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Semi-Annual Report Information and Submission Instructions
Purpose and Objectives of ACH Semi-Annual Reporting
As required by the Healthier Washington Medicaid Transformation’s Special Terms and
Conditions, Accountable Communities of Health (ACHs) must submit Semi-Annual Reports for
project achievement. ACHs will complete a standardized Semi-Annual Report template
developed by HCA. The template will evolve over time to capture relevant information and to
focus on required milestones for each reporting period. ACHs must submit reports as follows
each Demonstration Year (DY):
•

July 31 for the reporting period January 1 through June 30

•

January 31 for the reporting period July 1 through December 31

Semi-annual reporting is one element of ACH Pay-for-Reporting (P4R) requirements. The
purpose of the semi-annual reporting is to collect necessary information to evaluate ACH project
progress against milestones and metrics based on approved Project Plans. As needed, ACHs may
be requested to provide back-up documentation in support of progress. HCA and the
Independent Assessor will review Semi-Annual Report submissions.

Reporting Requirements
The Semi-Annual Report template for the reporting period January 1, 2018 to June 30, 2018
includes two sections as outlined in the table below. Section 1 instructs ACHs to report on and
attest to the completion of required milestones scheduled to occur by DY 2, Quarter 2 per the
Medicaid Transformation Toolkit. Section 2 requests information to satisfy ongoing reporting
requirements to inform the Independent Assessor and HCA of organizational updates and
project implementation progress.
Each section in the semi-annual report contains questions regarding the regional
transformation work completed during the reporting period. ACHs are required to provide
responses that reflect the regional transformation work completed by either:
•

The ACH as an organization,

•

The ACH’s partnering providers, or

•

Both the ACH and its partnering providers.

Please read each prompt carefully for instructions as to how the ACH should respond.

ACH Semi-Annual Report 1 – Reporting Period: January 1 through June 30, 2018
Section

Sub-Section Description
Milestone 1: Assessment of Current State Capacity
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ACH Semi-Annual Report 1 – Reporting Period: January 1 through June 30, 2018
Section
Section 1. Required
Toolkit Milestones
(DY 2, Q2)

Sub-Section Description
Milestone 2: Strategy Development for Domain I Focus Areas (Systems for
Population Health Management, Workforce, Value-based Payment
Milestone 3: Define Medicaid Transformation Evidence-based Approaches or
Promising Practices, Strategies, and Target Populations
Milestone 4: Identification of Partnering Providers
ACH Organizational Updates
Tribal Engagement and Collaboration

Section 2. Standard
Reporting
Requirements

Project Status Update
Partnering Provider Engagement
Community Engagement
Health Equity Activities
Budget and Funds Flow

Key Terms
The terms below are used in the Semi-Annual Report and should be referenced by the ACH
when developing responses.
1.

Community Engagement: Outreach to and collaboration with organizations or individuals,
including Medicaid beneficiaries, which are not formally participating in project activities and are
not receiving direct DSRIP funding but are important to the success of the ACH’s projects.

2. Health Equity: Reducing and ultimately eliminating disparities in health and their
determinants that adversely affect excluded or marginalized groups. 1
3. Key Staff Position: Position within the overall organizational structure established by the ACH
to reflect capability to make decisions and be accountable for the following five areas: Financial,
Clinical, Community, Data, Program Management and Strategy Development
4. Partnering Provider: Traditional and non-traditional Medicaid providers and organizations
that have committed to participate in the ACH’s projects. Traditional Medicaid providers are
traditionally reimbursed by Medicaid; non-traditional Medicaid providers are not traditionally
reimbursed by Medicaid.
5.

Project Areas: The eight Medicaid Transformation projects that ACHs can implement.

6. Project Portfolio: The full set of project areas an ACH is implementing.

1
Braveman P, Arkin E, Orleans T, Proctor D, and Plough A. What Is Health Equity? And What Difference Does a Definition Make?
Princeton, NJ: Robert Wood Johnson Foundation, 2017. Accessible at:
http://www.rwjf.org/content/dam/farm/reports/issue_briefs/2017/rwjf437393.
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Semi-Annual Report Submission Instructions
ACHs must submit their completed Semi-Annual Reports to the Independent Assessor no later
than July 31, 2018 at 3:00p.m. PST.
File Format
ACHs must respond to all items in the Microsoft Word Semi-Annual Report template and the
attached Microsoft Excel workbook in narrative or table format, based on the individual
question instruction. ACHs are strongly encouraged to be concise in their responses.
ACHs must include all required attachments, and label and make reference to the attachments
in their responses where applicable. Additional attachments may only substantiate, not
substitute for, a response to a specific question. HCA and the IA reserve the right not to review
attachments beyond those that are required or recommended.
Files should be submitted in Microsoft Word and Microsoft Excel or a searchable PDF format.
Below are examples of the file naming conventions that ACHs should use:
•

Main Report or Full PDF: ACH Name.SAR1 Report. 7.31.18

•

Excel Workbook: ACH Name. SAR1 Workbook. 7.31.18

•

Attachments: ACH Name.SAR1 Attachment X. 7.31.18

Note that all submitted materials will be posted publicly; therefore, ACHs must
submit versions that can be public facing.

Washington Collaboration, Performance, and Analytics System (WA CPAS)
ACHs must submit their Semi-Annual Reports through the WA CPAS which can be accessed at
https://cpaswa.mslc.com/. ACHs must upload the Semi-Annual Report, workbook,
and any attachments to the sub-folder titled “Semi-Annual Report 1 – July 31,
2018.” The folder path in the ACH’s directory is:
Semi-Annual Reports  Semi-Annual Report 1 – July 31, 2018.
Please see the WA CPAS User Guide provided in fall 2017, and available on the CPAS website,
for further detail on document submission.

Semi-Annual Report Submission and Assessment Timeline
Below is a high-level timeline for assessment of the Semi-Annual Reports for reporting period
January 1, 2018 – June 30, 2018.
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ACH Semi-Annual Report 1 – Submission and Assessment Timeline
Responsible
Party

Timeframe

HCA

March 30, 2018

HCA/IA

Apr 9, 2018

IA

Apr 2018

4. Submit Semi-Annual Reports

ACHs

July 31, 2018

5. Conduct assessment of reports

IA

Aug 1-25, 2018

6. If needed, issue information request to ACHs within
30 calendar days of report due date

IA

Aug 25-30, 2018

ACHs

Aug 26-Sept 14, 2018

8. If needed, review additional information within 15
calendar days of receipt

IA

Sept 10-29, 2018

9. Issue findings to HCA for approval

IA

TBD

No.
1.

Activity
Distribution of Semi-Annual Report Template and
Workbook to ACHs

2. Overview of Semi-Annual Report Template
3. Publish pre-recorded webinar with additional
information about the Semi-Annual Report
assessment

7.

If needed, respond to information request within 15
calendar days of receipt

Contact Information
Questions about the Semi-Annual Report template, submission, and assessment process should
be directed to WADSRIP@mslc.com.
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ACH Contact Information
Provide contact information for the primary ACH representative. The primary contact will be
used for all correspondence relating to the ACH’s Semi-Annual Report. If secondary contacts
should be included in communications, please also include their information.
ACH Name:

HealthierHere

Primary Contact Name

Gena Morgan, Chief Operating Officer

Phone Number

(206) 849-6262

E-mail Address

gmorgan@healthierhere.org

Secondary Contact
Name

Susan McLaughlin, Executive Director

Phone Number

(206) 790 – 3709
smclaughlin@healthierhere.org

E-mail Address
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Section 1: Required Milestones for Demonstration Year (DY) 2,
Quarter 2
This section outlines questions specific to the milestones required in the Medicaid
Transformation Project Toolkit by DY 2, Q2. This section will vary each semi-annual reporting
period based on the required milestones for the associated reporting period.
A. Milestone 1: Assessment of Current State Capacity
1. Attestation: The ACH worked with partnering providers to complete a current state
assessment that contributes to implementation design decisions in support of each
project area in the ACH’s project portfolio and Domain 1 focus areas. Place an “X” in the
appropriate box.
Note: the IA and HCA reserve the right to request documentation in support of
milestone completion.
Yes

No

X

2. If the ACH checked “No” in item A.1, provide the ACH’s rationale for not completing a
current state assessment, and the ACH’s next steps and estimated completion date. If the
ACH checked “Yes” in item A.1, respond “Not Applicable.”
ACH Response: Not Applicable

3. Describe assessment activities and processes that have occurred, including discussion(s)
with partnering providers and other parties from which the ACH requested input.
Highlight key findings, as well as critical gaps and mitigation strategies, by topic area for
the project portfolio and/or by project.
ACH Response:
During the first half of DY2, HealthierHere reviewed and conducted assessments to
enhance its understanding of the current state of needs and capacity in the region as well
as partner readiness for transformation. Notably, HealthierHere reviewed assessments
recently conducted by Public Health – Seattle and King County and the Health Care
Authority (HCA). Figure 1 below depicts the assessments that are informing
HealthierHere’s planning and implementation approach to health system
transformation.
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Figure 1. King County Assessments
Assessment
Name

Assessment
Lead

Hospital/
Health System
Current State
Assessment

HealthierHere

May 2018

Survey results enhanced
HealthierHere’s understanding of
hospitals’/health systems’ current state
of readiness for system transformation

BHA Current
State
Assessment

HealthierHere

May 2018

Survey results enhanced
HealthierHere’s understanding of King
County behavioral health agencies
(BHAs) current state of readiness for
system transformation

FQHC Current
State
Assessment

HealthierHere

May 2018

Survey results enhanced
HealthierHere’s understanding of
Federally Qualified Health Centers’
(FQHCs) current state of readiness for
system transformation

HIE/HIT
Assessment

HealthierHere

March-April
2017

Survey results enhanced
HealthierHere’s understanding of
partnering providers’ Health
Information Exchange/Health
Information Technology (HIE/HIT)
capabilities and gaps

Survey of
Medicaid
Clients

HealthierHere

2017

Survey results enhanced
HealthierHere’s understanding of
Medicaid clients’ needs and informed
project selection and development

Regional Health King County for
Needs Inventory HealthierHere

2017

The inventory of locally available health
data resources helped HealthierHere
develop transformation projects

Familiar Faces
Current State
and Future
State Map

King County

2013-current

The Familiar Faces vision for the future
puts the individual at the center of a
care team; this vision is informing
HealthierHere’s approach to teambased care

King County
Community
Health Needs
Assessment

King County

2017

The Health Needs Assessment informed
HealthierHere’s understanding of
community demographics, life

Completed

(see pp. 11-15 of
link)
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Assessment
Name

Assessment
Lead

Completed

Description
expectancy, leading causes of death, and
chronic illness in the region

HCA’s Valuebased Roadmap
and Valuebased
Purchasing
Survey Results

HCA

2017

The survey results provide a progress
report on state Paying for Value Goals
and will inform HealthierHere’s VBP
roadmap

The cornerstone assessments that are informing HealthierHere’s understanding of
partners and implementation decisions are: (1) the Current State Assessment (CSA), and
(2) the HIE/HIT Assessment. These assessments are detailed below. HealthierHere has
shared the results of these assessments with its stakeholders to help them better
understand the information collected and inform HealthierHere’s approach to health
system transformation.
Current State Assessment. HealthierHere developed and administered the CSA to
enhance its understanding of the current state of readiness for system transformation at
the partner and regional levels. Fifty hospitals/health systems, FQHCs, and BHAs in
King County were invited to complete the CSA, and approximately 90% responded. (See
Appendix A. Current State Assessment Survey Tool: Hospitals and Health Systems for
an example of the CSA survey tool)
The CSA gathered information about partner organizations (e.g., size, locations, services
offered) and their experience and capabilities relative to:
•

Workforce

•

VBP

•

The National Standards for Culturally and Linguistically Appropriate Services in
Health and Health Care (National CLAS Standards)

•

Quality Improvement

•

Care Coordination

The CSA also gathered information about partners’ interest in participating, and intent
to participate, in HealthierHere’s four projects and their foundational capabilities critical
to project participation.
HealthierHere reviewed and analyzed the information collected through the CSA and
shared its findings with stakeholders. The findings are being used to inform
HealthierHere’s investment plan, project implementation plans, provider contracting,
Semi-Annual Report Template
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and overall approach to system-wide health transformation. HealthierHere is engaging
partners in one-on-one conversations to confirm and deepen its understanding of
findings, and discuss implications for partner participation in the Medicaid
Transformation Project (MTP). A summary of key findings at the portfolio (across
projects) and project levels appears below in Figure 2; critical gaps and emerging
strategies to address those gaps are described in Figure 4. (See Appendix B. Current
State Assessment Findings Slide Deck for a more detailed summary of the CSA findings)
Figure 2. Summary of CSA Key Findings
CSA Key Findings
Portfolio-level Key Findings
Workforce

VBP

•

Partners are experiencing staff shortages among:
o

Community health workers (CHWs) and peers

o

Medical staff, including primary care providers (PCPs),
nurses, and medical assistants

o

Care coordinators/managers/navigators

o

Behavioral health professionals, especially those
specializing in substance use disorders (SUDs)

•

Partners lack access to external training, including training on
team-based care, CHW roles, and various evidence-based
approaches specific to HealthierHere’s projects

•

Hospital/health system and FQHC partners report including VBP
provisions in contracts

•

Partners have yet to incorporate links to social determinants of
health into their approaches to VBP

•

BHAs lag behind hospitals/health systems and FQHCs in their
readiness for VBP

•

While all partners would benefit from some level of VBP training,
BHAs have the greatest need for training

National CLAS •
Standards
•

Most partners use the National CLAS Standards
Partners do not consistently interpret important patient-facing
materials (e.g., consent, medication instructions, education
materials)
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CSA Key Findings
Quality
Improvement
and
Performance
Measurement

Care
Coordination

•

Most partners have quality improvement (QI) processes in place

•

Over 80% of hospital/health system and FQHC respondents are
using their quality improvement processes to provide feedback to
providers, whereas fewer than 20% of BHAs are providing feedback
to providers

•

Quality improvement and performance measurement strategies are
not used continuously by approximately half the BHA respondents;
more than two-thirds of FQHCs and over 80% of hospital/health
system respondents use strategies continuously

•

Partners’ electronic health records (EHRs) do not sufficiently
support care coordination (i.e., HIE, shared care plans)
o

EHR use is less mature among BHAs than among health
systems/hospitals and FQHCs

•

Partners’ facilities are generally not designed to facilitate teambased care and interdisciplinary patient consults (e.g., physical and
behavioral health)

•

The current culture of care is largely siloed

Project-level Key Findings
2A: Bidirectional Integration of Physical and Behavioral Health through Care
Transformation
•

The majority of respondents plan to implement the Collaborative Care model

•

Partners face common barriers to implementing integrated care, including health IT,
financial systems, and contracting

•

Partners need training on integrated care and population health management; BHAs
are especially in need of training

•

Respondents completed components of the Maine Health Access Foundation
(MeHAF) self-assessment, which found some common strengths among all partners,
but also showed BHAs lag behind FQHCs and hospitals/health systems in all
categories. See Figure 3 below.
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CSA Key Findings
Figure 3. Summary of MeHaF Responses by Respondent Type

2C: Transitional Care
•

Hospitals/health systems are the most mature with respect to offering patient services
pre- and post-discharge (e.g., medication reconciliation, patient/caregiver education,
follow-up visits)

•

Respondents are using tools to facilitate care transitions that address elements of the
evidence-based tools in the toolkit; however, they are not using the tools exactly as
prescribed

•

Respondents identified the following barriers to transitional care:
o

Lack of housing

o

Lack of communication/collaboration among participants (e.g., discharge
information sharing)

o

Delayed access to mental health/SUD treatment, specialty care, and clinics

o

Lack of funding for outreach, CHWs, and to support longer PCP
appointments

Semi-Annual Report Template
Reporting Period: January 1, 2018 – June 30, 2018
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CSA Key Findings
o

Staffing challenges/shortages

o

Lack of skilled nursing facility and adult family home funding models, beds,
and willingness to accept patients

3A: Addressing the Opioid Use Public Health Crisis
•

Respondents use opioid best practices inconsistently

•

Hospitals/health systems use opioid prescribing guidelines more than other settings;
both hospitals/health systems and FQHCs have taken steps to implement prescribing
guidelines, including training providers and monitoring opioid prescribing practices

•

Providers are not consistently registering with or using the Prescription Monitoring
Program (PMP), and few have integrated the PMP with their EHRs outside the
hospital/health system setting

3D: Chronic Disease Prevention and Control
•

Respondents have common high interest in diabetes and cardiovascular disease;
FQHCs had the most interest in pediatric and adult asthma among respondents

•

BHAs generally do not use or have access to chronic disease registries; 60% or more of
hospitals/health systems and FQHCs have an asthma registry and 80% or more have a
diabetes registry

•

Respondents have inconsistent approaches to care plans, and care plans generally do
not include a description of how services will be coordinated

•

The composition of chronic disease care teams varies, with FQHCs employing the
most diverse teams, including CHWs, pharmacists, and registered dietitians

•

Hospitals/health systems are more likely to provide illness self-management, but use
of specific models is low

•

Barriers to partner use of CHWs include financing/funding, integration of CHWs into
workflow, space constraints, and training

HealthierHere is in the process of developing strategies to address partnering providers’
common needs critical to projects’ success and regional health care transformation. An
initial list of gaps appears below with corresponding emerging mitigation strategies;
these strategies are under development and will be augmented and refined through
HealthierHere’s ongoing work with stakeholders.
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Figure 4. Partnering Providers’ Critical Gaps and Emerging Mitigation
Strategies
Partnering Providers’ Critical Gaps
(Portfolio-level)

Emerging Mitigation Strategies

Staffing – Partnering providers need
support recruiting and retaining: medical
staff; behavioral health providers,
especially substance use providers; CHWs;
and peer support specialists (peers).

As part of its Domain 1 activities focused
on workforce, HealthierHere will build
statewide health system capacity through
its participation in the Health System
Capacity Building Work Group in
partnership with all 9 ACHs, the
University of Washington, the Association
of Washington Public Hospital Districts,
and the HCA. HealthierHere is also
developing strategies to support local
partnering providers’ staffing needs and is
evaluating potential strategies, including
training and technical assistance (TA);
subsidizing select types of providers (e.g.,
CHWs, care coordinators) to advance
team-based care; and collaborating with
training organizations to cultivate the
appropriate health care workforce pipeline
to meet King County’s needs.

Care Models – Partnering providers
reported low and inconsistent use of
toolkit care models.

HealthierHere is working with partnering
providers to articulate the specific
evidence-based care model and practice
guidelines providers will need to follow for
each project, including supporting teambased staffing models (e.g., adding CHWs
and care coordinators to the care team).
HealthierHere will offer partnering
providers training and TA on the models,
practice coaching, and identify champions
among partnering providers to share best
practices.

HealthierHere is considering funding MTP
key staff roles, such as program managers,
at some partner organizations, especially
partners that are large and complex.

Semi-Annual Report Template
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Partnering Providers’ Critical Gaps
(Portfolio-level)

Emerging Mitigation Strategies

Program managers would coordinate and
monitor the progress of clinical projects at
major partner organizations and serve as
the liaison between the partner and
HealthierHere.
EHRs – The majority of partnering
providers have implemented EHRs, but
the lack of interoperability and use of
shared care plans limits effective team
communication and population
management, especially outside the
inpatient and ambulatory care
environments.

HealthierHere developed principles to
guide its HIE and HIT investments, and is
developing a framework to evaluate the
feasibility of specific investment
opportunities. HealthierHere will invest in
HIE and HIT infrastructure to drive
system transformation across projects and
partners.

Funding Models for Care
Coordination – Partnering providers
reported needing VBP models that support
care coordination and staff to implement
care coordination activities (e.g., CHWs
and peers).

HealthierHere is actively engaged with
managed care organizations (MCOs) and
the state around VBP models.
HealthierHere plans to work with
stakeholders to develop VBP models that
support CHWs, peers, and other positions
not traditionally reimbursed under
Medicaid beyond the MTP.

Clinical-Community Linkages –
Partnering providers need stronger
relationships with community-based
organizations (CBOs), especially housing
providers, to support the social
determinants of health (SDOH) and
shared care plans.

HealthierHere is in the process of
developing a community engagement plan
focused on meaningful and thoughtful
CBO engagement. CBOs will be chosen
based on their alignment with
HealthierHere goals and objectives and
ability to assist with the success of specific
projects and overall transformation.

HealthierHere is also actively learning
about other communities’ 211 efforts to
link community based social services to
clinical settings (i.e., San Diego 211
Community Information Exchange (CIE)).
HealthierHere is developing a plan to link
Semi-Annual Report Template
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Emerging Mitigation Strategies

Partnering Providers’ Critical Gaps
(Portfolio-level)

community based social services,
augmenting the existing 211 program to
connect King County residents to critical
health care and social services, including
CBOs and the healthcare delivery system,
through some type of CIE.
BHA Support – BHAs’ capabilities lag
behind those of their hospital and FQHC
counterparts, and BHAs will require
additional support to participate in
HealthierHere projects.

HealthierHere will support BHAs through
project 2A (bidirectional care) as well as
Domain 1 activities focused on quality
improvement, HIE and HIT, and VBP. As
project implementation begins,
HealthierHere will identify opportunities
to provide additional support (e.g., QI
training, financial, or other) to BHAs in
efforts to mitigate disparities in
transformation readiness. Additionally,
HealthierHere is providing strategic advice
and meeting regularly with the King
County Behavioral Health Organization
(BHO) regarding how funding for fully
integrated managed care (FIMC) can best
support BHAs during the transition.

HIE/HIT Assessment. HealthierHere developed and administered an assessment to
understand partners’ capabilities related to HIE and HIT. The HIE/HIT assessment
evaluated Medicaid health partners’ and behavioral health partners’ capabilities relative
to:
•

EHRs

•

HIE

•

Telehealth and mobile applications

•

Other technologies

•

Population health management and registries

Fifty partners, including hospitals/health systems, FQHCs, and BHAs, were invited to
complete the HIE/HIT assessment, and approximately 90% responded.
The major themes from the HIE/HIT assessment are:
Semi-Annual Report Template
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•

There is large variability in HIE/HIT capacity and use within and across sectors

•

Partners have limited data partnerships and information systems that support
clinical-community linkages

•

Across sectors, there are fragmented referral and coordination systems to address
social determinant needs (e.g., housing, employment, food insecurity, childcare)

Key findings are summarized by theme below. (See Appendix C. HIE/HIT Assessment
Findings Slide Deck for a more detailed summary of the HIE/HIT assessment findings.)
Figure 5. HIE/HIT Assessment Findings
Theme
Across and within
sectors, there is large
variability in HIE/HIT
capacity and use

Key Findings
•

Partners use at least 18 different EHR systems

•

BHAs have the greatest gap in capabilities:
o

75% report using an EHR

o

16% have population health management
systems or tools

o

24% have disease registries

o

Over half have no PMP access or plans for its use

•

There is great variability among partners relative to
EHR infrastructure and use, especially with respect to
data collection and sharing

•

While most hospitals reported population health
capabilities, most FQHCs and BHAs do not have such
capabilities

Partners have limited
•
data partnerships and
information systems that

o

Those that have population health management
systems generally use them to identify gaps in
care; only half are using them to monitor and
track patients

o

Most hospitals and FQHCs have and use patient
registries to improve the quality of patient care;
many of these registries are managed manually
or through Excel spreadsheets; fewer than a
quarter of BHA respondents have registries

The majority of respondents do not share data through
their EHRs with CBOs or social service agencies

Semi-Annual Report Template
Reporting Period: January 1, 2018 – June 30, 2018

Page 18

Theme

Key Findings

support clinical•
community linkages
(e.g., sharing data
through EHRs for shared
•
care planning and
coordination of care)
Across sectors, there are
fragmented referral and
coordination systems to
address social
determinant needs

Over half of hospitals/health systems and BHAs
reported exchanging some health information via paper
or fax with CBOs or social service agencies
Shared care planning and coordination are needed
among and across all provider types (e.g.,
hospital/health system to BHA, FQHC to BHA)

•

There are several referral systems that exist for various
focus populations in the region, but the majority are not
linked to EHRs

•

There is no technology platform in place that supports
data sharing and coordination activities across CBOs
and social service agencies

Based on these findings, and in collaboration with stakeholders, HealthierHere
developed principles to guide its HIE and HIT investments as well as a framework for
assessing the feasibility of investment options.
Figure 6. Guiding Principles for HIE and HIT Investments
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4. Describe how the ACH has used the assessment(s) to inform continued project planning
and implementation. Specifically provide information as to whether the ACH has
adjusted projects originally proposed in project Plans, based on assessment findings.
ACH Response:
The CSA and HIE/HIT Assessment helped identify key areas in which partnering
providers will require support to be successful in project implementation and contribute
to regional health care transformation. While HealthierHere has not adjusted the
projects proposed in its project plans, the CSA and HIE/HIT Assessment assisted the
ACH in refining where and how to make investments for maximum impact. For example,
HealthierHere will:
•

Prioritize investments in BHAs to help close the gap in BHAs’ core capabilities
relative to hospitals/health systems and FQHCs.

•

Prioritize training for partnering providers around the evidence-based care
models.

•

Support workforce development and increase health system capacity throughout
the region to help drive transformation.

•

Establish forums where providers can learn from others’ experiences (e.g.,
project work groups, learning collaboratives).

