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The start of a new year is always an exciting time as we     

prepare for the opportunities and challenges ahead. Already 

in DY4 we have launched our new website. If you have not 

checked it out yet, do so at texasRHP9.com. We want the 

website to not only be a resource for regional and state waiver 

information, but also an outlet for providers to communicate, 

share progress updates, and highlight the great work that is 

being accomplished in our region. We are also debuting the 

“RHP9 Road Show to Transformation.” For more details, see  

page 5. This is a chance for providers to see the  projects “in 

action.” We will kick-off on Tuesday, January 20 with       

Metrocare Services’ Integrated Behavioral Health and        

Primary Care Clinic.  Additionally in DY4 we are looking 

forward to waiver renewal activit ies and will be following the 

legislative session that began Jan. 13. Most importantly, we 

are excited about the increased access, transformation to our 

region and improvement to health as our projects are fully 

implemented.   

 

The start of a new year is also a good time to reflect on the 

accomplishments of the year past.  In 2014, we selected not 

once but twice (!!) our Category 3 outcomes, submitted 83 

plan modifications and 200 technical corrections. In addition, 

849 metrics were reported as achieved, totaling a DY3        

payment of $318.6 million (all funds).  

 

Our Learning Collaborative was extremely busy.  We         

collaborated across organizations by hosting two Shared  

Experience and Learning events, launched our Speaker Series 

(two events), held six separate cohort sessions, an ad-hoc             

performance improvement cohort, and a PDSA webinar. We 

collaborated statewide by having one of the largest             

representations of providers at the HHSC Statewide Learning 

Collaborative Summit in Austin. In addition, we launched the 

RHP 9 Gives Back Campaign, which is another way to show 

our dedication to improving our community. In December we 

kicked off our campaign with a food drive benefitting the 

North Texas Food Bank. Thanks to all who participated. 

 

None of above would have been possible with the support 

and dedication of our amazing providers. Thank you for all 

that you have done and all that you will continue to do on our 

waiver journey. 

 

May 2015 bring us success as we continue to transform our 

region, conquer challenges and improve the health of our 

communities.     

 

We are excited announce the launch of the newly  

designed RHP 9 Web site, texasrhp9.com.   

 

The home page welcomes visitors with a brief overview of 

the Waiver and quick facts about RHP 9  and includes     

upcoming events and RHP 9 Updates  

The site is divided into sections:  

Texas Medicaid Transformation Waiver:  Background 

and current informat ion related to the 1115 waiver activit ies  

About RHP9:  Learn more about RHP9 including our   

community health needs assessment, links to our 26         

providers, our annual reports and the RHP9 plan 

Resources:  Specific to RHP9 including Anchor Call Notes, 

gallery of past events, RHP9 newsletter, performance logic 

information, HHSC specific resources and a discussion 

board. 

RHP9 Updates:  Upcoming events and the calendar. 

Learning Collaborative:  Information on our collaborative, 

cohorts, and improvement collaborative, including all    

meeting documents.  

Making a Difference:  Documents the transformational 

work being accomplished in our region. 

Contact Us:   For the best way to submit your feedback on 

all things related to 1115 and RHP9. 

 

http://www.texasrhp9.com/
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TRANSFORMING CARE SPOTLIGHT  

CHILDREN’S HEALTH  

 

On Sept. 1, 2014, Children’s Health debuted its Complex Care Medical Services (CCMS), an inter-disciplinary service  

designed to optimize care for children with medical complexity.  Approximately 500 pediatric patients at Children’s 

Health see five or more pediatric specialists on a regular basis, and experience significant unnecessary utilization of 

emergency department, inpatient, and specialty care visits because of the lack of comprehensive primary care.  Complex 

chronically ill children account for less than 5 percent of total patients in a pediatric population, but account for         

approximately 50 percent of the costs.  Many primary care pediatricians do not feel comfortable treating children with 

complex chronic illnesses and therefore, refer those children to the emergency department and pediatric specialists for 

virtually all of their acute care needs, unnecessarily overloading scarce pediatric emergency department services and 

pediatric specialty services. Additionally, without access to comprehensive primary care, children with complex chronic 

illnesses lack access to appropriate preventive care services.   

