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WELCOME 

We are excited to welcome you to the Texas Healthcare Transformation and Quality 

Improvement Program Regional Healthcare Partnership 9 (RHP9) Learning Collaborative.  The 

Learning Collaborative aligns with our region’s common focus areas of Access, Behavioral 

Health, Chronic Disease, and ED/Readmissions.  The focus areas, referred to as “cohorts”, will 

bring together individuals across RHP9 with like projects.  This collective learning and sharing 

opportunity is designed to assist RHP9 providers achieve the Triple Aim (Improve Patient 

Experience of Care, Improve the Health of the Population, and Lower Costs) of CMS through 

achievement of Categories 1 and 2 (milestones and metrics), and Category 3 (outcomes).  The 

goal of the Learning Collaborative is to accelerate quality improvement through a structured 

forum of learning and action, collaboration with other RHP9 providers, and sharing of our 

successes and challenges.  The achievements of RHP9 will be documented and distributed in 

the form of strategies, best practices, and results/outcomes. 

Over the remaining demonstration years (DY), teams from the participating organizations will 

learn from each other and experts using the Institute for Healthcare Improvement’s Learning 

Collaborative Model (aka the Breakthrough Series).  After a series of information and 

experience sharing sessions, teams will set achievable improvement goals that follow their 

milestones and metrics.  Guidance and support, organized by Parkland Health & Hospital 

System acting as the anchor, will be provided through region-wide events, cohort face-to-face 

meetings, webinars, conference calls, subject matter experts, and other support resources as 

necessary. 

The information in this packet is intended to act as a guide and reference document for the 

cohorts throughout the Learning Collaborative process.  Some of the information may be 

repetitive; however the aim is to have all the needed information in one document.  

 

 

Should you have any questions, please do not hesitate to contact 
Christina Mintner at Christina.Mintner@PHHS.org, Niki Shah at 

Nikita.Shah@BaylorHealth.edu 
or Margie Roche at Margaret.Roche@PHHS.org. 

  

mailto:Christina.Mintner@PHHS.org
mailto:Nikita.Shah@BaylorHealth.edu
mailto:Margaret.Roche@PHHS.org
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BACKGROUND 

DSRIP and Learning Collaboratives 

As Texas transitioned to statewide Medicaid managed care in 2011, Texas received federal 

approval of a Medicaid 1115 Waiver called “The Texas Health Care Transformation and 

Quality Improvement Program”.  The program (referred to as the “Waiver”) creates new 

funding pools that support the development and maintenance of a coordinated care delivery 

system and provide a mechanism for investments in delivery system reform. The incentive 

payment pool, called the Delivery System Reform Incentive Payments (DSRIP), embodies the 

Triple Aim of the Centers for Medicare and Medicaid Services (CMS) to Improve Patient 

Experience of Care, Improve the Health of the Population, and Lower Costs.   

As a part of this 1115 waiver, Texas was divided into 20 geographic regions, creating Regional 

Healthcare Partnerships (RHPs) across the state.  Region 9, consisting of Dallas, Denton, and 

Kaufman, share a vision to transform the delivery system across the region to provide 

integrated and coordinated care.  Twenty-six providers are participating in the RHP9 DSRIP 

program, including hospital systems, mental health agencies, academic health science centers, 

and public health departments. 

The DSRIP projects are the primary mechanism for transforming health care and the vehicle to 

support coordinated systemic care and quality improvement.  Each project is committed to 

making significant, measurable improvements in care processes and clinical outcomes.  The 

DSRIP program provides incentive payments for the achievement of such milestones ($1.6 

Billion has been allocated to RHP9). 

RPH9 DSRIP projects address identified community health needs that are consistent with the 

following Region 9 delivery system reform objectives: 

Capacity - Primary and Specialty Care - The demand for primary and specialty care services 

exceeds that of available medical physicians in these areas, thus limiting healthcare access. 

Behavioral Health - Adult, Pediatric and Jail Populations - Behavioral health, either as a 

primary or secondary condition, accounts for substantial volume and costs for existing 

healthcare providers, and is often utilized at capacity, despite a substantial unmet need in the 

population. 

Chronic Disease - Adult and Pediatric - Many individuals in North Texas suffer from chronic 

diseases that present earlier in life, are becoming more prevalent, and exhibit complications. 

Patient Safety and Hospital Acquired Conditions – Hospitals in the region address patient 

safety and care quality on a daily basis.  It is a continuous improvement initiative and is always 
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at the forefront of any strategy for a health care entity.  An ongoing coordinated effort among 

providers is needed to improve patient safety and quality throughout the region. 

Emergency Department Usage and Readmissions - Emergency departments are treating high 

volumes of patients with preventable conditions, or conditions that are suitable to be 

addressed in a primary care setting.  Additionally, readmissions are higher than desired, 

particularly for those with severe chronic disease or behavioral health. 

Palliative Care - Overall, costs are high in skilled nursing facilities, long term care facilities, 

hospice and home health sectors, and slightly higher in physician services. 

Oral Health - In Texas, preventive dental visits are below the recommended levels, and access 

can be a problem for minorities, the elderly, children on Medicaid, and other low income 

children.  Compounding the issue is the shortage of dentists in Texas at approximately 60% of 

the national ratio of dentists to the population. 

 

 

The RHP9 Community Health Needs Assessment is included as Appendix E.   
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Why a Collaborative? 

The Medicaid 1115 Waiver requires provider participation in a Leaning Collaborative and a 

commitment to collaborative learning to achieve the goals of the projects and to make 

significant improvement in the Category 3 outcome measures and the Category 4 population 

health reporting measures.  The DSRIP projects support continuous quality improvement and 

shared learning so that providers can more rapidly test, implement and replicate best practices 

for patient care improvement.   

As the Anchor for RHP9, Parkland Health & Hospital System is dedicated to the overall 

management and performance of the Learning Collaborative. Through hosting and coordinating 

learning collaborative events that focus on the performance of the region, shared 

implementation learning, and creating improvement collaboratives that are related to the 

focus areas of the region and projects, the Anchor will ensure that these activities are 

completed according to the rules and protocols set forth by CMS and HHSC.  The focus areas, 

referred to as “cohorts”, were selected based on the highest prevalence of common DSRIP 

projects in RHP9 and include Access, Behavioral Health, Chronic Disease, and ED/Readmissions.   

A Learning Collaborative Committee, composed of clinical and quality leaders from RHP9, was 

formed to oversee the learning collaborative process.  The Committee helps to ensure that the 

Learning Collaborative process supports providers in their efforts to achieve DSRIP project goals 

and outcomes at both the individual provider level and the regional level. Additionally, learning 

collaborative committee members will act as liaisons for each of the cohorts.    
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What is a Collaborative? 