•

Develop both a catalytic investment framework that will define investment
opportunities to bring about transformation, and criteria for evaluating such
opportunities and estimating their impact relative to HealthierHere’s overarching
vision for health system transformation.

•

Identify areas where the ACH can serve as a critical stakeholder table, convening
diverse stakeholders and trusted leadership around common needs and complex
issues requiring broad consensus (e.g., HIE, data governance).

As HealthierHere continues with planning and implementation efforts, the CSA results,
in addition to input from stakeholders, will continue to guide activities within and across
projects.

5. Provide examples of community assets identified by the ACH and partnering providers
that directly support the health equity goals of the region.
ACH Response:
Healthy People 2020 defines health equity as the “attainment of the highest level of
health for all people.” In pursuit of this goal, HealthierHere’s work is closely aligned with
and informed by the work of other transformational initiatives in King County.
HealthierHere identified community assets within King County to help address health
disparities and advance health outcomes throughout our region. Each of these initiatives
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focuses on identifying community assets and providing additional support to amplify
community voice in service delivery, planning, policy, and decision-making processes.
Notably, these initiatives (described below) aim to eliminate disparities and create more
equitable systems while addressing the acute needs of individuals who experience or are
at risk of disparate health and social outcomes. These community assets include, but are
not limited to:
•

Best Starts for Kids: King County voters approved the Best Starts for Kids
(BSK) Levy (Ordinance 18088) in late 2015, creating a vital source of funding to
build healthier communities. BSK is the most comprehensive approach to early
childhood development in the nation. BSK invests in programs to promote
healthier, more resilient families and communities, starting with prenatal
support and continuing through the teenage years. The levy generates $65
million annually for investments in prevention and early intervention for
children, youth, families, and communities. While many BSK strategies are
addressing access to services, some investments are focused on making systemic
changes that drive health outcomes. These include investments in addressing the
inequitable overrepresentation of youth of color in the juvenile justice system.

•

Veterans, Seniors and Human Services Levy: In November 2017, King
County voters approved the Veterans, Seniors and Human Services Levy
(VSHSL) (Ordinance 18555), which will generate $52 million annually for
investments in programs and services aimed at improving the health and wellbeing of veterans, seniors, and other vulnerable populations. Funds are allocated
to four major categories: 1) regional health and human services to veterans and
military service members and their respective families, and other persons in King
County; 2) housing stability investments that include new capital facilities and
regional health and human services for veterans, seniors, and vulnerable
populations; 3) senior center investments that will be used to help senior centers
expand capacity, extend hours, reach new groups of seniors, and offer new
services for seniors and their caregivers; and 4) capacity-building support for
small organizations, partnerships, and groups that provide VSHSL-funded
services for veterans, seniors, and vulnerable populations.

•

King County Mental Illness and Drug Dependency Sales Tax: King
County’s Mental Illness and Drug Dependency (MIDD) is a countywide 0.1%
sales tax generating about $67 million annually specifically for programs and
services for people living with mental illness and chemical dependency. King
County’s MIDD goal is that people living with, or at risk of, behavioral health
conditions are healthy, have satisfying social relationships, and avoid becoming
part of the criminal justice system. MIDD priorities include: 1) funding services
and programs to keep people out of, or from returning to, jail and the criminal
justice system, including upstream prevention and diversion activities; 2)
investing in a treatment-on-demand system that delivers treatment to people
who need it when they need it, so crises can be avoided or shortened; and 3)
creating services that are responsive to the unique needs of King County’s
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geographic and cultural/ethnic communities.
•

Familiar Faces: The Familiar Faces initiative is centered on creating a system
of integrated care for complex health populations. Familiar Faces refers to a
population defined as individuals who are frequent utilizers of a King County jail
(defined as having been booked into jail four or more times in a 12-month period)
and who also have a mental health and/or substance use condition.

•

Communities of Opportunity: Communities of Opportunity is a communityled initiative designed to identify locally driven strategies to strengthen
community connections, economic opportunity, health outcomes, and housing
for low-income residents and communities of color in King County. The initiative
currently supports 27 place-based and cultural community organizations in
building on existing community assets, preserving community and cultural
anchors, and including the community’s voice in the development of strategies to
address equity, disparities, and the impact of institutional and structural racism.

•

Social Justice Initiatives: The King County Equity and Social Justice
Initiative and Seattle Race and Social Justice Initiative have been
engaging in race and social justice work to address equity for residents in King
County. The King County Office of Equity and Social Justice developed a countywide equity and social justice strategic plan after conducting an assessment to
identify disparities experienced by communities of color, immigrant and refugee
community members, and low-income community members in King County.
That assessment included the identification of community strengths and assets.

•

Healthy King County Coalition: The coalition brings together more than 40
King County organizations around the common vision of health equity and justice
for everyone, regardless of where they live. The coalition supports access to
healthy eating, smoke- and drug-free environments, and safe places to be active,
and strives to reduce disparities, including health and wellness differences
affected by factors such as race, ethnicity, and income.

•

Crisis Clinic: The Crisis Clinic offers telephone-based crisis intervention,
information, and referrals to community services for youth and adults in King
County. Its services include:

•

o

Emotional support to those in crisis through a 24-hour crisis line.

o

Referrals to community services based on a database of more than 5,000
services through King County 211.

o

A peer-answered help line for people living with mental health challenges.

Within Reach: Within Reach helps families and individuals across Washington
connect with the resources and services needed to be healthy and safe. It acts as
the single point of entry to the many resources a family needs to be healthy,
including connecting families to food, health coverage, child development
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support, immunizations, and much more.
•

You Belong Here (YBH): As part of our participation in ReThink Health,
HealthierHere has had the opportunity to partner in the incubation of a
movement called You Belong Here. You Belong Here is a small group of funders
and regional leaders who have been talking about what it would take to put our
region on a path where:
o We work with intention across sectors, institutions, and communities to
apply our region’s assets and untapped capacities to create a more
inclusive future;
o We co-create lasting solutions to our toughest regional challenges by
tackling their underlying causes rather than just focusing on the
symptoms;
o Our region progresses in a way that reflects our values: We uphold and
champion our shared values and seek to become a place where everyone
has a sense of belonging and can contribute their best.

You Below Here calls the set of conditions that would lead to these outcomes “civic
muscle,” and believes they need strengthening.
With support from the Gates Foundation and Seattle Foundation, You Belong Here
has convened a diverse set of leaders who have made a two-year (2018 and 2019)
commitment to this effort. In its earliest phase, You Belong Here is beginning by
talking and listening deeply to others in the region. By meeting with employers,
grassroots community leaders, social sector leaders, millennials, longtime residents,
and new arrivals, it will gain a diverse set of perspectives and ensure that its
approach is building civic muscle and a sense of belonging and inclusion.
Many of the community groups, social service agencies, and CBOs involved with these
initiatives also engage in efforts to either address the social determinants of health or to
reach community members who comprise the focus populations included within
HealthierHere’s project portfolio, and are actively engaged with the HealthierHere Board
and committees.
Additionally, HealthierHere continues to engage with ethnic health boards around the
health disparities affecting the populations they represent. The Somali Health Board is
an active participant on the Community and Consumer Voice (CCV) Committee and acts
as an advocate for Somali immigrants and refugees and their health outcomes. The
Somali Health Board is actively coordinating with eight other ethnic health boards in
King County to establish the Community Health Board Coalition to ensure the
perspectives of underserved populations have a shared and powerful voice for health by
creating a joint policy agenda.

6. Provide a brief description of the steps the ACH has taken to address health equity
knowledge/skill gaps identified by partnering providers, and how those steps connect to
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ACH transformation objectives.
ACH Response:
HealthierHere and its governance bodies lead with health equity, work to eliminate
disparities in health and well-being, and address the current power dynamic and
institutional and structural racism in the health care system that perpetuates inequities.
The HealthierHere Governing Board leads with health equity by:
•

Ensuring all meetings are open to the public, accepting public comment during
meetings, and integrating members of the public in work groups during
Governing Board meetings

•

Requiring health equity to be addressed in all Governing Board decision-making
memos, describing how the recommendation(s) considered health equity and
other core values

•

Incorporating health equity into its charters and the charters of its committees

HealthierHere is actively pursuing health equity through its CCV Committee, CBO
engagement, CSA, and funding methodology which are described briefly below.
Community and Consumer Voice Committee. During MTP planning in DY2,
HealthierHere continued convening its CCV Committee comprised of community
leaders, CBOs, Medicaid consumers, and others committed to advancing health equity in
King County. In June 2018, HealthierHere chartered the committee as a formal
committee of the Governing Board, formalizing the Committee’s role in the
HealthierHere governance structure and relationship to the Governing Board. The CCV
Committee is an important asset and was established during planning efforts in 2016. Its
members represent critical stakeholders working with diverse populations, including
racially and ethnically diverse populations, immigrants, refugees, and those who
statistically experience health inequities such as individuals with behavioral health
conditions or who are experiencing homelessness. The CCV Committee meets monthly
and provides guidance, advice, and input into HealthierHere’s planning and decisionmaking processes to ensure that community supports to advance health equity are in
place, while also working to ensure that the health care system becomes more culturally
responsive.
The CCV Committee is advising HealthierHere on health equity-focused activities,
including:
•

Non-native English/Low Health Literacy. In DY1, the CCV Committee conducted
a survey of individuals who are non-native English speaking or who have lower
health literacy, focusing on their knowledge and use of and access to Medicaid
services. The results of this survey were used by HealthierHere to inform project
planning efforts in DY2.

•

Key CBO Partners. HealthierHere is working with the CCV Committee to gather
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information about how CBOs engage with Medicaid beneficiaries, which will be
important to transformation efforts. The Committee is also reviewing the CSA
findings related to partnering providers’ CBO relationships to inform
HealthierHere’s overall CBO strategy.
Direct CBO Engagement. HealthierHere is also taking steps to engage CBOs; CBOs
will be critical to achieving widespread health system transformation. The two primary
ways HealthierHere is engaging CBOs are through the following:
•

CBO Assessment – HealthierHere plans to administer a CBO assessment in
summer 2018 to gather information about how CBOs are addressing the social
determinants of health (e.g., food security, employment/training, housing) in
King County, specifically: their projects of interest; regions and populations
served; scope of services; Medicaid volume; and organizational infrastructure,
including HIE/HIT. This assessment will help HealthierHere better understand
the large and diverse CBO landscape and identify priority partners ready to
participate in HealthierHere projects as well as priority partners who may require
investment or capacity-building support to strengthen bi-directional partnerships
with the healthcare delivery system.

•

Small Grants Program – HealthierHere is developing a small grants program to
further increase community members’, Medicaid consumers’, and CBOs’ voices in
driving transformation in the region. The program is intended to increase
participation in HealthierHere community engagement, planning, and
implementation activities, including reaching out to CBOs’ respective focus
populations, especially non-English-speaking populations. CCV Steering
Committee members Roi-Martin Brown, of the Washington Community Action
Network; Jihan Rashid, of the Somali Health Board; Hallie Pritchett, of Lake
Washington Institute of Technology; Sybill Hyppolite, of SEIU 1199NW;
Elizabeth Bennett, of Seattle Children’s Hospital; and Hani Mohamed, of
Community Health Plan of Washington, are working with HealthierHere to
develop the criteria for the grant program.

Current State Assessment. To inform its health equity strategy, HealthierHere
gathered information about clinical providers’ health equity capabilities in the CSA,
including the extent to which providers:
•

Have a mission statement that reflects a commitment to providing culturally
competent care

•

Have adopted the National CLAS Standards or other guidance to incorporate
cultural competence into organizational planning

•

Have policies and/or procedures addressing cultural sensitivity and effective
communication in the provision of care

•

Offer ongoing training on cultural and language diversity
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•

Make information available to clients in languages other than English

•

Make interpreter services available across different communication media (e.g.,
phone, face to face, video)

•

Involve community representatives in the planning, design, and evaluation of
client services for culturally diverse populations

•

Tailor patient communications about integrated care to the individual patient’s
needs, culture, language, or learning style

HealthierHere is using the information gathered from the CSA regarding health equity
knowledge/skills gaps to identify the depth of partnerships that providers have with
CBOs to address the SDOH, barriers to effectively addressing the SDOH, barriers to
partnerships, and the innovation that is necessary to work together. Once that
information is analyzed, it will be shared with the CCV Committee and CBO partners to
“ground truth” the results and begin to develop creative and sustainable strategies to
address the identified gaps.
Creating a culturally competent and responsive health care delivery system and
implementing the National CLAS Standards are only pieces of the solution. Establishing
trusted relationships with physical and behavioral health care providers, creating
support systems and safety networks for community members accessing health care,
addressing the SDOH, and including client voices in health care delivery systems as well
as health policy and planning decisions are central to shifting the institutional and
structural barriers that lead to health inequities. Creating partnerships to address health
inequity; developing partnerships between health care providers and CBOs addressing
the SDOH; and ensuring that workforce development strategies and curricula
meaningfully incorporate cultural competence, relevance, and community voice are a few
examples of the interim strategies that will be implemented to address health equity
knowledge and skills gaps.
Funding Methodology. Additionally in DY2, HealthierHere developed its allocation
methodology for 2018 partner engagement and planning dollars. The methodology
allocates 40% of funds earned by HealthierHere to nontraditional Medicaid providers.
These funds will help providers address the disparities identified in the Regional Health
Needs Inventory (RHNI) and CSA.
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B. Milestone 2: Strategy Development for Domain I Focus Areas (Systems for
Population Health Management, Workforce, Value-based Payment)
1. Attestation: During the reporting period, the ACH has identified common gaps,
opportunities, and strategies for statewide health system capacity building, including
HIT/HIE, workforce/practice transformation, and VBP. Place an “X” in the appropriate
box.
Note: the IA and HCA reserve the right to request documentation in support of
milestone completion.
Yes

No

X

2. If the ACH checked “No” in item B.1, provide the ACH’s rationale for not identifying
common gaps, opportunities, and strategies for statewide health system capacity
building. Describe the steps the ACH will take to complete this milestone. If the ACH
checked “Yes,” respond “Not Applicable.”
ACH Response: Not Applicable
3. Describe progress the ACH has made during the reporting period to identify potential
strategies for each Domain 1 focus area that will support the ACH’s project portfolio and
specific projects, where applicable.
ACH Response:
The CSA and HIE/HIT Assessment gathered information about partnering providers’
capabilities and needs relative to the three Domain 1 focus areas: population health
management systems, workforce, and VBP.
HealthierHere reviewed and analyzed the information collected through the CSA and
HIE/HIT Assessment and shared the results through its stakeholder process, including
at a Partner Summit meeting and with project work groups. HealthierHere is using the
results to inform the development of Domain 1 strategies that support the ACH’s
portfolio of projects as well as individual projects. These strategies will be refined
through the stakeholder process, and a first round of strategies will be approved by the
Governing Board this summer. HealthierHere will continue to refine its Domain 1
strategies throughout the MTP.
The figure below depicts the development of Domain 1 strategies in the first half of DY2.
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Figure 7. Domain 1 Progress January 1-June 30, 2018

As HealthierHere approaches project implementation, it is focused on ensuring that
health care partners have the necessary foundational capabilities to be successful and
improve health outcomes with their respective focus populations. These capabilities are
depicted below at both the system and patient care levels. HealthierHere’s emerging
Domain 1 strategies are focused on supporting these foundational capabilities.
Figure 8. Foundational Capabilities of Partnering Providers

4. Provide information as to whether the ACH has adjusted Domain 1 strategies as
originally proposed in its Project Plan based on ongoing assessment.
ACH Response:
HealthierHere continues to work toward implementing the Domain 1 strategies
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described in its project plan. The CSA, HIE/HIT Assessment, and targeted conversations
with stakeholders have helped HealthierHere understand partnering providers’
capabilities and needs. In response, HealthierHere is working to refine Domain 1
strategies to better address partnering providers’ needs. These strategies are described
below.
Figure 9. Refined Domain 1 Strategies
Domain 1 Strategies
Workforce
Portfolio
Strategies

Project-specific
Strategies

•

Provide training and TA on population health management and
care models that are foundational to the implementation of
HealthierHere’s projects

•

Build capacity and support for CHWs, peer support specialists,
care coordinators, and team-based care through direct funding
and development of VBP models to sustain these positions beyond
the MTP

•

Develop standards of practice for screening and care coordination

•

Create career pathways in partnership with local community
colleges

•

Support workforce development and training in partnership with
King County

•

Disseminate resources available through the state’s Practice
Transformation Support Hub

•

Support positions not funded by Medicaid (e.g., CHWs, peer
support specialists) that are critical to effectively implementing the
selected evidence-based approaches

•

Identify and make available opioid prescribing resources from
partners with established evidence-based programs

Value-based Payment
Portfolio
Strategies

•

Convene Incentive Funds Flow Work Group monthly to develop
funding model for future incentive funds for partnering providers;
the work group will make recommendations to the Finance
Committee for review before the model is advanced to the
Governing Board
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Domain 1 Strategies

Project-specific
Strategies

•

Work with MCOs and other ACHs on a common approach to
sustainability and value-based care

•

Participate on the MVP Action Team to inform HealthierHere’s
VBP strategies (HealthierHere’s CFO and two Finance Committee
members participate on the MVP Action Team)

•

Hold individual and group meetings with MCOs to discuss VBPs

•

The King County BHO is contracting with Health Management
Associates (HMA) to help with the behavioral health network’s
transition to VBP, and HealthierHere staff are actively engaged in
this process to ensure alignment.

Population Health Management Systems
Portfolio
Strategies

•

Develop guiding principles for HIE and HIT investments and a
framework within which to evaluate potential investments

•

Evaluate potential investments that will advance population health
management in King County; investments under consideration
reflect those priorities identified through the HIE/HIT Assessment
(e.g., shared care plans, HIE, registries, eConsult, telehealth,
technical assistance, sharing of best practices)

•

Collaborate with other ACH leadership and statewide partners
(e.g., Washington State Hospital Association, or WSHA) to
identify common needs, opportunities for joint investments, and
assets that may be leveraged across ACHs

•

Develop materials with messaging specific to their audiences
regarding the importance of HIE and HIT (e.g., providers, CBOs)

•

Work with community stakeholders to explore ways to align with
and leverage existing HIE and HIT infrastructure and assets in
King County; for example:
o

Identifying opportunities to build upon OneHealthPort

o

Working with traditional and non-traditional providers
such as fire and emergency medical responders to expand
PreManage as a tool for shared care planning

o

Expanding access to and effective utilization of the
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Domain 1 Strategies
Emergency Department Information Exchange (EDIE)
o

Project-specific
Strategies

Working with the King County integrated health data hub

•

Support BHAs in HIE and HIT adoption, including training and
TA

•

Explore opportunities to establish a communication system
linking clinical and community based providers (i.e., EHRs via the
Crisis Clinic and King County’s 2-1-1 referral system).

•

Standardize project-specific notifications to participating
providers

•

Develop shared care plans tailored to focus populations and
projects

•

Facilitate real-time information sharing on emergency department
(ED) and inpatient admissions through PreManage

•

Work with OneHealthPort to support clinical data repositories and
HIE

5. Describe the ACH’s need for additional support or resources, if any, from state agencies
and/or state entities to be successful regarding health system capacity building in the
Transformation.
ACH Response:
HealthierHere would like additional clarification and support from the state on VBP,
specifically more specific definitions of what the state means by VBP and understanding
how HealthierHere can advance project implementation and sustainability of health
system transformation through future VBP approaches. This support can be facilitated
through the MVP Action Team or other technical assistance from the state.
HealthierHere is collaborating with the other ACHs to identify common needs, and
welcomes the opportunity to continue this dialogue with HCA. Potential needs are
identified below, and HealthierHere will follow up with HCA as these are refined.
Figure 10. Potential Areas of State Support
Systems for Population
Health Management
• Data governance
• Interoperability

Workforce
• Training and TA for key
workforce positions
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Systems for Population
Health Management
• HIE
• Disease registries
• Telehealth
• PreManage/EDIE
• Centralized registries

Workforce

Value-based Payment

within required projects
(e.g., CHWs, peer
support specialists, care
coordinators)
• Development of career
pathways
• Collaborative solutions
for provider shortages
(e.g., recruitment,
expanding scope of
practice and
reimbursement)

MCO VBP and quality
improvement
requirements
• VBP models to support
CHWs, peers, and
other positions not
reimbursed by
Medicaid
• Guidance on ACH’s role
in VBP
• VBP guidance for
providers, especially
behavioral health
providers
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C. Milestone 3: Define Medicaid Transformation Evidence-based Approaches or
Promising Practices, Strategies, and Target Populations
For this milestone, the ACH should either:
A. Respond to items C.1-C.3 in the table following the questions, providing responses
by project. (For projects the ACH is not implementing, respond “Not Applicable.”)
Or,
B. Provide an alternative table that clearly identifies responses to the required items,
C.1-C.3. The ACH may use this flexible approach as long as required items below
are addressed.
1. Medicaid Transformation Approaches and Strategies
Through the Project Planning process, ACHs have committed to a set of projects and
associated strategies/approaches. For each project, please identify the approach and
targeted strategies the ACH is implementing. The state recognizes that ACHs may be
approaching project implementation in a variety of ways.
For each project area the ACH is implementing, the ACH should provide:
a. A description of the ACH’s evidence-based approaches or promising practices
and strategies for meeting Medicaid Transformation Toolkit objectives, goals,
and requirements.
b. A list of transformation activities ACH partnering providers will implement in
support of project objectives. Transformation activities may include entire
evidence-based approaches or promising practices, sub-components of evidencebased approaches or promising practices, or other activities and/or approaches
derived from the goals and requirements of a project area.
c. If the ACH did not select at least one Project Toolkit approach/strategy for a
project area, and instead chose to propose an alternative approach, the ACH is
required to submit a formal request for review by the state using the Project Plan
Modification form. The state and independent assessor will determine whether
the ACH has sufficiently satisfied the equivalency requirement.
2. Target Populations
Provide a detailed description of population(s) that transformation strategies and
approaches are intended to impact. Identify all target populations by project area,
including the following:
a. Define the relevant criteria used to identify the target population(s). These
criteria may include, but are not limited to: age, gender, race,
geographic/regional distribution, setting(s) of care, provider groups, diagnosis,
or other characteristics. Provide sufficient detail to clarify the scope of the target
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population.
Note: ACHs may identify multiple target populations for a given project area or
targeted strategy. Indicate which transformation strategies/approaches identified
under the project are expected to reach which identified target populations.
3. Expansion or Scaling of Transformation Strategies and Approaches
a. Successful transformation strategies and approaches may be expanded in later
years of Medicaid Transformation. Describe the ACH’s current thinking about
how expanding transformation strategies and approaches may expand the scope
of target population and/or activities later in DSRIP years.
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Medicaid Transformation Evidence-based Approaches or Promising Practices, Strategies, and Target Populations
Project 2A: Bi-directional Integration of Physical and Behavioral Health
1. Transformation
Strategies and
Approaches

a. Evidence-based Approaches
HealthierHere is taking a broad, portfolio approach to inform King County’s transformation efforts. The evidencebased models identified by the Health Care Authority (e.g., Bree Collaborative Model, Coleman Model,
Collaborative Care Model, APIC, and the Chronic Care Model), have congruent underlying principles that are
foundational to system and service delivery transformation.
HealthierHere and its partnering providers will implement the following evidence-based approaches to integrate
whole person care in:
1. Community Behavioral Health Centers
2. Primary Care Setting
1. Integrated Whole Person Care in Community Behavioral Health Centers
Based upon the Bree Collaborative Behavioral Health Integration model and the AIMS Center Collaborative Care
Model, implementing organizations will utilize the following key strategies. Specific criteria used for assessments
and stratification will be determined by HealthierHere and implementing partners through Quality Improvement
Learning Collaboratives.
Utilize Population Health Management Tools:
• Use electronic health records and registries to identify individuals and services that are needed, share
integrated care plans and other Continuity of Care Documents, as appropriate and allowed by law, with
primary care providers (PCPs), behavioral health providers, social service providers (e.g., supportive
housing), individuals, and their caregivers.
• Measure and monitor against a defined set of indicators to track progress.
• Conduct routine quality assurance and improvement reviews of panels of high-risk individuals.
Assess Whole Person Care Needs:
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Medicaid Transformation Evidence-based Approaches or Promising Practices, Strategies, and Target Populations
•

Whole person care needs include the following: physical health, behavioral health, oral health, and the
social determinants of health. Partners will determine their standard assessments and/or adopt
HealthierHere’s recommended assessments which have yet to be determined.

