accountability systems to track outcomes and expenditures.
	1.38.c.7.1 Metric: Forms and databases are created to support program operations and evaluation
	1.38.c.7.1.1 Data Source: Project documentation


	1.38.c.8 Milestone: Establish person-centered wellness self-management program to provide support to individuals with chronic physical and / or behavioral health conditions.  Examples of strategies could include but are not limited to the use of welln...
	1.38.c.8.1 Metric: Number of targeted individuals participating in the wellness self-management programs
	1.38.c.8.1.1 Data Source: Project documentation

	1.38.c.8.2 Metric: Number of intervention sites
	1.38.c.8.2.1 Data Source: Project documentation


	1.38.c.9 Milestone: Develop assessment materials and procedures that allow identification, tracking, and monitoring on self-defined individual wellness goals.
	1.38.c.9.1 Metric: Forms and databases are created to support program operations and evaluation
	1.38.c.9.1.1 Data Source: Project documentation


	1.38.c.10 Milestone: Evaluate and continuously improve wellness self-management programs
	1.38.c.10.1 Metric: Project planning and implementation documentation demonstrates plan, do, study act quality improvement cycles
	1.38.c.10.1.1 Data Source: Project reports include examples of how real-time data is used for rapid-cycle improvement to guide continuous quality improvement (i.e. how the project continuously uses data such as weekly run charts or monthly dashboards ...


	1.38.c.11 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shar...
	1.38.c.11.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.38.c.11.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.38.c.11.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other prov...

	1.38.c.11.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.38.c.11.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.38.c.11.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other prov...


	1.38.c.12 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and samp...
	1.38.c.12.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.38.c.12.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.38.c.12.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.38.c.13 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all pro...
	1.38.c.13.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.38.c.13.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.38.c.13.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...

	1.38.c.13.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.38.c.13.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannua...
	1.38.c.13.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	ee. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.38.c.13.2.3 Data Source: [Plan should include data source]
	I-11. Milestone: Participants who are Self Managing
	1.38.c.13.2.3.1.1 Metric: Percentage of participants successfully managing their health
	1.38.c.13.2.3.1.1.1 Numerator: Number of participants achieving self-defined individual wellness goals
	1.38.c.13.2.3.1.1.2 Denominator: Number of people participating in the person centered self-management project.
	1.38.c.13.2.3.1.1.3 Data Source: Project data; individual wellness plans; claims and encounter data; medical records.


	1.38.c.13.2.3.2  Milestone: Receipt of Recommended Preventative Services
	1.38.c.13.2.3.2.1  Metric: The percentage of individuals who participate in the person centered self-management project and who also receive services as recommended by the US Preventative Services Task Force.
	1.38.c.13.2.3.2.1.1 Numerator: The number of individuals who participate in the person centered self-management project receiving services as recommended by the US Preventative Services Task Force
	1.38.c.13.2.3.2.1.2 Denominator: The number of individuals who participate in the person centered self-management project.
	1.38.c.13.2.3.2.1.3 Data Source: Project data; individual wellness plans; claims and encounter data; medical records.
	1.38.c.13.2.3.2.1.4 Rationale/Evidence:  See project goal.


	1.38.c.13.2.3.3 Milestone: Emergency Department Use
	1.38.c.13.2.3.3.1 Metric: X% reduction in inappropriate use of Emergency Department Care by individuals in the person centered self-management project.
	1.38.c.13.2.3.3.1.1 Numerator: total number of individuals participating in the person centered self-management project who utilize Emergency Department services receiving services.
	1.38.c.13.2.3.3.1.2 Denominator: total number of individuals participating in the person centered self-management project
	1.38.c.13.2.3.3.1.3 Data Source: Project data; claims and encounter data; medical records.
	1.38.c.13.2.3.3.1.4 Rationale: see project description.


	1.38.c.13.2.3.4 Milestone: Prescription Medication Adherence/Compliance
	1.38.c.13.2.3.4.1 Metric: X% increase in adherence and compliance with prescribed medications for conditions such as depression, schizophrenia, bipolar disorder and chronic physical health conditions such as diabetes
	1.38.c.13.2.3.4.1.1 Numerator: total number of individuals participating in the person centered self-management project that are adherent / compliant to their prescribed medication regime.
	1.38.c.13.2.3.4.1.2 Denominator: total number of individuals participating in the person centered self-management project.
	This would be measured at baseline and specified time intervals throughout the project to determine if there was an increase.
	1.38.c.13.2.3.4.1.3 Data Source: Project data; claims and encounter data; medical records.


	1.38.c.13.2.3.5 Milestone: Consumer satisfaction with Care and Health Status
	1.38.c.13.2.3.5.1 Metric: X% of people report satisfaction with care and health status
	1.38.c.13.2.3.5.1.1 Numerator: The number of individuals in the person centered self-management project reporting satisfaction with services.
	1.38.c.13.2.3.5.1.2 Denominator: The number of individuals in the person centered self-management project.
	1.38.c.13.2.3.5.1.3 Data Source: Survey data from CAHPS, MHSIP or other validated instrument.
	1.38.c.13.2.3.5.1.4 Project Rationale: See Project Description





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	ff. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.38.c.13.2.4 Data Source: [Plan should include data source]



	1.39 Integrate Primary and Behavioral Health Care Services
	a) Design, implement, and evaluate projects that provide integrated primary and behavioral health care services.
	b) “Other” project option:  Implement other evidence-based project to integrate primary and behavioral health care services in an innovative manner not described in the project options above.  Providers implementing an innovative, evidence-based proje...
	1.39.b.1 Milestone: Conduct needs assessment to determine areas of the state where the co-location of services has the potential to benefit a significant number of people who have physical/behavioral health needs.
	1.39.b.1.1 Metric: Numbers of patients in various areas who might benefit from integrated services.  Demographics, location, & diagnoses
	1.39.b.1.1.1 Data Sources:  Inpatient, discharge and ED records; survey of primary care providers; survey of behavioral health providers; state demographic information relating to treated health conditions; Medicaid claims data


	1.39.b.2 Milestone: Identify existing clinics or other community-based settings where integration could be supported. It is expected that physical health practitioners will share space in existing behavioral health settings, but it may also be possibl...
	1.39.b.2.1 Metric: Discussions/Interviews with community healthcare providers (physical and behavioral), city and county governments, charities, faith-based organizations and other community based helping organizations.
	1.39.b.2.1.1 Data Source: Information from persons interviewed


	1.39.b.3 Milestone: Develop and implement a set of standards to be used for integrated services to ensure effective information sharing, proper handling of referrals of behavioral health clients to physical health providers and vice versa.
	1.39.b.3.1 Number and types of referrals that are made between providers at the location
	1.39.b.3.1.1 Data Sources:  Surveys of providers to determine the degree and quality of information sharing; Review of referral data and survey results

	1.39.b.3.2 Number of referrals that are made outside of the location
	1.39.b.3.2.1 Data Sources:  Surveys of providers to determine the degree and quality of information sharing; Review of referral data and survey results

	1.39.b.3.3 Number of referrals which follow the established standards
	1.39.b.3.3.1 Data Sources:  Surveys of providers to determine the degree and quality of information sharing; Review of referral data and survey results


	1.39.b.4 Milestone: Assess ease of access to potential locations for project implementation
	1.39.b.4.1 Metric: Access to major roadways, bus routes, or proximity to a large number of individuals who may benefit from services.
	1.39.b.4.1.1 Data Source: City/County data, maps, demographic data relating to prevalence of health conditions.