A collaborative is “done with or working with others for a common purpose or benefit; a 

cooperative effort” (The Free Dictionary).  A more specific definition as it relates to RHP9 is that 

a collaborative is the pooling of knowledge, resources and experiences to achieve a better 

outcome than can be achieved by the effort of the individual or individual entity. 
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Region 9 Learning Collaborative Structure 

As the below diagram illustrates, the learning collaborative structure was organized around the 

RHP9 CHNA and the frequency of projects aligned with those needs.  Performing providers, 

who are working on the focus areas through their individual projects, will combine their efforts 

within the cohort to share experiences and to identify ways they can elevate projects at both 

the individual provider level and regional level.  The DSRIP projects are the framework for 

driving change.  Transformational concepts, based on the individual provider’s Category 3 

outcomes, will lead to regional improvements through this collaborative process.  Data from 

the cohorts will be aggregated and disseminated to share strategies, best practices, 

results/outcomes, and successes across RHP9.   
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How does a Learning Collaborative work? 

Multiple performing providers participate in several Learning Sessions on a common topic with 

the goal of sharing knowledge, experiences, and best practices in order to identify ways to 

collectively create improvement around like topics.  Team members learn even more from each 

other as they report on successes, barriers, and lessons learned in general sessions, workshops, 

storyboard presentations, and informal dialogue and exchange.  During Action Periods, done in 

between learning sessions, teams test and implement changes in their local settings and collect 

data to measure the impact of those changes.  The aim is to build collaboration and support the 

organizations as they try out new ideas. Throughout the process the cohorts involve regular 

measurement and assessment to assess the overall progress of the collaborative.  The need for, 

and composition of, subject matter experts will be determined within each cohort to provide 

learning activity support.    

RHP9 will be using the Institute for Healthcare Improvement’s (IHI) Breakthrough Series; an 

improvement method that relies on spread and adaptation of existing knowledge to multiple 

settings to accomplish a common aim.  This approach (seen on page 11) has been proven 

effective nationally and internationally since 1994.   The framework of Breakthrough Series is to 

provide a structure for learning and action that would engage organizations in making real, 

system-level changes that would lead to dramatic improvements in care.  Subject matter 

experts in specific clinical areas combine with application experts that can help organizations 

select, test, and implement changes on the front lines of care.  Cohort teams are asked three 

questions:   

 What are we trying to accomplish (Aim)?  

 How will we know that a change is an improvement (Measures)? 

 What changes can we make that will result in improvements (Changes)?  
 

As part of the Model for Improvement the cohorts will be using Plan-Do-Study-Act (PDSA) Cycle 

to test change in real work settings.  The PDSA cycle guides the test of a change to determine if 

the change is an improvement.  More details on the Breakthrough Series, and PDSA training, will 

be provided to all of RHP9.   

Additional support is given to the cohorts through conference calls focused on members 

teaching one another, monthly progress reports from cohorts, and ad hoc support by the 

collaborative host organization and experts. 
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Learning Collaborative Process 

At a basic level the process of the collaborative can be seen in the diagram below. The regional 

learning collaborative will provide the framework and topic areas. The cohorts will identify the 

specific learning collaborative objectives and improvement areas and will work through the 

process. 

 

 

 

 

 

 

 

 

 

 

 

 

  

REGIONAL LEARNING COLLABORATIVE 

COHORTS 

WHO 
Performing Providers 

 
Other Community 
Stakeholders 

 
Experts and 
Consultants as needed 

WHAT 
Developing strategic 
approaches using 
individual projects. 
 
Disseminating 
knowledge gained 
through participating 
in shared learning of 
experiences, best 
practices, and other 
information. 

WHEN 
Pre-determined 
Cohort Sessions 

 
Cohort Timelines – as 
defined by the cohort 

HOW 
IHI Model – PDSA 
Cycles 

 
Support from Anchor 
and Learning 
Collaborative 
Committee Liaison 

Documentation 
Sharing 

Identifying Improvement Topics 

(Cohort Topics) 
Disseminating Knowledge 

Identifying discrete improvement areas 
(Focus Areas) 
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Learning Collaborative Outcomes 

The learning collaborative efforts will impact metric achievements, project improvement 

outcomes, provider collaboration, and regional transformation outcomes. 

 

 

  

Cohort Outcomes 
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The Model for Improvement,* developed by 
Associates in Process Improvement, is a simple 
yet powerful tool for accelerating improvement. 
The model is not meant to replace change models 
that organizations may already be using, but 
rather to accelerate improvement. This model has 
been used very successfully by hundreds of health 
care organizations in many countries to improve 
many different health care processes and 
outcomes. 
 
*Langley GL, Nolan KM, Nolan TW, Norman CL, Provost LP. 
The Improvement Guide: A Practical Approach to Enhancing 
Organizational Performance (2nd edition). San Francisco: 
Jossey-Bass Publishers; 2009. 

The Collaborative Model (also called the Breakthrough Series Model) 

 

IHI Model for Improvement 

  

http://www.apiweb.org/API_home_page.htm
http://www.ihi.org/resources/Pages/Publications/ImprovementGuidePracticalApproachEnhancingOrganizationalPerformance.aspx
http://www.ihi.org/resources/Pages/Publications/ImprovementGuidePracticalApproachEnhancingOrganizationalPerformance.aspx
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OVERVIEW of COLLABORATIVE 

A Learning Collaborative Is 

An Approach that: 

 Focuses on adopting best practices in diverse service settings 

 Emphasizes adult learning principles, interactive training methods, and skilled-focused 

learning 

 Requires focused work by each cohort to adapt effective practices to their settings 

during the collaborative process. 

 Uses methods for accelerating improvement in settings and capitalizes on shared 

learning and collaboration. 

An ongoing process that: 

 Brings together performing providers from RHP9 to work on improving processes, 

practices, or systems. 

 Develops and implements small-scale changes, measures the effects, and makes various 

changes for improvement. 

 Enables participants to share and learn from their collective experiences and challenges. 

 Ensures give and take about critical issues related to the cohort shared topic. 

 Includes the following components: 

o Approximately 3 in-person learning sessions 

o Follow-up consultation activities, feedback loops, and resources to support 

sustained learning. 

o Opportunities to practice new skills and share progress through the 

Collaborative. 

A Learning Collaborative is Not 

 A single or one-time event 

 A research model to develop new clinical knowledge 

 Single-setting, single-site, or individual clinician-focused 

 A model for implementing small changes within existing systems 

Charter 

Each cohort will create a charter based on the shared goals.  A charter is an overview tool that 

outlines the goals of the cohort, defines the measures to be used, how the goals will be 
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achieved, and other key elements.  The Anchor will provide a Charter template for each cohort 

to use. 