•

Conduct holistic screenings in the behavioral health setting, or confirm that they have been completed by
primary care partner organization, with a focus on asthma, COPD, diabetes, and CVD. Screenings could
include:
o BMI screening for all or an identified subset of individuals served by the organization
o Blood pressure screening, for all or an identified subset of individuals served by the organization
o Tobacco use screening, for all or an identified subset of individuals served by the organization
o Diabetes screening for all individuals using antipsychotic medication

Implement Team-based Care:
• Form a person-centered, multi-disciplinary, integrated care team. Composition of the team should be
based on an individual’s needs and risk stratification, and members could include a PCP, social worker, or
other appropriate provider.
• Provide best practice, culturally appropriate interventions to help individuals manage chronic conditions
within community behavioral health centers and/or integrated care settings.
• Provide individuals with greater need with ongoing support and treatment via a co-located, integrated, or
partner primary care organization.
• Refer individual to community support specialist (e.g. community health worker, patient navigator), as
appropriate.
Develop Integrated Care Planning:
• Create individually tailored, culturally appropriate treatment plans that support patient engagement with
the care team. Language needs, including interpretation and translation, must be incorporated in the care
planning and delivery.
• Ensure that the plan is available to all team members serving the individual’s needs.
Provide Self-Management Support:
• The care team will refer individuals to community resources, including chronic disease self-management
programs, as appropriate.
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Medicaid Transformation Evidence-based Approaches or Promising Practices, Strategies, and Target Populations
•

A community support specialist or a member of the integrated health care team will conduct in-person
meeting(s) and follow-up by phone and/or telehealth options in service of the following goals:
a. Increase self-management skills
b. Ensure personal goals are congruent with individual’s self-efficacy
c. Improve continuity of care with primary care follow-up
d. Ensure medication management and reconciliation with PCPs or other providers including
pharmacists
e. Practice advocacy by identifying key questions for PCPs/specialists
f. Educate on health system navigation
g. Ensure individual can “teach back” expectations from physical and behavioral health
appointments, including what medications are needed and why

Link to Community Resources:
• As needed or desired, the care team will refer individuals to community resources, including culturally and
linguistically appropriate services.
• To address the social determinants of health, the integrated care team will connect individual with
appropriate resources, social services agencies, and community based organizations depending on the
individual’s needs (e.g. transportation, food, shelter). For applicable individuals, the integrated care team
will work with the individual and community support specialists to support selected activities. In such
cases, the community support specialist will communicate with PCP and/or specialist(s) regarding the
individual’s treatment and progress.
2. Integrated Whole Person Care in Primary Care Settings
Based upon the Bree Collaborative Behavioral Health Integration model and the AIMS Center Collaborative Care
Model, implementing organizations will utilize the following key strategies. Specific criteria used for assessments
and stratification will be determined by HealthierHere and implementing partners through Quality Improvement
Learning Collaboratives.
Utilize Population Health Management Tools:
• Use electronic health records and registries to identify individuals and services that are needed, share
integrated care plans and other Continuity of Care Documents, as appropriate and allowed by law, with
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•
•

primary care providers (PCPs), behavioral health providers, social service providers (e.g., supportive
housing), individuals, and their caregivers.
Measure and monitor against a defined set of indicators to track progress.
Conduct routine quality assurance and improvement reviews of panels of high-risk individuals.

Assess Whole Person Care Needs:
• Whole person care needs include the following: physical health, behavioral health, oral health, and the
social determinants of health. Partners will determine their standard assessments and/or adopt
HealthierHere’s recommended assessments which have yet to be determined.
• Conduct standardized screenings in the primary care setting, with a focus on depression and SUD,
including OUD.
• Stratify individuals by risk and severity of disease.
Implement Team-based Care:
• Form a person-centered, multi-disciplinary, integrated care team. Composition of the team should be
based on an individual’s needs and risk stratification, and members could include a behavioral health
provider, social worker, or other appropriate provider.
• Provide Medication Assisted Treatment (MAT) when needed.
• Provide best practice, culturally appropriate mental health and/or substance use disorder treatment
interventions within primary and/or integrated care settings.
• Provide individuals with greater need with ongoing support and treatment via a co-located, integrated, or
partner primary care organization.
• Provide linkage to specialty behavioral health, including psychiatry, when needed.
• Refer individual to community support specialist (e.g. community health worker, patient navigator), as
appropriate.
Develop Integrated Care Planning:
• Create individually tailored, culturally appropriate treatment plans that support patient engagement with
the care team. Language needs, including interpretation and translation, must be incorporated in the care
planning and delivery.
• Ensure that the plan is available to all team members serving the individual’s needs.
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Provide Self-Management Support:
• A community support specialist or a member of the integrated health care team will conduct in-person
meeting(s) and follow-up by phone and/or telehealth options in service of the following goals:
a. Increase self-management skills
b. Ensure personal goals are congruent with individual’s self-efficacy
c. Improve continuity of care with behavioral health care follow-up
d. Ensure medication management and reconciliation with PCPs or other providers including
pharmacists
e. Practice advocacy by identifying key questions for behavioral health care providers/specialists
f. Educate on health system navigation
g. Ensure individual can “teach back” expectations from physical and behavioral health
appointments, including what medications are needed and why
Link to Community Resources:
• As needed or desired, the care team will refer individuals to community resources, including culturally and
linguistically appropriate services.
• To address the social determinants of health, the integrated care team will connect individual with
appropriate resources, social services agencies, and community based organizations depending on the
individual’s needs (e.g. transportation, food, shelter). For applicable individuals, the integrated care team
will work with the individual and community support specialists to support selected activities. In such
cases, the community support specialist will communicate with PCP and/or specialist(s) regarding the
individual’s treatment and progress.
2. Target Populations

(See Appendix D. Clinical Summaries for more information on transformation strategies and approaches).
HealthierHere used a population health lens to understand target and “focus” populations across its portfolio and
within individual projects. The analysis began by identifying 533,929 King County residents who had at least one
day of Medicaid coverage between April 1, 2016, and March 31, 2017. To align with official inclusion criteria used
by HCA in calculating pay-for-performance measures for each ACH region, HealthierHere removed individuals
with a greater than 30-day gap in continuous coverage or any dual Medicare eligibility during the measurement
period, reducing the cohort size to 304,406 individuals.
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The majority of members had no ED visits (74%), hospital stays for medicine/surgery reasons (98%), or
behavioral health-related hospital stays (99%) during the measurement period. Of the members, 5.1% had three
or more ED visits, and these members accounted for 49% of all ED visits in the cohort during the measurement
period. Further, 6,085 members had one or more med/surg hospital stays, accounting for 100% of all med/surg
hospital stays. Similarly, 4,139 members had one or more behavioral health-related hospital stays, accounting for
100% of all such hospital stays.
Members who had three or more ED visits or one or more of either a med/surg or behavioral health-related
hospital stay comprise the “hot spot” cohort – this includes 20,357 members. While hot spot members represent
only 6% of Medicaid members, they are accountable for 60% of ED visits. Compared to the larger cohort, the hot
spot cohort includes a higher percentage of members ages 25-64 and a smaller percentage of members ages 5-17.
Hot spot members were also more likely to be American Indian/Alaska Native, black, and white, and more likely
to report English as a preferred written or spoken language.
HealthierHere then used the hot spot cohort to define the focus population aligned with each project. For
purposes of this project, HealthierHere identified members with mental health, SUD, and behavioral health
diagnoses, defined as:
•

Mental health: Members with any mental health diagnosis (defined by DSHS-RDA) within the
measurement period

•

SUD: Members with any substance use disorder diagnosis (defined by DSHS-RDA) within the
measurement period

•

Behavioral health-related hospitalization: Members with one or more behavioral health-related
hospital stays during the measurement period

Partnering providers will be asked to focus their efforts on individuals who fit the following profiles:
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In Community Behavioral Health Centers: Medicaid members with mental health and substance use
disorders (SUDs), including opioid use disorders (OUDs) who meet a minimum of 3 of the following
criteria:
• Prescribed antipsychotic medication
• Prescribed four or more medications
• Diagnosed with one of the following chronic conditions: asthma, chronic obstructive pulmonary
disease (COPD), diabetes, cardiovascular disease (CVD)
• Low health literacy
• Limited English proficiency
• Limited engagement with primary care (no primary care visit in the last six months)
• Homeless or housing instability
• Limited community supports (e.g. ineligible for other programs such as Health Homes)
In Primary Care Settings: Medicaid members within traditional and non-traditional primary care settings
who are at risk for or have a diagnosis of depression and/or substance use disorder (SUD), including
opioid use disorder (OUD).
HealthierHere’s analysis also confirmed that Medicaid hot spot members are likely to exist in multiple focus
populations. Of note, 69% of hot spot members are included in two or more project focus populations and 40%
are in three or more focus populations. HealthierHere anticipates that many of the members with one of the
diagnoses above will also have or be at risk for chronic disease conditions (e.g., diabetes) that are the focus of
other HealthierHere projects or will be transitioning from a care setting of interest (e.g., jail, inpatient).
Therefore, HealthierHere will require its partners to approach all beneficiaries through an integrated whole
person care approach, meaning there will essentially be “no wrong door” to entering treatment and all
beneficiaries will undergo comprehensive screening. Under this approach, for example, a beneficiary with a SUD
will benefit from providers’ efforts to integrate physical and behavioral health care as well as their efforts to
enhance care for chronic conditions.
Finally, HealthierHere will make a concerted effort to identify members in what HealthierHere refers to as
“hidden” populations. These members may seek services through non-Medicaid providers and therefore are not
represented in the claims-level analysis, or they may not seek services at all due to lack of access or other reasons.
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HealthierHere believes this hidden population likely has high needs, similar to the needs of the hot spot and focus
populations, and will work with its CBO partners to identify and reach out to members who may otherwise be
hidden from the Medicaid health care ecosystem.
3. Expansion or
Scaling of
Transformation
Strategies and
Approaches

Inherent to the “hot spotting” approach described above is a target population expansion strategy. Initially,
HealthierHere will focus MTP activities on Medicaid beneficiaries in hot and hidden spots, and over the course of
the MTP, transformation strategies and approaches will be expanded to members in “warm spots.” Warm spots
include members with lower utilization of services than members in hot spots, such as members with one or two
ED visits per year. Importantly, all members who present at a partner with critical needs and conditions will be
treated using an increasingly team-based and integrated whole person care approach.
Figure 11. Hot Spotting Approach
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HealthierHere will achieve this expansion by:
•

Engaging a broader provider community – HealthierHere will take a phased approach to provider
engagement, informed by both its capacity to meaningfully support providers and providers’ capacity to
implement projects. All providers interested in the MTP and who wish to participate will have access to
training opportunities with HealthierHere, learning collaboratives focused on the evidence-based models and
best practices, and potential access to some system-level investments (e.g., HIE) as they become available. As
partners become ready to engage in HealthierHere projects they will have the opportunity to access partnerlevel infrastructure investments as well as project-specific investments (e.g., training) to ensure their success.
HealthierHere is in the process of identifying these levels of partner engagement and support.

•

Deepening CBO engagement – As HealthierHere partners with increasing numbers of CBOs, it will be better
positioned to serve populations who are currently underutilizing services and who represent hidden
populations; today, these individuals likely receive social or other services from CBOs and consider them to be
trusted entities in their communities.

•

Spreading best practices – HealthierHere will work with its partnering providers to identify and scale
innovative approaches implemented through the MTP; partnering providers will share these practices through
project-specific learning collaboratives and other stakeholder convenings.

•

Aligning strategies with commercial payers and Medicare – HealthierHere will work with the state,
commercial payers, and Medicare to align transformation strategies and corresponding VBP models.

Project 2B: Care Coordination
1. Transformation
Strategies and
Approaches
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2. Target Populations

3. Expansion or
Scaling of
Transformation
Strategies and
Approaches
Project 2C: Transitional Care
1. Transformation
Strategies and
Approaches

a. Evidence-based Approaches
HealthierHere and its partnering providers will implement the following evidence-based approaches to facilitate:
1. Transitions of care from jail
2. Psychiatric care transitions from hospital settings
3. Hospital discharges for high-risk Medicaid individuals
1. Transitions of Care from Jail
The following interventions are required for participating provider organizations.
HealthierHere is taking a broad, portfolio approach to inform King County’s transformation efforts. The evidencebased models identified by the Health Care Authority (e.g. Bree Collaborative Model, Coleman Model,
Collaborative Care Model, APIC, and the Chronic Care Model), have congruent underlying principles that are
foundational to system and service delivery transformation.
Based upon the APIC model, implementing organizations will utilize the following key strategies. Specific criteria
used for assessments and stratification will be determined by HealthierHere and implementing partners through
Quality Improvement Learning Collaboratives.

Semi-Annual Report Template
Reporting Period: January 1, 2018 – June 30, 2018

Page 44

Medicaid Transformation Evidence-based Approaches or Promising Practices, Strategies, and Target Populations
Utilize Population Health Management Tools:
• Use electronic health records and registries to identify individuals and the services that are needed, share
integrated care plans and other Continuity of Care Documents as appropriate and allowed by law with
primary care providers, social service providers (such as supportive housing), individuals, and their
caregivers.
• Measure and monitor against a defined set of indicators to track progress.
• Conduct routine quality assurance and improvement reviews of panels of high-risk individuals.
Assess Whole Person Care Needs:
• Whole person care needs include the following: physical health, behavioral health, oral health, and the
social determinants of health. Partners will determine their standard assessments and/or adopt
HealthierHere’s recommended assessments which have yet to be determined.
• Offer in reach services before reentry to identify and plan for necessary medical, behavioral health, justice
system, social services, and community supports, including assistance with health coverage, ensuring
Medicaid eligible individuals are enrolled since coverage is suspended while they are incarcerated.
Implement Team-based Care:
• Form a person-centered, multi-disciplinary, integrated care team. Composition of the team should be
based on an individual’s needs and risk stratification, and members could include a behavioral health
specialist, social worker, or other appropriate provider.
• Develop a plan for the treatment and services required to address the individual’s needs, the identification
of community and correctional programs for post-release services, and coordination of the transition plan
to ensure implementation and avoidance of gaps in care with community-based services.
• Establish relationships with community-based physical and behavioral health providers and community
partners who address the social determinants of health.
• Accommodate in reach services and provide a “warm hand off” for those individuals requiring additional
help.
o The individual will be introduced to a community support specialist (e.g. a care coordinator,
community health worker, or peer support specialist with lived experience in the correctional
system and/or behavioral health recovery) before reentry to establish trust.
o Assign individuals at high risk for complications to a care manager.
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Develop Integrated Care Planning:
• Create individually tailored, culturally appropriate transition/reentry plans that support patient
engagement with the care team. Language needs, including interpretation and translation, must be
incorporated in the care planning and delivery.
• Share individuals’ transition/reentry plan with their community support specialist and primary care
provider (PCP)/community behavioral health provider to facilitate implementation and avoid gaps in care
with community-based services.
• Ensure first appointment with PCP and/or Community Behavioral Health with prescribing capability is
scheduled prior to reentry. This appointment should take place as soon as possible, ideally within one
week of release.
Provide Self-Management support:
• All focus population individuals should receive self-management support by a member of the integrated
health care team Establish an individually tailored self-management goal, which should be reviewed at
each visit. When applicable, provide individuals with a 7-day supply of needed medications and a
prescription for a 30-day supply, along with a medication plan and instructions on medication
management upon reentry. As appropriate and allowed, the medication plan should be shared with the
individual’s community support specialist so that they can provide continuity and make sure the
medication plan is shared with the PCP and care team on the receiving end and followed.
• Upon reentry, the assigned community support specialist will meet an individual and accompany them to
his/her first appointment to establish a relationship with a partnering medical or behavioral health
provider.
• After reentry, the community support specialist conducts in-person meeting(s) such as home visits and
follow-up by phone and/or telehealth options in service of the following goals:
a. Increase self-management skills
b. Ensure personal goals are congruent with individual’s self-efficacy
c. Improve continuity of care with primary care follow-up
d. Ensure medication management and reconciliation with PCPs or other providers including
pharmacists
e. Practice advocacy by identifying key questions for PCPs/specialists
f. Educate on health system navigation
g. Ensure individual can “teach back” expectations from physical and behavioral health
appointments, including what medications are needed and why
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Link to Community Resources:
• As needed or desired, the care team will refer individuals to community resources.
• To address the social determinants of health, the integrated care team will connect individual with
appropriate resources, social services agencies, and community based organizations depending on the
individual’s needs (e.g. transportation, food, shelter). For applicable individuals, the integrated care team
will work with the individual and community support specialists to support selected activities. In such
cases, the community support specialist will communicate with PCP and/or specialist(s) regarding the
individual’s treatment and progress.
2. Psychiatric Care Transitions from Hospital Settings
The following interventions are required for participating provider organizations.
HealthierHere is taking a broad, portfolio approach to inform King County’s transformation efforts. The evidencebased models identified by the Health Care (e.g. Bree Collaborative Model, Coleman Model, Collaborative Care
Model, APIC, and the Chronic Care Model), have congruent underlying principles that are foundational to system
and service delivery transformation.
Based upon the Peer Bridger Program and Transition Support Program (TSP), implementing organizations will
utilize the following key strategies. Specific criteria used for assessments and stratification will be determined by
HealthierHere and implementing partners through Quality Improvement Learning Collaboratives.
Utilize Population Health Management Tools:
• Use electronic health records and registries to identify individuals and services that are needed, share
integrated care plans and other Continuity of Care Documents, as appropriate and allowed by law, with
primary care providers (PCPs), behavioral health providers, social service providers (e.g., supportive
housing), individuals, and their caregivers.
• Measure and monitor against a defined set of indicators to track progress.
• Conduct routine quality assurance and improvement reviews of panels of high-risk individuals.
Assess Whole Person Care Needs:
• Whole person care needs include the following: physical health, substance use, behavioral health, oral
health, and the social determinants of health. Partners will determine their standard assessments and/or
adopt HealthierHere’s recommended assessments which have yet to be determined.
Semi-Annual Report Template
Reporting Period: January 1, 2018 – June 30, 2018

Page 47

Medicaid Transformation Evidence-based Approaches or Promising Practices, Strategies, and Target Populations
•
•

Hospital staff will screen individuals before discharge to identify those at high risk for readmission based
on the criteria above.
Increase the completion of POLST forms and other advance care planning documents at partner
organizations.

Implement Team-based Care:
• Form a person-centered, multi-disciplinary, integrated care team. Composition of the team should be
based on an individual’s needs and risk stratification, and members could include PCP, behavioral health
provider, and community support specialists.
• Assist individuals in obtaining a PCP and/or a behavioral health provider (if they don’t have one) prior to
discharge.
• Assign individuals at high risk for complications to a member of the team who can provide care
coordination.
• Notify individual, caregivers, and community partners of planned discharge at least 48 hours in advance.
• Refer individual to community support specialist (e.g. peer bridgers, peer support specialists), as
appropriate.
o Community support specialists serving this focus population should:
 Receive training in trauma-informed care, crisis intervention, and motivational
interviewing
 Work collaboratively with clinical teams towards the goal of utilizing the same community
support specialist to work with individuals both in the hospital and post-discharge.
 Have access to a fund for basic services and essential needs such as bus passes, cell phones,
clothing, food, engagement activities, etc.
 Have a caseload of 8 – 14 patients.
 Collaborate with hospital discharge planners during the discharge process.
 Sit in on care team meetings while the individual is still in the hospital.
 Sit in on intake sessions with case managers and psychiatrists, as able and if the individual
is willing.
 Aim for ongoing engagement/reengagement in behavioral health treatment by the
individual.
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Meet the patient where they are and share their own successful recovery stories to offer
hope

Develop Integrated Care Planning:
• Create individually tailored, culturally appropriate transition and treatment plans that support patient
engagement with the care team. Language needs, including interpretation and translation, must be
incorporated in the care planning and delivery.
• High-risk individuals, caregivers, and community support specialists must be notified of planned
discharge no later than 48 hours in advance to avoid adverse events upon discharge.
• Transition and treatment plans should include the following information:
o Assigned community behavioral health specialist and PCP that includes post-hospitalization
discharge notes
o An updated and reconciled medication list
o Next steps, including follow up appointments with specialist, as needed
• Aftercare appointments must be scheduled in coordination with the community support specialist.
• Ensure that the plan is available to all team members serving the individual’s needs.
• Community support specialists will meet with individuals and their family caregivers before hospital
discharge to develop individually tailored transition plans that:
o Are based upon an assessment of needed community services and supports.
o Emphasize productive interactions between the care team and the individual.
o Include a reconciled medication list, follow-up appointment, and patient self-education (written at
an appropriate health literacy level and in the individual’s language).
• The individual must have an adequate supply of their medications upon discharge.
Provide Self-Management Support:
• All focus population individuals should receive self-management support by a member of the health care
team. Establish an individually tailored self-management goal, which should be reviewed at each visit.
• After discharge, the community support specialist will conduct in-person meeting(s) such as home visits
and follow-up by phone and/or telehealth options in service of the following goals:
a. Increase self-management skills
b. Ensure personal goals are congruent with individual’s self-efficacy
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c. Improve continuity of care with primary care follow-up
d. Ensure medication management and reconciliation with PCPs or other providers including
pharmacists
e. Practice advocacy by identifying key questions for PCPs/specialists
f. Educate on health system navigation
g. Ensure patient can “teach back” expectations from physical and behavioral health appointments,
including what medications are needed and why
Link to Community Resources:
• As needed or desired, the care team will refer individuals to community resources.
• To address the social determinants of health, the integrated care team will connect individual with
appropriate resources, social services agencies and community based organizations depending on the
individual’s needs (e.g. transportation, food, shelter). For applicable individuals, the integrated care team
will work with the individual and community support specialists to support selected activities. In such
cases, the community support specialist will communicate with PCP and/or specialist(s) regarding the
individual’s treatment and progress.
3. Hospital Discharges for High-Risk Medicaid Individuals
The following interventions are required for participating provider organizations.
HealthierHere is taking a broad, portfolio approach to inform King County’s transformation efforts. The evidencebased models identified by the Health Care Authority (e.g. Bree Collaborative Model, Coleman Model,
Collaborative Care Model, APIC, and the Chronic Care Model), have congruent underlying principles that are
foundational to system and service delivery transformation.
Based on the Coleman model, implementing organizations will utilize the following key strategies. Specific criteria
used for assessments and stratification will be determined by HealthierHere and implementing partners through
Quality Improvement Learning Collaboratives.
Utilize Population Health Management Tools:
• Use electronic health records and registries to identify individuals and the services that are needed, share
transition plans and other Continuity of Care Documents, as appropriate and allowed by law, with primary
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•
•

care providers (PCPs), behavioral health providers, social service providers (such as supportive housing),
individuals, and their caregivers.
Measure and monitor against a defined set of indicators to track progress.
Conduct routine quality assurance and improvement reviews of panels of high-risk individuals.