	1.39.b.5 Milestone: Develop integrated sites reflected in the number of locations and providers participating in the integration project:
	1.39.b.5.1 Metric: Number of agreements signed for the provision of integrated services
	1.39.b.5.1.1 Data Source: Project data

	1.39.b.5.2 Metric: Number of primary care providers newly located in behavioral health settings.
	1.39.b.5.2.1 Data Source: Project data

	1.39.b.5.3 Metric: Number of behavioral health providers newly located in primary care clinics.
	1.39.b.5.3.1 Data Source: Project data


	1.39.b.6 Milestone: Develop integrated behavioral health and primary care services within co-located sites.
	1.39.b.6.1 Metric: Number of providers achieving Level 4 of interaction (close collaboration in a partially integrated system).
	1.39.b.6.1.1 Data Source: Project data

	1.39.b.6.2 Metric: Number of providers achieving Level 5 of interaction (close collaboration in a fully integrated system)
	1.39.b.6.2.1 Data Source: Project data


	1.39.b.7 Milestone: Evaluate and continuously improve integration of primary and behavioral health services.
	1.39.b.7.1 Metric: Project planning and implementation documentation demonstrates plan, do, study act quality improvement cycles
	a. Data Source: Project reports include examples of how real-time data is used for rapid-cycle improvement to guide continuous quality improvement (e.g. how the project continuously uses data such as weekly run charts or monthly dashboards to drive im...


	1.39.b.8 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shari...
	1.39.b.8.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.39.b.8.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.39.b.8.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...

	1.39.b.8.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.39.b.8.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.39.b.8.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...


	1.39.b.9 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and sampl...
	1.39.b.9.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.39.b.9.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.39.b.9.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.39.b.10 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all pro...
	1.39.b.10.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.39.b.10.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.39.b.10.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...

	1.39.b.10.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.39.b.10.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannua...
	1.39.b.10.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	gg. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.39.b.10.2.3 Data Source: [Plan should include data source]
	I-8. Milestone: Integrated Services
	1.39.b.10.2.3.1.1 Metric: X% of Individuals receiving both physical and behavioral health care at the established locations.
	1.39.b.10.2.3.1.1.1 Numerator: Number of individuals receiving both physical and behavioral health care in project sites
	1.39.b.10.2.3.1.1.2 Denominator: Number of individuals receiving services in project sites.
	1.39.b.10.2.3.1.1.3 Data Source: Project data; claims and encounter data; medical records


	1.39.b.10.2.3.2 Milestone: Coordination of Care
	1.39.b.10.2.3.2.1 Metric: X% of Individuals with a treatment plan developed and implemented with primary care and behavioral health expertise
	1.39.b.10.2.3.2.1.1 Numerator: Number of individuals with treatment plans developed and implemented with primary care and behavioral health expertise
	1.39.b.10.2.3.2.1.2 Denominator: Number of individuals receiving services at project sites.
	1.39.b.10.2.3.2.1.3 Data Source: Project data; claims and encounter data; medical records


	1.39.b.10.2.3.3 Milestone: No-Show Appointments
	1.39.b.10.2.3.3.1 Metric: X% decrease the “no shows” for behavioral and physical health appointments.
	1.39.b.10.2.3.3.1.1 Numerator: Number of appointments for behavioral or physical health services that were not kept in the project sites.
	1.39.b.10.2.3.3.1.2 Denominator: Number of scheduled appointments for behavioral and physical health services in the project site.
	This would be measured at baseline and at specified time intervals throughout the project.
	1.39.b.10.2.3.3.1.3 Data Source: Project Data; Clinic Registry Data; Claims and Encounter Data


	1.39.b.10.2.3.4 Milestone: Health Metrics
	1.39.b.10.2.3.4.1 Metric: X% Increase in Positive Results of Standardized Health Metrics, which may include :
	 Objective health indicators such as Body Mass Index, glycated hemoglobin (A1c), blood pressure, and other specific blood assays, etc.
	 Behavioral health instruments such as the Child Behavior Checklist (CBCL) the Quality of Life (QOL) Questionnaire, the Child Needs and Strengths Assessment (CANS), the Adult Needs and Strengths Assessment (ANSA).
	1.39.b.10.2.3.4.1.1 Numerator: The number of people receiving services at project sites with positive results on standardized health metrics.
	1.39.b.10.2.3.4.1.2 Denominator: The number of people receiving services at project sites.
	1.39.b.10.2.3.4.1.3 Data Source: Project Data; Medical Records; Claims and Encounter Data.


	1.39.b.10.2.3.5 Milestone: Improved Consumer satisfaction with Integrated Services
	1.39.b.10.2.3.5.1 Metric: X% of People report satisfaction with integrated services
	1.39.b.10.2.3.5.1.1 Numerator: The number of individuals receiving integrated services that have expressed satisfaction with services.
	1.39.b.10.2.3.5.1.2 Denominator: The number of individuals receiving integrated services
	1.39.b.10.2.3.5.1.3 Survey data from CAHPS, MHSIP or other validated instrument.
	1.39.b.10.2.3.5.1.4 Data from completed consumer satisfaction surveys.





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	hh. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.39.b.10.2.4 Data Source: [Plan should include data source]



	1.40 Provide virtual psychiatric and clinical guidance to all participating primary care providers delivering services to behavioral patients regionally.
	a) Design, implement, and evaluate a program to provide remote psychiatric consultative services to all participating primary care providers delivering services to patients with mental illness or substance abuse disorders
	b) “Other” project option:  Implement other evidence-based project to provide virtual psychiatric and clinical guidance to all participating primary care providers delivering services to behavioral health patients regionally in an innovative manner no...
	1.40.b.1 Milestone: Conduct needs assessment of complex behavioral health populations and primary care providers who could benefit from telephonic psychiatric consultation.
	1.40.b.1.1 Metric: Conduct needs assessment including items such as the following:
	a. Data Source: Inpatient, discharge and ED records; survey of primary care providers; literature review


	1.40.b.2 Milestone: Design psychiatric consultation services that would allow medical professionals in primary care settings to access professional behavioral health expertise   (via methods such as telephone, instant messaging, video conference, facs...
	1.40.b.2.1 Metric: Establish project plans which are based on evidence / experience and which address the project goals
	1.40.b.2.1.1 Data Source:  Project documentation

	1.40.b.2.2 Metric: Documentation of use of the psychiatric consultative services by primary care providers
	1.40.b.2.2.1 Data Source: Follow-up surveys of primary care providers to indicate that they are using the service and that it is meeting their needs


	1.40.b.3 Milestone: Enroll primary care settings into the remote behavioral health consultation services.
	1.40.b.3.1 Metric: Number of PCP settings that use psychiatric consultative services
	1.40.b.3.1.1 Data Source: Project documentation


	1.40.b.4 Milestone: Determine the impact of the project.
	1.40.b.4.1 Metric: Evaluation plan including metrics, operational and evaluation protocols
	1.40.b.4.1.1 Data Source: Project documentation


	1.40.b.5 Milestone: Evaluate and continuously improve psychiatric consultative services
	1.40.b.5.1 Metric: Project planning and implementation documentation demonstrates plan, do, study act quality improvement cycles
	1.40.b.5.1.1 Data Source: Project reports include examples of how real-time data is used for rapid-cycle improvement to guide continuous quality improvement (i.e. how the project continuously uses data such as weekly run charts, monthly dashboards, an...


	1.40.b.6 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shari...
	1.40.b.6.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.40.b.6.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.40.b.6.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...

	1.40.b.6.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.40.b.6.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.40.b.6.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...


	1.40.b.7 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and sampl...
	1.40.b.7.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.40.b.7.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.40.b.7.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.40.b.8 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all prov...
	1.40.b.8.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.40.b.8.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.40.b.8.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the floo...