Goals of Collaborative 

Cohort members will define their goals for their collaborative based on the focus areas and 

transformational concepts identified in the Learning Collaborative structure previously. 

Collaborative Offerings 

The RHP9 collaborative process will provide the following for participants: 

- Host RHP9 Shared Experience and Learning Sessions 

- Host at least three-in person learning sessions, with expert faculty to train teams, for 

the cohorts 

- Host a collaborative website to collect and share information 

- Host a listserv to enable direct provider-to-provider communications  

- Host monthly meetings (i.e., teleconferences, webinars, conference calls, etc.) 

- Regular Anchor communication 

- Site visits 

- Monthly exchange of written reports detailing improvement activities and performance 

data 

Collaborative Content Experts 

The collaborative will provide Improvement Advisors and Faculty (content experts) at the 

Learning Sessions as the Cohorts move into the improvement phase of the collaborative 

process.   
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EXPECTATIONS OF PARTICIPATING COHORT MEMBERS 

General Expectations: 

Members are expected to: 

 Attend all in-person/on-line meetings at a frequency determined by the cohort 

 Complete all reading and pre-work prior to attending meetings 

 Commit and implement changes to projects as determined by the cohort 

 Actively be engaged, provide input and feedback on topics discussed 

 Share data and outcomes on projects freely 

 Follow and meet timelines/deadlines as determined by region and cohort 

 Actively voice concerns/issues to your Cohort liaison or Learning Collaborative co-chairs  

Preparing for first Cohort Session: 

Members are expected to: 

 Review cohort package 

 Be prepared to discuss your project with fellow cohort members 

o What is your project? 

o What are the overall goals? 

o What is your current progress? 

o What challenges are you working through or need help on? 

 Be prepared to brainstorm, identify, and prioritize cohort goals 
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Appendix A:  Aim Statement Worksheet 

Worksheet:  Creating a SMART Aim Statement 

 
Overview 

Your team is ready to make a change that requires a collective effort and focus. Essential in this 

achievement is the ability for all in the team to understand and align with what is trying to be 

accomplished. You can develop a precise, concise, and achievable Aim Statement by using a 

Worksheet for Creating a SMART Aim Statement. 

Working with a team to create the Aim Statement: 

1. Fill the empty boxes on the Worksheet for Creating a SMART Aim Statement with the 

parts of the statement that you believe satisfies each letter of the SMART acronym: S, 

M, A, R, T. 

2. After you have finished entering each of the criteria, use the checklists below each letter 

in the acronym to see how solid your entries are. 

3. Finally, form the Aim Statement at the bottom using the pertinent SMART elements. 

Example:  Reduce the number of instruments used in XXXXX procedures 40% by the end 

of month/year 

When you think your Aim Statement is SMART, do this last test: Ask those outside the team yet 

are associated or affected by the Aim Statement to describe what the statement means to 

them. If the description is vague, work with them on how to make it clearer. Then have the 

team consider incorporating this input into the statement. 
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Worksheet for Creating a SMAR  Aim Statement T

 

Specific 
 
 
 

  What is the goal or intent?  Precisely and concisely describe what is 
to be achieved.  It MUST focus on achieving only ONE thing.   

Measurable 
 
 
 
 

  There is a direct relation between the increase and the decrease of a 
measure and the attainment or loss of the goal.  Recommend: Start 
the Aim Statement with Increase/Decrease…then describe the object 
of what is to be measured 

 There are means with which to measure and monitor progress over 
time (to take, collect, and record the measurement) 

Actionable 
 
 
 

  The team can take action to overcome any known barriers to 
achieving the proposed measurable results 

 The ‘HOW’ of achieving this goal in NOT part of the Aim Statement 
(this would restrict other plausible solutions) 

Realistic 
 
 
 

  Given the resources available, it is within the team’s ability to 
achieve, control, or influence the Aim’s attainment 

 There is no significant that will compete with the time, attention or 
ability to achieve the goal 

Timely 
 
 

 

  The goal has a target date.  If timeline is beyond 6 months there are 
interim   Milestones.   

 Recommend:  …achieve intent by a specified date  

 There is nothing that should compete with the time and attention 
needed to achieve the goal 

Aim 

Statement 

 
 

 
 Now, craft a clear, concise, precise Aim Statement integrating the 

pertinent elements of the above 
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Appendix B:  PDSA Worksheet (Sample) 

 

 

Cycle #1 
Meeting # - date 

Start Date:  
End Date: 

Objective of Cycle ____Collect Data to Develop a Change____ Test a Change*  ___Implement a Change** 
Short Objective of the Cycle: 

Plan 

 

Questions: 
1. ? 

a. Prediction:  

2. ? 
a. Prediction:  

3. ? 

a. Prediction:   
4. ? 

a.  Prediction:  

Note: 
 
*For Test reference p. 96 of 

Improvement Guide for 
Testing Checklist 
**For Implementation Cycle 
reference p. 136 of  

Improvement Guide for 
Implementation Checklist 

Test/Implementation Plan:  
What change will be tested or implemented?             
How will the change be tested or implementation be conducted (consider small scale early)?    
Who will run the test or implementation?                                                                     
Where:    
When will the test or implementation take place? 

Collect Data Plan (Usually required for all PDSA cycles): 
What information is important to collect?  
Why is it important?  

Who will collect the data?  
Who will analyze the data prior to Study?  
Where will data be collected? 

When will the collection of data take place?  
How will the data (measures or observations) be collected?   

Do: 

 

Observations:  
Record observations not part of the plan:   

Did you need to modify the original Plan? 
If so, how? 
Begin analysis of data (graph of the data, picture)  

Study

 

Questions: (copy and paste Questions and Predictions from Plan above and add Results. 
Complete analysis of the data. Insert graphic analysis whenever possible.) 

 
1. ? 

a. Prediction:  

b. Learning (Comparison of questions, predictions, & analysis of data.):   
 

2. ? 

a. Prediction:   
b. Learning: 

New Issues:   

 
Summary: 
   

Act  

Describe next PDSA Cycle; New Questions to Answer/Decisions made/Action to be taken 

1.  
 
 

Ad Hoc Contributors Recognize subject matter experts and others who have contributed to the learning 
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Appendix C:  Cohort Commitment Form 

Region 9 Healthcare Partnership – Dallas  Denton  Kaufman 

Commitment to Participate in Learning Collaborative Activities 

I understand that my role as a cohort member is a significant responsibility and I will make it a 

priority. I look forward to participating, collaborating, and sharing with this team and as a 

cohort member, I will 

 share learnings, experiences, and best practices with my fellow cohort members 

 offer my expertise to help ensure the health and success of the cohort and the regional 

outcomes 

 attend in person or by phone, at least ¾ of the meetings held, and, whether I attend or 

not, will continually communicate with the team and the main coordinator to ensure I 

understand all current activities 

 provide frequent updates to my organization on the activities, goals, and progress of the 

Learning Collaborative  

 test out new ideas with my organizational teams that may lead to improvement at our 

individual performing levels as well as regional levels 

I will participate in the following Cohort 

  Cohort 1: Access 

  Cohort 2: Behavioral Health 

  Cohort 3: ED/Readmissions 

  Cohort 4: Chronic Disease 

 

I have read and fully agree to this Letter of Commitment and look forward to assisting the 

organization in this role. 