Assess Whole Person Care Needs:
• Whole person care needs include the following: physical health, behavioral health, oral health, and the
social determinants of health. Partners will determine their standard assessments and/or adopt
HealthierHere’s recommended assessments which have yet to be determined.
• Hospital staff will screen individuals before discharge to identify those at high-risk for readmission based
on the criteria above.
• Increase the completion of POLST forms and other advanced care planning documents at your
organization.
Implement Team-based Care:
• Form a person-centered, multi-disciplinary, integrated care team. Composition of the team should be
based on an individual’s needs and risk stratification, and members could include a PCP, behavioral health
provider, care coordinator, social worker, community support specialist, or other appropriate provider.
• Individuals meeting the appropriate criteria will be assigned to a community support specialist (providing
care coordination/transition coaching and capable of making home visits. Matching criteria for the
assignment of a community support specialist will include language and cultural competency.
Develop Integrated Care Planning:
• Create individually tailored, culturally appropriate transition plans that support patient engagement with
the care team. Transition plans should be based upon an assessment of needed community services and
supports and include referral and linkage to culturally appropriate services. Language needs, including
interpretation and translation, must be incorporated in the care planning and delivery.
• Ensure that the plan is available to all providers serving the individual’s needs.
Provide Self-Management support:
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•
•

All focus population individuals should receive self-management support by a member of the integrated
health care team. Establish an individually tailored self-management goal, which should be reviewed at
each visit.
A community support specialist or a member of the integrated health care team will conduct in-person
meeting(s) such as home visits and follow-up by phone and/or telehealth options in service of the
following goals:
a. Increase self-management skills
b. Ensure personal goals are congruent with individual’s self-efficacy
c. Improve continuity of care with PCP/specialist follow-up
d. Ensure medication management and reconciliation with PCPs or other providers including
pharmacists
e. Practice advocacy by identifying key questions for PCPs/specialists
f. Educate on health system navigation
g. Ensure individual can “teach back” expectations from physical and behavioral health
appointments, including what medications are needed and why

Link to Community Resources:
• As needed or desired, the care team will refer individuals to community resources, including community
support specialists.
• To address the social determinants of health, the integrated care team will connect individual with
appropriate resources, social services agencies, and community based organizations depending on the
individual’s needs (e.g. transportation, food, shelter).
• For applicable individuals, the integrated care team will work with the individual and community support
specialists to support selected activities. In such cases, the community support specialist will communicate
with PCP and/or specialist(s) regarding the individual’s treatment and progress.
2. Target Populations

(See Appendix D. Clinical Summaries for more information on transformation strategies and approaches).
HealthierHere used a population health lens to understand target and “focus” populations across its portfolio and
within individual projects. The analysis began by identifying 533,929 King County residents who had at least one
day of Medicaid coverage between April 1, 2016, and March 31, 2017. To align with official inclusion criteria used
by HCA in calculating pay-for-performance measures for each ACH region, HealthierHere removed individuals
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with a greater than 30-day gap in continuous coverage or any dual Medicare eligibility during the measurement
period, reducing the cohort size to 304,406 individuals.
The majority of members had no ED visits (74%), hospital stays for med/surg reasons (98%), or behavioral
health-related hospital stays (99%) during the measurement period. Of the members, 5.1% had three or more ED
visits, and these members accounted for 49% of all ED visits in the cohort during the measurement period.
Further, 6,085 members had one or more med/surg hospital stays, accounting for 100% of all med/surg hospital
stays. Similarly, 4,139 members had one or more behavioral health-related hospital stays, accounting for 100% of
all such hospital stays.
Members who had three or more ED visits or one or more of either a med/surg or behavioral health-related
hospital stay comprise the “hot spot” cohort – this includes 20,357 members. Compared to the larger cohort, the
hot spot cohort includes a higher percentage of members ages 25-64 and a smaller percentage of members ages 517. Hot spot members were also more likely to be American Indian/Alaska Native, black, and white, and more
likely to report English as a preferred written or spoken language.
HealthierHere then used the hot spot cohort to define the focus population aligned with each project. For
purposes of this project, HealthierHere identified members with hospitalizations, defined as:
•

Behavioral health-related hospitalization: Members with one or more behavioral health-related hospital
stays during the measurement period

•

Hospitalized and vulnerable: Members with one or more all-cause hospital stays AND (age 65 and over OR
persons with disabilities coverage) during the measurement period

The “hospitalized and vulnerable” cohort includes higher percentages of members who report Russian or
Vietnamese as a preferred written/spoken language compared to the hot spot cohort.
HealthierHere also reviewed April 2018 data for inmates at the South Correctional Entity (SCORE) and found
29% of SCORE inmates had three or more ED visits in the past year, demonstrating that the hot spot approach
will also be applicable to the population transitioning from jail.
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Partnering providers will be asked to focus their efforts on individuals who fit the following profiles:
Transitions of care from jail: Medicaid members returning to the community from jail who have complex
health and behavioral health conditions that necessitate care coordination and/or disease management.
Psychiatric care transitions from hospital settings: Medicaid members who live with serious mental illness
and/or substance use disorder discharged from inpatient psychiatric settings or ED holds who meet a
minimum of 3 of the following criteria:
• Two or more chronic conditions
• Active mental health issue and/or substance use disorder
• Four or more prescribed medications
• Two or more hospitalizations and/or four ED visits in the past 12 months
• Low health literacy
• Limited English proficiency
• Limited engagement with primary care (no primary care visit in the last six months)
• Limited engagement and/or disengaged from behavioral health care
• Homeless or housing instability
• Limited community supports, ineligible for other programs such as Health Homes
Alternatively, a clinical provider’s determination of high risk for readmission is acceptable without regard
to the above criteria.
Hospital discharges for high risk Medicaid individuals: Medicaid members transitioning from inpatient
hospital stays for chronic or acute conditions, including older adults and people with disabilities who meet
a minimum of 3 of the following criteria:
• Age 50 or older
• Two or more chronic conditions
• Four or more prescribed medications
• Two or more hospitalizations and/or four ED visits in the past 12 months
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• Active mental health issue and/or substance use disorder
• Low health literacy
• Limited English proficiency
• Limited engagement with primary care (no primary care visit in the last six months)
• Homeless or housing instability
• Limited community supports, ineligible for other programs such as Health Homes
Alternatively, a clinical provider’s determination of high risk for readmission is acceptable without regard
to the above criteria.
HealthierHere’s analysis also confirmed that Medicaid hot spot members are likely to exist in multiple focus
populations. Of note, 69% of hot spot members are included in two or more project focus populations and 40%
are in three or more focus populations. HealthierHere anticipates that many of the members with one of the
diagnoses above will also have or be at risk for chronic disease conditions (e.g., diabetes) that are the focus of
other HealthierHere projects or will be transitioning from a care setting of interest (e.g., jail, inpatient).
Therefore, HealthierHere will require its partners to approach all beneficiaries through an integrated whole
person care approach, meaning there will essentially be “no wrong door” to entering treatment and all
beneficiaries will undergo comprehensive screening. Under this approach, for example, a beneficiary with a SUD
will benefit from providers’ efforts to integrate physical and behavioral health as well as their efforts to enhance
care for chronic conditions.

Finally, consistent with its health equity mission, HealthierHere will make a concerted effort to identify members
in what HealthierHere refers to as “hidden” populations. These members may seek services through nonMedicaid providers and therefore are not represented in the claims-level analysis, or they may not seek services at
all due to lack of access or other reasons. HealthierHere believes this hidden population likely has high needs,
similar to the needs of the hot spot and focus populations, and will work with its CBO partners to identify and
reach out to members who may otherwise be hidden from the Medicaid health care ecosystem.
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3. Expansion or
Scaling of
Transformation
Strategies and
Approaches

Inherent to the “hot spotting” approach described above is a target population expansion strategy. Initially,
HealthierHere will focus MTP activities on Medicaid beneficiaries in hot and hidden spots, and over the course of
the MTP, transformation strategies and approaches will be expanded to members in warm spots. Warm spots
include members with lower utilization of services than members in hot spots, such as members with one or two
ED visits per year. Importantly, all members who present at a partner with critical needs and conditions will be
treated using an increasingly team-based and integrated whole person care approach. See Figure 11, Hot Spotting
Approach.
HealthierHere will achieve this expansion by:
•

Engaging a broader provider community – HealthierHere will take a phased approach to provider
engagement, informed by both its capacity to meaningfully support providers and providers’ capacity to
implement projects. All providers interested in the MTP and who wish to participate will have access to
training opportunities with HealthierHere, learning collaboratives focused on the evidence-based models and
best practices, and potential access to some system-level investments (e.g., HIE) as they become available. As
partners become ready to engage in HealthierHere projects they will have the opportunity to access partnerlevel infrastructure investments as well as project-specific investments (e.g., training) to ensure their success.
HealthierHere is in the process of identifying these levels of partner engagement and support.

•

Deepening CBO engagement – As HealthierHere partners with increasing numbers of CBOs, it will be better
positioned to serve populations who are currently underutilizing services; today, these individuals likely
receive social or other services from CBOs and consider them to be trusted entities in their communities.

•

Spreading best practices – HealthierHere will work with its partnering providers to identify and scale
innovative approaches implemented through the MTP; partnering providers will share these practices through
project-specific learning collaboratives and other stakeholder convenings.

•

Aligning strategies with commercial payers and Medicare – HealthierHere will work with the state,
commercial payers, and Medicare to align transformation strategies and corresponding VBP models.

HealthierHere envisions successful project strategy dissemination and uptake throughout the region.
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Improvements in outcomes and reductions in cost will encourage providers to adopt the strategies. For example:
•

A reduction in readmission rates and an improvement in health for the populations targeted by each project
will demonstrate the value of a strong transitional care program and lead to broader adoption of such efforts
in the region.

•

The use of reentry case management and CHWs to demonstrate the efficacy of nontraditional health workers
will lead to more widespread use of such workers and increased career pathways.

•

HealthierHere will work with MCOs and providers to adjust payment models to include payment for CHW
time and interventions, such as accompanying clients to appointments.

•

The value of a coordinated approach could facilitate an increase in bundled payments, VBP, and other types of
reimbursement models.

•

If demonstrated success of the Transitional Care Project offsets costs in other areas, such as criminal justice
costs to King County government, savings could be redirected to invest further in transitional care activities as
well as the community-based services and supports necessary to make this project successful (e.g., affordable
housing).

Project 2D: Diversion Interventions
1. Transformation
Strategies and
Approaches
2. Target Populations
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3. Expansion or
Scaling of
Transformation
Strategies and
Approaches
Project 3A: Addressing the Opioid Use Public Health Crisis
1. Transformation
Strategies and
Approaches

a. Evidence-based Approaches
HealthierHere and its partnering providers will implement the following evidence-based approaches to address
the opioid use public health crisis through:
1. Prevention of opioid-related overdoses
2. Expanding access to opioid treatment
3. Promoting opioid prescribing practices
1. Prevention of Opioid-related Overdoses
The following interventions are required for participating provider organizations.
HealthierHere is taking a broad, portfolio approach to inform King County’s transformation efforts. The
evidence-based models identified by the Health Care Authority (e.g. Bree Collaborative Model, Coleman Model,
Collaborative Care Model, APIC, and the Chronic Care Model), have congruent underlying principles that are
foundational to system and service delivery transformation.
Implementing organizations will utilize the following key strategies. Specific criteria used for assessments and
stratification will be determined by HealthierHere and implementing partners through Quality Improvement
Learning Collaboratives.
Utilize Population Health Management Tools:
• Use electronic health records and registries to identify individuals and services that are needed, share
integrated care plans and other Continuity of Care Documents, as appropriate and allowed by law, with
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•
•

primary care providers, behavioral health providers, social service providers (e.g., supportive housing),
individuals, and their caregivers.
Measure and monitor against a defined set of indicators to track progress.
Conduct routine quality assurance and improvement reviews of panels of high-risk individuals.

Assess Whole Person Care Needs:
• Whole person care needs include the following: physical health, behavioral health, oral health, and the
social determinants of health. Partners will determine their standard assessments and/or adopt
HealthierHere’s recommended assessments which have yet to be determined.
• Screen for OUD and individuals at risk of overdose in medical and behavioral health settings as part of a
robust person-centered care approach.
o Organizations should use a recognized screening tool and have a standard protocol for screening.
Implement Team-based Care:
• Form a person-centered, multi-disciplinary, integrated care team. Composition of the team should be
based on an individual’s needs and risk stratification.
• Establish protocols for referring individuals with OUD to the appropriate modality of medicationassisted treatment (MAT) -- opioid treatment programs or office-based opioid treatment.
• Utilize motivational interviewing to encourage individuals to participate in treatment, as appropriate.
• Refer individuals to community support specialists (e.g. community health worker, patient navigator), as
appropriate.
Develop Integrated Care Planning:
• Create individually tailored, culturally appropriate treatment plans that support patient engagement
with the care team. Language needs, including interpretation and translation, must be incorporated in
the care planning and delivery.
• Ensure that the plan is available to all team members serving the individual’s needs.
Provide Self-Management Support:
• Provide overdose education to individuals seen or at risk for opioid overdose.
• Provide all individuals seen or at risk for opioid overdose with self-management support from a member
of the health care team. Establish an individually tailored self-management goal, which should be
reviewed at each visit.
• Refer individuals who are ready to begin recovery to a community support specialist with common lived
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experience (e.g. a recovery coach or peer support specialist) who can assist individuals to regain control
over their lives and their own recovery process. A community support specialist or a member of the
integrated health care team will conduct in-person visits and follow-up by phone and/or telehealth
options in service of the following goals:
a. Increase self-management skills
b. Ensure personal goals are congruent with individual’s self-efficacy
c. Improve continuity of care with primary care follow-up
d. Ensure medication management and reconciliation with primary care or other providers
including pharmacists
e. Practice advocacy by identifying key questions for primary care providers/specialists
f. Educate on health system navigation
g. Ensure individual can “teach back” expectations from physical and behavioral health
appointments, including what medications are needed and why
Link to Community Resources:
• Provide take-home naloxone kits to individuals seen for opioid overdose.
• Encourage individuals with OUD entering MAT to get a naloxone kit or prescription.
• Identify community partners, social service organizations, and other organizations who come into
contact with individuals at risk of opioid overdose and partner with those organizations and provide
them with training and access to naloxone kits.
• Encourage partners to safely distribute naloxone kits to prevent overdose deaths due to OUD.
• As needed or desired, the care team will refer individuals to community resources, including culturally
and linguistically appropriate services.
• To address the social determinants of health, the integrated care team will connect individual with
appropriate resources, social services agencies and community based organizations depending on the
individual’s needs (e.g. transportation, food, shelter).
• For applicable individuals, the community support specialist will communicate with primary care
provider and/or specialist(s) regarding the individual’s treatment and progress. In such cases, the
community support specialist will follow-up after referrals to determine whether resources are accessed
and needs are met.
2. Expanding Access to Opioid Treatment
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The following interventions are required for participating provider organizations.
HealthierHere is taking a broad, portfolio approach to inform King County’s transformation efforts. The
evidence-based models identified by the Health Care Authority (e.g. Bree Collaborative Model, Coleman Model,
Collaborative Care Model, APIC, and the Chronic Care Model), have congruent underlying principles that are
foundational to system and service delivery transformation.
Implementing organizations will utilize the following key strategies. Specific criteria used for assessments and
stratification will be determined by HealthierHere and implementing partners through Quality Improvement
Learning Collaboratives.
Utilize Population Health Management Tools:
• Use electronic health records and registries to identify individuals and the services that are needed, share
integrated care plans and other Continuity of Care Documents, as appropriate and allowed by law, with
primary care providers, behavioral health providers, social service providers (e.g. supportive housing
providers), individuals, and their caregivers.
• Measure and monitor against a defined set of indicators to track progress.
• Conduct routine quality assurance and improvement reviews of panels of high-risk individuals.
Assess Whole Person Care Needs:
• Whole person care needs include the following: physical health, behavioral health, oral health, and the
social determinants of health. Partners will determine their standard assessments and/or adopt
HealthierHere’s recommended assessments which have yet to be determined.
• Screen for OUD in medical and behavioral health settings as part of a robust person-centered care
approach.
• Utilize motivational interviewing to encourage individuals to participate in treatment, as appropriate.
Implement Team-based Care:
• Form a person-centered, multi-disciplinary, integrated care team. Composition of the team should be
based on an individual’s needs and risk stratification (members could include a nurse care manager,
recovery coach, peer support specialist, or other appropriate provider.)
• Link individuals with OUD to a primary care medical home with an integrated care team.
• Increase low-barrier access points for treatment induction and access to MAT through onsite providers
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•

and/or new partnerships with treatment providers.
o Expand access to buprenorphine in primary care and behavioral health settings by increasing the
number of waivered prescribers (physicians, nurse practitioners, physician assistants) and the
number of new prescriptions originating in office-based settings.
o Expand access to OTP providers (e.g. methadone treatment) by increasing the number of
referrals to OTP for individuals who are most appropriate for that treatment modality.
Refer individual to community support specialist (e.g. recovery coach, peer support specialist), as
appropriate.

Develop Integrated Care Planning:
• Create individually tailored, culturally appropriate treatment plans that support patient engagement
with the care team. Language needs, including interpretation and translation, must be incorporated in
the care planning and delivery.
• Ensure that the plan is available to all team members serving the individual’s needs.
Provide Self-Management Support:
• Provide all individuals with OUD with self-management support from a member of the health care team.
Establish an individually tailored self-management goal, which should be reviewed at each visit.
• Refer individuals who are ready to begin recovery to a community support specialist with common lived
experience (e.g. a recovery coach or peer support specialist) who can and assist individuals to regain
control over their lives and their own recovery process. A community support specialist or a member of
the integrated health care team will conduct in-person visits and follow-up by phone and/or telehealth
options in service of the following goals:
a. Increase self-management skills
b. Ensure personal goals are congruent with individual’s self-efficacy
c. Improve continuity of care with primary care follow-up
d. Ensure medication management and reconciliation with primary care or other providers
including pharmacists
e. Practice advocacy by identifying key questions for primary care providers/specialists
f. Educate on health system navigation
g. Ensure individual can “teach back” expectations from physical and behavioral health
appointments, including what medications are needed and why
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Link to Community Resources:
• As needed or desired, the care team will refer individuals to community resources, including culturally
and linguistically appropriate services.
• To address the social determinants of health, the integrated care team will connect individual with
appropriate resources, social services agencies and community based organizations depending on the
individual’s needs (e.g. transportation, food, shelter).
• The integrated care team will work with the individual and community support specialists to support
selected activities. For applicable individuals, the community support specialist will communicate with
primary care provider and/or specialist(s) regarding the individual’s treatment and progress. In such
cases, the community support specialist will follow-up after referrals to determine whether resources are
accessed and needs are met.
3. Opioid Prescribing Practices
The following interventions are required for participating provider organizations.
HealthierHere is taking a broad, portfolio approach to inform King County’s transformation efforts. The
evidence-based models identified by the Health Care Authority (e.g. Bree Collaborative Model, Coleman Model,
Collaborative Care Model, APIC, and the Chronic Care Model), have congruent underlying principles that are
foundational to system and service delivery transformation.
Based on the Washington State Medical Association and Washington State Hospital Association’s Opioid Pain
Management clinical guidance, implementing partners will utilize the following key strategies.
Specific criteria used for assessments and stratification will be determined by HealthierHere and implementing
partners through Quality Improvement Learning Collaboratives.
Utilize Population Health Management Tools:
• Promote the use of the Prescription Monitoring Program (PMP) and its linkage into electronic health record
systems to increase the number of providers regularly using the PMP.
• Distribute the Washington State Medical Association/Washington State Hospital Association/Health Care
Authority opioid-prescribing variance reports with prescribers. Use of these variance reports allows
prescribers to evaluate their prescribing practices relative to others in the state and to update and improve
their practice.

Semi-Annual Report Template
Reporting Period: January 1, 2018 – June 30, 2018

Page 63

Medicaid Transformation Evidence-based Approaches or Promising Practices, Strategies, and Target Populations
Assess Whole Person Care Needs:
• Whole person care needs include the following: physical health, behavioral health, oral health, and the social
determinants of health. Partners will determine their standard assessments and/or adopt HealthierHere’s
recommended assessments which have yet to be determined.
• Support adoption of non-opioid pain management strategies where appropriate.
Implement Team-based Care:
• Form a person-centered, multi-disciplinary, integrated care team. Composition of the team should be based
on an individual’s needs and risk stratification.
• Improve practice management of patients on chronic opioid therapy by adopting best practices such as the
Six Building Blocks.
o Make Six Building Blocks experts and practice coaches available for individual consultation and
practice-level assistance.
• Improve opioid prescribing practices in EDs.
• Refer individual to community support specialist (e.g. community health worker, patient navigator), as
appropriate.
Link to Community Resources:
• Promote safe storage and disposal of opioids and other medication, making those resources available and
accessible to individuals who may have unused prescription opioids.
• To address the social determinants of health, the integrated care team will connect individual with
appropriate resources, social services agencies and community based organizations depending on the
individual’s needs (e.g. transportation, food, shelter).
• The integrated care team will work with the individual and community support specialists to support
selected activities. For applicable individuals, the community support specialist will communicate with
primary care provider and/or specialist(s) regarding the individual’s treatment and progress. In such cases,
the community support specialist will follow-up after referrals to determine whether resources are accessed
and needs are met.
(See Appendix D. Clinical Summaries for more information on transformation strategies and approaches).
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4. Target Populations

HealthierHere used a population health lens to understand target and “focus” populations across its portfolio
and within individual projects. The analysis began by identifying 533,929 King County residents who had at
least one day of Medicaid coverage between April 1, 2016, and March 31, 2017. To align with official inclusion
criteria used by HCA in calculating pay-for-performance measures for each ACH region, HealthierHere removed
individuals with a greater than 30-day gap in continuous coverage or any dual Medicare eligibility during the
measurement period, reducing the cohort size to 304,406 individuals.
The majority of members had no emergency department (ED) visits (74%), hospital stays for med/surg reasons
(98%), or behavioral health-related hospital stays (99%) during the measurement period. Of the members, 5.1%
had three or more ED visits, and these members accounted for 49% of all ED visits in the cohort during the
measurement period. Further, 6,085 members had one or more med/surg hospital stays, accounting for 100%
of all med/surg hospital stays. Similarly, 4,139 members had one or more behavioral health-related hospital
stays, accounting for 100% of all such hospital stays.
Members who had three or more ED visits or one or more of either a med/surg or behavioral health-related
hospital stay comprise the “hot spot” cohort – this includes 20,357 members. Compared to the larger cohort, the
hot spot cohort includes a higher percentage of members ages 25-64 and a smaller percentage of members ages
5-17. Hot spot members were also more likely to be American Indian/Alaska Native, black, and white, and more
likely to report English as a preferred written or spoken language.
From previous analyses done as part of the project plan, HealthierHere knows there are approximately 12,000
Medicaid beneficiaries with OUDs in King County. While HealthierHere awaits further definition of this
project’s metrics from HCA, it is using these 12,000 Medicaid beneficiaries as its hot spot, or focus, population.
Partnering providers will be asked to focus their efforts on individuals who fit the following profiles:
Prevention of Opioid-related Overdoses: Medicaid members who are at risk for prescription and nonprescription opioid abuse or who have a history of opioid-related overdoses as well as the individuals and
service providers who are likely to encounter them.
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Expanding Access to Opioid Treatment: Medicaid members with or suspected of having OUD (i.e.
presenting with signs/symptoms of OUD in emergency departments, needle exchanges, primary care
settings, behavioral health centers, etc.). Individuals may not yet be identified as having OUD but
through system engagement can be screened, diagnosed, provided with a pathway to treatment.
Promoting Opioid Prescribing Practices: Medicaid members age 18 and older who are receiving a new
opioid prescription and emergency departments (ED), primary care practices, and dental practices
serving a high volume of Medicaid members.
HealthierHere’s analysis also confirmed that Medicaid hot spot members are likely to exist in multiple focus
populations. Of note, 69% of hot spot members are included in two or more project focus populations and 40%
are in three or more focus populations. HealthierHere anticipates that many of the members with one of the
diagnoses above will also have or be at risk for chronic disease conditions (e.g., diabetes) that are the focus of
other HealthierHere projects or be transitioning from a care setting of interest (e.g., jail, inpatient). Therefore,
HealthierHere will require its partners to approach all beneficiaries through an integrated whole person care
approach, meaning there will essentially be “no wrong door” to entering treatment and all beneficiaries will
undergo comprehensive screening. Under this approach, for example, a beneficiary with a SUD will benefit from
providers’ efforts to integrate physical and behavioral health as well as their efforts to enhance care for chronic
conditions.
Finally, consistent with its health equity mission, HealthierHere will make a concerted effort to identify
members in what HealthierHere refers to as “hidden” populations. These members may seek services through
non-Medicaid providers and therefore are not represented in the claims-level analysis, or they may not seek
services at all due to lack of access or other reasons. HealthierHere believes this hidden population likely has
high needs, similar to the needs of the hot spot and focus populations, and will work with its CBO partners to
identify and reach out to members who may otherwise be hidden from the Medicaid health care ecosystem.
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1. Expansion or
Scaling of
Transformation
Strategies and
Approaches

Inherent to the “hot spotting” approach described above is a target-population expansion strategy. Initially,
HealthierHere will focus MTP activities on Medicaid beneficiaries in hot and hidden spots, and over the course
of the MTP, transformation strategies and approaches will be expanded to members in warm spots. Warm spots
include members with lower utilization of services than members in hot spots, such as members with one or two
ED visits per year. Importantly, all members who present at a partner with critical needs and conditions will be
treated using an increasingly team-based and integrated whole person care approach. See Figure 11, Hot
Spotting Approach.
HealthierHere will achieve this expansion by:
•

Engaging a broader provider community – HealthierHere will take a phased approach to provider
engagement, informed by both its capacity to meaningfully support providers and providers’ capacity to
implement projects. All providers interested in the MTP and who wish to participate will have access to
training opportunities with HealthierHere, learning collaboratives focused on the evidence-based models
and best practices, and potential access to some system-level investments (e.g., HIE) as they become
available. As partners become ready to engage in HealthierHere projects they will have the opportunity to
access partner-level infrastructure investments as well as project-specific investments (e.g., training) to
ensure their success. HealthierHere is in the process of identifying these levels of partner engagement and
support.

•

Deepening CBO engagement – As HealthierHere partners with increasing numbers of CBOs, it will be better
positioned to serve populations who are currently underutilizing services; today, these individuals likely
receive social or other services from CBOs and consider them to be trusted entities in their communities.

•

Spreading best practices – HealthierHere will work with its partnering providers to identify and scale
innovative approaches implemented through the MTP projects; partnering providers will share these
practices through project-specific learning collaboratives and other stakeholder convenings.

•

Aligning strategies with commercial payers and Medicare – HealthierHere will work with the state,
commercial payers, and Medicare to align transformation strategies and corresponding VBP models.

HealthierHere envisions many of the transformation strategies described above being expanded across the ACH
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region in later Delivery System Reform Incentive Payment (DSRIP) years through participation of new
providers and existing providers and their use of the strategies with new patients. For example:
•

Sustainability of transformation in prescribing practices will occur through robust and comprehensive
training of many physicians, dentists, and other prescribers who prescribe pain medication on the
AMDG guidelines and partnering with providers to develop policies in line with these guidelines.

•

Offering providers effective and efficient non-opioid pain management supports can help avoid initial
opioid prescriptions. Once these non-opioid pain management strategies are learned, they can be
offered to new and existing clients.

•

HealthierHere will work closely with MCOs and other partners to consider how payment models can
be developed to sustain these new structures, particularly around low-barrier access to MAT. Both the
care coordination and bi-directional integration of care strategies can also promote sustainability of
expanded treatment approaches.

•

The initiative to develop MAT treatment infrastructure will develop resources that currently are not
available and eventually will be Medicaid reimbursable, leading to sustainability. Although MAT is
already a covered benefit through Medicaid, the project will help eliminate the staffing and capacity
barriers to developing new MAT programs.

•

Developing naloxone distribution mechanisms will lead to an ongoing practice of distributing this
overdose prevention medication through health, behavioral health, housing, criminal justice, and
other organizations. This practice, coupled with enhanced treatment and conservative prescribing
practices, will prevent deaths, treat OUD, and prevent the disorder in the first place.

Project 3B: Reproductive and Maternal/Child Health
1. Transformation
Strategies and
Approaches
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2. Target Populations

3. Expansion or
Scaling of
Transformation
Strategies and
Approaches
Project 3C: Access to Oral Health Services
1. Transformation
Strategies and
Approaches
2. Target Populations

3. Expansion or
Scaling of
Transformation
Strategies and
Approaches
Project 3D: Chronic Disease Prevention and Control
1. Transformation

a. Evidence-based Approaches
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Strategies and
Approaches

HealthierHere and its partnering providers will implement the chronic disease prevention and control project
with a focus on:
1. Asthma and COPD
2.