	1.40.b.8.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.40.b.8.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannual...
	1.40.b.8.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the floo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	ii. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.40.b.8.2.3 Data Source: [Plan should include data source]
	I-6. Milestone: ED Use
	1.40.b.8.2.3.1.1 Metric: X% reduction of Emergency Department usage for individuals with mental illness and/or substance use disorders who are treated in primary care settings which had access to virtual psychiatric consultative services.
	1.40.b.8.2.3.1.1.1 Numerator: total number of individuals receiving care in primary care settings which had access to virtual psychiatric consultative services who used Emergency Departments
	1.40.b.8.2.3.1.1.2 Data Source: Project data; Claims data and encounter data from ED
	1.40.b.8.2.3.1.1.3 Rationale: see project description.


	1.40.b.8.2.3.2 Milestone: Evidence Based Protocols and Guidelines
	1.40.b.8.2.3.2.1 Metric: X% Increase use of evidence-based treatment protocols and adherence to evidence-based guidelines for specific behavioral health conditions (these conditions could include schizophrenia, autism, bipolar depression, etc) by prim...
	1.40.b.8.2.3.2.1.1 Numerator: The number of primary care providers with access to psychiatric consultative services who used evidence based protocols and guidelines to treat behavioral health conditions.
	1.40.b.8.2.3.2.1.2 Denominator: The number of primary care providers with access to psychiatric consultative services to treat behavioral health conditions.
	1.40.b.8.2.3.2.1.3 Data Source: Project Data; Provider Survey Data; Medical Records


	1.40.b.8.2.3.3 Milestone: Improved Consumer Satisfaction with Treatment
	1.40.b.8.2.3.3.1 Metric: Percentage of people reporting satisfaction with treatment
	1.40.b.8.2.3.3.1.1 Numerator: The number of individuals receiving care in primary care settings which had access to virtual psychiatric consultative services and who have expressed satisfaction with services.
	1.40.b.8.2.3.3.1.2 Denominator: The number of individuals receiving care in primary care settings which had access to virtual psychiatric consultative services
	1.40.b.8.2.3.3.1.3 Data Source: Survey data from CAHPS, MHSIP or other validated instrument.


	1.40.b.8.2.3.4 Milestone: Primary Care Provider Satisfaction with virtual Psychiatric Consultative Services
	1.40.b.8.2.3.4.1 Metric: Percentage of Primary Care Providers reporting improved satisfaction with virtual psychiatric consultative services.
	1.40.b.8.2.3.4.1.1 Numerator: The number of primary care providers with access to virtual psychiatric consultative services who express satisfaction with these services.
	1.40.b.8.2.3.4.1.2 Denominator: The number of primary care providers with access to virtual psychiatric consultative services
	1.40.b.8.2.3.4.1.3 Data Source: Primary Care Provider Survey data


	1.40.b.8.2.3.5 Milestone: Adherence to antipsychotics for individuals with schizophrenia who are seen in primary care settings.
	1.40.b.8.2.3.5.1 Metric: Percentage of individuals with schizophrenia who are prescribed an antipsychotic medication that had a Proportion of Days Covered (PDC) for antipsychotic medications greater or equal to 0.8 during the measurement period (12 co...
	1.40.b.8.2.3.5.1.1 Numerator: Individuals with schizophrenia who filled at least two prescriptions for any oral antipsychotic medication and have a Proportion of Days Covered (PDC) for antipsychotic medications of at least 0.8.
	1.40.b.8.2.3.5.1.2 Denominator: Individuals at least 18 years of age as of the end of the measurement period with schizophrenia with at least two claims for an antipsychotic during the measurement period (12 consecutive months) who were seen in a prim...
	1.40.b.8.2.3.5.1.3 Data Source: Claims data; Project Data (RHP’s may also consider automated devices which measure prescription utilization)


	1.40.b.8.2.3.6 Milestone: Anti-depressant medication management over six months or Major Depressive Disorder anti-depressant medication during acute phase over 12 weeks (NQF# 0105)
	1.40.b.8.2.3.6.1 Metric: The percentage of individuals with behavioral health disorders who are seen in primary care settings who were diagnosed with a new episode of major depression and treated with antidepressant medication, and who remained on an ...
	1.40.b.8.2.3.6.1.1 Numerator:
	1.40.b.8.2.3.6.1.2 Denominator: The number of individuals who are seen in primary care settings with behavioral health disorders who are diagnosed with a New Episode of major depression and treated with antidepressant medication.
	1.40.b.8.2.3.6.1.3 Data Source: Claims and Encounter Data
	1.40.b.8.2.3.6.1.4 Rationale/Evidence:  See project goal.





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	jj. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.40.b.8.2.4 Data Source: [Plan should include data source]



	1.41 Establish improvements in care transition from the inpatient setting for individuals with mental health and / or substance abuse disorders.
	a) Design, implement, and evaluate interventions to improve care transitions from the inpatient setting for individuals with mental health and/or substance abuse disorders.
	b) “Other” project option:  Implement other evidence-based project to establish improvement in care transition from the inpatient setting for individuals with mental health and / or substance abuse disorders in an innovative manner not described in th...
	1.41.b.1 Milestone: Establish Task Force or Team to support or lead project.
	1.41.b.1.1 Establishment of Task Force or Team
	1.41.b.1.1.1 Documentation of task force or team


	1.41.b.2 Milestone: Collect information and /or analyze data on factors contributing to preventable readmissions within 30 days. Metrics may include:
	1.41.b.2.1 Conduct a minimum of 10 interviews with patient/family members regarding an occurrence of a preventable 30 day hospital readmission
	1.41.b.2.2 Review interview data conducted by multidisciplinary team
	1.41.b.2.3 Improve electronic reporting of readmission data
	1.41.b.2.4 Develop an electronic report on readmission data
	1.41.b.2.5 Chart review Reports
	1.41.b.2.6 Determine baseline metric for all cause 30 day readmission
	1.41.b.2.7 Identification of key factors that increase the likelihood of preventable 30 day readmissions for individuals with mental health and substance use disorders
	a. Data Sources:
	 Documented summary of interview results
	 Report template on readmission
	 Minutes of meetings analyzing interview results
	 Report on readmission data
	 Report listing key contributing factors


	1.41.b.3 Milestone: Identify baseline high-risk patients analyzing Diagnoses, Diagnostic-related Groups (DRGs) and /or other data elements regarding 30-day readmissions for acute care and home care patients. (Examples of other data elements include bu...
	1.41.b.3.1 Documentation of chart review
	1.41.b.3.1.1 Documentation of Chart Review Report


	1.41.b.4 Milestone: Hire clinician(s) with care transition/disease management expertise.
	1.41.b.4.1 Position offer letters
	1.41.b.4.1.1 Documentation of position of offer letters/ Human Resources records


	1.41.b.5 Milestone: Develop an assessment tool to identify patients who are at high risk for readmission.
	1.41.b.5.1 Multidisciplinary committee approves assessment tool
	1.41.b.5.1.1 Approved sample tool and meeting minutes


	1.41.b.6 Milestone: Identify evidence-based frameworks that support seamless care transitions and impact preventable 30-day readmissions.
	1.41.b.6.1 Selection of an evidence based framework
	1.41.b.6.1.1 Meeting minutes displaying the selection of evidence based framework


	1.41.b.7 Milestone: Develop operations manual for care transitions intervention with administrative protocols and clinical guidelines.
	1.41.b.7.1 Development of operations manual
	1.41.b.7.1.1 Written operations manual


	1.41.b.8 Milestone: Pilot test care management/ intervention approaches at selected provider sites (inpatient or outpatient).Metrics may include:
	1.41.b.8.1 Implementation of evidence-based interventions on a pilot inpatient unit, including number of patients served by the pilot;
	1.41.b.8.2 Implementation of pilot program involving inpatient and community behavioral health providers, including number of patients served by the pilot
	1.41.b.8.2.1 Data Sources:  Detailed implementation plan; program records


	1.41.b.9 Milestone: Analyze pilot test results
	1.41.b.9.1 Analyze pilot report
	1.41.b.9.1.1 Copy of report
	1.41.b.9.1.2 Data Source: Evidence of how pilot test results were used in rapid-cycle improvement to inform the scaled-up plans for a hospital care transition process or community-based program for high-risk patients


	1.41.b.10 Milestone: Develop plan(s) for a (1) hospital care transition process or (2) community-based aftercare / follow-up program for high-risk patients, or (3) to provide care management tools and health information exchanges with post-acute provi...
	1.41.b.10.1 Care management tool and Plan
	1.41.b.10.2 Transition Process Improvement Plan
	1.41.b.10.3 Community-based aftercare plan
	1.41.b.10.3.1 Internal hospital records/documentation


	1.41.b.11 Milestone: Evaluate and continuously improve care transitions programs
	1.41.b.11.1 Project planning and implementation documentation demonstrates plan, do, study act quality improvement cycles
	a. Project reports include examples of how real-time data is used for rapid-cycle improvement to guide continuous quality improvement (i.e. how the project continuously uses data such as weekly run charts, monthly dashboards with data on readmissions,...