Signed  Date  Phone #  

 

Print Name  Email  Organization  
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Appendix D:  Contact Information for Learning Collaborative Committee 

Christina Mintner *
1 Parkland Health & 

Hospital System 

VP & Anchor, 1115 

Waiver 
Christina.Mintner@phhs.org 

Niki Shah *
4 

Baylor Scott & White Director, Care Redesign Nikita.Shah@BaylorHealth.edu 

Jamie Judd 
4 Texas Health 

Resources 

Program Director, 

Medicaid Waiver 

Continuum of Care 

JamieJudd@Texashealth.org 

 

Margaret Jordan 
Dallas Medical 

Resources 
President mjordangroup@gmail.com 

Ron Stretcher 
2 Dallas County 

Criminal Justice  
Director Ron.Stretcher@dallascounty.org 

Lister Robinson 
Children’s Medical 

Center 

VP, Clinical Integration 

for Population Health 
Lister.Robinson@childrens.com 

Mike Ashworth 
2 

HCA-Green Oaks 
Executive Director, 

Outpatient Services 
Mike.Ashworth@hcahealthcare.com 

Patrice Griffith UTSW 
Director, Quality 

Improvement & Safety 
Patrice.Griffith@UTSouthwestern.edu 

Troy Manning 
1 

Denton MHMR 
Director, Quality 

Management 
Troym@dentonmhmr.org 

Leslie Pierce 
3 

Methodist VP, Revenue Cycle lesliepierce@mhd.com 

Vic Summers 
Parkland Health & 

Hospital System 
Sr. VP, Internal Audit Vic.Summers@phhs.org 

Kristin Jenkins 
3 

Dallas Ft. Worth 

Hospital Council 

Foundation 

President & CEO kjenkins@dfwhcfoundation.org 

Margaret Roche 
Parkland Health & 

Hospital System 

Director, Waiver 

Operations 
Margaret.roche@phhs.org 

* Learning Collaborative co-chairs 

1. Access Cohort Liaisons 
2. Behavioral Health Cohort Liaisons 
3. ED/Readmissions Cohort Liaisons 
4. Chronic Disease Cohort Liaisons 
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CONTACT INFORMATION FOR LEARNING COLLABORATIVE COHORT LEADS 

Access Cohort 

Paul Hoffman 
TAMU School of 

Dentistry 

Director, Public Health 

Sciences Department 
Hoffmann@bcd.tamhsc.edu 

Kristaizell Darby, 

DHA 
Dallas County HHS 

Performance 

Improvement Manager 
Kristaizell.darby@dallascounty.org 

 

Behavioral Health Cohort 

Charlene Randolph 

Dallas County HHS – 

Criminal Justice 

Department 

Policy Analyst Charlene.randolph@dallascounty.org 

Ronny Pipes UTSW 
Clinical Research 

Coordinator 
Ronny.pipes@UTSouthwestern.edu 

 

Chronic Disease Cohort 

PJ Pugh Baylor Scott & White 

Program Director, 

Chronic Disease 

Management 

pjpugh@baylorhealth.edu 

Gala Dunn Metrocare Senior Project Manager Gala.dunn@metrocareservices.org 

 

ED/Readmissions Cohort 

Preston Looper 

ADAPT Community 

Solutions, Inc 

(ACS)/Harris Logic, 

Inc (HLI) 

Executive Director/Chief 

of Clinical Innovations 
PrestonLooper@adapt.us 

Brad Walsh 
Parkland Health & 

Hospital System 

Population Medicine 

Project Administrator 
d.walsh@phhs.org 
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Appendix E:  Community Health Needs Assessment 

To develop the Community Needs Assessment, a regional Task Force was convened by 

representatives from the following organizations:  Baylor Health Care System, Children’s 

Medical Center, Dallas County Medical Society, Dallas County Behavioral Health Leadership 

Team, HCA North Texas, Methodist Health System, North Texas Behavioral Health Authority, 

Parkland Health & Hospital System, Scottish Rite Hospital for Children, Texas Health Resources, 

UT Southwestern Medical Center, and ValueOptions of Texas. 

This Task Force reviewed and identified the regional needs through data analysis, expert 

presentations, and committee discussions.  The major criteria used to identify and rank regional 

priorities included population impact, alignment with intervention categories, and whether 

solutions lend to regional based approaches.  The following priorities were identified as the 

region’s major community health needs: 

Capacity - Primary and Specialty Care - The demand for primary and specialty care services 

exceeds that of available medical physicians in these areas, thus limiting healthcare access. 

Behavioral Health - Adult, Pediatric and Jail Populations - Behavioral health, either as a 

primary or secondary condition, accounts for substantial volume and costs for existing 

healthcare providers, and is often utilized at capacity, despite a substantial unmet need in the 

population. 

Chronic Disease - Adult and Pediatric - Many individuals in North Texas suffer from chronic 

diseases that present earlier in life, are becoming more prevalent, and exhibit complications. 

Patient Safety and Hospital Acquired Conditions – Hospitals in the region address patient 

safety and care quality on a daily basis.  It is a continuous improvement initiative and is always 

at the forefront of any strategy for a health care entity.  An ongoing coordinated effort among 

providers is needed to improve patient safety and quality throughout the region. 

Emergency Department Usage and Readmissions - Emergency departments are treating high 

volumes of patients with preventable conditions, or conditions that are suitable to be 

addressed in a primary care setting.  Additionally, readmissions are higher than desired, 

particularly for those with severe chronic disease or behavioral health. 

Palliative Care - Overall, costs are high in skilled nursing facilities, long term care facilities, 

hospice and home health sectors, and slightly higher in physician services. 

Oral Health - In Texas, preventive dental visits are below the recommended levels, and access 

can be a problem for minorities, the elderly, children on Medicaid, and other low income 
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children.  Compounding the issue is the shortage of dentists in Texas at approximately 60% of 

the national ratio of dentists to the population. 

Demographics and Regional Description 

Based on population alone, Texas is the second largest state in the nation with more than 25 

million people.  From 2000 to 2010, Texas experienced a 20% growth in population, as 

compared to only a 9.7% increase nationally.  Originally, the North Texas RHP 9 Region was 

defined to include Collin, Dallas, Denton, Ellis, Fannin, Grayson, Kaufman, Navarro, and 

Rockwall counties.  The broader demographics were considered to be representative of the 

narrower final RHP boundaries and as demonstrated in Figure 3 below, there is considerable in-

migration from the original RHP counties to Dallas County for health care services. 