The CCMS includes the Complex Care Medical Home, a primary care clin ic operating under the medical home         

philosophy with intensive care coordination services and the Complex Care Coordination, a stand-along care              

coordination service provided by a RN working with the family to coordinate the child’s care between their multitude of 

sub-specialists and the child’s PCP in the community.  Criteria for the CCMS is 17 years of age or younger, 2 or more 

significant chronic conditions, is seen by 3 or more sub-specialists, and 1 or more hospitalizations in the past 2 years and 

a ED visit in the past year.  Due to the complexity of the patients, appointments are scheduled at 90 minutes and        

providers can be reached 24 hours a day/365 days a year.  With winter and flu season in full swing, many of the patients 

are easily susceptible to respiratory illnesses.  By offering a  24-hour provider call and having time for extended-length   

same-day visits combined with the providers' comfort in managing acute illness in a fragile population, these illnesses 

are now able to be addressed in the clinic rather than having the family take their child to the emergency room. 

The creation of the CCMS proactively manages chronic conditions through a comprehensive care plan shared among 

team members and families, thereby reducing unnecessary emergency visits, unnecessary specialty visits, and            

unnecessary readmissions. 

“Without the services offered by Complex Care, parents are faced with a daily struggle that includes efforts to navigate a 

complicated healthcare system and make sense of medical information provided by up to 10 different specialists.     

Complex Care objectives include decreasing that burden,  improving the family’s satisfaction and the child’s clinical 

outcomes,” said Laura Hall, Director, Complex Care Medical Services.  

To date the CCMS has accepted 47 and enrolled 35 children in to the Complex Medical Home and have accepted 13 and 

enrolled 6 children into the Complex Care Coordination.   

One child lived in a remote, resource-limited area that required the mother to bring the child to Dallas periodically for 

sub-specialty follow up visits.  Due to the excellent quality of care the child received at CCMS the child’s mother made 

the brave decision to move permanently to Dallas, leaving behind the vast majority of her support system in West Texas 

for the sole purpose of obtaining better care for her child.  The child is now enrolled in the Complex Care Medical Home 

and requires the care of about 10 sub-specialists in addition to various therapy and equipment needs at home.  CCMS is 

able to care for this child in a comprehensive manner while coordinating and consolidating the sub-specialty visits,    

limiting the frequent trips to Children’s Health.    

“From the time a parent walks through our doors with their child, they begin to express gratitude and amazement.  From 

the brand new clinical space made possible through DSRIP funds and designed specifically with their child’s needs in 

mind, to hearing the ‘yes, we can help you with that too,’ to the comprehensive care plan they receive at the end of the 

visit to help them pro-actively manage their child's care. The services we provide bring such satisfaction because it is 

evident that parents are leaving their first appointment feeling confident that they have a partner in their child's 

care and another advocate in their child's corner,” said Michelle Thomas, MD, Medical Director 



 Page  3 

 
 

  Volume 5 January 2015 

Ted Shaw, Texas Hospital     

Association President, presented 

on the upcoming 84th Texas       

Legislature. 

Denton County HHS hosted a Holiday dinner for the patients enrolled in 

their Diabetes Education and Case Management DSRIP project.  80    

patients brought family to the dinner along with a “diabetic friendly” side 

dish.  Patients attended a diabetes education class prior to the party on 

food preparation.  Each patient also received a $5 Wal-Mart gift card. 

Children’s Health: Complex Care Medical Services Staff  at 

their November Open House. 

December 11, 2014: Improvement Collaborative Cohorts — “Raise 

the Floor” Activity PDSA Cycle Challenge.  

Nora Belcher, Executive Director of Texas e-Health Alliance , 

presented on advocating with Texas Legislature for the use of 

health information technology to improve the health of patients. 

RHP 9  

Speaker Series 

Dr. George “Holt” Oliver, Vice President of Clinical 

Informatics at PCCI, presented on Readmission      

Reduction Project and the Effects of Socio-Economic 

Status.  