	1.41.b.12 Milestone: Conduct study to determine feasibility of providing a wellness, self management and /or peer support program on hospital campus for patients with high risk diagnoses.
	1.41.b.12.1 Hospital program plan
	1.41.b.12.1.1 Internal hospital records/documentation


	1.41.b.13 Milestone: Conduct baseline study and annual reassessments of high-risk patients readmitted to hospital < 30 days to determine interval between hospital discharge and visit to PCP/ behavioral health provider.
	1.41.b.13.1 Study of at least X high risk patients readmitted in less than 30 days to hospital in a given year
	1.41.b.13.1.1 Internal hospital records/documentation


	1.41.b.14 Milestone: Collect baseline patient-centered measures for high-risk patients.
	1.41.b.14.1 Baseline report on X number of high-risk patients
	1.41.b.14.1.1 Internal hospital records/documentation


	1.41.b.15 Milestone: Educate appropriate clinical staff on key contributing factors to preventable readmissions.
	1.41.b.15.1 X % of key clinical staff completing educational sessions
	1.41.b.15.1.1 Data Sources:  Internal hospital records/documentation; Training curricula


	1.41.b.16 Milestone: Dedicate additional Advanced Practice RN resources to provide a bridge visit to high risk patients between hospital discharge and PCP visit.
	1.41.b.16.1 Advanced Practice RN position descriptions and work schedule
	1.41.b.16.2 Number of patients seen by Advanced Practice RNs
	1.41.b.16.2.1 Documentation of Advanced Practice RN position descriptions and work schedule


	1.41.b.17 Milestone: Re-engineer hospital discharge process for all admitted patients.
	1.41.b.17.1 Development of high-risk tool and discharge checklist
	1.41.b.17.1.1 Documentation of high risk tool and discharge check list including medication reconciliation


	1.41.b.18 Milestone: Develop reports and studies on lessons learned and share with health care community.
	1.41.b.18.1 Development of “Lessons Learned” report
	1.41.b.18.1.1 Internal hospital records/documentation


	1.41.b.19 Milestone: Implement enhanced assessment tool for inpatients with substance abuse and behavioral health issues.
	1.41.b.19.1 Multidisciplinary committee approves assessment tool
	1.41.b.19.1.1 Documentation of committee approval of tool


	1.41.b.20 Milestone: Identify community-based care transition partners.
	1.41.b.20.1 Number of care transition partners
	1.41.b.20.2 Number of partner post-acute facilities
	1.41.b.20.2.1 Internal hospital records/documentation


	1.41.b.21 Milestone: Assess current knowledge / barriers to implementing evidence-based care transition tool or framework.
	1.41.b.21.1 Completion of survey or report
	1.41.b.21.1.1 Internal hospital records/documentation


	1.41.b.22 Milestone: Train hospital staff on standard use of evidence-based care transition tool or framework.
	1.41.b.22.1 X% of hospital staff trained
	1.41.b.22.1.1 Internal hospital records/documentation
	1.41.b.22.1.2 Training curricula


	1.41.b.23 Milestone: Train post-acute partners on standard use of evidence-based care transition tool or framework.
	1.41.b.23.1 X% of post-acute partners trained
	1.41.b.23.1.1 Internal hospital records/documentation


	1.41.b.24 Milestone: Document workflow protocol including use of evidence-based care transition tool or framework.
	1.41.b.24.1 Completion of written workflow protocol
	1.41.b.24.1.1 Internal hospital records/documentation


	1.41.b.25 Milestone: Implement workflow protocol including use of evidence-based care transition tool or framework.
	1.41.b.25.1 Dissemination of written workflow protocol to appropriate staff
	1.41.b.25.1.1 Internal hospital records/documentation


	1.41.b.26 Milestone: Establish baseline measure for the percentage of “High Risk” patients with customized care plans before discharge.
	1.41.b.26.1 Percentage of “High Risk” patients with customized care plans before discharge
	1.41.b.26.1.1 Report on “High Risk” patients with customized care plan before discharge


	1.41.b.27 Milestone: Creation of Patient Experience of Care Council, (including patient / caregiver representation) to provide advice to Regional Healthcare Partnership on  factors influencing care transition and strategies for improving care transition.
	1.41.b.27.1 Council creation meeting minutes
	1.41.b.27.1.1 Internal hospital records/documentation


	1.41.b.28 Milestone: Gap analysis regarding patient communication with doctors, nurses, and/or discharge information.
	1.41.b.28.1 Analysis complete
	1.41.b.28.1.1 Internal hospital records/documentation


	1.41.b.29 Milestone: Develop peer specialist positions that focus on providing emotional support and practical guidance regarding the discharge and recovery process. Techniques could include: teaching patients techniques, such as keeping wellness jour...
	1.41.b.29.1 X position postings and hiring roster
	1.41.b.29.1.1 Internal personnel records


	1.41.b.30 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shar...
	1.41.b.30.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.41.b.30.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.41.b.30.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other prov...

	1.41.b.30.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.41.b.30.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.41.b.30.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other prov...


	1.41.b.31 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and samp...
	1.41.b.31.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.41.b.31.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.41.b.31.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.41.b.32 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all pro...
	1.41.b.32.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.41.b.32.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.41.b.32.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...

	1.41.b.32.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.41.b.32.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannua...
	1.41.b.32.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	kk. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.41.b.32.2.3 Data Source: [Plan should include data source]
	I-30. Milestone: Enrollment in Community Based Support Program
	1.41.b.32.2.3.1.1 Metric: X% increase the number of high-risk patients enrolled in community-based support programs.
	1.41.b.32.2.3.1.1.1 Numerator: number of high-risk patients in the RHP Project Sites who were enrolled in community support programs
	1.41.b.32.2.3.1.1.2 Denominator: number of high-risk patients in the RHP Project Sites
	1.41.b.32.2.3.1.1.3 Data Source: Documented, implemented support plans approved by transition / service team


	1.41.b.32.2.3.2 Milestone: Warm Handoffs
	1.41.b.32.2.3.2.1  Metric: X% increase the use of warm handoffs (a clinician to clinician real time live communication) for adult inpatients being discharged to the community
	1.41.b.32.2.3.2.1.1 Numerator: Number of individuals in target population transitioned from adult inpatient units into community behavioral health programs via a warm handoff.
	1.41.b.32.2.3.2.1.2 Denominator: Number of individuals in target population transitioned from adult inpatient units into community behavioral health programs
	1.41.b.32.2.3.2.1.3 Data Source: Report on percentage of adult transfers to alternative care settings during which warm handoff occurred


	1.41.b.32.2.3.3 Milestone: Teachback Methodology Education
	1.41.b.32.2.3.3.1  Metric:  X% increase in selected hospital clinicians (e.g. RNs, hospitalists) educated on use of teach-back methodologies.
	1.41.b.32.2.3.3.1.1 Numerator: The number of selected hospital clinicians (e.g. RNs, hospitalists) who have been educated on use of teach-back methodologies
	1.41.b.32.2.3.3.1.2 Denominator: The number of selected hospital clinicians (e.g. RNs, hospitalists)in the RHP Project Site
	1.41.b.32.2.3.3.1.3 Data Source: Provider Survey; Project Data; Clinician Logs