In the North Texas RHP 9 region (original definition), the 2011 population is estimated to be 

4,611,612 and is expected to grow by 9.5% by 2016 to 5,048,283 residents.1  The most 

prevalent age group is 35-54 years (27.6%), followed by the 0-14 age group (20.2%). 

While 15.1% of adults have less than some high school level of education, approximately 85% of 

adults have at least a high school degree. 

White non-Hispanics represent 48.1% of the population, followed by Hispanics, Black non-

Hispanics, Asians, and others, respectively.2  Approximately 44% of Dallas-Fort Worth residents 

are New Americans (defined as either foreign born or the children of foreign born) of which 

46% are undocumented.  English is not the language spoken in 32% of homes in North Texas 

and over 239 languages are spoken in the North Texas Area, with more than 1/3 reflecting 

African cultures new to the region.3 

                                                           
 

1
 US Census Data, Thompson Reuters/Claritas Market Expert Data Extract, 2012. 

2
 ibid. 

3
 DFW International Community Alliance. 2010 North Texas Progress Report. 
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Figure 1: Regional Demographic Snapshot 

 

Within Dallas County specifically, 29.6% of children under 18 live below the federal poverty 

level and 15.8% of adults between 18 to 64 years live below the federal poverty level.4 

Figure 2: Summary of Uninsured in Dallas County5
 

 

                                                           
 

4
 US Census Data. www.census.gov, 2011. 

5
 Communities Foundation of Texas, Assets and Opportunities Profile. February 2012. 

http://www.census.gov/
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Health Delivery System and Patient Migration Patterns 

Data analysis identified patient migration patterns within multiple RHP regions.  Many 

individuals receive healthcare services in nearby counties.  In the pediatric population, Dallas 

County residents account for 75% of the outpatient services and 74% of the inpatient services.  

In the adult population, Dallas County residents account for 77% and 73% of the outpatient and 

inpatient population, respectively.6
 

Figure 3: Interconnectedness of Healthcare Delivery System: Dallas County Encounters from 

Patients with Adjacent County of Residence, 20117 

 

The locations of charitable clinics in Dallas County are shown on the map below.  Additional 

analysis is warranted to determine the causal factors of the patient flow and migration patterns 

and how they relate to the locations of clinics/other service sites in the region.  It is apparent 

though that the data presents strong justification to consider a broader geographic area for the 

purposes of this assessment. 

                                                           
 

6
 DFWHC Foundation, Information and Quality Services Data Warehouse, 2011 

7
 ibid. 
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Figure 4: Location of Charitable Clinics in North Texas8 

 

Regional Health Care Capacity 

Physician Supply and Availability 

RHP 9 is affected by the limited physician capacity in primary and select specialties.  According 

to the Health Professions Resource Center, primary care physician supply trends have 

consistently increased to a current statewide rate of 70 per 100,000 people in 2011.9  In 2011, 

the RHP 9 region demonstrated a physician need in excess of over 30% of the current workforce 

and by 2016 the physician need is expected to be 50% higher than projected availability.10  With 

such a shortage of physicians, which is disparately worse in rural areas of Texas, many residents 

seek primary care and non-emergent treatment in emergency departments, resulting in 

increased healthcare costs and higher volumes of preventable and avoidable cases in the ED. 

Medical Education 

Dallas County is home to the University of Texas Southwestern Medical Center, an academic 

medical center that trains over 1000 medical students and approximately 1300 clinical residents 

annually.  Many training and residency placements are completed within the DFW Metroplex 

providing an important source of physicians to the local healthcare system. 

                                                           
 

8
 Parkland Health & Hospital System.  Charitable Clinic Locations Report. 2012. 

9
 Health Professions Resource Center, Center for Health Statistics, Department of State Health Services, October 

2011. 
10

 ibid. 
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Medically Underserved and Shortage Areas 

A Health Professional Shortage Area (HPSA) is a federally designated geographic area, a facility 

or population group with a shortage of primary care physicians (or dental or mental health 

providers) as defined by a population-to-primary care physician ratio of at least 3,500:1 in 

addition to other requirements designated by the U.S. Department of Health and Human 

Services.11  Poverty rate, infant mortality rate, fertility rate and physical distance from care are 

all considerations in scoring for HPSA designation. 

Medically Underserved Areas or Populations (MUA/MUP) are generally defined by the federal 

government to include areas of populations with a shortage of personal health care services or 

groups of people who may have cultural or linguistic barriers to health care.  In RHP 9, Dallas 

County has significant HPSA and MUA regions that overlap and Kaufman County is a county-

level HPSA with no MUAs. 

Children/Youth 

The impact of the limited primary and specialty care is profound for children and families in the 

region.  The current pediatric need is more than 80% of the current supply in the region.  In 

Dallas County alone, over 36.2% of children were enrolled in Medicaid in 2010, exacerbating 

the issue of availability of pediatric primary care access and treatment.12  Data also indicates 

that many of the pediatric specialists have limited capacity, creating a backlogged pipeline for 

those needing specialty services after seeking primary care. 

Behavioral Health 

Behavioral Health System Structure and Funding 

The behavioral health system (including mental health and substance use) in RHP 9 differs from 

that of the rest of the state in that the majority of behavioral services for Medicaid and indigent 

patients are delivered through the NorthSTAR program instead of the traditional Local Mental 

Health Authority (LMHA) system.  It is a managed behavioral healthcare carve-out program, 

administered by ValueOptions of Texas under a Medicaid 1915(b) waiver under the oversight of 

the North Texas Behavioral Health Authority (NTBHA), and it provides both mental health and 

substance use treatment to over 60,000 Medicaid enrollees and indigent uninsured annually. 

Over the past decade, the NorthSTAR program has greatly expanded access to care.  However, 

this high level of access results in funding and infrastructure challenges.  Since the program’s 

                                                           
 

11
 US Department of Health and Human Services. 2012. 

12
 Children’s Medical Center. Beyond ABC Report, 2011. 
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inception, the growth in enrollment has outpaced funding such that the funding per person 

served is 30% less than when the program started in 1999 and is half that of the state average 

for other LMHAs13.  Given that Texas is 50th in mental health funding nationwide14, the funding 

per person served in RHP 9 is among the lowest in the nation. 