Theresa Johnson, Vice President of 

Service Excellence at Parkland,      

presented on “Culture Eats Strategy 

for  Breakfast, Lunch and Dinner 

too!” 
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Diabetes Education & Case Management  

There are an estimated 5,000 Medicaid and low-income individuals in Denton County who are diabetic.  Under 

the traditional care model, health outcomes for this population are poor. Too many fail to keep appointments, 

are non-compliant with provider orders, and as a result, experience serious consequences. Recognizing the need 

to improve health outcomes for this population, Denton County Health Department (DCHD) implemented a 

chronic disease registry to track Medicaid and low-income diabetic patients in Denton County.  Patients       

enrolled in the registry will also receive a team approach plan of care, incorporating many of the components of 

the Chronic Care Model developed by Wagner.  This approach will emphasize the role of self-management, 

facilitated by case managers and behavioral coaches,  working in conjunction with the patient's provider.      

Patients will receive biweekly contact (email, phone calls, home visits), group education and support meetings, 

and will be monitored for compliance with physician orders.  The goal is to reduce blood sugar levels.  

An example of the success of this waiver project is “Eddie.”  Eddie is a 28 year-old, Hispanic male, non-smoker 

who was diagnosed with Type 2 Diabetes in November, 2013. At the time of diagnosis,   Eddie’s HgA1c was 

13.2 percent.  He also has hyperlipidemia and hypertension and was suffering from tinea cruris. Eddie is a very     

easy-going young man with an engaging sense of humor.  

Eddie has a family h istory of diabetes and lost his father to diabetes complications at a young age. He was very 

concerned when he learned of his diagnosis, especially as he had just become a father himself. Eddie agreed to 

enter the Diabetes Education and Case Management (DECM) program in March of 2014. He began to follow 

the “My Plate” method of choosing healthier foods and to control his portion sizes. He also agreed to reduce his 

consumption of alcoholic beverages. Eddie began a regular blood sugar self-monitoring regimen at home and 

increased his medication adherence. After 8 months of case management and over 9 hours of Diabetes           

Self-Management Education (DSME), Eddie reduced his HgA1c by almost 26 percent to 9.8 percent. He also                   

self-identified problem areas in his diet and strategized ways to correct these problems to improve his              

cholesterol levels.  

Having the ability to work with a case manager and health educator gave Eddie the knowledge and skills        

necessary to address his health care needs. The DSRIP project at DCHD closed the gaps in Eddie’s health care.  

He now has access to a glucose meter and testing supplies, can request individual education when the need    

arises, attend regular DSME or support group meetings, has a case manager to provide regular follow-up, and a 

social worker who can assist with nonmedical issues (food insecurity, unstable housing, underuse of              

medications due to cost, etc.)  

A diagnosis of diabetes can be overwhelming. Patients seen at DCHD have very limited resources and health 

literacy. The DECM Team collaborates with the clinicians and outside agencies to improve the level of care 

that the diabetic patients need.                                                                                                                                               

The waiver provides the                                                                                                                                      

opportunity to give patients                                                                                                                                   

the resources they need to                                                                                                                                                 

participate actively in their                                                                                                                                     

own health care.  

DCHD staff with their new van.  The 

van  transports patients to their  

appointments and promotes DCHD 

two waiver projects (Diabetic Case 

Management and Adult                  

Immunizations).   
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RHP9  

Road Show  

to  

Transformation  

Join the Journey to Improved Healthcare in RHP 9  

Come see change in action.  Visit with various providers in our region to see 

how they are implementing their projects.  This is an opportunity to experience 

projects in progress, ask questions and share ideas at the point of change.    

20 
January 

8 
February 

 

Metrocare Services 

Behavioral Health and Primary Care Integration  

Tuesday, Jan. 20, 2015 - 1 p.m. – 3 p.m. 