	1.41.b.32.2.3.4 Milestone: Patient Teachback
	1.41.b.32.2.3.4.1  Metric: X% increase in patients educated using the teach-back methodology in RHP project sites
	1.41.b.32.2.3.4.1.1 Numerator: The number of patients in RHP Project sites educated using the teachback methodology
	1.41.b.32.2.3.4.1.2 Denominator: The number of patients in RHP Project sites
	1.41.b.32.2.3.4.1.3 Data Source: Provider Survey; Project Data; Clinician Logs


	1.41.b.32.2.3.5 Milestone: Care Transition Tool
	1.41.b.32.2.3.5.1  Metric: X % increase in selected hospital clinicians (e.g. RNs, hospitalists) educated on use of evidence based care transition tool or framework.
	1.41.b.32.2.3.5.1.1 Numerator: The number of selected hospital clinicians (e.g. RNs, hospitalists) who have been educated on use of use of evidence based care transition tool or framework
	1.41.b.32.2.3.5.1.2 Denominator: The number of selected hospital clinicians (e.g. RNs, hospitalists) in the RHP Project Site
	1.41.b.32.2.3.5.1.3 Data Source: Provider Survey; Project Data; Clinician Logs


	1.41.b.32.2.3.6 Milestone: Use of Care Transition Tool by Post-Acute Partner Staff
	1.41.b.32.2.3.6.1  Metric: X% increase in Post-Acute Partner Staff educated on use of evidence based care transition tool or framework.
	1.41.b.32.2.3.6.1.1 Numerator: The number of Post-Acute Partner Staff who have been educated on use of use of evidence based care transition tool or framework
	1.41.b.32.2.3.6.1.2 Denominator: The number of Post-Acute Partner Staff in the RHP Project Site
	1.41.b.32.2.3.6.1.3 Data Source: Provider Survey; Project Data; Clinician Logs


	1.41.b.32.2.3.7 Milestone: Patient / Family Communication
	1.41.b.32.2.3.7.1  Metric: X% increase in patients / families who are provided with appropriate education upon discharge
	1.41.b.32.2.3.7.1.1 Numerator: The number of patients / families who are provided with appropriate education upon discharge
	1.41.b.32.2.3.7.1.2 Denominator: The number of patients / families who are in the RHP Project Site
	1.41.b.32.2.3.7.1.3 Data Source: Provider Survey; Project Data; Clinician Logs; Patient / Family Satisfaction Survey


	1.41.b.32.2.3.8 Milestone: Improvement in percentage of “High Risk” patients with customized care plans before discharge
	1.41.b.32.2.3.8.1 X percent improvement in percentage of “High Risk” patients with customized care plans before discharge
	1.41.b.32.2.3.8.1.1 Report on “High Risk” patients with customized care plan before discharge


	1.41.b.32.2.3.9 Milestone: Customized Care Plans
	1.41.b.32.2.3.9.1  Metric: X% increase in High Risk Patients who are discharged with customized care plans
	1.41.b.32.2.3.9.1.1 Numerator: The number of high risk patients discharged from inpatient settings who are provided with customized care plans upon discharge
	1.41.b.32.2.3.9.1.2 Denominator: The number of high risk patients discharged from inpatient settings within the RHP Project Site
	1.41.b.32.2.3.9.1.3 Data Source: Medical Records; Project Data; Clinician Logs; Patient / Family Satisfaction Survey


	1.41.b.32.2.3.10 Milestone: Enhanced Screening and Assessment
	1.41.b.32.2.3.10.1  Metric: X% increase in target inpatient population members screened and assessed for a substance abuse or mental health disorder
	1.41.b.32.2.3.10.1.1 Numerator: The number of patients in the target population discharged from inpatient settings who were screened and assessed for a substance abuse or mental health disorder.
	1.41.b.32.2.3.10.1.2 Denominator: The number of patients in the target population discharged from inpatient settings
	1.41.b.32.2.3.10.1.3 Data Source: Medical Records; Project Data; Clinician Logs


	1.41.b.32.2.3.11 Milestone: Assessment and Follow-up
	1.41.b.32.2.3.11.1  Metric: X% increase in target inpatient population members who have been discharged and have received clinician follow-up calls to review treatment plans and assess compliance.
	1.41.b.32.2.3.11.1.1 Numerator: The number of patients in the target population discharged from inpatient settings who have received follow-up contact (two attempts) to review treatment plans and assess compliance.
	1.41.b.32.2.3.11.1.2 Denominator: The number of patients in the target population discharged from inpatient settings
	1.41.b.32.2.3.11.1.3 Data Source: Medical Records; Project Data; Clinician Logs


	1.41.b.32.2.3.12 Milestone: Timely Transmission of Transition Record (NQF# 0648)
	1.41.b.32.2.3.12.1  Metric: X% increase in discharged patients for whom a transition record was transmitted to the receiving community provider within 24 hours of discharge.
	1.41.b.32.2.3.12.1.1 Numerator: The number of discharged patients within the RHP project site for whom a transition record was transmitted to the receiving community provider within 24 hours of discharge.
	1.41.b.32.2.3.12.1.2 Denominator: The number of discharged patients within the RHP project site.
	1.41.b.32.2.3.12.1.3 Data Source: Medical Records; Project Data; Clinician Logs


	1.41.b.32.2.3.13 Milestone: Follow-up after Hospitalization
	1.41.b.32.2.3.13.1  Metric: X% increase in number of patients receiving Follow-Up After Hospitalization for Mental Illness within 7 and 30 days (NQF#-576)
	1.41.b.32.2.3.13.1.1 Numerator: Number of discharges for target population who were hospitalized for treatment of selected mental health disorders and who had an outpatient visit, an intensive outpatient encounter or partial hospitalization with a men...
	1.41.b.32.2.3.13.1.2 Denominator: Number of discharges for target population who were hospitalized for treatment of selected mental health disorders
	1.41.b.32.2.3.13.1.3 Data Source: Project Data; Encounter/ Claims Data; Medical Records


	1.41.b.32.2.3.14 Milestone: Preventable All-Cause Admissions and Readmissions
	1.41.b.32.2.3.14.1  Metric: X% decrease in preventable all-cause admissions and readmissions to psychiatric and other inpatient facilities;
	1.41.b.32.2.3.14.1.1 Numerator: The number of individuals in the target population in the RHP service area receiving improved care transition services that had a potentially preventable readmission within the measurement period.
	1.41.b.32.2.3.14.1.2 Denominator: The number of individuals in the RHP service area in the target population receiving improved care transition services
	1.41.b.32.2.3.14.1.3 Data Source: Claims/ encounter and clinical record data; anchor hospital and other partner hospitals, local MH authority and state MH(CARE) data system records
	1.41.b.32.2.3.14.1.4 Rationale/Evidence: See Project Goal





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	ll. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.41.b.32.2.4 Data Source: [Plan should include data source]



	1.42 Recruit, train, and support consumers of mental health services to provide peer support services
	a) Design, implement, and evaluate whole health peer support for individuals with mental health and /or substance use disorders.
	b) “Other” project option:  Implement other evidence-based project to recruit, train, and support consumers of mental health services to provide peer support services in an innovative manner not described in the project options above.  Providers imple...
	1.42.b.1 Milestone: Train administrators and key clinicians (e.g. PCP, BH clinicians) on:
	1.42.b.1.1 Metric: Number of staff trained
	1.42.b.1.2 Metric: Positive participant evaluations of training
	1.42.b.1.2.1 Data Source: Training records and training evaluation records