Mortality Trends in the Behavioral Health Population 

An inadequate supply of behavioral health services is one of the most significant unmet health 

needs of RHP 9.  A recent study in Texas found that NorthSTAR was one of only four LMHAs in 

which age-adjusted mortality rates were significantly higher for the mental health population 

compared to the general population.  Consistent with the NASMHPD study, the majority of 

deaths in this region were due to medical illness, and most of those were due cardiovascular 

disease.15  The NorthSTAR system differs from the rest of the state in that it includes patients 

with primary diagnoses of substance use disorders, a preliminary analysis of death records 

showed similar mortality rates between the mental health and substance abuse populations.16 

Cost Trends in the Behavioral Health Population 

The financial implications of caring for those with behavioral health conditions are substantial 

and impact resources within the healthcare institutions of RHP 9.  Analysis of DFW Hospital 

Council Foundation data demonstrates that charges associated with the care of mental health 

patients more than doubles from $50,000,000 to over $100,000,000 between the ages of 17 

through 21.  Charges continue to rise through adulthood, and between the ages of 47-65, the 

estimated charges for mental health encounters are higher than those of all other conditions 

combined.  When substance abuse encounters are included, this difference is even greater.17 

                                                           
 

13
 TriWest/Zia Partners. Assessment of the Community Behavioral Health Delivery System in Dallas County, 2010. 

14
 National Alliance on Mental Illness.  State Mental Health Cuts: The Continuing Crisis.  March 2011. 

15
 Mortality of Public Mental Health clients treated at the Local Mental Health Authorities of Texas, 2012. 

16
 Personal communication between EA Becker and M Balfour 

17
 Dallas Fort Worth Hospital Council Foundation, Readmission Patterns by Mental Health & Substance Abuse, 

2012 



RHP 9 LEARNING COLLABORATIVE COHORT PACKET 

 28 | P a g e  
 

Figure 5: Age and Charge Distribution by Mental Health and Substance Abuse Encounter 

(2010Q3-2011Q3)18 

 

In RHP 9, the presence of a co-occurring behavioral health condition is associated with 

increased case severity of medical encounters and a 36% increase in the average charges per 

encounter.  In RHP 9, 100% of the 10 most frequently admitted patients had a co-occurring 

behavioral health diagnosis depicted in Figure 5.  These 10 individuals incurred a cost of more 

than $26 million between 2007 and 2011; however only 1/5 of their hospital emergency 

department visits were for a mental health or substance abuse issue.  Sixty-one percent were 

uninsured (24% Medicaid, 12% Medicare, and 3% Insured). 

                                                           
 

18
 DFWHC Foundation, Information and Quality Services Data Warehouse, 2012. 
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Figure 6: Mental Health and Substance Abuse: Intersection 

 

Figure 7: Top Ten High Emergency Department Utilizers: Mental Health and Substance Abuse 

Integration - Behavioral Health and Primary Care 

 

The percentage of residents below 200% Federal Poverty Level in Dallas County who receive 

behavioral healthcare in primary care settings is 19.8% which is significantly lower than the 

national average of 37.1%.19  Parkland, the largest primary care provider to low-income 

populations in Dallas County, is not a NorthSTAR provider and consequently, some who may be 

successfully served in primary care settings are referred to NorthSTAR.  This may result in 

dilution of limited NorthSTAR resources, as well as coordination of care issues for those with 

high complexity co-occurring illness.  An analysis of the diabetic population at Parkland 

revealed that diabetics receiving antipsychotic medications from the NorthSTAR system were 

twice as likely to receive second-generation antipsychotics, which adversely affect metabolic 

                                                           
 

19
 TriWest/Zia Partners.  Assessment of the Community Behavioral Health Delivery System in Dallas County, 2010. 
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indicators associated with poor diabetes outcomes, compared to those receiving antipsychotics 

from the Parkland pharmacy.20  

The funding challenges combined with the complexity of the behavioral health system may 

adversely impact sub-populations with the highest needs.  The number of NorthSTAR enrollees 

booked into jail has been steadily increasing as shown below in Figure 821, and 27% of all book-

ins to the Dallas County Jail are currently referred to jail behavioral health services.22  Homeless 

individuals with behavioral health conditions cost three times as much and are booked into jail 

twice as often as the general NorthSTAR population.23  Among high utilizers, these relationships 

are magnified, as illustrated below.   

Figure 8: Behavioral Health Patient Factors for Top 20% Utilizers of NorthSTAR,Dallas County 

Jail, and Terrell State Hospital, 2010 

 

                                                           
 

20
 Balfour, ME et al. Highlighting High Utilizers: How can our systems better meet their needs? Institute on 

Psychiatric Services Annual Meeting, 2011. 
21

 Ron Stretcher and Jill Reese, Dallas County Criminal Justice Department 
22

 Communication between Wassem Ahmed, Medical Director-Parkland Jail Behavioral Health and M. Balfour, MD 
23

 Balfour, ME.  Homelessness, Criminal Justice, and the NorthSTAR Top 200 Report, 2011. 
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Figure 9: Behavioral Health Costs for Top 20% Utilizers of NorthSTAR, Dallas County Jail, and 

Terrell State Hospital, 2010 

 

Children/Youth 

The number of Dallas County children receiving publicly funded mental health services has 

tripled from 2000 to 2010.  In Dallas County, the number of children identified with a 

diagnosable emotional disturbance or addictive disorder has increased to approximately 

142,000 children with 5% of those children experiencing a significant impairment as a result.  

Among youth between the ages of 12-17, 7.2% have experienced a major depressive episode. 

Cultural and Linguistic Minorities 

Hispanics comprise 40% of the population but only 25% of the NorthSTAR population.24  While 

there is a lack of services available and written materials available in Spanish, it is difficult to 

characterize the extent of the need, because data on primary language is not collected. 

Demand for Behavioral Health Services 

Following the economic downturn in 2009, there was a 17% increase in 23-hour observation 

visits at Green Oaks Hospital, mostly accounted for by new enrollees to NorthSTAR.  More 

recently, there has been a sharp spike in 23-hour observation utilization, with Feb 2012 visits 

26% higher compared to Dec 2011 (and 25% higher compared to Feb 2011).25  This increase 

                                                           
 

24
 TriWest/Zia Partners. Assessment of the Community Behavioral Health Delivery System in Dallas County, 2010. 

25
 ValueOptions of Texas 
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coincided with both regulatory oversight limiting the capacity of Parkland’s Psychiatric ED by 

50% and a reduction in funding for outpatient services in the NorthSTAR system. 

In addition to hospital-type services, there is also a need for less-acute levels of behavioral care 

in order to prevent the need for these high-cost services.  A sub-acute crisis residential level of 

care exists but there are only 21 beds for the entire NorthSTAR region.  The Behavioral Health 

Leadership Team has identified the highest need for service development to be post-crisis 

“wraparound” services to reduce the 20% 30-day readmission rate to crisis services, and peer-

driven services to engage clients early in order to prevent crisis episodes. 