Cardiovascular Disease

3. Diabetes
1. Asthma and COPD
The following interventions are strongly recommended for participating provider organizations.
HealthierHere is taking a broad, portfolio approach to inform King County’s transformation efforts. The
evidence-based models identified by the Health Care Authority (e.g., Bree Collaborative Model, Coleman Model,
Collaborative Care Model, APIC, and the Chronic Care Model), have congruent underlying principles that are
foundational to system and service delivery transformation.
Based upon the Chronic Care Model, NHLBI & NAEPP recommendations, and Global Initiatives for Asthma &
COPD recommendations, implementing providers will utilize the following key strategies. Specific criteria used
for assessments and stratification will be determined by HealthierHere and implementing partners through
Quality Improvement Learning Collaboratives.
Utilize Population Health Management Tools:
• Use electronic health records and registries to identify individuals and services that are needed, share
integrated care plans and other Continuity of Care Documents, as appropriate and allowed by law, with
primary care providers (PCPs), behavioral health providers, social service providers (e.g., supportive
housing), individuals, and their caregivers.
• Ensure that registry is in place to allow for identification of target population, and establish a process for
adding appropriate individuals to registry (e.g individuals who have asthma and/or COPD without a
corresponding ICD-10 code on the problem list).
• Measure and monitor against a defined set of indicators to track progress.
• Conduct routine quality assurance and improvement reviews of panels of high-risk individuals.
Assess Whole Person Care Needs:
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•
•
•
•

Whole person care needs include the following: physical health, substance use, behavioral health, oral
health, and the social determinants of health. Partners will determine their standard assessments and/or
adopt HealthierHere’s recommended assessments which have yet to be determined.
Identify individuals with asthma and COPD, and assess and monitor their severity levels using
spirometry.
Control conditions with appropriate treatment (e.g. medication, pulmonary rehabilitation, etc.).
Make referrals to asthma specialists for individuals with uncontrolled asthma and/or individuals in need
of Step 4 or higher treatment.

Implement Team-based Care:
• Form a person-centered, multi-disciplinary, integrated care team. Composition of the team should be
based on an individual’s needs and risk stratification, and members could include a social worker,
community support specialist, or other appropriate provider.
• Assign individuals at high risk for complications to a member of the team who can provide care
coordination.
• Refer individual to community support specialist (e.g. community health worker, patient navigator), as
appropriate.
Develop Integrated Care Planning:
• Create individually tailored, culturally appropriate treatment plans that support patient engagement
with the care team. Language needs, including interpretation and translation, must be incorporated in
the care planning and delivery.
• Ensure that the plan is available to all team members serving the individual’s needs.
• For individuals with asthma, create an Asthma Action Plan and support individuals in self-monitoring of
asthma symptoms.
Provide Self-Management Support:
• Provide all individuals with asthma or COPD should with self-management support from a member of
the health care team. Establish an individually tailored self-management goal, which should be reviewed
at each visit.
• A community support specialist should assess the home environment and work with individuals on
remediation (e.g. allergen and irritant exposure control).
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•

Refer individuals at highest risk for complications from asthma and/or COPD to a community support
specialist (e.g. community health worker, peer educator, or health coach) who will conduct in-person
meeting(s) such as home visits and follow-up by phone and/or telehealth options in service of the
following goals:
a. Increase self-management skills
b. Ensure personal goals are congruent with individual’s self-efficacy
c. Improve continuity of care with primary care follow-up
d. Ensure medication management and reconciliation with PCPs or other providers including
pharmacists
e. Practice advocacy by identifying key questions for PCPs/specialists
f. Educate on health system navigation
g. Ensure individual can “teach back” expectations from physical and behavioral health
appointments, including what medications are needed and why

Link to Community Resources:
• As needed or desired, the care team will refer individuals to community resources, including culturally
and linguistically appropriate services and/or chronic disease self-management programs.
• To address the social determinants of health, the integrated care team will connect individual with
appropriate resources, social services agencies, and community based organizations depending on the
individual’s needs (e.g. transportation, food, shelter). For applicable individuals, the integrated care
team will work with the individual and a community support specialist to support selected activities. In
such cases, the community support specialist will communicate with PCP and/or specialist(s) regarding
the individual’s treatment and progress.
2. Cardiovascular Disease
The following interventions are required for participating provider organizations.
HealthierHere is taking a broad, portfolio approach to inform King County’s transformation efforts. The
evidence-based models identified by the Health Care Authority (e.g. Bree Collaborative Model, Coleman Model,
Collaborative Care Model, APIC, and the Chronic Care Model), have congruent underlying principles that are
foundational to system and service delivery transformation.
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Based upon the Chronic Care Model and the Million Hearts 2022 treatment protocols, implementing providers
will utilize the following key strategies. Specific criteria used for assessments and stratification will be
determined by implementing partners through Quality Improvement Learning Collaboratives.
Utilize Population Health Management Tools:
• Use electronic health records and registries to identify individuals and services that are needed, share
integrated care plans and other Continuity of Care Documents, as appropriate and allowed by law, with
primary care providers (PCPs), behavioral health providers, social service providers (e.g., supportive
housing), individuals, and their caregivers.
• Ensure that a registry is in place to allow for identification of focus population, and establish a process
for adding appropriate individuals to registry (e.g. individuals who have CVD without a corresponding
ICD-10 code on the problem list).
• Measure and monitor against a defined set of indicators to track progress.
• Conduct routine quality assurance and improvement reviews of panels of high-risk individuals.
Assess Whole Person Care Needs:
• Whole person care needs include the following: physical health, behavioral health, oral health, and the
social determinants of health. Partners will determine their standard assessments and/or adopt
HealthierHere’s recommended assessments which have yet to be determined.
• Identify and risk stratify individuals with diabetes.
Implement Team-based Care:
• Form a person-centered, multi-disciplinary, integrated care team. Composition of the team should be
based on an individual’s needs and risk stratification, and members could include a registered dietician,
social worker, or other appropriate provider.
• Assign individuals at high risk for complications to a member of the team who can provide care
coordination.
• Ensure each member of the focus population has a planned CVD visit in which their CVD risk factors are
assessed. This assessment should also include behavioral health, oral health, and social determinants of
health. Refer individual to community support specialist (e.g. community health worker, patient
navigator), as appropriate.
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Develop Integrated Care Planning:
• Create individually tailored, culturally appropriate treatment plans that support patient engagement
with the care team. Language needs, including interpretation and translation, must be incorporated in
the care planning and delivery.
• Ensure that the plan is available to all team members serving the individual’s needs.
Provide Self-Management Support:
• Provide all individuals with CVD with self-management support from a member of the health care team.
Establish an individually tailored self-management goal, which should be reviewed at each visit.
• Refer individuals at highest risk for complications from CVD to a community support specialist (e.g.
community health worker, peer educator, or health coach) who will conduct in-person meeting(s) and
follow-up by phone and/or telehealth options in service of the following goals:
a. Increase self-management skills
b. Ensure personal goals are congruent with individual’s self-efficacy
c. Improve continuity of care with primary care follow-up
d. Ensure medication management and reconciliation with PCPs or other providers including
pharmacists
e. Practice advocacy by identifying key questions for PCPs/specialists
f. Educate on health system navigation
g. Ensure individual can “teach back” expectations from physical and behavioral health
appointments, including what medications are needed and why
Link to Community Resources:
• As needed or desired, the care team will refer individuals to community resources, including culturally
and linguistically appropriate services and/or chronic disease self-management programs.
• To address the social determinants of health, the integrated care team will connect the individual with
appropriate resources, social services agencies and community based organizations depending on the
individual’s needs (e.g. transportation, food, shelter). For applicable individuals, the integrated care
team will work with the individual and a community support specialist to support selected activities. In
such cases, the community support specialist will communicate with primary care providers and/or
specialist(s) regarding the individual’s treatment and progress.
3. Diabetes
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The following interventions are required for participating provider organizations.
HealthierHere is taking a broad, portfolio approach to inform King County’s transformation efforts. The
evidence-based models identified by the Health Care Authority (e.g., Bree Collaborative Model, Coleman Model,
Collaborative Care Model, APIC, and the Chronic Care Model), have congruent underlying principles that are
foundational to system and service delivery transformation.
Based upon the Chronic Care Model and the American Diabetes Association Standards of Medical Care in
Diabetes recommendations, implementing providers will utilize the following key strategies. Specific criteria
used for assessments and stratification will be determined by HealthierHere and implementing partners
through Quality Improvement Learning Collaboratives.
Utilize Population Health Management Tools:
• Use electronic health records and registries to identify individuals and services that are needed, share
integrated care plans and other Continuity of Care Documents, as appropriate and allowed by law, with
primary care providers, behavioral health providers, social service providers (e.g., supportive housing),
individuals, and their caregivers.
• Ensure that registry is in place to allow for identification of target population, and establish a process to
for adding appropriate individuals to registry (e.g. individuals who have diabetes without a
corresponding ICD-10 code on the problem list).
• Measure and monitor against a defined set of indicators to track progress.
• Conduct routine quality assurance and improvement reviews of panels of high-risk individuals.
Assess Whole Person Care Needs:
• Whole person care needs include the following: physical health, behavioral health, oral health, and the
social determinants of health. Partners will determine their standard assessments and/or adopt
HealthierHere’s recommended assessments which have yet to be determined.
• Identify and risk stratify individuals with type 1 or type 2 diabetes.
Implement Team-based Care:
• Form a person-centered, multi-disciplinary, integrated care team. Composition of the team should be
based on an individual’s needs and risk stratification, and members could include a registered dietician,
social worker, or other appropriate provider.
• Assign individuals at high risk for complications to a member of the team who can provide care
coordination.
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•

•

Ensure each member of the focus population has a planned diabetes visit in which their glycemic control,
cardiovascular risk factors, and end-organ damage are assessed. This assessment should also include
behavioral health, oral health, and social determinants of health.
Refer individual to community support specialist (e.g. community health worker, patient navigator), as
appropriate.

Develop Integrated Care Planning:
• Create individually tailored, culturally relevant treatment plans that support patient engagement with
the care team. Language needs, including interpretation and translation, must be incorporated in the
care planning and delivery.
• Ensure that the plan is available to all team members serving the individual’s needs.
Provide Self-Management Support:
• Provide all individuals with diabetes with self-management support from a member of the health care
team. Establish an individually tailored self-management goal, which should be reviewed at each visit.
• Refer individuals at highest risk for complications from diabetes to a community support specialist (e.g.,
community health worker, peer educator, or health coach) who will conduct in-person meeting(s) and
follow-up by phone and/or telehealth options in service of the following goals:
a. Increase self-management skills
b. Ensure personal goals are congruent with individual’s self-efficacy
c. Improve continuity of care with primary care follow-up
d. Ensure medication management and reconciliation with primary care or other providers
including pharmacists
e. Practice advocacy by identifying key questions for primary care providers/specialists
f. Educate on health system navigation
g. Ensure individual can “teach back” expectations from physical and behavioral health
appointments, including what medications are needed and why
Link to Community Resources:
• As needed or desired, the care team will refer individuals to community resources, including culturally
and linguistically appropriate services and/or chronic disease self-management programs.
• To address the social determinants of health, the integrated care team will connect individual with
appropriate resources, social services agencies and community based organizations depending on the
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individual’s needs (e.g. transportation, food, shelter). For applicable individuals, the integrated care
team will work with the individual and a community support specialist to support selected activities. In
such cases, the community support specialist will communicate with primary care providers and/or
specialist(s) regarding the individual’s treatment and progress.
(See Appendix D. Clinical Summaries for more information on transformation strategies and approaches).
2. Target Populations

HealthierHere used a population health lens to understand target and “focus” populations across its portfolio
and within individual projects. The analysis began by identifying 533,929 King County residents who had at
least one day of Medicaid coverage between April 1, 2016, and March 31, 2017. To align with official inclusion
criteria used by HCA in calculating pay-for-performance measures for each ACH region, HealthierHere removed
individuals with a greater than 30-day gap in continuous coverage or any dual Medicare eligibility during the
measurement period, reducing the cohort size to 304,406 individuals.
The majority of members had no emergency department (ED) visits (74%), hospital stays for med/surg reasons
(98%), or behavioral health-related hospital stays (99%) during the measurement period. Of the members, 5.1%
had three or more ED visits, and these members accounted for 49% of all ED visits in the cohort during the
measurement period. Further, 6,085 members had one or more med/surg hospital stays, accounting for 100%
of all med/surg hospital stays. Similarly, 4,139 members had one or more behavioral health-related hospital
stays, accounting for 100% of all such hospital stays.
Members who had three or more ED visits or one or more of either a med/surg or behavioral health-related
hospital stay comprise the “hot spot” cohort – this includes 20,357 members. Compared to the larger cohort, the
hot spot cohort includes a higher percentage of members ages 25-64 and a smaller percentage of members ages
5-17. Hot spot members were also more likely to be American Indian/Alaska Native, black, and white, and more
likely to report English as a preferred written or spoken language.
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HealthierHere then used the hot spot cohort to define the focus population aligned with each project. For
purposes of this project, HealthierHere identified members with an asthma, COPD, diabetes, or cardiac
diagnosis, defined as:
• Asthma: Members with an asthma diagnosis any time after January 1, 2012
•

COPD: Members with a COPD diagnosis any time after January 1, 2012

•

Diabetes: Members with a diabetes diagnosis any time after January 1, 2012

•

Cardiac: Members with a diagnosis of ischemic heart disease, heart failure, or hypertension any time after
January 1, 2012

Partnering providers implementing this project, will be asked to focus their efforts on:
Asthma and COPD: Medicaid members age 5 and older with uncontrolled asthma or COPD, defined as
having one or more ED visit or hospitalization for the condition(s) in the past 12 months.
Cardiovascular Disease: Medicaid members age 18 and older with an ICD-10 code on the problem list
diagnosing CVD. Individuals with CVD are considered at high risk for complications if they are not
currently taking aspirin or a statin, have uncontrolled blood pressure ≥140/90, and/or are smokers.
Diabetes: Medicaid members age 18 and older with an ICD-10 code on the problem list diagnosing type 1
or type 2 diabetes. Individuals with diabetes are considered at high risk for complications with one or
more of the following: HbA1c >9%, blood pressure ≥140/90, history of cardiovascular disease, one or
more emergency department visits in past 12 months related to diabetes, and history of smoking/tobacco
use.
HealthierHere’s analysis also confirmed that Medicaid hot spot members are likely to exist in multiple focus
populations. Of note, 69% of hot spot members are included in two or more project focus populations and 40%
are in three or more focus populations. HealthierHere anticipates that many of the members with one of the
diagnoses above will also have or be at risk for chronic disease conditions (e.g., diabetes) that are the focus of
other HealthierHere projects or be transitioning from a care setting of interest (e.g., jail, inpatient). Therefore,
HealthierHere will require its partners to approach all beneficiaries through an integrated whole person care
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approach, meaning there will essentially be “no wrong door” to entering treatment and all beneficiaries will
undergo comprehensive screening. Under this approach, for example, a beneficiary with a SUD will benefit from
providers’ efforts to integrate physical and behavioral health as well as their efforts to enhance care for chronic
conditions.
Finally, consistent with its health equity mission, HealthierHere will make a concerted effort to identify
members in what HealthierHere refers to as “hidden” populations. These members may seek services through
non-Medicaid providers and therefore are not represented in the claims-level analysis, or they may not seek
services at all due to lack of access or other reasons. HealthierHere believes this hidden population likely has
high needs, similar to the needs of the hot spot and focus populations, and will work with its CBO partners to
identify and reach out to members who may otherwise be hidden from the Medicaid health care ecosystem.
3. Expansion or
Scaling of
Transformation
Strategies and
Approaches

Inherent to the “hot spotting” approach described above is a target population expansion strategy. Initially,
HealthierHere will focus MTP activities on Medicaid beneficiaries in hot and hidden spots, and over the course
of the MTP, transformation strategies and approaches will be expanded to members in warm spots. Warm spots
include members with lower utilization of services than members in hot spots, such as members with one or two
ED visits per year. Importantly, all members who present at a partner with critical needs and conditions will be
treated using an increasingly team-based and integrated whole person care approach. See Figure 11, Hot
Spotting Approach.
HealthierHere will achieve this expansion by:
•

Engaging a broader provider community – HealthierHere will take a phased approach to provider
engagement, informed by both its capacity to meaningfully support providers and providers’ capacity to
implement projects. All providers interested in the MTP and who wish to participate will have access to
training opportunities with HealthierHere, learning collaboratives focused on the evidence-based models
and best practices, and potential access to some system-level investments (e.g., HIE) as they become
available. As partners become ready to engage in HealthierHere projects they will have the opportunity to
access partner-level infrastructure investments as well as project-specific investments (e.g., training) to
ensure their success. HealthierHere is in the process of identifying these levels of partner engagement and
support.
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•

Deepening CBO engagement – As HealthierHere partners with increasing numbers of CBOs, it will be better
positioned to serve populations who are currently underutilizing services; today, these individuals likely
receive social or other services from CBOs and consider them to be trusted entities in their communities.

•

Spreading best practices – HealthierHere will work with its partnering providers to identify and scale
innovative approaches implemented through the MTP; partnering providers will share these practices
through project-specific learning collaboratives and other stakeholder convenings.

•

Aligning strategies with commercial payers and Medicare – HealthierHere will work with the state,
commercial payers, and Medicare to align transformation strategies and corresponding VBP models.

The project will help providers incorporate community-based care coordination and chronic disease
management into how they do business so that this practice becomes “the new norm” across King County.
CHWs and other program elements will reduce clinical costs, and the savings can be funneled back into the
program, including paying for services currently not funded by Medicaid. During the project, HealthierHere and
its partners will track services and outcomes to identify how financial support for CHWs affects which services
are used and whether health is improved. This information can be used to build VBP arrangements that will
support ongoing chronic disease management activities.
Successful project strategies can be incorporated into care delivery across disease conditions and payers. The
project will transform how care is provided for all individuals and create a healthier county and state population
by incorporating CHWs as key treatment team partners in care delivery, and building strong partnerships
between clinical care teams and community-based services. CHWs will help bring people into care, improve the
cultural and linguistic responsiveness of care, and support self-management. These improvements will help
reduce costs, allowing further investment in appropriate care that values outcomes over number of services for
all people seeking care in Washington.
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4. What specific outcomes does the ACH expect to achieve by the end of the
Transformation if the ACH and its partnering providers are successful? How do these
outcomes support regional transformation objectives?
ACH Response:
HealthierHere has articulated five core values that embody what the organization aims
to achieve by the end of the MTP.
Figure 12. HealthierHere Core Values
Equity. HealthierHere leads with equity. We work to eliminate disparities in health
and well-being and address the current power dynamic and structural racism in our
health care system that perpetuates inequities.
Partnership. Intentional partnerships between government agencies and
community and partnering providers is critical. No one participant or sector controls
the direction, agenda, and decision-making. We take a multisector, multipronged
approach to make systemic change at the local, state, and federal levels.
Results. HealthierHere improves health outcomes across King County, with a
particular focus on health equity and eliminating disparities. We prioritize resources
and efforts to those most marginalized. We implement strategies that can scale for
broader population health impact.
Community. Populations most impacted by health inequities play a substantive
role in our work and are valued for their expertise. We ensure community members
have what they need to engage effectively and develop formal, ongoing feedback
processes for those making decisions to respond to and take action on consumer
recommendations.
Innovation. HealthierHere commits to fundamental system transformation. We
prioritize strategies that improve health care delivery and address population health,
prevention, and the social determinants of health. We model continuous learning.

These core values led HealthierHere to identify three specific outcomes or “leave
behinds” that will support regional transformation. HealthierHere views these
outcomes as critical to sustainable health system transformation and is committed to
achieving these through collaboration with its partners. Together, the core values and
leave behinds inform everything HealthierHere does and will invest in.
The outcomes are:
1. Collaboration between the health care system and social services, evidenced by
an interconnected HIE/HIT system connecting providers from both systems and
payment models that incorporate social service providers.
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2. Access to person-centered, multidisciplinary, culturally competent care teams –
inclusive of social services – in health homes for everyone, regardless of where a
person enters the system.
3. An infrastructure that provides an effective mechanism for meaningful
community and consumer involvement and voice in the continuous
improvement of the delivery system.
HealthierHere is designing and implementing its projects to advance these outcomes.
Immediate and long-term project goals are below.
Figure 13. Immediate and Long-Term Project Goals
Project Goals
Project
Immediate
Long-Term
2A. Bi-Directional Integration of Physical and Behavioral Health through Care
Transformation
Integrated Whole
Increase access to primary care
Integrate primary care services
Person Care in
services and improve screening
into community behavioral health
Community
rates for selected chronic
centers in King County.
Behavioral Health
conditions among individuals
Centers
enrolled in behavioral health
services.
Integrated Whole
Improve identification of
Integrate behavioral health
Person Care in
behavioral health needs and
services into primary care
Primary Care
access to behavioral health
practices in King County. Expand
Settings
services (both mental health and
links to specialty behavioral
substance use treatment) for
health, including psychiatry.
individuals being served in
primary care settings.
2C. Transitional Care
Transitions of Care
Implement an integrated whole
Reduce avoidable emergency
from Jail
person model of care that ensures department (ED) visits and
safe and successful transitions
hospital readmissions, as well as
from jails back into community
readmissions to jail. Expand
settings.
community-based support
services for high-risk individuals
leaving jails, including those
individuals who experience
homelessness.
Psychiatric Care
Implement an integrated whole
Reduce preventable emergency
Transitions from
person model of care that ensures department (ED) visits and
Hospital Settings
safe and successful transitions
hospital readmissions due to
from psychiatric hospitals back
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Project Goals
Project

Transitions of Care:
Hospital Discharges
for High-Risk
Medicaid Clients

Immediate
into community settings, such as
home or skilled nursing facilities.
Implement an integrated whole
person model of care that ensures
safe and successful transitions
from the hospital back into
community settings, such as
home or skilled nursing facilities.

3A. Addressing the Opioid Use Public Health Crisis
Prevention of Opioid- Reduce opioid overdose deaths by
related Overdoses
providing at-risk individuals, and
those who frequently interact
with them, with take-home
naloxone kits and supporting
education and awareness around
overdose prevention.
Opioid Prescribing
Practices

Increase the number of medical
and dental providers trained on
opiate prescribing practices such
as Interagency Guideline on
Prescribing Opioids for Pain and
Dental Guideline on Prescribing
Opioids for Acute Pain
Management.

Expanding Access to
Opioid Treatment

Increase screening for opioid use
disorder (OUD) and improve
access and accessibility to
appropriate and sustainable
treatment including both
modalities of medication-assisted
treatment (MAT), office-based
opioid treatment (OBOT) and
opioid treatment programs
(OTP).
3D. Chronic Disease Prevention and Control
Chronic Disease
Identify individuals with asthma
Prevention – Asthma and chronic obstructive
and COPD
pulmonary disease (COPD),
stratify risk level, and improve
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Long-Term
behavioral health disorders.
Ensure continuity of care.
Reduce avoidable emergency
department (ED) visits and
hospital readmissions. Ensure
continuity of care and redirect
resources available to focus on
long-term prevention and
promotion rather than short-term
crisis response.
Reduce deaths, non-fatal
overdoses, onset of opioid use
disorder (OUD), and harm to
King County residents from
prescription and nonprescription opioids through
promotion of safer use strategies
and harm reduction.
Reduce deaths, non-fatal
overdoses, onset of opioid use
disorder (OUD), and harm to
King County residents from
prescription opioids, while
expanding use of non-opioid pain
management.
Reduce deaths, non-fatal
overdoses, onset of OUD, and
harm to King County residents
from prescription and nonprescription opioids.

Decrease rates of asthma- and
COPD-related complications in
those with the diseases. Empower
individuals to achieve successful
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Project Goals
Project

Immediate
care coordination for highest risk
individuals. Increase home-based
services to manage the
conditions.

Chronic Disease
Prevention –
Cardiovascular
Disease

Identify individuals with
cardiovascular disease (CVD),
stratify risk level, and improve
care coordination for highest risk
individuals.

Chronic Disease
Prevention –
Diabetes

Identify individuals with
diabetes, stratify risk level, and
improve care coordination for
highest risk individuals.

Long-Term
self-management practices.
Sustain home-based services to
manage the conditions and
reduce avoidable asthma- and
COPD-related emergency
department (ED) visits and
hospital admissions.
Decrease rates of CVD-related
complications in those with the
disease. Improve blood pressure
control. Improve hyperlipidemia.
Empower individuals with CVD
to implement successful selfmanagement practices.
Decrease rates of diabetes-related
complications in those with the
disease. Empower individuals
with diabetes to implement
successful self-management
practices.