	1.42.b.2 Milestone: Conduct an organizational readiness assessment to determine what changes must occur to successfully integrate peers into the traditional workforce.
	1.42.b.2.1 Metric: Number of assessments conducted
	1.42.b.2.1.1 Data Source: Organization records of assessment scores


	1.42.b.3 Milestone: Identify and train peer specialists to conduct whole health classes.
	1.42.b.3.1 Metric: Number of peers trained in whole health planning
	1.42.b.3.1.1 Data Source: Training records


	1.42.b.4 Milestone: Select and implement a health risk assessment (HRA) tool.
	1.42.b.4.1 Metric: Number of HRAs completed by consumers.
	1.42.b.4.1.1 Data Source: Internal data base


	1.42.b.5 Milestone: Identify health risks of consumers with serious mental illness.
	1.42.b.5.1 Metric: Number of consumers identified with modifiable health risks.
	1.42.b.5.1.1 Data Source: Internal data base


	1.42.b.6 Milestone: Implement peer specialist services that produce person-centered wellness plans targeting individuals with specific chronic disorders or identified health risk factors.
	1.42.b.6.1 Metric: Number of participants receiving peer services.
	1.42.b.6.2 Metric: Number and quality of person centered wellness plans.
	1.42.b.6.2.1 Data Source: Internal records and clinical records


	1.42.b.7 Milestone: Evaluate and continuously improve peer support services
	1.42.b.7.1 Metric: Project planning and implementation documentation demonstrates plan, do, study act quality improvement cycles
	1.42.b.7.1.1 Data Source: Project reports include examples of how real-time data is used for rapid-cycle improvement to guide continuous quality improvement (i.e. how the project continuously uses data such as weekly run charts, monthly dashboards wit...


	1.42.b.8 Milestone:  Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should include: 1) shari...
	1.42.b.8.1 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.42.b.8.1.1 Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.42.b.8.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...

	1.42.b.8.2 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.42.b.8.2.1 Data Source: Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.42.b.8.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...


	1.42.b.9 Milestone:  Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-reported data and sampl...
	1.42.b.9.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.42.b.9.1.1 Data Source: Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.42.b.9.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.42.b.10 Milestone:  Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-face meeting, all pro...
	1.42.b.10.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.42.b.10.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.42.b.10.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...

	1.42.b.10.2 Metric: Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.42.b.10.2.1 Data Source: Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannua...
	1.42.b.10.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the flo...


	P-X Milestone:  [Plan should include text describing process milestone intended to assist in achieving improvements in project area]
	P-X.1 Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the process milestone]
	mm. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the process metric]
	1.42.b.10.2.3 Data Source: [Plan should include data source]
	I-17. Milestone: Receipt of Recommended Preventative Services
	1.42.b.10.2.3.1.1 Metric: The percentage of individuals 18 years and older who receive peer support services and who also receive services as recommended by the US Preventative Services Task Force.
	1.42.b.10.2.3.1.1.1 Numerator: The number of people receiving services as recommended by the US Preventative Services Task Force
	1.42.b.10.2.3.1.1.2 Denominator: Individuals aged 18 years and older who receive peer support services.
	1.42.b.10.2.3.1.1.3 Data Source: Clinical Records
	1.42.b.10.2.3.1.1.4 Rationale/Evidence:  See project goal.


	1.42.b.10.2.3.2 Milestone: Health Outcomes
	1.42.b.10.2.3.2.1 Metric: Improvements in standardized health measures for consumers who participate in whole health peer support
	1.42.b.10.2.3.2.1.1 Numerator: The number of people who participate in whole health peer support and experience improvement in standardized health measures
	1.42.b.10.2.3.2.1.2 Denominator: The number of people who participate in whole health peer support in the RHP Sites.
	1.42.b.10.2.3.2.1.3 Data Source: Project Data; Medical Record Data; Participant Surveys;





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	nn. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.42.b.10.2.4 Data Source: [Plan should include data source]



	1.43 Develop Care Management Function that integrates primary and behavioral health needs of individuals
	a) Design, implement, and evaluate care management programs and that integrate primary and behavioral health needs of individual patients
	b) “Other” project option:  Implement other evidence-based project to develop care management function that integrates primary and behavioral health needs in an innovative manner not described in the project options above.  Providers implementing an i...
	1.43.b.1 Milestone: Implement the medical home model in primary care clinics
	1.43.b.1.1 Metric: Increase number of primary care clinics using medical home model
	1.43.b.1.1.1 Numerator: Number of primary care clinics using medical home model
	1.43.b.1.1.2 Denominator: Total number of primary care clinics
	1.43.b.1.1.3 Data Source: Project data
	1.43.b.1.1.4 Rationale/Evidence: NAPH found that nearly 40% of programs could offer either anecdotal or quantitative evidence of reduced ED usage—attributed to the redirection of primary care-seeking patients from the ED to a medical home.216F   In ad...


	1.43.b.2 Milestone:  Identify community agencies that have the relevant data to identify the service utilization patterns of persons with co-occurring disorders.
	1.43.b.2.1 Metric:  Listing of relevant agencies and the data elements each has available.
	1.43.b.2.1.1 Data Source:  Records of lead organization


	1.43.b.3 Milestone:  Data sharing agreements are in place to allow authorized use of information among relevant agencies.
	1.43.b.3.1 Metric:  Number of agencies participating in data sharing agreements.
	1.43.b.3.1.1 Data Source:  Written documents


	1.43.b.4 Milestone:  Data matching is performed identifying service utilization patterns of people with co-occurring disorders and analysis conducted to identify over and under utilization patterns.
	1.43.b.4.1 Metric:  Data analysis report produced.
	1.43.b.4.1.1 Data Source:  Written report


	1.43.b.5 Milestone:  BH case managers and disease care managers are identified.
	1.43.b.5.1 Metric:  Number of staff identified with the capacity to support the targeted population.
	1.43.b.5.1.1 Data Source:  Staff rosters and documents of caseloads.


	1.43.b.6 Milestone:  Care coordination protocols are developed.
	1.43.b.6.1 Metric:  Written protocols are easily available to staff.
	1.43.b.6.1.1 Data Source:  Written protocols


	1.43.b.7 Milestone:  Disease management guidelines are identified and being used to guide treatment.
	1.43.b.7.1 Metric:  Evidence that guidelines are being followed.
	1.43.b.7.1.1 Data Source:  Clinical records.


	1.43.b.8 Milestone:  Staff members are trained in care coordination protocols and practice guidelines for disorders identified in the data matching.
	1.43.b.8.1 Metric:  Percent of staff receiving training.
	1.43.b.8.1.1 Data Source:  Training records


	1.43.b.9 Milestone:  Identify registries to track client outcomes.  If no registry available, follow steps 9-19.
	1.43.b.9.1 Metric:  Registries are being used to track specific individual outcomes for each disorder.
	1.43.b.9.1.1 Data Source:  Registry document on line.