Chronic Disease 

Similar to national trends, North Texas is experiencing increasing rates of many chronic 

diseases, including heart disease, cancer and stroke.  Also there are increasing rates of asthma 

and diabetes in adults within the Dallas County Metropolitan Statistical Area as shown below. 

Figure 10: Dallas County Adults with Asthma and Diabetes 

 

In an assessment of ED utilization, the five encounter types that were most frequent and of 

highest volume are those for chronic conditions of asthma, chronic bronchitis, pain/aching of 

joints, sinusitis, and hay fever.26  There were slight variations presented when encounters were 

analyzed by payer type.  More Medicaid and uninsured patients sought treatment for asthma 

than those with insurance or Medicare and for the uninsured specifically, diabetes was listed as 

the 5th top condition, while not even listed as a top 5 condition for the insured or Medicaid. 

                                                           
 

26
 Dallas Fort Worth Hospital Council Foundation, Information and Quality Services Data Warehouse.  March 2011. 
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Figure 11: Volume for Adult Outpatient Emergency Department Encounters (2010Q3 - 

2011Q3)27 

 

Asthma 

Over the past decade, asthma has become a widespread public health problem that has 

increased in both Texas and the United States. Asthma has a major impact on the health of the 

population and the burden falls unevenly on some populations.  According to Texas Behavioral 

Risk Factor Surveillance System in 2005, approximately 1.5 million adults (ages 18 and older) 

and 389,000 children (ages 0-17) were reported to have asthma at the time.28  And in 2006, the 

state of Texas spent over $391.5 million for inpatient admissions with a primary discharge 

diagnosis of asthma.29 

In 2008, the state of Texas had a risk-adjusted admission rate of 72.5 per 100,000 cases.30  

Although Dallas County had a slightly higher rate at 89.1 per 100,000 cases, six of the ten 

counties surrounding Dallas County were significantly more burdened with a risk-adjusted 

admission rate of greater than 92.2 per 100,000 cases.  Only one county of the ten had a lower 

risk-adjusted rate (Rockwall County) at 70.5 per 100,000 cases.  Other North Texas counties’ 

astham admission rates are shown in the table below. 

                                                           
 

27
 Dallas Fort Worth Hospital Council Foundation, Information and Quality Services Data Warehouse.  March 2011. 

28
 Asthma Coalition of Texas.  Texas Asthma Plan.  2007-2010. 

29
 Asthma Coalition of Texas. 2012. 

30
 AHRQ Prevention Indicators.  Adult Asthma Admission Rate. 2008 
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Diabetes 

Diabetes affects 11.4% of the population in Dallas County, which is above both the state 

average of 10% and the national average of 8%.  In patients seen throughout the regional 

healthcare system and who are residents of Dallas County, the top five primary diagnoses, 

those patients with an underlying condition of diabetes were 29% for pneumonia, 39% for 

septicemia, 31% for other rehabilitation, 34% of urinary tract infection and 45% of acute kidney 

failure.31  Those with diabetes had a higher mortality percentage than those without in four of 

the five top inpatient diagnoses revealing that a co-morbidity of diabetes increases your risk for 

mortality. 

Dallas County’s top seven diagnoses for ER patients were Acute URI Unspecified, Otitis Media, 

abdominal pain, chest pain unspecified, urinary tract infection, headache and other chest pain.  

Within those top seven diagnoses, 20%-45% had an underlying condition of diabetes.  

Specifically, of all patients who came to the ER with chest pain as a diagnosis, 21%-25% had a 
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 Doughty, P. et al. Diabetes in Dallas County: Provider Report. 2011 
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comorbidity of diabetes.  Of patients presenting with abdominal pain, urinary tract infections 

and headache, 10% also had diabetes. 

Figure 12: Prevalence of Co-Occurring Diabetes, Dallas County 2009-2010 

 

Children/Youth.  Between 2000 and 2010, the number of Children’s Medical Center admissions 

of youth with a primary or secondary diagnosis of diabetes increased by 34%.  With the 

association of diabetes and obesity, there is also cause for concern of the future trajectory as 

low income preschool obesity within the Dallas Metropolitan Statistical Area was 17.2% in 

2009, placing many young children at higher rates of developing diabetes in later years.32 

Cost/Charge.  Isolation of a specific “direct cost” is complicated.  However, it is understood that 

the societal burden for this condition is extremely large and has manifestations in healthcare 

service utilization due to increases complexity and severity of other co-occurring medical 

conditions.  Additionally, there are important societal costs of lower economic productivity of 

individuals with severe diabetic complications.  The magnitude of the issues is only projected to 

increase as more people begin to develop diabetes at earlier in life. 

Patient Safety and Quality and Hospital Acquired Conditions 

The DFWHC Foundation’s 77 hospitals had 1,706 adverse hospital events in 2010.  These events 

included air embolism, Legionnaires, Iatrogenic Pneumothorax, delirium, blood incompatibility, 

glycemic control issues and Clostridium difficile, which are not part of the ten adverse events 

specified by CMS.  A significant portion was made up of Medicare patients (46%) and insured 

(54%) according to the claims data within the DFWHC Foundation claims data warehouse. 
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 Children’s Medical Center.  Beyond ABC Report, 2010. 
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Emergency Department Usage and Readmissions 

An analysis of the emergency department encounters demonstrates that many in the 

population are accessing emergency departments for both urgent and non-urgent conditions.  

Over the most recent four quarters of data, the conditions for which the most volume of care 

was provided in an emergency outpatient setting were: low back pain, hypertension, pain/joint 

aching, chronic bronchitis, and asthma. 

Further assessment demonstrates that, with the exception of asthma, over 68% of the 

encounters for the top primary health conditions listed above were either non-emergent or 

emergent/primary care treatable, in that the care could have been provided effectively in a 

primary care setting.  For asthma, approximately 98.1% of all encounters were emergent, 

however the condition could have been potentially avoidable or preventable if effective 

ambulatory care could have been received during the illness episode.33 

For emergency department encounters that resulted in a hospital admission, the most common 

health conditions by volume include stroke, diabetes, congestive heart failure, weak/failing 

kidneys, chronic bronchitis and heart attack.  When reviewing by payer type, diabetes is the top 

condition for the uninsured and Medicaid and the 5th top condition for those who are insured. 

Figure 13: Adult Inpatient Emergency Department Encounters (2010Q3 - 2011Q3)34 

 

Specific to children, the high volume ED encounters includes asthma, diabetes, pain/aching 

joints, and arthritis most frequently. Regardless of payer type, asthma and diabetes are the top 

conditions for ER and inpatient admissions. 
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 DFWHC Foundation, Information and Quality Services Data Warehouse, 2011. 
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 Ibid. 
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Figure 14: Pediatric Inpatient Emergency Department Encounters (2010Q3 - 2011Q3)35 

 

In North Texas, all-cause readmissions as defined by a subsequent admission within 30 days 

from the incident encounter of any type has demonstrated a downward trend since 2008.36  

Many hospitals are working to continue improvement in this area, specifically for readmission 

related to congestive heart failure, acute myocardial infarction, and pneumonia. 