D. Milestone 4: Identification of Partnering Providers
This milestone is completed by executing Master Services Agreements (formally referred to
as Standard Partnership Agreements) with partnering providers that are registered in the
Financial Executor Portal. For submission of this Semi-Annual Report, HCA will export the
list of partnering providers registered in the Portal as of June 30, 2018.
1. The state understands that not all ACH partnering providers participating in
transformation activities will be listed in the Financial Executor portal export. In the
attached Excel file, under the tab D.1, “Additional Partnering Providers,” list additional
partnering providers that the ACH has identified as participating in transformation
activities, but are not registered in the Financial Executor Portal as of June 30, 2018.
Complete item D.1 in the Semi-Annual Report Workbook.
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Section 2: Standard Reporting Requirements
This section outlines requests for information that will be included as standard reporting
requirements for each Semi-Annual Report. Requirements may be added to this section in
future reporting periods, and the questions within each sub-section may change over time.

ACH-Level Reporting Requirements
A. ACH Organizational Updates
1. Attestations: In accordance with the Transformation’s STCs and ACH certification
requirements, the ACH attests to being in compliance with the items listed below during
the reporting period.
Yes
a. The ACH has an organizational structure that reflects the
capability to make decisions and be accountable for financial,
clinical, community, data, and program management and
strategy development domains.

X

b. The ACH has an Executive Director.

X

c. The ACH has a decision-making body that represents all
counties in its region and includes one or more voting partners
from the following categories: PCPs, behavioral health
providers, health plans, hospitals or health systems, local
public health jurisdictions, tribes/Indian Health Service (IHS)
facilities/Urban Indian Health Programs (UIHPs) in the
region, and multiple community partners and CBOs that
provide social and support services reflective of the social
determinants of health for a variety of populations in its
region.

X

d. At least 50 percent of the ACH’s decision-making body
consists of non-clinic, non-payer participants.

X

e. Meetings of the ACH’s decision-making body are open to the
public.

X

No

2. If unable to attest to one or more of the above items, explain how and when the ACH will
come into compliance with the requirements. If the ACH checked “Yes” for all items,
respond “Not Applicable.”
ACH Response: Not Applicable
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3. Key Staff Position Changes: Provide a current organizational chart for the ACH. Use
bold italicized font to highlight changes, if any, to key staff positions during the
reporting period. Place an “X” in the appropriate box below.
Yes
Changes to Key Staff Positions
during Reporting Period

No

X

Insert or Include as an Attachment: Organizational Chart
The following organizational chart depicts the current HealthierHere organizational
structure and changes to key staff positions in the reporting period.
Figure 14. Organizational Chart

B. Tribal Engagement and Collaboration
1. In the table below, provide a list of tribal engagement and collaboration activities that
the ACH conducted during the reporting period. These activities may include
relationship building between the ACH and tribal governments, IHS facilities, and
UIHPs, or further engagement and collaboration on project planning and/or
implementation. Add rows as needed.
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Tribal Engagement and Collaboration Activities for the Reporting Period

Activity
Description

Date

Invitees

Attendees

Objective

Brief
Description of
Outcome/Next
Steps

Seattle Indian
Health Board
Representation on
Governing Board

Monthly
meetings

Esther
Lucero,
Governing
Board cochair

Healthier
Here staff
and
Governing
Board

Strategic
direction on
opportunities
for tribal
engagement
and
participation

Continued input
on Healthier
Here’s strategic
direction and
investments

Cowlitz Indian
Tribe Participation
on Governing
Board

Monthly
meetings

Stephen
Kutz

Healthier
Here staff
and
Governing
Board

Strategic
direction on
opportunities
for tribal
engagement
and
participation

Continued input
on Healthier
Here’s strategic
direction and
investments

Meeting with
Cowlitz Tribe
Leadership

May 23,
2018

Cowlitz
leadership

Susan
McLaughlin
and Cowlitz
leadership

Identify how
the Cowlitz
tribe and
health center
see themselves
involved in the
MTP

Determined next
steps for
continued
engagement and
collaboration

Meeting with
Seattle Indian
Health Board
Leadership

June 14,
2018

Health
Board
leadership

Susan
McLaughlin
and Health
Board
leadership

Discuss how
the tribes fit
into the MTP
and ACH
activities

Additional
collaboration on
outreach to tribes

Ongoing

Tribal
leadership

Susan
McLaughlin
and
Governing
Board
members

Introduce the
ACH and
opportunities
for
collaboration/
funding

No response from
tribe to date; ACH
to continue
outreach efforts

Ongoing

Tribal
leadership

Susan
McLaughlin
and
Governing

Introduce the
ACH and
opportunities
for

No response from
tribe to date; ACH
to continue
outreach efforts

Outreach to
Snoqualmie Tribe

Outreach to
Muckleshoot Tribe
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Tribal Engagement and Collaboration Activities for the Reporting Period

Activity
Description

Participation in
HCA-Indian Health
Services (IHS)
Meetings

Date

Twice a
month

Invitees

State
officials,
ACHs,
ACH tribal
representat
ives, and
other
stakeholde
rs

Attendees

Objective

Board
members

collaboration/
funding

State and
county
officials,
ACHs, tribal
representtatives, and
other
stakeholders

Discuss IHS
and tribal
engagement
and
opportunities
for alignment
with ACH
work

Brief
Description of
Outcome/Next
Steps

Continued
engagement and
identified
opportunities for
alignment in
work; assistance
with tribal
engagement

Project Reporting Requirements
C. Project Status Update
1. Provide a status update that highlights Transformation planning progress by listing
activities that have occurred during the reporting period in the table below. Indicate the
project(s) for which the activity applies. If the activity applies to all projects, indicate as
such. Are project activities progressing as expected? What are the next steps? Add rows
as needed.
Examples of activities may include, but are not limited to the following:
•

The ACH secured Memoranda of Understanding (MOUs), change plans, or other
agreements with partnering providers.

•

Partnering providers have completed training on project interventions.

•

Partnering providers have adopted and/or are using project tools/protocols.

•

The ACH has invested in and/or provided technical assistance for partnering
providers.

•

The ACH has invested in and/or implemented new resources for project
management (e.g. IT advancements).

•

New services are being offered/provided to Medicaid beneficiaries.
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Project Status Update
Associated
Project Areas

Is Activity
Progressing as
Expected?
(Y/N)

Convened monthly Partner
Summits to familiarize
stakeholders and partnering
providers with the MTP
activities/requirements,
HealthierHere projects,
timelines, and opportunities;
meetings were facilitated in
person through March 2018 and
as webinars April through June

All projects

Y

Continue regular Partner
Summits via webinar to
share updates; webinars
are open to all interested
stakeholders and posted
to HealthierHere’s
website

Established implementation
work groups in March 2018 and
facilitated meetings in March
and May

All projects

Y

Adjust work group rosters
to ensure critical
partnering providers are
represented, especially
partners’ clinical and
quality improvement
leadership

Key Activity

Next Steps

Augment work groups
with subject matter
experts as needed
Continue shift to
implementation planning
through meeting agendas
and materials
Convene and coordinate
with project-specific
subgroups (see below)
Identify potential crosscutting needs/issues for
elevation to
Transformation
Committee and Governing
Board
Established and convened
project subgroups to refine
target populations, evidence-

All projects
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Project Status Update

Key Activity

Associated
Project Areas

Is Activity
Progressing as
Expected?
(Y/N)

based approaches, project
metrics, and innovative
approaches

Next Steps
implementation plans and
partnering provider
change plans
Coordinate with
overarching project work
groups

Developed a Project Specific
Agreement (PSA) detailing
partnering provider
requirements and secured
partners’ commitments to
projects

Developed project tools,
including clinical summaries,
evidence-based model handouts,
timelines, and clinical pathways

All projects

Y

Partners will sign PSA by
July 30, 2018
HealthierHere will:

All projects

Y

•

Issue partner
payments

•

Develop PSA detailing
DY2 partnering
provider requirements

HealthierHere will:
•

Work with partners on
implementation

•

Monitor and report on
partners’ project
progress

•

Develop a change plan
template and issue it
to partners by midJuly

Partners will develop
change plans by midAugust and begin project
implementation in the fall
Partners completed CSA and
HIE/HIT Assessment, including
project-specific questions
relative to partners’ capabilities;
HealthierHere shared results of

All projects
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Project Status Update

Key Activity

Associated
Project Areas

Is Activity
Progressing as
Expected?
(Y/N)

CSA and HIE/HIT Assessment
with stakeholders via Partner
Summit webinars

Next Steps
project and Domain 1
strategies as needed

1 on 1 meetings with
Hospitals/Health Systems

All projects

Y

Complete initial set of
meetings with
hospitals/health systems
and continue to engage
with subject matter
experts for project
planning

Monthly Meetings with
Behavioral Health Network

FIMC transition

Y

Continue to meet with
behavioral network to
advise on transition to
FIMC and coordinate and
align ACH programmatic
activities

Quarterly Meetings with
Community Health Center
Council

All Projects:
FQHCs

Y

Continue to participate in
meetings to discuss
FQHC’s role in projects
and transformation
activities
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Portfolio-Level Reporting Requirements
D. Partnering Provider Engagement
1. During the reporting period, how has the ACH coordinated with other ACHs to engage
partnering providers that are participating in projects in more than one ACH?
ACH Response:
HealthierHere has welcomed the opportunity to coordinate with other ACHs and has
been both a convener and participant in cross-ACH activity. Highlights from the first half
of DY2 are described below.
HealthierHere has been collaborating with the Health Innovation Leadership Network
Equity Council and HCA tribal liaison coordinators throughout Washington state. Both
collaborations share knowledge, information, and emerging practices designed to
advance equity. The tribal liaison collaboration is an opportunity for HealthierHere to
authentically engage with Tribal Nations. Through these collaborations, HealthierHere
and other ACHs share lessons learned from working with Tribal Nations as well as tools
to support outreach.
HealthierHere collaborated with the Pierce County ACH to develop and administer a
single HIE/HIT Assessment to all partners who operate in both ACHs. The ACHs also
coordinated on development of the CSA, but issued different assessments to their
partners. HealthierHere and Pierce County are currently collaborating on the
development of partner change plans. This coordination has included at least three
meetings among the leadership of the ACHs to discuss approaches and common
challenges.
HealthierHere Executive Director Susan McLaughlin regularly meets with other ACH
leaders to identify and discuss opportunities for coordination, especially around Domain
1 strategies. One example of such coordination is HealthierHere’s ongoing discussions
with the Greater Columbia ACH and Olympic Community of Health regarding EDIE and
PreManage.
All ACH executive directors come together monthly for a cross-ACH meeting. These
meetings are opportunities to share learnings and address common challenges, as well as
coordinate with the state and statewide associations, such as WSHA. Similarly,
HealthierHere’s CFO Thuy Hua-Ly recently convened a meeting of her peer CFOs across
the ACHs to share best practices and discuss payment triggers for DY1 funding.
HealthierHere’s COO Gena Morgan initiated a program leads work group and has been
meeting bimonthly with other ACH program leads to discuss partner engagement
strategies, share implementation and change plan approaches, and seek to better
coordinate and align ACH programmatic activities. HealthierHere finds these
opportunities to share information across ACHs valuable and plans to continue
participating in and leading such forums as necessary.
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2. Briefly describe the ACH’s expectations for partnering provider engagement in support
of transformation activities.
ACH Response:
HealthierHere’s expectations for partnering provider engagement are detailed in the PSA
that all partnering providers must sign (See Appendix E. Medicaid Provider ProjectSpecific Agreement). There are six categories of activities for Medicaid partnering
provider participation in DY2:
1. Completion of the CSA and HIE/HIT Assessment – Partnering providers were
required to complete both the CSA and HIE/HIT Assessment by May 25, 2018.
2. Development of an organizational-level change plan – Partnering providers will be
required to develop an organizational-level change plan this summer. HealthierHere
is in the process of developing the change plan template and will issue the change
plan with instructions to select partnering providers for completion. In their
responses, partnering providers will detail the action steps they will take to
implement each project, including identifying responsible actors within the
organization, key partners, deliverables, and timelines.
3. Participation in the HealthierHere stakeholder process and registration in the
financial executor (FE) web portal – Partnering providers must participate in the
stakeholder process to inform project planning and implementation as well as
Domain 1 strategies. Opportunities for participation include the Governing Board,
the Finance Committee, project implementation work groups, the Transformation
Committee, the CCV Committee, the Performance Measurement and Data
Committee, and Partner Summits. Partnering providers must also register in the FE
portal by July 30, 2018. The governance structure is depicted below.
Figure 15. HealthierHere Governance Structure

4. Medicaid volume – Partnering providers will be eligible for tiered payments based on
the number of unduplicated Medicaid patients they served in 2016 as reflected in
Medicaid utilization data. The two tiers are 0-5,000 Medicaid patients and 5,001 or
more Medicaid patients.
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5. Signature of the PSA for DY2 – The Governing Board approved the DY2 PSA in early
June, and partnering providers were required to sign the PSA by July 31, 2018.
6. Signature of the PSA for DY3 – Partnering providers will be required to sign the DY3
PSA by mid-December 2018 (exact date TBD).
A separate PSA was developed for tribal partners; this PSA includes the above categories
of activities, except Medicaid volume.
In addition, partnering provider responsibilities for implementation are detailed in the
clinical summaries currently under development with the project implementation work
groups. These responsibilities are detailed in the response to Milestone 3.

3. Describe the ACH’s efforts during the reporting period to engage partnering providers
that are critical to success in transformation activities. What barriers to their
participation have been identified, and what steps has the ACH taken to address those
barriers? Include the steps has the ACH taken to reach partnering providers with limited
engagement capacity.
ACH Response:
HealthierHere is actively working to mitigate barriers to partnering providers as well as
community participation in the ACH.
Partnering Providers
The primary barrier to participation among partnering providers is capacity. Partnering
providers are very busy with their everyday operational responsibilities and
organizational initiatives, and many have limited staff. Capacity limitations make it
difficult for partnering providers to fully engage in project implementation planning as
needed. HealthierHere is acutely aware of this issue and is working with providers to
understand what capacity they need to be fully engaged in the MTP and their respective
projects. As mentioned above, participation in HealthierHere stakeholder process is a
payment point under the PSA and these funds can help offset staffing costs associated
with the planning process. Moreover, HealthierHere is considering subsidizing
transformation leads within critical provider organizations.
HealthierHere is meeting partnering providers at their organizations and associations.
For example, HealthierHere Executive Director Susan McLaughlin regularly meets with
the FQHC Council and Behavioral Health Network Association. Participating in these
groups’ monthly meetings affords HealthierHere a valuable opportunity to communicate
critical information to stakeholders in person, build relationships, and host individual
follow-up meetings with other participants as needed. HealthierHere Governing Board
members and staff also routinely provide updates at the King County Hospitals for a
Healthier Community quarterly meeting. HealthierHere leadership has conducted oneon-one meetings with hospitals and other partnering providers throughout King County.
Community Members, Medicaid Consumers, and CBOs
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HealthierHere is developing a small grants program to further increase community
members’, Medicaid consumers’, and CBOs’ voices in driving transformation in the
region. The program is intended to increase participation in HealthierHere community
engagement, planning, and implementation activities, including reaching out to CBOs’
respective focus populations, especially non-English-speaking populations.
HealthierHere is continuing to make participation in ACH stakeholder activities as
accessible and easy as possible. Partner Summits are now conducted via webinar,
recorded, and posted to HealthierHere’s website for stakeholders unable to attend in real
time. Governing Board meetings are open to the public, and the meeting materials,
including summaries of all meetings, are posted to HealthierHere’s website.

4. For 2019 mid-adopter regions, describe the ACH’s process to assess current capacity and
readiness of Medicaid behavioral health providers to transition to fully integrated
managed care (FIMC). How has the ACH identified, or plan to identify, the needs of
Medicaid behavioral health providers?
ACH Response:
HealthierHere assessed behavioral health providers’ capacity and readiness for FIMC
through the CSA and HIE/HIT Assessment. As described under Milestone 1, the CSA and
HIE/HIT Assessment results indicated BHAs lag behind hospitals/health systems and
FQHCs in adoption of quality improvement processes, EHRs, chronic disease registries,
VBPs, and team-based care models. HealthierHere is actively developing strategies to
support BHAs in closing these gaps so they are prepared for the transition to FIMC as
well as to be active participants in the MTP.
HealthierHere has built a strong partnership with the King County BHO, which is
managing the transition to FIMC and convening stakeholders through eight committees.
HealthierHere is a regular and important participant in these committees. The Executive
Director sits on the executive committee as well as at a leadership table comprised of
county leadership and MCOs. Key HealthierHere staff – the COO, CFO, Director of
Equity and Community Partnerships, and Director of Clinical Practice Transformation –
sit on the clinical, finance, joint operations, and early warning systems committees. The
Executive Director is also actively meeting with BHAs to understand their needs, plan for
incentive funding, and inform how the ACH can support the transition to FIMC.
The King County BHO is in the process of developing a comprehensive set of outcome
measures to be used as the basis for incentives to BHAs in a VBP environment. As the
King County BHO transforms into an independent practice association (IPA),
HealthierHere will work with the King County BHO, managed care organizations, and
providers to align all efforts in order to advance VBP.
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E. Community Engagement
Community engagement refers to outreach to and collaboration with organizations or individuals, including Medicaid
beneficiaries, which are not formally participating in project activities and are not receiving direct DSRIP funding but are
important to the success of the ACH’s projects.
1. In the table below, list the ACH’s community engagement activities that occurred during the reporting period. Add rows as
needed.
Community Engagement Activities for the Reporting Period
Activity Description

Date

Objective

Target Audience

Associated
Project
Areas

Brief Description
of Outcome

Attendance
Incentives
Offered?
(Y/N)

MIDD
Advisory Committee

February
15, 2018

Introduce ACH and
its work

County health and
human services and
criminal justice
communities

All

Stakeholder
engagement

N

CCV Committee Meeting

February
26, 2018

Convene CCV
Committee and kick
off activities for DY2

CCV Committee
members

All

Advancement of
health equity
strategies

N

Stakeholder
engagement

N

Stakeholder
engagement

N

Office of Consumer
Partnerships Integration
Forum

February
27, 2018

Introduce ACH and
its work

Social services, BHAs,
and peer support
specialists

All, with a
focus on bidirectional
and opioidrelated
projects

Office of Consumer
Partnerships Integration
Forum

March
27, 2018

Update on ACH and
its work

Social services, BHAs,
and peer support
specialists

All
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Community Engagement Activities for the Reporting Period
Activity Description

Brief Description
of Outcome

Attendance
Incentives
Offered?
(Y/N)

Date

Objective

Asian Pacific Islander
(API) Health
Board/White Center
Community
Development
Association

April 23,
2018

Introduce ACH;
identify opportunities
for engagement

API Health Board and
community

All

Stakeholder
engagement

N

Regional Collaboration
for Racial Equity

April 23,
2018

Introduce ACH;
identify opportunities
for engagement

Regional health equity
stakeholders

All

Advancement of
health equity
strategies

N

PWI South King County

April 26,
2018

Introduce ACH;
identify opportunities
for engagement

Community
stakeholders

All

Advancement of
health equity
strategies

N

Rainier Beach Action
Coalition

April 27,
2018

Introduce ACH;
identify opportunities
for engagement

Community
stakeholders

All

Information sharing;
identified
opportunities for
collaboration

N

April 30,
2018

Convene CCV
Committee under
leadership of new
Director of Equity
and Community
Partnerships; kickstart community
engagement

CCV Committee
members

All

Advancement of
health equity
strategies

N

CCV Committee Meeting
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Community Engagement Activities for the Reporting Period
Activity Description

Date

Objective

Target Audience

Associated
Project
Areas

Brief Description
of Outcome

Attendance
Incentives
Offered?
(Y/N)

All

Information sharing;
identified
opportunities for
collaboration

N

N

May 2,
2018

Introduce ACH;
identify opportunities
for engagement

Puget Sound Sage –
Community Leadership
Institute

May 4,
2018

Introduce ACH;
identify opportunities
for engagement

Program leadership

All

Identified
opportunities for
collaboration in
workforce issues and
projects

CCV Committee Meeting

May 21,
2018

Continue to advise on
health equity and
community
engagement

CCV Committee
members

All

Advancement of
health equity
strategies

N

King County Behavioral
Health IPA Planning
Meetings

Twice
monthly

Input and
strategizing on
behavioral health IPA
transition

County

2A

Strategic alignment
and collaboration

N

King County Hospitals
for a Healthier
Community

Quarterly

Hospital leaders

All

Strategic alignment
and collaboration

N

Meeting with Executive
Director of NAMI Seattle

April 9,
2018

Behavioral health
partner

2A and 3A

Strategic alignment
and collaboration

N

Meeting with Executive
Director of the Recovery
Alliance

March
29, 2018

Behavioral health
partner

3A

Strategic alignment
and collaboration

N

LW Tech Health Fair
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Community Engagement Activities for the Reporting Period
Activity Description

Date

Objective

Target Audience

Associated
Project
Areas

engagement of people
in recovery
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Brief Description
of Outcome

Attendance
Incentives
Offered?
(Y/N)

2. Describe how the ACH and its partnering providers have reached out to populations with
limited proficiency in English.
ACH Response:
HealthierHere is working through its CBO partners to reach populations with limited
proficiency in English. HealthierHere believes organizations with established trust
among the target populations are best positioned to engage directly with Medicaid
beneficiaries. These trusted organizations include Tribal Nations, CBOs that serve the
target population, CBOs that are also providers, and groups that work upstream and at
the grassroots level.
Through the community-based small grants program, HealthierHere intends to provide
support and resources to community groups and organizations that serve a large number
of clients with limited proficiency in English so that they can engage with their clientele
as a means of sharing information about HealthierHere’s project portfolio, identify realtime barriers to services, and obtain qualitative data to better understand and/or ground
efforts in quantitative data around health outcomes and access to health care in King
County. HealthierHere has partnered with a trusted CBO, the Center for Multicultural
Health, to administer these small grants in partnership with the CCV Committee. It is
anticipated that activities pursuant to these outreach grants will be conducted during Q3
of DY2, with preliminary information gathered through the associated outreach efforts to
inform project implementation planning.
In addition to conducting direct outreach, HealthierHere launched its website –
https://www.healthierhere.org/ – in Q2 of DY2. Central to the launch of this website was
ensuring that it is consumer friendly and provides multiple opportunities for consumers
and partners to obtain information necessary to effectively engage with HealthierHere.
Information on the website is accessible to individuals with disabilities and in multiple
languages through a translation feature.

3. Focusing on community groups that may be underrepresented in Transformation efforts,
identify challenges to engagement that have occurred; describe the strategies the ACH
and its partnering providers have undertaken to address these challenges.
ACH Response:
Community groups that are underrepresented in transformation efforts often do not
have the resources to actively participate in the MTP; they also have many competing
priorities and lack overall awareness of the MTP. To address these challenges,
HealthierHere is taking several steps, including:
•

Developing a community engagement framework and plan detailing
HealthierHere’s approach to community engagement; the plan will be published
on HealthierHere’s website and shared with stakeholders to encourage awareness
of the MTP, provide assistance in developing strategies to address health equity
through the MTP, and encourage support of HealthierHere’s community
engagement goals

•

Reconstituting the CCV Committee to be a formal committee of the Governing
Board with representation from critical sectors across King County

•

Developing a small grants program to compensate consumers, community
members, community groups, CBOs, and social service agencies for participation
in HealthierHere activities

•

Providing stipends to certain stakeholders (e.g. some governing board members)
for participation in ACH activities, which may be used to help support childcare
and transportation, among other things

•

Identifying trusted advocates/advisors within the community and compensating
them for participation in implementation planning; these trusted

advocates/advisors would participate in project work groups alongside
partnering providers to share a community- and equity-based perspective
•

Administering a CBO assessment to understand CBO and social service agency
readiness to participate in the MTP, interest in HealthierHere’s project portfolio,
and ability to address the needs of HealthierHere’s focus populations

•

Incorporating community voice in HealthierHere’s planning and decisionmaking processes through representation on the Governing Board and the
Planning and Advisory committees, and through information sharing
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F.