4645 Samuell Blvd., Dallas, TX 75228 

 

Designed to be  easy, open access to primary care services for persons who are 

receiving behavioral health services in our community-based behavioral health 

clinics.  Metrocare – the source for your behavioral and physical care needs all 

under one integrated team.  

Methodist Dallas Medical Center 

Diabetes Management DSRIP Project 

Wednesday, Feb. 18, 2015 - 1 p.m. – 3 p.m. 

1441 N. Beckley Ave., Dallas, TX 

 

This project applies evidence-based care management models for ED patients 

identified as having high-risk health care needs associated with diabetes. The 

project centers on diabetes self-management education and collaborative, multi-

disciplinary teams to improve patient health outcomes and ultimately reduce 

unnecessary ED utilization. 

March 

Baylor Scott & White Health 

System 

April   

Parkland Health & Hospital 

System 

May 

Children’s Health  

UPCOMING 

 TexasRHP9.com 

REGISTER @ 

 

Projects on Target:  112 

Projects Not Meeting Target: 1 

Projects at Risk for Not Meeting Target:  8 

Projects Completed:  0 

Project Status Not Updated: 10 

DY4 Status Update:   

December 2014 

http://www.texasrhp9.com/main/events.aspx
http://www.texasrhp9.com/main/events.aspx
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Now Offering . . . 

The Office of Continuing Medical & Public Education is pleased to 

offer timely education topics to begin to address some of the primary 

care providers’ greatest concerns with delivery service transformation.  

To address these issues, the first three of several FREE accredited 

continuing education (CME) programs are available now.   

 Screening and Monitoring: Depression as the 6th Vital Sign* 

 Major Depressive Disorder: A Measurement Based Approach 

 The Patient-Centered Medical Home: A Model for Health 

 New Offering-Coming Soon . . . Population Health:  Why Me?  

Why Now? 

Bookmark this page to see similar upcoming CME programs soon!  

cme.utsouthwestern.edu 

 

*Medical ethics and/or professional responsibility available.  

These CME activities are supported by the CMS Healthcare 

Transformation and Quality Improvement Program project.  

 

 

On Sept. 22, 2014 Children’s Health System of Texas (Children’s 

HealthSM) introduced its new brand identity and system structure,         

reflecting the organization’s evolution from a stand alone pediatric     

medical center to a clinically-integrated pediatric health system.          

Formerly known by the name of its flagship hospital, Children’s Medical 

Center Dallas, today Children’s Health encompasses a full range of pediatric health, wellness and acute care services for 

children from birth to age 18, built around academic medical centers, specialty care, primary care, home health, a pediatric 

research institute, and community outreach services, among other forms of health care delivery.  

 

“The mission of Children’s Health – to make life better for children – will not change,” said Christopher J. Durovich,      

president and CEO.  “But changes in the health care environment present us with an opportunity to deliver health and      

wellness services through an expanded network that reaches more families closer to their homes.”  

 

Durovich explained that as the organization has grown, Children’s Health has expanded its ability to deliver health care    

services beyond the traditional hospital environment, functioning as an integrated network of inter-connected facilities and 

services rather than a single point of health care delivery.  “This announcement is formalizing the structure that we’ve 

built, which centers around families and their needs, improving access to care where they need it and how they want it,” he 

added.  

 

Rather than a hospital serving as the destination for all services, Children’s Medical Center Dallas and Children’s Medical 

Center Plano, previously known as Children’s Medical Center at Legacy, will be at the center of a hub-and-spoke system 

that will extend care into the community, reaching and caring for even more children.  This system includes multiple     

specialty centers and 18 primary care medical practices throughout North Texas, previously known as MyChildren’s, 

which will now be renamed Children’s Health Pediatric Group.  Children’s Health also will focus on delivering health and 

wellness services through community and faith-based organizations, as well as through strategic alliances. 
 

Examples of these alliances include the recently opened Children’s Specialty Center at Texas Health Presbyterian Hospital    

Dallas, and the first dedicated TeleNICU telemedicine program in Texas with Trinity Mother Frances Hospital in Tyler, 

both of which expand Children’s Health services to new communities. 

cme.utsouthwestern.edu