	1.43.b.10 Milestone:  Assess chronic disease registry functionality in electronic health record (EHR) systems.
	1.43.b.10.1 Metric:  Review and analyze functionality and interface capability for EHR systems used by hospitals and affiliated provider practices to determine if they have necessary elements for a chronic disease registry. Necessary elements may incl...
	1.43.b.10.1.1 Data Source:  EHR systems


	1.43.b.11 Milestone:  Develop an interface plan between EHR systems used by hospital and affiliated physician office practices.
	1.43.b.11.1 Metric:  Production of interface model
	1.43.b.11.1.1 Data Source:  EHR systems


	1.43.b.12 Milestone:  Issue Request for Proposal for a chronic disease registry.
	1.43.b.12.1 Metric:  Analyze responses from top vendors to determine gaps in hospital/physician practice EHR systems to support a chronic disease registry
	1.43.b.12.1.1 Data Source:  Documentation of RFP


	1.43.b.13 Milestone:  Select appropriate IT solution based on system functionality and procure a chronic disease registry.
	1.43.b.13.1 Metric:  Procurement contract
	1.43.b.13.1.1 Data Source:  Documentation of contract


	1.43.b.14 Milestone:  Evaluate workflow and use of chronic disease registry using Lean methodology.
	1.43.b.14.1 Metric:  Review current and future state of workflow using chronic disease registry and identification of barriers to implementation
	1.43.b.14.1.1 Data Source:  Review of Lean event


	1.43.b.15 Milestone:  Identify hospital and affiliated organization staff that will use the chronic disease registry.
	1.43.b.15.1 Metric:  list of users by location and by priority of use by functional area
	1.43.b.15.1.1 Data Source:  List of users


	1.43.b.16 Milestone:  Develop an implementation plan for a chronic disease registry.
	1.43.b.16.1 Metric:  Development of implementation plan
	1.43.b.16.1.1 Data Source:  Documentation of plan


	1.43.b.17 Milestone:  Pilot test the selected chronic disease registry.
	1.43.b.17.1 Metric:  Evaluate and identify gaps in information exchange in the registry within the hospital’s identified staff and departments
	1.43.b.17.1.1 Data Source:  Implementation and testing plan


	1.43.b.18 Milestone:  Identify target patient population with chronic disease to be entered into the registry.
	1.43.b.18.1 Metric:  Document patients to be entered into the registry
	1.43.b.18.1.1 Data Source:  Internal hospital records/documentation


	1.43.b.19 Milestone:  Develop and implement test plan to determine accuracy of information populated into the registry.
	1.43.b.19.1 Metric:  Implement and document results of test plan
	1.43.b.19.1.1 Data Source:  Test plan


	1.43.b.20 Milestone:  Educate and train staff on the chronic disease registry.
	1.43.b.20.1 Metric:  Documentation of training materials/attendance
	1.43.b.20.1.1 Data Source:  Attendance list and educational content
	I-21. Milestone:  Increase use of routine preventive and primary care.
	1.43.b.20.1.1.1.1 Metric:  X% increase in routine visits.
	1.43.b.20.1.1.1.1.1 Data Source:  Encounter / claims data

	1.43.b.20.1.1.1.2 Metric:  X% decrease in no show rates
	1.43.b.20.1.1.1.2.1 Data Source:  Clinic registry data


	1.43.b.20.1.1.2 Milestone:  Increase use of specialty care in line with professionally accepted practice guidelines.
	1.43.b.20.1.1.2.1 Metric:  X% increase/decrease use of specialty care according to practice guidelines
	1.43.b.20.1.1.2.1.1 Data Source:  Internal quality review documents


	1.43.b.20.1.1.3 Milestone:  Decrease use of high cost   settings such as ER, inpatient, jail
	1.43.b.20.1.1.3.1 Metric:  X% decrease in ER, jail days
	1.43.b.20.1.1.3.1.1 Data Source:  Encounter / claims data, arrest records

	1.43.b.20.1.1.3.2 Metric:  X% decrease in potentially preventable inpatient stays
	1.43.b.20.1.1.3.2.1 Data Source:  Encounter / claims data


	1.43.b.20.1.1.4 Milestone:  Go-Live – Enter patient information in the disease registry for target patient population with chronic disease.
	1.43.b.20.1.1.4.1 Metric:  Identify gaps, via a review of the identified registry elements above, in treatments as identified Best Practices for the target patient population with a chronic disease
	1.43.b.20.1.1.4.1.1 Data Source:  Documentation of patients entered and gaps identified


	1.43.b.20.1.1.5 Milestone:  Identify patients with chronic disease entered into registry who receive instructions appropriate for their chronic disease such as: activity level, diet, medication management, etc.
	1.43.b.20.1.1.5.1 Metric:  X percent increase of patients with chronic disease who receive appropriate disease specific instructions.
	1.43.b.20.1.1.5.1.1 Data Source:  Chronic disease registry





	I-X. Milestone: [Plan should include text describing improvement milestone]
	I-X.1.  Metric: [Plan should include text describing a quantitative or qualitative indicator of progress toward achieving the improvement milestone]
	oo. Baseline/goal [Plan should include the appropriate baseline or goal relevant to the improvement metric]
	1.43.b.20.1.2 Data Source: [Plan should include data source]



	1.44 Expand Primary Care Capacity
	1.45 Increase Training of Primary Care Workforce
	1.46 Implement a Chronic Disease Management Registry
	1.47 Enhance Interpretation Services and Culturally Competent Care
	1.48 Collect Valid and Reliable Race, Ethnicity, and Language (REAL) Data to Reduce Disparities
	1.49 Expand Access to Urgent Care and Enhance Urgent Medical Advice
	1.50 Introduce, Expand, or Enhance Telemedicine/Telehealth
	1.51 Increase, Expand, and Enhance Dental Services
	1.52 Expand Specialty Care Capacity
	1.53 Enhance Performance Improvement and Reporting Capacity
	1.54 Implement technology-assisted services (telehealth, telemonitoring, telementoring, or telemedicine) to support, coordinate, or deliver behavioral health services
	1.55 Enhance service availability (i.e., hours, locations, transportation, mobile clinics) to appropriate levels of behavioral health care
	1.56 Development of behavioral health crisis stabilization services as alternatives to hospitalization.
	1.57 Develop Workforce enhancement initiatives to support access to behavioral health providers in underserved markets and areas (e.g., psychiatrists, psychologists, LMSWs, LPCs and LMFTs.)
	2.1 Enhance/Expand Medical Homes
	2.2 Expand Chronic Care Management Models
	2.3 Redesign Primary Care
	2.4 Redesign to Improve Patient Experience
	2.5 Redesign for Cost Containment
	2.6 Implement Evidence-based Health Promotion Programs
	2.7 Implement Evidence-based Disease Prevention Programs
	2.8 Apply Process Improvement Methodology to Improve Quality/Efficiency
	2.9 Establish/Expand a Patient Care Navigation Program
	2.10 Use of Palliative Care Programs
	2.11 Conduct Medication Management
	2.12 Implement/Expand Care Transitions Programs
	2.13 Provide an intervention for a targeted behavioral health population to prevent unnecessary use of services in a specified setting (i.e., the criminal justice system, ER, urgent care etc.)
	2.14 Implement person-centered wellness self-management strategies and self directed financing models that empower consumers to take charge of their own health care
	2.15 Integrate Primary and Behavioral Health Care Services
	2.16 Provide virtual psychiatric and clinical guidance to all participating primary care providers delivering services to behavioral patients regionally
	2.17 Establish improvements in care transition from the inpatient setting for individuals with mental health and / or substance abuse disorders.
	2.18 Recruit, train and support consumers of mental health services to provide peer support services
	2.19 Develop Care Management Function that integrates primary and behavioral health needs of individuals
	P- 1 Project planning - engage stakeholders, identify current capacity and needed resources, determine timelines and document implementation plans
	IT-13.1 Pain assessment (NQF-1637) (Non-standalone measure)
	Percentage of hospice or palliative care patients who screened positive for pain and who received a clinical assessment of pain within 24 hours of screening.283F