Health Equity Activities

Health equity is defined as reducing and ultimately eliminating disparities in health and their
determinants that adversely affect excluded or marginalized groups.
1. Provide an example of a decision the ACH and its partnering providers have made about
project planning or implementation based on equity considerations.
ACH Response:
HealthierHere actively considers health equity in all major decision-making. Two
examples of decisions based on equity considerations are (1) the Governing Board’s
decision to distribute half of DY1 incentive funding to non-traditional providers (CBOs)
and tribes and (2) HealthierHere’s identification of and approach to serving focus
populations. Both are described briefly below.
(1) The Governing Board directed HealthierHere to distribute half of DY1 incentive

funding to traditional providers (e.g., FQHCs, hospitals/health systems, and behavioral
health agencies). The remaining half of DY1 incentive funding will go to CBOs or nontraditional providers and tribes. The decision to allocate half of the incentive funding to
non-traditional providers and tribes reflects HealthierHere’s commitment to health
equity. The Governing Board and staff feel strongly that non-traditional providers and
tribes must be involved in transformation efforts to reach address the social
determinants of health and support community-based care. HealthierHere is in the
process of determining payment triggers for non-traditional providers, an effort that is
also being informed by equity and evaluated through the health equity tool.
(2) HealthierHere used a health equity lens to understand target and “focus”
populations across its portfolio and within individual projects. The analysis began by
identifying 533,929 King County residents who had at least one day of Medicaid
coverage between April 1, 2016, and March 31, 2017. To align with official inclusion
criteria used by HCA in calculating pay-for-performance measures for each ACH region,
HealthierHere removed individuals with a greater than 30-day gap in continuous
coverage or any dual Medicare eligibility during the measurement period, reducing the
cohort size to 304,406 individuals.
The majority of members had no ED visits (74%), hospital stays for medicine/surgery
reasons (98%), or behavioral health-related hospital stays (99%) during the
measurement period. Of the members, 5.1% had three or more ED visits, and these
members accounted for 49% of all ED visits in the cohort during the measurement
period. Further, 6,085 members had one or more med/surg hospital stays, accounting
for 100% of all med/surg hospital stays. Similarly, 4,139 members had one or more
behavioral health-related hospital stays, accounting for 100% of all such hospital stays.
Members who had three or more ED visits or one or more of either a med/surg or
behavioral health-related hospital stay comprise the “hot spot” cohort – this includes
20,357 members. While hot spot members represent only 6% of Medicaid members, they
are accountable for 60% of ED visits. Compared to the larger cohort, the hot spot cohort
includes a higher percentage of members ages 25-64 and a smaller percentage of
members ages 5-17. Hot spot members were also more likely to be American
Indian/Alaska Native, black, and white, and more likely to report English as a preferred
written or spoken language.
HealthierHere then used the hot spot cohort to define the focus population aligned with
each project. The focus populations were defined based on specific diagnoses or patient
settings as outlined in the toolkit.
HealthierHere’s analysis also confirmed that Medicaid hot spot members are likely to
exist in multiple focus populations. Of note, 69% of hot spot members are included in
two or more project focus populations and 40% are in three or more focus populations.
HealthierHere anticipates that many of the members will have or be at risk for chronic
disease conditions (e.g., diabetes) that are the focus of HealthierHere projects or will be
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transitioning from a care setting of interest (e.g., jail, inpatient). Therefore,
HealthierHere will require its partners to approach all beneficiaries through an
integrated whole person care approach, meaning there will essentially be “no wrong
door” to entering treatment and all beneficiaries will undergo comprehensive screening.
Under this approach, for example, a beneficiary with a SUD will benefit from providers’
efforts to integrate physical and behavioral health as well as their efforts to enhance care
for chronic conditions.
Finally, HealthierHere will make a concerted effort to identify members in what
HealthierHere refers to as “hidden” populations. These members may seek services
through non-Medicaid providers and therefore are not represented in the claims-level
analysis, or they may not seek services at all due to lack of access or other reasons.
HealthierHere believes this hidden population likely has high needs, similar to the needs
of the hot spot and focus populations, and will work with its CBO partners to identify and
reach out to members who may otherwise be hidden from the Medicaid health care
ecosystem.

2. How will the ACH and its partnering providers assess and prioritize community health
equity issues in the region during the Medicaid Transformation?
ACH Response:
To support HealthierHere’s transformation objectives, the CCV Committee developed an
equity tool for use in HealthierHere project planning, implementation, and decisionmaking processes. HealthierHere and its partners will use the tool along with the RHNI
and other available data to assess and prioritize health equity issues in King County
during the MTP. This tool addresses health equity knowledge/skills gaps as well as
unintended consequences of programming and decisions. The tool was utilized in the
project application process and will be further utilized in the project planning and
implementation processes as well as budgeting and resource allocation decisions.
HealthierHere has recently employed the tool to inform its work identifying focus
populations.
The Governing Board and staff are focused on applying a health equity lens to all
decision making. The tool directs its users to consider:
•

Scope of project or decision and intended equity outcomes

•

Social determinants of health affected

•

Population(s) affected and known disparities

•

Potential impacts

•

Equitable alternatives

•

Implementation, including accountability and communication

3. What steps has the ACH taken to provide the ACH board/staff/partnering providers with
tools to address health equity? How will the ACH monitor the use of health equity tools
by partnering providers?
ACH Response:
Every HealthierHere Governing Board meeting has proactively addressed health equity.
For example:
•

Governing Board meeting agendas were restructured to reflect an equity centered
approach and elevate the voice of the community e.g., adding additional public
comment periods, including one at the top of the agenda and adding communitybased and equity focused items for discussion.

•

Governing Board members and outside experts have presented to the Governing
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Board on health equity and how HealthierHere can lead with its values.
•

The Governing Board frequently hears directly from providers dedicated to
caring for underserved, vulnerable, and complex populations on the challenges
they face in meeting their patients’ needs.

•

The Governing Board’s composition directly reflects the organization’s
commitment to health equity; more than 50% of the Governing Board represents
non-Medicaid providers and the King County community.

•

The Governing Board has heard stories from the community, including from
Medicaid clients.

•

The Governing Board is exploring available data to develop an equity dashboard
that will allow the ACH to monitor its progress on addressing health disparities.

In February 2018, Abigail Echo-Hawk from the Urban Indian Health Institute led the
Governing Board through an equity learning session. Abigail has prolific experience
serving on and supporting boards in facilitating equity. During the learning session, the
Governing Board had multiple opportunities to share its experience with bias and equity
in a board-like setting. Abigail challenged the Governing Board to:
•

Define and make equity actionable

•

Make equity the foundation of every decision

•

Have transparent and meaningful relationships with the Board/partners

•

Have equitable partnerships

HealthierHere’s Director of Equity and Community Engagement and members of the
CCV Committee will conduct in-depth training on the application of the Equity Impact
Assessment Tool for the Governing Board, staff, and committees of HealthierHere. The
curriculum for this training is currently under development, and training sessions will be
scheduled during the third and fourth quarters of 2018.
The tool is currently available on HealthierHere’s website, and partnering providers and
HealthierHere’s governance bodies are actively encouraged to use it. HealthierHere
inquired about partners’ use of health equity tools in the CSA and will collect
information on their adoption of tools throughout the MTP. HealthierHere’s CCV
Committee will work with partnering providers to identify good tools and best practices,
and spread those across partners. HealthierHere plans to regularly report on the
organization’s use of the health equity tool as well as request partners to report on their
own use through annual reporting. HealthierHere is in the process of identifying other
health equity-related reporting metrics for providers, such as partners’ improvement on
National CLAS Standards.
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G. Budget and Funds Flow
Note: HCA will provide ACHs with a Semi-Annual Report Workbook that will reflect earned
incentives and expenditures through the Financial Executor Portal as of June 30, 2018.
1.

Attestation: The ACH organization or its equivalent fiscal sponsor has received a financial audit
in the past year. Place an “X” in the appropriate box.
Note: the IA and HCA reserve the right to request documentation in support of milestone
completion.
Yes

No

X

a.

If the ACH checked “Yes” in item G.1, have all audit findings and questions been
appropriately resolved? If not, please briefly elaborate as to the plan to resolve. If the ACH
checked “No” in item G.1, respond “Not Applicable.”

ACH Response: All audit findings and questions have been appropriately resolved.

b. If the ACH checked “No” in item G.1, describe the ACH’s process and timeline for financial
audits. If the ACH checked “Yes” in item G.1, respond “Not Applicable.”
ACH Response: Not Applicable

2. Design Funds
Complete items outlined in tab G.2 of the Semi-Annual Report Workbook.
3. DY 1 Earned Incentives
Complete items outlined in tab G.3 of the Semi-Annual Report Workbook.
4. Integration Incentives
For early- and mid-adopter regions only, complete the items outlined tab G.4 of the
Semi-Annual Report Workbook and respond to the following:
a. Describe how the ACH has prioritized, or will prioritize, integration incentives to
assist Medicaid behavioral health providers transitioning to FIMC. Include details on
how Medicaid behavioral health providers and county government(s) have or will
participate in discussions on the prioritization of these incentives.
ACH Response:
HealthierHere surveyed behavioral health providers regarding investments needed
for the transition to FIMC. Respondents identified the following categories of need:
•

Investment in EHRs

•

IT infrastructure for registry and outcome-tracking functions

•

EHR modifications: system interfaces/connections across provider
types/HIE; integration of primary care training in collaborative care model
and other evidence-based approaches

•

Staff costs:
o

Database manager for programming

o

Planning capacity, including time for meetings and for development of
policies and procedures

o

Administrative support for transition
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o

On-site primary health provider

•

Hardware to support a mobile behavioral health workforce (laptops, mobile
internet access to EHRs)

•

Billing and coding (out-of-county SUD treatment center)

•

Telehealth capacity (out-of-county SUD treatment center)

•

Attorney fees for FIMC agreements

The responses were summarized and shared with the county. The county developed a
proposal for the initial pool of FIMC funds, proposing approximately 50% of funds go
to behavioral health providers. Under the proposal, the remaining funds would be
used for EHRs, ACH-brokered training and TA, and county staffing to support the
transition to FIMC.
HealthierHere shared the draft proposal with the behavioral health network and
facilitated a conversation with the network about system-level investments. The
proposal will be revisited over the summer and revised with stakeholder and county
input to ensure funds can be distributed in a timely manner.

b. Describe the decision-making process the ACH will use to determine the distribution
of integration incentives. Include how the ACH will verify that providers receiving
assistance or funding through the integration incentive funds will serve the Medicaid
population at the time of implementation.
ACH Response:
HealthierHere is currently working with the King County BHO and all contracted
behavioral health agencies to refine a proposal for distribution of the first portion of
mid-adopter incentive funding. The proposal includes a majority of the funding going
directly to BHAs for infrastructure investments to support the transition. Some
funding will be utilized by HealthierHere to procure training and technical assistance
as requested by BHAs. A recommendation for distribution of the mid-adopter funds
will be brought to HealthierHere’s Finance Committee in July. If approved, the
distribution plan will be brought to the Governing Board for full vote and the funds
will then be distributed. Once the framework for distribution is agreed upon,
HealthierHere will work with the King County BHO and all contracted BHAs to apply
the framework and distribute integration incentives to providers as well as develop
specific training and TA plans and resources.
All mid-adopter incentive funds will be distributed to and/or benefit the network of
community behavioral health agencies within the King County region who are
contracted to serve Medicaid clients. Through its partnership with the King County
BHO, HealthierHere will be able to ensure that the money is distributed only to
providers who serve Medicaid clients.

5. Total Medicaid Transformation Incentives
The items outlined in tab G.5 of the Semi-Annual Report Workbook is informational
only. ACHs are not required to complete any it
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HealthierHere – Current State Assessment of Hospitals/Health Systems in King
County – Continuing a Journey of Health Care Transformation
Welcome!

HealthierHere is the Accountable Community of Health for King County, a regional partnership committed to
working in new ways to improve the health and well-being of King County residents. Our values include Equity,
Community, Partnership, Innovation and Results.
This assessment of hospitals and health systems in King County will help HealthierHere and its partners develop an
understanding of the current state of readiness for system transformation at your organization and ultimately in our
region as a whole. Assessment results will be used to inform HealthierHere investment plans and project
implementation plans, selection of providers for contracting, and ultimately, contribute to system-wide health care
transformation. We will keep the information provided confidential and only share de-identified, aggregate data.
HealthierHere designed this assessment to be completed by teams, with one lead HealthierHere contact gathering
information and answers and entering the final responses into our online assessment at the end of that process.
Thank you for your accurate and timely responses. This information will be integral to helping HealthierHere
support planning and systems transformation across organizations serving Medicaid members in King County.
Instructions
• Please familiarize yourself with the Health Care Authority’s project toolkit, HealthierHere’s project overviews
and project plan portfolio before completing your assessment.
• Please submit only one assessment for your hospital/health system. If you have questions about this please
email Tavish Donahue at tdonahue@kingcountyach.org.
• When you complete the assessment please be intentional about answering with your participating sites in
mind. If your organization has multiple components, for example, 2 hospitals and 10 primary care clinics,
please only respond for the campuses/clinics that serve a high proportion of Medicaid patients and will be
participating in the Medicaid Transformation Projects, soliciting input from key staff in the relevant
departments.
• We strongly encourage you to complete the assessment as a team or gather team input to inform your
responses. You may use this PDF of the assessment to preview the questions you will be answering. The PDF
includes sections you might not need to answer depending on the projects you will be participating in. The
assessment is adaptive to your responses and will guide you through only the questions that pertain to your
organization.
• This assessment will take approximately one hour.
• A link to your assessment responses will be presented after completion of the assessment on the Thank You
page. Please save the link to edit your responses in the future.
SurveyGizmo Tips & Tricks
• We recommend you complete the assessment on a computer device instead of a mobile device due to the
length of the survey and survey experience.
• The Windows Explorer Back Arrow will take you out of the assessment and you will lose your responses if you
have not saved your progress.
• To save your work, select “Save and continue later” in the upper right corner. This will allow you to save what
you have completed so far and return later to complete the assessment. We recommend you save your work
after completing the general information section. This will ensure you don’t lose your data in the event you
encounter a technical issue with your browser while populating the survey.

Healthier Here: Current State Assessment - Hospital & Health System
General Information

1. What is the name of your organization? *

2. Who is/will be your organization's lead contact for HealthierHere?
First Name *

Last Name *

Title *

Company Name

Street Address *

Apt/Suite/Office

City *

Email Address *

Phone Number *

State *

Zip *

3. Which of the following types of services does your organization provide? (Select all that
apply.)
Primary Care
Mental health counseling and/or treatment (outpatient or residential)
Substance abuse counseling and/or treatment (outpatient or residential)
Acute or emergency medical care
Oral health care (e.g., fluoride varnish)
Pharmacy
Social services (e.g., housing, transportation). Please specify.- Write In (Required)
*
Other - Write In (Required)
*

Show/hide trigger exists.

4. What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey
will appear for your organization.)
2A) Bi-directional Integration
2C) Transitional Care
3A) Addressing the Opioid Crisis
3D) Chronic Disease Prevention and Control

5. While HealthierHere is only requiring one survey to be completed for each hospital/health system, we
understand that not all of your facilities may participate in the Medicaid Transformation Projects and that
different components of your organization may participate in different projects. Please list the specific
hospitals/facilities/clinics that will be participating and their corresponding projects using the table
below. If your organization only has one site, please skip this question.
Projects
Name of Location

1

2

3

4

5

6

Location Address

BiDirectional
Integration

Transitional
Care

Addressing
the Opioid
Crisis

Chronic
Disease
Prevention

Quality Improvement (QI)

6. For the purposes of the projects you've selected to participate in, does your
organization have Quality Improvement (QI) processes in place?
Yes
No

7. Are your organization's participating primary care sites Patient-Centered Medical Home
(PCMH) certified?
Yes
No

8. Select which option best describes your organization's Quality Improvement activities:
Not organized or supported consistently
Conducted on an ad hoc basis in reaction to specific problems
Based on a proven improvement strategy in reaction to specific problems
Based on a proven improvement strategy and used continuously in meeting
organizational goals

9. Select which option best describes your organization's Performance Measures:
Not available for clinical sites
Available for clinical sites but limited in scope
Comprehensive (including clinical, operational, and patient experience measures) and
available for the practice, but not for individual providers
Comprehensive (including clinical, operational, and patient experience measures) and
fed back to individual providers

10. Who conducts QI activities in your organization?
Centralized committee or department
Topic specific QI committees
Practice Teams supported by a QI infrastructure
Practice Teams supported by a QI infrastructure with meaningful involvement of patients
and families

11. Select which best describes your organization's use of an Electronic Health Record
(EHR) that supports Meaningful Use. (Select all that apply.)
Is not present or is being implemented
Is in place and is being used to capture clinical data
Is used routinely during patient encounters to provide clinical decision support and to
share data with patients
Is also used routinely to support population management and quality improvement efforts

Care Coordination
Show/hide trigger exists.

12. For your facilities/sites that serve Medicaid, underserved populations, does your
organization have formal referral, follow-up, and coordination relationships between Primary
Care & Specialty Care?
Yes
No

Hidden unless: #12 Question "For your facilities/sites that serve Medicaid, underserved populations, does
your organization have formal referral, follow-up, and coordination relationships between Primary Care &
Specialty Care?" is one of the following answers ("Yes")

13. Who are your organization's major Specialty Care partners and what is the level of
collaboration in that relationship?
Organization
Name

Location

Level of Collaboration on a scale of 1 to 5 (1 being minimal and 5 as
extremely close symbiotic relationship such as co-located services)

1
2
3
4
5
6

Show/hide trigger exists.

14. For your facilities/sites that serve Medicaid, underserved populations, does your
organization have formal referral, follow-up, and coordination relationships between Primary
Care and Emergency Departments?
Yes
No

Hidden unless: #14 Question "For your facilities/sites that serve Medicaid, underserved populations, does
your organization have formal referral, follow-up, and coordination relationships between Primary Care and
Emergency Departments?" is one of the following answers ("Yes")

15. Who are your organization's major Emergency Department partners and what is the
level of collaboration in that relationship?
Organization
Name

Location

Level of Collaboration on a scale of 1 to 5 (1 being minimal and 5 as
extremely close symbiotic relationship such as co-located services)

1
2
3
4
5
6

Show/hide trigger exists.

16. For your facilities/sites that serve Medicaid, underserved populations, does your
organization have formal referral, follow-up, and coordination relationships between Primary
Care and Oral Health?
Yes
No

Hidden unless: #16 Question "For your facilities/sites that serve Medicaid, underserved populations, does
your organization have formal referral, follow-up, and coordination relationships between Primary Care and Oral
Health?" is one of the following answers ("Yes")

17. Who are your organization's major Oral Health partners and what is the level of
collaboration in that relationship?
Organization
Name

Location

Level of Collaboration on a scale of 1 to 5 (1 being minimal and 5 as
extremely close symbiotic relationship such as co-located services)

1
2
3
4
5
6

Show/hide trigger exists.

18. For your facilities/sites that serve Medicaid, underserved populations, does your
organization have formal referral, follow-up, and coordination relationships between Primary
Care and Behavioral Health?
Yes
No

Hidden unless: #18 Question "For your facilities/sites that serve Medicaid, underserved populations, does
your organization have formal referral, follow-up, and coordination relationships between Primary Care and
Behavioral Health?" is one of the following answers ("Yes")

19. Who are your organization's major Behavioral Health partners and what is the level of
collaboration in that relationship?
Organization
Name

Location

Level of Collaboration on a scale of 1 to 5 (1 being minimal and 5 as
extremely close symbiotic relationship such as co-located services)

1
2
3
4
5
6

Show/hide trigger exists.

20. For your facilities/sites that serve Medicaid, underserved populations, does your
organization have formal referral, follow-up, and coordination relationships between Primary
Care and Reproductive Health?
Yes
No

Hidden unless: #20 Question "For your facilities/sites that serve Medicaid, underserved populations, does
your organization have formal referral, follow-up, and coordination relationships between Primary Care and
Reproductive Health?" is one of the following answers ("Yes")

21. Who are your organization's major Reproductive Health partners and what is the level
of collaboration in that relationship?
Organization
Name

Location

Level of Collaboration on a scale of 1 to 5 (1 being minimal and 5 as
extremely close symbiotic relationship such as co-located services)

1
2
3
4
5
6

Show/hide trigger exists.

22. For your facilities/sites that serve Medicaid, underserved populations, does your
organization have formal referral, follow-up, and coordination relationships between Primary
Care and Social Services (housing, transportation, food assistance, etc.)?
Yes
No

Hidden unless: #22 Question "For your facilities/sites that serve Medicaid, underserved populations, does
your organization have formal referral, follow-up, and coordination relationships between Primary Care and
Social Services (housing, transportation, food assistance, etc.)?" is one of the following answers ("Yes")

23. Who are your organization's major Social Services (housing, transportation, food
assistance, etc.) partners and what is the level of collaboration in that relationship?
Organization
Name

Location

Level of Collaboration on a scale of 1 to 5 (1 being minimal and 5 as
extremely close symbiotic relationship such as co-located services)

1
2
3
4
5
6

Show/hide trigger exists.

24. For your facilities/sites that serve Medicaid, underserved populations, does your
organization have formal referral, follow-up, and coordination relationships between Primary
Care and Community Based Organizations (CBOs)?
Yes
No

Hidden unless: #24 Question "For your facilities/sites that serve Medicaid, underserved populations, does
your organization have formal referral, follow-up, and coordination relationships between Primary Care and
Community Based Organizations (CBOs)?" is one of the following answers ("Yes")

25. Who are your organization's major Community Based Organization (CBO) partners
and what is the level of collaboration in that relationship?
Organization
Name

Location

Level of Collaboration on a scale of 1 to 5 (1 being minimal and 5 as
extremely close symbiotic relationship such as co-located services)

1
2
3
4
5
6

Show/hide trigger exists.

26. For your facilities/sites that serve Medicaid, underserved populations, does your
organization have formal referral, follow-up, and coordination relationships between Primary
Care and Pharmacies?
Yes
No

Hidden unless: #26 Question "For your facilities/sites that serve Medicaid, underserved populations, does
your organization have formal referral, follow-up, and coordination relationships between Primary Care and
Pharmacies?" is one of the following answers ("Yes")

27. Who are your organization's major Pharmacy partners and what is the level of
collaboration in that relationship?
Organization
Name

Location

Level of Collaboration on a scale of 1 to 5 (1 being minimal and 5 as
extremely close symbiotic relationship such as co-located services)

1
2
3
4
5
6

28. For your organization's Medicaid primary care patients, Medical and Surgical Specialty
services are:
Difficult to obtain reliably
Available from community specialists but are not timely or convenient
Available from community specialists and are timely and convenient
Are readily available from specialists who are members of the care team or who work in
an organization with which your organization has a referral protocol or agreement

29. For your organization's Medicaid primary care patients, Behavioral Health services are:
Difficult to obtain reliably
Available from behavioral health specialists but are not timely or convenient
Available from behavioral health specialists and are timely and convenient
Are readily available from behavioral health specialists who are members of the care
team or who are on-site members of the care team or who work in a community
organization with which your organization has a referral protocol or agreement

30. For your organization's Medicaid primary care patients in need of specialty care,
hospital care, or supportive community-based resources:
Cannot reliably obtain needed referrals to partners with whom the practice has a
relationship
Can obtain needed referrals to partners with whom the practice has a relationship
Can obtain needed referrals to partners with whom the practice has a relationship and
relevant information is communicated in advance
Can obtain needed referrals to partners with whom the practice has a relationship,
relevant information is communicated in advance, and timely follow-up after the visit
occurs

31. For your organization's Medicaid primary care patients, follow-up by the primary care
practice with patients seen in the Emergency Room or Hospital:
Generally does not occur because the information is not available to the primary care
team
Occurs only if the ER or hospital alerts the primary care practice
Occurs because the primary care practice makes proactive efforts to identify patients
Is done routinely because the primary care practice has arrangements in place with the
ER and hospital to both track these patients and ensure that follow-up is completed within
a few days

32. For your organization's Medicaid primary care patients, linking patients to supportive
community-based resources:
Is not done systematically
Is limited to providing patients a list of identified community resources in an accessible
format
Is accomplished through a designated staff person or resource responsible for connecting
patients with community resources
Is accomplished through active coordination between the health system, community
service agencies and patients and accomplished by a designated staff person

Workforce

Show/hide trigger exists.

33. Are there workforce gaps that your organization will need to address to ensure
successful project(s) execution?
Yes
No

Hidden unless: #33 Question "Are there workforce gaps that your organization will need to address to
ensure successful project(s) execution?" is one of the following answers ("Yes")

34. Please explain what workforce gaps exists in your organization that will need to be
addressed to ensure successful project(s) execution:

Show/hide trigger exists.

35. Are there barriers to team-based care in your organization?
Yes
No

Hidden unless: #35 Question "Are there barriers to team-based care in your organization?" is one of the
following answers ("Yes")

36. Please explain what the barriers are in your organization to team-based care:

Hidden unless: (#33 Question "Are there workforce gaps that your organization will need to address to
ensure successful project(s) execution?" is one of the following answers ("Yes") AND #35 Question "Are there
barriers to team-based care in your organization?" is one of the following answers ("Yes"))

37. How might HealthierHere help your organization address these workforce gaps or
barriers to
team-based care?

38. What trainings should HealthierHere offer/develop to support your organization's
staff in executing transformation efforts?

39. Are there other workforce resources (e.g., job descriptions, training materials, etc.) that
would be helpful?

Show/hide trigger exists.