As evidenced by an assessment of 10 individual high utilizers in the region, there is a strong 

relationship between readmissions and behavioral health.  Each patient has some component 

of mental health or substance abuse history over the course of their encounter history. 

Figure 15: Top Ten High Emergency Department Utilizers: Mental Health and Substance 

Abuse 

 

Cost/Charge 

From quarter 3 of 2010 to quarter 3 of 2011, the estimated charges associated with all regional 

emergency outpatient encounters was $312,816,490 and for emergency inpatient encounters, 

the total charges increase to $2,076,778,420.  For emergency inpatient encounters, there was 

little charge variation across insured, Medicaid, Medicare, and Uninsured payer types. 
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 Ibid. 
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 DFWHC Foundation, Information and Quality Services Database, 2010. 
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Palliative Care 

Palliative care is an important factor in the care delivery system of RHP 9.  Overall, Medicare 

reimbursements to providers in Dallas County are higher than average and higher than the 50th 

percentile in the country during a patient’s last two years of life signifying a large volume of 

palliative care services being provided.  Even within the health service area of RHP 9, there is 

variability of the percentage of deaths occurring within hospitals, ranging from 0.69 percent to 

1.17 when compared to the national average. 

Oral Health 

Tooth decay (dental caries) is the most common chronic childhood disease.  In 2003, the 

proportion of Texas children reported to have teeth in excellent or very good condition was 

lower than the national average  and lower within all age, sex, and racial/ethnic subgroups. 

Figure 16: Oral Health – Condition of Teeth for Texas Children (2003) 

 
Condition of Teeth: 

Excellent or very good 

Preventive Dental Care: 

≥ 1 Visit within Past 

Year 

 US % Texas % US % Texas % 

Age Group 

All children 0–17 64.3 57.6 67.6 61.6 

Age (years)     

1–5 75.8 70.7 46.8 48.4 

6–11 61.7 50.9 83.4 74.8 

12–17 67.4 61.2 79.4 69.7 

Socioeconomic status 

0–99% Federal poverty level 45.4 40.7 54.1 56.0 

100–199% Federal poverty level 56.5 48.9 61.6 52.6 

200–399% Federal poverty level 71.2 66.7 73.0 67.4 

≥400% Federal poverty level 78.1 78.3 77.8 73.3 

Race/ethnicity 

White 69.3 65.4 70.6 64.4 

Black 57.4 53.4 62.6 64.9 
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Dental problems in adults are equally problematic.  According to the U.S. Surgeon37 most adults 

in the U.S. show signs of periodontal or gingival diseases and severe periodontal disease affects 

14 percent of adults (ages 45–54 years).  However, a little less than two-thirds of adults report 

visiting a dentist within the past 12 months, and those with incomes at or above the poverty 

level are twice as likely to report a dental visit in the past 12 months as those below the poverty 

level.  The American Dental Association cited the major reason for not accessing regular oral 

health care is the high cost of dental care.  And the number of individuals who lack dental 

insurance is more than 2.5 times the number of those who lack medical insurance. 

Effective health policies intended to expand access, improve quality, or contain costs must 

consider the supply, distribution, preparation, and utilization of the workforce.  According to 

the National Health Service Corps, Texas needs 784 additional dentists to achieve the 

recommended ratio of one dentist for every 3,000 residents.  The overall supply of dentists in 

Texas has been consistently below the national average of 59-60 dentists per 100,000 for many 

years.38  In 2006, Texas had 36.0 dentists per 100,000 and it has been declining since. 

Summary of Community Needs 

Identification 

Number 

Brief Description of 

Community Needs 

Addressed in RHP Plan 

Data Source for Identified Need 

CN.1 
Community Description – 

Demographics 

US Census Data, DFW International Community 

Alliance Report, Communities Foundation of 

Texas Report 

CN.2 

Regional Healthcare 

Infrastructure and Patient 

Migration Patterns 

DFWHC Foundation, Information Quality and 

Services Data Warehouse, Parkland Health and 

Hospital System 

CN.3 Healthcare Capacity 

Health Professions Resource Center, Center for 

Health Statistics, US Department of Health and 

Human Services; Children’s Medical Center 

Beyond ABC Report; Horizons (2012): The Dallas 

County Community Health Needs Assessment 

CN.4 Primary Care and Pediatrics Health Professions Resource Center, Center for 

                                                           
 

37
 National Institute of Health. National Institute of Dental and Craniofacial Research.  “Oral Health in America:  A 

Report of the Surgeon General.  2000. 
38

 State Department of Health & Human Services, Center for Health Statistics Health Professions Resource Center.  

Publication No. 25-12581. E-Publication No. E25-12581.  March 2007. 
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Health Statistics, US Department of Health and 

Human Services, Children’s Medical Center 

Beyond ABC Report 

CN.5 Behavioral Health 

TriWest/Zia Partners Report, National Alliance on 

Mental Illness, DFWHC Foundation, Information 

Quality and Services Data Warehouse 

CN.6 
Behavioral Health and 

Primary Care 

TriWest/Zia Partners Report, National Alliance on 

Mental Illness, DFWHC Foundation, Information 

Quality and Services Data Warehouse, Horizons: 

The Dallas County Community Health Needs 

Assessment 

CN.7 
Behavioral Health and Jail 

Population 

Dallas County Criminal Justice Department, 

Parkland Health and Hospital System 

CN.8 Specialty Care 

DFWHC Foundation, Information and Quality 

Services Data Warehouse retrieved March 2012, 

Children’s Medical Center Beyond ABC Report, 

2011 US Census Data, Thompson Reuters/Claritas 

Market Expert Extract prepared by Devin Hill, 

Baylor Health Care System, generated February 

2012. 

CN.9 Chronic Disease 

DFWHC Foundation Information Quality and 

Services Data Warehouse, Diabetes in Dallas 

County Report, Children’s Medical Center Beyond 

ABC Report, Horizons: The Dallas County 

Community Health Needs Assessment 

CN.10 Oral Health 

US Department of Health and Human Services 

Healthy People 2010, Texas Department of State 

Health Services Oral Health Program, DSHS 

Primary Care Office 

CN.11 Patient Safety and Quality 

DFWHC Foundation Information Quality and 

Services Data Warehouse, Institute of Medicine 

Report 

CN.12 
Emergency Department 

Usage and Readmissions 

DFWHC Foundation Information Quality and 

Services Data Warehouse 

CN.13 Palliative Care Barnato et al., Teno et al., Wennenberg et al. 
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