	RD-1.  Potentially Preventable Admissions
	1.57.a.1.1.1 Numerator: All inpatient discharges from the hospitals of patients age 18 years and older with ICD-9-CM principal diagnosis code for heart failure within the demonstration year reporting period
	1.57.a.1.1.2 Denominator: Number of residents age 18 and older living in the RHP counties
	pp. Numerator:  All inpatient discharges from 289F  with ICD-9-CM principal diagnosis code for short-term complications (ketoacidosis, hyperosmolarity, coma) within the demonstration year reporting period
	1.57.a.1.1.3 Denominator:  Number of patients/residents age 18 and over years with diabetes who have visited the RHP system primary care clinic(s) two or more times in the past 12 months living in the RHP counties.
	qq. Numerator: All inpatient discharges from all participating hospital age 18 and older with ICD-9-CM principal diagnosis code for uncontrolled diabetes, without mention of a short-term or long-term complication within the demonstration year
	rr. Denominator: Number of residents age 18 and older living in the RHP counties
	ss. Numerator: Discharges age 18 years and older with ICD-9-CM principal diagnosis code for long-term complications (renal, eye, neurological, circulatory, or complications not otherwise specified).
	tt. Denominator: Number of residents age 18 and older living in the RHP counties
	uu. Numerator:  Number of patients with a potentially preventable admission for a select primary diagnosis that have mental health or substance abuse as a secondary diagnosis
	vv. Denominator:  Number of patients with a potentially preventable admission for a select primary diagnosis
	ww. Numerator:  All discharges of age 40 years and older with ICD-9-CM principal diagnosis code for COPD or asthma
	xx. Denominator:  Number of residents age 18 and older living in the RHP counties
	yy. Numerator:  All discharges of age 18 years and older with ICD-9-CM principal diagnosis code for hypertension
	zz. Denominator:  Number of residents age 18 and older living in the RHP counties
	aaa. Numerator:  Number of asthma patients ages 5-18 who return to the emergency department for treatment of asthma within 15 days of the last visit to the ED
	bbb. Denominator:  Number of asthma patients age 5-18 who were seen in emergency department for asthma treatment (ICD-9 codes: 493.00, 493.01, 493.10, 493.11, 493.90, 493.91).

	RD-2.  30-day readmissions
	ccc. Numerator:  The number of readmissions (for patients 18 years and older), for any cause, within 30 days of discharge from the index HF admission (ICD-9-CM codes 402.01, 402.11, 402.91, 404.01, 404.03, 404.11, 404.13, 404.91, 404.93, and 428.xx). ...
	1.57.a.1.1.4 Denominator:  The number of admissions (for patients 18 years and older), for patients discharged from the hospital with a principal diagnosis of HF (ICD-9-CM codes 402.01, 402.11, 402.91, 404.01, 404.03, 404.11, 404.13, 404.91, 404.93, a...
	ddd. Numerator:  The number of readmissions (for patients 18 years and older), for any cause, within 30 days of discharge from the index diabetes admission.  If an index admission has more than 1 readmission, only first is counted as a readmission.
	eee. Denominator:  The number of admissions (for patients 18 years and older), for patients discharged from the hospital with a principal diagnosis of diabetes and with a complete claims history for the 12 months prior to admission.
	fff. Numerator:  The number of readmissions (for patients 18 years and older), for any cause, within 30 days of discharge from the index behavioral health and substance abuse admission.  If an index admission has more than 1 readmission, only first is...
	ggg. Denominator:  The number of admissions (for patients 18 years and older),  for patients discharged from the hospital with a principal diagnosis of  behavioral  health and substance abuse and with a complete claims history for the 12 months prior ...
	hhh. Numerator:  The number of readmissions (for patients 18 years and older), for any cause, within 30 days of discharge from the index COPD admission. If an index admission has more than 1 readmission, only1 is counted as a readmission.
	iii. Denominator:  The number of admissions (for patients 18 years and older), for patients discharged from the hospital with a principal diagnosis of COPD, and with a complete claims history for the 12 months prior to admission.
	jjj. Numerator:  The number of readmissions (for patients 18 years and older), for any cause, within 30 days of discharge from the index stroke admission (ICD-9-CM codes 434.x, 434.0x, 434.1x, 434.9x ) . If an index admission has more than 1 readmissi...
	kkk. Denominator:  The number of admissions (for patients 18 years and older), for patients discharged from the hospital with a principal diagnosis of stroke (ICD-9-CM codes 434.x, 434.0x, 434.1x, 434.9x), and with a complete claims history for the 12...
	lll. Numerator:  The number of readmissions (for patients ages 5-18), for any cause, within 30 days of discharge from the index asthma admission (ICD-9-CM codes 493.00, 493.01, 493.10, 493.11, 493.90, 493.91).  If an index admission has more than 1 re...
	mmm. Denominator:  The number of admissions (for patients ages 5-18), for patients discharged from the hospital with a principal diagnosis of asthma (ICD-9-CM codes 493.00, 493.01, 493.10, 493.11, 493.90, 493.91), and with a complete claims history fo...
	nnn. Numerator:  The number of inpatient admissions to any acute care facility which occurs within 30 days of the discharge date of an eligible index admission.
	ooo. Denominator:  The number of admissions to acute care facilities for patients aged 18 years or older.

	RD-3.  Potentially Preventable Complications (PPCs)
	RD-4.  Patient-centered Healthcare
	ppp. Each HCAHPS theme includes a standard set of questions.  The following HCAHPS’ themes will be reported on:
	1.57.a.1.1.5 Data Source: HCAHPS296F
	qqq. Numerator: Patients or their caregiver(s) who received a reconciled medication list at the time of discharge including, at a minimum, medications in the following categories:
	1.57.a.1.1.6 Denominator: All patients, regardless of age, discharged from an inpatient facility (e.g., hospital inpatient or observation, skilled nursing facility, or rehabilitation facility) to home/self care or any other site of care. Time Window: ...
	1.57.a.1.1.7 Data Source: Inpatient discharge diagnoses, hospital computer system, medical records, claims, registry and/or EMR (if available)

	RD-5.  Emergency Department
	rrr. Decision Time to transfer an emergency patient to another facility (not Transport Time), i.e. decision to make the first call from arrival in transferring ED until call initiated. Recommend threshold of < 1 hour for critical patient.
	P-2. Quality Improvement Milestone: Participate in at least bi-weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.  Participation should in...
	1.57.a.1.2 Metric: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.
	1.57.a.1.2.1 Data Source:  Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars including agendas for phone calls, slides from webinars, and/or meeting notes.
	1.57.a.1.2.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...

	1.57.a.1.3 Metric: Share challenges and solutions successfully during this bi-weekly interaction.
	1.57.a.1.3.1 Data Source:  Catalogue of challenges, solutions, tests, and progress shared by the participating provider during each bi-weekly interaction.  Could be summarized at quarterly intervals.
	1.57.a.1.3.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers to share best practices, learn how other provi...


	1.57.a.2 Quality Improvement Milestone: Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  This data should be collected with simple, interim measurement systems, and should be based on self-repo...
	1.57.a.2.1 Metric: Number of new ideas, practices, tools, or solutions tested by each provider.
	1.57.a.2.1.1 Data Source:  Brief description of the idea, practice, tool, or solution tested by each provider each week.  Could be summarized at quarterly intervals
	1.57.a.2.1.2 Rationale/Evidence:  The rate of testing of new solutions and ideas is one of the greatest predictors of the success of a health care system’s improvement efforts.


	1.57.a.3 Quality Improvement Milestone: Participate in face-to-face learning (i.e. meetings or seminars) at least twice per year with other providers and the RHP to promote collaborative learning around shared or similar projects.  At each face-to-fac...
	1.57.a.3.1 Metric: Participate in semi-annual face-to-face meetings or seminars organized by the RHP.
	1.57.a.3.1.1 Data Source:  Documentation of semiannual meetings including meeting agendas, slides from presentations, and/or meeting notes.
	1.57.a.3.1.2 Rationale/Evidence:  Investment in learning and sharing of ideas is central to improvement.  The highest quality health care systems promote continuous learning and exchange between providers and decide collectively how to “raise the floo...

	1.57.a.3.2 Implement the “raise the floor” improvement initiatives established at the semiannual meeting.
	1.57.a.3.2.1 Source:  Documentation of “raise the floor” improvement initiatives agreed upon at each semiannual meeting and documentation that the participating provider implemented the “raise the floor” improvement initiative after the semiannual mee...
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