40. Do your care teams include any of the following roles?(Select all that apply.)
Case Managers
Community Health Workers
Navigators
Peer Support Specialists
Other - Write In

Hidden unless: #40 Question "In the Care Coordination workforce, what type of staff does your
organization employ? (Select all that apply.)" is one of the following answers ("Case Managers")

41. What is your organization's financing model for the Case Manager role?

Hidden unless: #40 Question "In the Care Coordination workforce, what type of staff does your
organization employ? (Select all that apply.)" is one of the following answers ("Case Managers")

42. What is your organization's client to Case Manager ratio?

Hidden unless: #40 Question "In the Care Coordination workforce, what type of staff does your
organization employ? (Select all that apply.)" is one of the following answers ("Case Managers")

43. What specific health issues do your organization's Case Managers serve?
Diabetes
Obesity
Hypertension
Behavioral health
Heart disease
Health literacy
Nutrition
Asthma
Maternal/Child Health
Other - Write In (Required)
*

Hidden unless: #40 Question "In the Care Coordination workforce, what type of staff does your
organization employ? (Select all that apply.)" is one of the following answers ("Case Managers")

44. What specific social issues do your organization's Case Managers address?
Connect to resources
Connecting to medical home/Primary Care Physician
Food security
Transportation
Establishing/maintaining health insurance
Human services
Housing
Education
Income
Employment
Other - Write In (Required)
*

Hidden unless: #40 Question "In the Care Coordination workforce, what type of staff does your
organization employ? (Select all that apply.)" is one of the following answers ("Community Health Workers")

45. What is your organization's financing model for the Community Health Worker role?

Hidden unless: #40 Question "In the Care Coordination workforce, what type of staff does your
organization employ? (Select all that apply.)" is one of the following answers ("Community Health Workers")

46. What is your organization's client to Community Health Worker ratio?

Hidden unless: #40 Question "In the Care Coordination workforce, what type of staff does your
organization employ? (Select all that apply.)" is one of the following answers ("Community Health Workers")

47. What specific health issues do your organization's Community Health Workers serve?
Diabetes
Obesity
Hypertension
Behavioral health
Heart disease
Health literacy
Nutrition
Asthma
Maternal/Child Health
Other - Write In (Required)
*

Hidden unless: #40 Question "In the Care Coordination workforce, what type of staff does your
organization employ? (Select all that apply.)" is one of the following answers ("Community Health Workers")

48. What specific social issues do your organization's Community Health Workers
address?
Connect to resources
Connecting to medical home/Primary Care Physician
Food security
Transportation
Establishing/maintaining health insurance
Human services
Housing
Education
Income
Employment
Other - Write In (Required)
*

Hidden unless: #40 Question "In the Care Coordination workforce, what type of staff does your
organization employ? (Select all that apply.)" is one of the following answers ("Navigators")

49. What is your organization's financing model for the Navigator role?

Hidden unless: #40 Question "In the Care Coordination workforce, what type of staff does your
organization employ? (Select all that apply.)" is one of the following answers ("Navigators")

50. What is your organization's client to Navigator ratio?

Hidden unless: #40 Question "In the Care Coordination workforce, what type of staff does your
organization employ? (Select all that apply.)" is one of the following answers ("Navigators")

51. What specific health issues do your organization's Navigators serve?
Diabetes
Obesity
Hypertension
Behavioral health
Heart disease
Health literacy
Nutrition
Asthma
Maternal/Child Health
Other - Write In (Required)
*

Hidden unless: #40 Question "In the Care Coordination workforce, what type of staff does your
organization employ? (Select all that apply.)" is one of the following answers ("Navigators")

52. What specific social issues do your organization's Navigators address?
Connect to resources
Connecting to medical home/Primary Care Physician
Food security
Transportation
Establishing/maintaining health insurance
Human services
Housing
Education
Income
Employment
Other - Write In (Required)
*

Hidden unless: #40 Question "In the Care Coordination workforce, what type of staff does your
organization employ? (Select all that apply.)" is one of the following answers ("Peer Support Specialists")

53. What is your organization's financing model for the Peer Support Specialist role?

Hidden unless: #40 Question "In the Care Coordination workforce, what type of staff does your
organization employ? (Select all that apply.)" is one of the following answers ("Peer Support Specialists")

54. What is your organization's client to Peer Support Specialist ratio?

Hidden unless: #40 Question "In the Care Coordination workforce, what type of staff does your
organization employ? (Select all that apply.)" is one of the following answers ("Peer Support Specialists")

55. What specific health issues do your organization's Peer Support Specialists serve?
Diabetes
Obesity
Hypertension
Behavioral health
Heart disease
Health literacy
Nutrition
Asthma
Maternal/Child Health
Other - Write In (Required)
*

Hidden unless: #40 Question "In the Care Coordination workforce, what type of staff does your
organization employ? (Select all that apply.)" is one of the following answers ("Peer Support Specialists")

56. What specific social issues do your organization's Peer Support Specialists address?
Connect to resources
Connecting to medical home/Primary Care Physician
Food security
Transportation
Establishing/maintaining health insurance
Human services
Housing
Education
Income
Employment
Other - Write In (Required)
*

Hidden unless: #40 Question "In the Care Coordination workforce, what type of staff does your
organization employ? (Select all that apply.)" is one of the following answers ("Other - Write In")

57. What is your organization's financing model for the "Other - Self reported staff role(s)"?

Hidden unless: #40 Question "In the Care Coordination workforce, what type of staff does your
organization employ? (Select all that apply.)" is one of the following answers ("Other - Write In")

58. What is your organization's client to "Other - Self reported staff role(s)" ratio?

Hidden unless: #40 Question "In the Care Coordination workforce, what type of staff does your
organization employ? (Select all that apply.)" is one of the following answers ("Other - Write In")

59. What specific health issues do your organization's "Other - Self reported staff role(s)"
serve?
Diabetes
Obesity
Hypertension
Behavioral Health
Heart Disease
Health Literacy
Nutrition
Asthma
Maternal/Child Health
Other - Write In (Required)
*

Hidden unless: #40 Question "In the Care Coordination workforce, what type of staff does your
organization employ? (Select all that apply.)" is one of the following answers ("Other - Write In")

60. What specific social issues do your organization's "Other - Self reported staff role(s)"
address?
Connect to resources
Connecting to medical home/Primary Care Physician
Food security
Transportation
Establishing/maintaining health insurance
Human services
Housing
Education
Income
Employment
Other - Write In (Required)
*

61. What are your organization's top three concerns when it comes to longevity and
sustainability of the Care Coordination workforce?
Funding uncertainty
Staff Turnover
Finding qualified CHWs or peers
Management support for CHWs or peers
Non-acceptance of CHW or peer role by other team members
Other - Write In (Required)
*

Culturally and Linguistically Appropriate Services (CLAS)

62. Does your organization's mission statement or other guiding principles (e.g., vision,
values) reflect an organizational commitment to providing culturally competent care?
Yes
No

63. Has your organization used the National Standards for Culturally and Linguistically
Appropriate Services (CLAS) or other guidance to incorporate cultural competence into
organizational planning?
Yes
No

64. Does your organization have policies and/or procedures that address the following:
Yes
Reinforcing the importance of cultural
sensitivity and effective communication
in the provision of care?
Supporting the use of professional
health care interpreters?
Discouraging the use of family, minors,
or other untrained individuals as
interpreters?
Suggesting which types of language
services are appropriate for certain
situations (e.g., on-site, telephone,
video)?
Requiring the use of language services
throughout the continuum of care?
Resolving or mediating any crosscultural conflicts that may arise?

No

65. Does your organization have a formal and ongoing training program on cultural and
language diversity?
Note: This may consist of either a stand-alone training program or several training components integrated into other types of training. These
trainings may be voluntary and/or mandatory.

Yes
No

66. What interpreter services are available for clients speaking . . .?
None

Telephone
Only

Bilingual/Face to
Face

Bilingual/Video

Spanish
Chinese
Vietnamese
Somali/Amharic
Tagalog
Enter another option
Enter another option
Enter another option
Enter another option
Enter another option

67. Does your organization have a written policy and procedures about the use of:
Yes
Bilingual staff as interpreters?
Face-to-face professional interpreters?
Face-to-face volunteer interpreters?
Family or friends as interpreters?

No

68. What type of written materials does your organization routinely provide to clients in
languages other than English?
Informed consent statements
Medication instructions
Discharge planning instructions
Health education materials
Other - Write In (Required)
*

69. Does your organization:
Yes

No

Require an assessment of interpreter
fluency in translating medical terms and
procedures?
Require an assessment of interpreter
accuracy and completeness?
Post signs providing directions in
languages other than English?
Collect any ethnicity or racial data on
individuals receiving services?
Collect data on the preferred language
for individuals receiving services?
Routinely involve community
representatives in the planning and
design of client services for culturally
diverse populations?
Routinely involve community
representatives in the evaluation of
existing services for culturally diverse
populations?

Value Based Payments (VBP)
Show/hide trigger exists.

70. Do your organization’s current provider contracts include value based payments?
Yes
No

Hidden unless: #70 Question "Do your organization’s current provider contracts include value based
payments?" is one of the following answers ("Yes")

71. What is the percentage of VBP contracts to your organization’s total contracts (e.g., 50%
if 50 of your total 100 contracts have VBP elements)?

72. Has your organization completed any planning or assessment of readiness to transition
to Value Based Payments (VBP)?
Yes
No

73. What tool(s) did your organization use for any planning or assessment of VBP?
JSI/NAHC Payment Reform Readiness Toolkit
AMA Steps Forward
Rural Health Value Team’s Value Based Care Strategic Planning Tool
Other - Write In (Required)
*

74. As your organization assess VBP capacities, which level is your organization at now?
Low
Governance and organization (includes
leadership buy-in, practice
management, workforce development)
Provider engagement (includes network
identification and engagement, referral
management, co-location)
Care coordination/management
(includes shared care plans, patient
engagement, evidence-based case
management)
Population Health Management
(includes data aggregation and
exchange, patient stratification,
performance monitoring)
Links to social determinants of health
(includes member social needs
assessment, knowledge of and referrals
to available services and organizations,
integration into care management
protocols)

Medium

High

N/A

75. Given the services your organization provides, and the population that you serve, please
rate what are your organization's biggest barriers to success in Value Based Payment?
Low
Patient engagement
Electronic health records
Health information
Care Coordination
Chronic disease management
Patient Centered Medical Home
transformation
Physician alignment
Identifying/integrating with CBOs
Care transition between screenings
Post-acute care
Data analytics
Financial/cost accounting tracking

Medium

High

N/A

76. Please use the list below to identify training and/or technical assistance your
organization would like HealthierHere to provide to help your organization succeed under
VBP. (Select all that apply.)
Centralized care management
Data analytics
Care coordination
Credentialing
Practice transformation (Integrated Care)
Population health management
Quality improvement
Support building new care models
Patient engagement solutions
Community partnerships
Other - Write In

2A: Bi-Directional Integration
Page entry logic:
This page will show when: #4 Question "What project(s) is your organization interested in? (Select all that
apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2A) Bi-directional Integration")

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2A) Bi-directional Integration")

77. Select which model(s) your organization is planning to implement for this project.
(Select all that apply.)
Bree Collaborative’s Behavioral Health Integration Recommendations
Collaborative Care Model
Enhanced Coordination

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2A) Bi-directional Integration")

78. Does your organization have a strategic plan or operational/implementation plan to
delivering integrated care?
Yes
No

Show/hide trigger exists. Hidden unless: #4 Question "What project(s) is your organization interested
in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2A) Bi-directional Integration")

79. Does your organization need additional training or technical assistance for staff on how
to deliver integrated care?
Yes
No

Hidden unless: #79 Question "Does your organization need additional training or technical assistance for
staff on how to deliver integrated care?" is one of the following answers ("Yes")

80. Indicate what type of staff and approximately how many would benefit from training or
technical assistance for delivering integrated care.
Type of Staff
Approximate Number

Show/hide trigger exists. Hidden unless: #4 Question "What project(s) is your organization interested
in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2A) Bi-directional Integration")

81. Does your organization need additional training or technical assistance on population
health management strategies?
Yes
No

Hidden unless: #81 Question "Does your organization need additional training or technical assistance on
population health management strategies?" is one of the following answers ("Yes")

82. Indicate what type of staff and approximately how many would benefit from training or
technical assistance for population health management strategies.
Type of Staff
Approximate Number

Show/hide trigger exists. Hidden unless: #4 Question "What project(s) is your organization interested
in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2A) Bi-directional Integration")

83. Does your organization need additional training or technical assistance on quality
improvement strategies?
Yes
No

Hidden unless: #83 Question "Does your organization need additional training or technical assistance on
quality improvement strategies?" is one of the following answers ("Yes")

84. Indicate what type of staff and approximately how many would benefit from training or
technical assistance for quality improvement strategies.
Type of Staff
Approximate Number

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2A) Bi-directional Integration")

85. Which (if any) of the following barriers or challenges limit your organization's ability to
participate in integrated managed care (IMC)? (Select all that apply.)
Health Information Technology (HIT) capacity
Financial systems or billing capacity
Contracting processes
Other - Write In (Required)
*

Show/hide trigger exists. Hidden unless: #4 Question "What project(s) is your organization interested
in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2A) Bi-directional Integration")

86. Does your organization have behavioral health and medical providers either physically or
virtually in one facility? (Virtual means telehealth with direct patient interaction, not just econsult or chart review.)
Yes
No

Hidden unless: #86 Question "Does your organization have behavioral health and medical providers either
physically or virtually in one facility? (Virtual means telehealth with direct patient interaction, not just e-consult or
chart review.)" is one of the following answers ("Yes")

87. Explain a little more about behavioral health and medical providers being physically or
virtually in one facility:
Yes

No

Are medical and behavioral health providers equally involved in the approach to patient
care?
Do behavioral health and medical providers approach care in a standard way (i.e. with
standard tools and resources) across all patients?
Are resources balanced, truly shared, and allocated across the whole practice?
Is patient information equally accessible and used by all providers to inform care?
Have all providers changed their practice to a new model of care?
Has leadership adopted and committed to integration as the model of care for the whole
system?
Are all patients treated by a team?
Is there a single treatment plan for each patient?
Does the care team have access to the treatment plan?
Is population-based screening standard practice?
Is screening used to develop interventions for both populations and interventions?
Does the practice systematically track and analyze outcomes for accountability and quality
improvement?

Hidden unless: #86 Question "Does your organization have behavioral health and medical providers either
physically or virtually in one facility? (Virtual means telehealth with direct patient interaction, not just e-consult or
chart review.)" is one of the following answers ("No")

88. Do provider relationships go beyond increasing successful referrals with the intent to
achieve shared patient care?
Yes
No

Show/hide trigger exists. Hidden unless: #86 Question "Does your organization have behavioral health and
medical providers either physically or virtually in one facility? (Virtual means telehealth with direct patient
interaction, not just e-consult or chart review.)" is one of the following answers ("No")

89. Is information routinely exchanged (electronic or written) between behavioral health and
medical providers?
Yes
No

Hidden unless: #89 Question "Is information routinely exchanged (electronic or written) between
behavioral health and medical providers?" is one of the following answers ("Yes")

90. Is the communication interactive between the behavioral health and medical providers?
Yes
No

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2A) Bi-directional Integration")

91. Co-location Of Treatment for Primary Care and Mental/Behavioral Health Care
... does not
exist;
consumers
go to
separate
sites for
services.
Co-location of
treatment for
primary care and
mental/behavioral
health care...

... is minimal; but
some conversations
occur among types
of providers;
established referral
partners exist.
2

3

4

... is partially provided;
multiple services are
available at same site;
some coordination of
appointments and
services.
5

6

7

... exists, with one
reception area;
appointments jointly
scheduled; one visit
can address multiple
needs.
8

9

10

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2A) Bi-directional Integration")

92. Emotional/Behavioral Health Needs

... are not
assessed
(in this
site).

... are occasionally
assessed;
screening/assessment
protocols are not
standardized or are
nonexistent.

2

3

4

...
screening/assessment
is integrated into care
on a pilot basis;
assessment results
are documented prior
to treatment.

5

6

...
screening/assessment
tools are integrated
into practice pathways
to routinely assess
MH/BH/PC needs of
all patients;
standardized.
screening/assessment
protocols are used
and documented.

7

8

9

10

Emotional/behavioral
health needs (e.g.,
stress, depression,
anxiety, substance
abuse)...

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2A) Bi-directional Integration")

93. Treatment Plan(s) For Primary Care And Behavioral/Mental Health Care

... do
not
exist.

... exist, but are
separate and
uncoordinated
among
providers;
occasional
sharing of
information
occurs.
2

Treatment plan(s) for
primary
care and behavioral/mental
health care...

3

4

... Providers
have separate
plans, but work
in consultation;
needs for
specialty care
are served
separately.
5

6

7

... are integrated and
accessible to all providers
and care manager; patients
with high behavioral health
needs have specialty
services that are coordinated
with primary care.

8

9

10

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2A) Bi-directional Integration")

94. Patient Care That Is Based On (Or Informed By) Best Practice Evidence for BH/MH And
Primary Care

... do not
exist in a
systematic
way.

... depends on
each provider's
own use of the
evidence; some
shared evidencebased
approaches occur
in individual
cases.
2

3

4

... evidence-based
guidelines availabe, but
not systematically
integrated into care
delivery; use of evidencebased treatment depends
on preferences of
individual providers.
5

6

7

... follow evidencebased guidelines for
treatment and practices;
is supported through
provider education and
reminders; is applied
appropriately and
consistently.
8

9

10

Patient care
that is based
on (or informed
by) best
practice
evidence for
BH/MH and
primary care...

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2A) Bi-directional Integration")

95. Patient/Family Involvement In Care Plan

...
does
not
occur.

... is passive;
clinician or
educator
directs care
with
occasional
patient/family
input.
2

Patient/family
involvement
in care plan...

3

4

... is sometimes included in
decisions about intgrated
care; decisions about
treatment are done
collaboratively with some
patients/families and their
provider(s).
5

6

7

... is an integral part of the
system of care; collaboration
occurs among patient/family and
team members and takes into
account family, work or
community barriers and
resources.
8

9

10

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2A) Bi-directional Integration")

96. Communication With Patients About Integrated Care

...
does
not
occur.

... occurs
sporadically, or
only by use of
printed
material; no
tailoring to
patient's
needs, culture,
language, or
learning style.
2

Communication
with patients
about
integrated
care...

3

4

... occurs as a part of patient
visits; team members
communicate with patients about
integrated care; encourage
patients to become active
participants in care and decision
making; tailoring to patient/family
cultures and learning styles is
frequent.
5

6

7

... is a systematic part of
site's integration plans;
is an integral part of
interactions with all
patients; team members
trained in how to
communicate with
patients about
integrated care.
8

9

10

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2A) Bi-directional Integration")

97. Follow-Up Of Assessments, Tests, Treatment, Referrals And Other Services

... is done at
the initiative
of the
patient/family
members.

... is done
sporadically
or only at
the initiative
of individual
providers;
no system
for
monitoring
extent of
follow-up.
2

3

4

... is monitored by the
practice team as a
normal part of care
delivery; interpretation
of assessments and lab
tests usually done in
response to patient
inquiries; minimal
outreach to patients who
miss appointments.
5

6

... is done by systematic
process that includes
monitoring patient utilization;
includes interpretation of
assessments/lab tests for all
patients; is customized to
patients' needs, using varied
methods; is proactive in
outreach to patients who miss
appointments.

7

8

9

10

Follow-up of
assessments,
tests,
treatment,
referrals and
other
services...

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2A) Bi-directional Integration")

98. Social Support (For Patients To Implement Recommended Treatment)

... is not
addressed.

... is discussed
in general
terms, not
based on an
assessment of
patient's
individual
needs or
resources.
2

Social support
(for patients to
implement
recommended
treatment)...

3

4

... is encouraged through
collaborative exploration
of resources available
(e.g., significant others,
education groups,
support groups) to meet
individual needs.

5

6

7

... is part of standard
practice, to assess needs,
link patients with services
and follow up on social
support plans using
household, community or
other resources.

8

9

10

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2A) Bi-directional Integration")

99. Linking To Community Resources

...
does
not
occur.

... is limited to
a list or
pamphlet of
contact
information for
relevant
resources.
2

3

4

... occurs through a referral
system; staff member
discusses patient needs,
barriers and appropriate
resources before making
referral.
5

6

7

... is based on an in-place system
for coordinated referrals, referral
follow-up and communication
among sites, community resource
organizations, and patients.

8

9

10

Linking to
Community
Resources...

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2A) Bi-directional Integration")

100. Patient Care Team For Implementing Integrated Care

...
does
not
exist.

... exists but
has little
cohesiveness
among team
members; not
central to
care delivery.
2

Patient care
team for
implementing
integrated
care...

3

4

... is well defined, each
member has defined
roles/responsibilities; good
communication and
cohesiveness among
members; members are crosstrained, have complementary
skills.
5

6

7

... is a concept embraced,
supported and rewarded by
the senior leadership;
"teamness" is part of the
system culture; case
conferences and team
memetings are regularly
scheduled.
8

9

10

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2A) Bi-directional Integration")

101. Providers' Engagement With Integrated Care ("Buy-in")

... is
minimal.

... engaged some
of the time, but
some providers not
enthusiastic about
integrated care.
2

3

4

... all or nearly all
providers are
enthusiastically
implementing all
components of your
site's integrated care.

... is moderately consistent,
but with some concerns;
some providers not fully
implementing intended
integration components.
5

6

7

8

9

10

Providers'
engagement
with
integrated
care ("buyin")...

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2A) Bi-directional Integration")

102. Continuity Of Care Between Primary Care and Behavioral/Mental Health

...
does
not
exist.

... is not always
assured; patients
with multiple
needs are
responsible for
their own
coordination and
follow-up.
2

Continuity of care
between primary
care and
behavioral/mental
health...

3

4

... is achieved for some
patients through the use
of a care manager or
other strategy for
coordinating needed
care; perhaps for a pilot
group of patients only.
5

6

7

... systems are in place to
support continuity of care, to
assure all patients are
screened, assessed for
treatment as needed,
treatment scheduled, and
follow-up maintained.
8

9

10

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2A) Bi-directional Integration")

103. Coordination of Referrals and Specialists

...
does
not
exist.

... is sporadic,
lacking
systematic
follow-up,
review or
incorporation
into the patient's
plan of care;
little specialist
contact with
primary care
team.
2

3

... occurs through teamwork
and care management ot
recommend referrals
appropriately; report on
referrals sent to primary site;
coordination with specialists
in adjusting patients' care
plans; specialists contribute
to planning for integrated
care.

4

5

6

7

... is accomplished by having
systems in place to refer, track
incomplete referrals and
follow-up with patient and/or
specialist to integrate referral
into care plan; includes
specalists' involvement in
primary care team training
and quality improvement.

8

9

10

Coordination
of referrals
and
specialists...

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2A) Bi-directional Integration")

104. Data Systems/Patient Records

... are
based
on
paper
records
only;
separate
records
used by
each
provider.

... are shared
among
providers on
an ad hoc
bases;
multiple
records exist
for each
patient, no
aggregate
data used to
identify trends
or gaps.
2

Data
systems/patient
records...

3

4

... use a data system (paper
or EMR) shared among the
patient care team, who all
have access to the shared
medical record, treatment
plan and lab/test results;
team uses aggregate data
to identify trends and
launches QI projects to
achieve measurable goals.

5

6

7

... has a full EMR
accessible to all providers;
team uses a registry or
EMR to routinely track key
indicators of patient
outcomes and integreation
outcomes; indicators
reported regularly to
management; team uses
data to support a
continuous QI process.

8

9

10

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2A) Bi-directional Integration")

105. Patient/Family Input To Integration Management

...
does
not
occur.

... occurs on
an ad
hocbasis; not
promoted
systematically;
patients must
take initiative
to make
suggestions.
2

Patient/family
input to
integration
management...

3

4

... is solicited through advisory
groups, membership on the
team, focus groups, surveys,
suggestion boxes, etc. for both
current services and delivery
improvements under consideration; patients/families are
made aware of mechanism for
input and encouraged to
participate.
5

6

7

... is considered an
essential part of
management's decisionmaking process; systems
are in place to ensure
consumer input regarding
practice policies and
service delivery; evidence
shows that management
acts on the information.
8

9

10

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2A) Bi-directional Integration")

106. Physician, Team and Staff Education and Training for Integrated Care

...
does
not
occur.

... occurs
on a
limited
basis
without
routine
follow-up
or
monitoring;
methods
mostly
didactic.
2

Physician,
team and
staff
education
and
training
for
integrated
care...

3

4

... is provided for some (e.g.
pilot) team members using
established and standardized
materials, protocols or curricula;
includes behavioral change
methods such as modeling and
practice for role changes;
training monitored for staff
participation.

5

6

7

... is supported and incentivized
by the site for all providers;
continuing education about
integration and evidence-based
practice is routinely provided to
maintain knowledge and skills;
job descriptions reflect skills and
orientation to care integration.

8

9

10

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2A) Bi-directional Integration")

107. Funding Sources/Resources

... do not
support
integration;
no shared
resources
streams.

... separate PC/MH/BH
funding streams, but all
contribute to costs of
integrated care; few
resources from
particpating
organizations/agencies.

2

3

4

... separate funding
streams, but some
sharing of on-site
expenses, e.g., for some
staffing or infrastructure;
available billing codes
used for new services;
agencies contribute
some resources to
support change to
integration, such as inkind staff or expenses of
provider training.
5

6

7

... fully
integrated
funding, with
resources
shared
across
providers;
maximization
of billing for
all types of
treatment;
resources
and staffing
used flexibly.
8

9

10

Funding
sources/resources...

2C: Transitional Care
Page entry logic:
This page will show when: #4 Question "What project(s) is your organization interested in? (Select all that
apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2C) Transitional Care")

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2C) Transitional Care")

108. Which of the three Transitional Care populations is your organization planning on
serving as part of your HealthierHere work? (Select all that apply.)
Medicaid clients returning to the community from jail
Medicaid clients with serious mental illness or substance use disorder discharged from
inpatient care
High-risk (PRISM score of 1.5 and above) Medicaid clients transitioning from hospitals,
including older adults and people with disabilities

Show/hide trigger exists. Hidden unless: #4 Question "What project(s) is your organization interested
in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2C) Transitional Care")

109. Does your organization currently partner with jails or is your organization planning to as
part the Transitional Care project?
Yes
No

Show/hide trigger exists. Hidden unless: #109 Question "Does your organization currently partner with jails
or is your organization planning to as part the Transitional Care project?" is one of the following answers ("Yes")

110. Do providers/staff in your organization use the APIC (Assess, Plan, Identify, and
Coordinate) model for Medicaid clients returning to the community from jail?
Yes
No

Hidden unless: #110 Question "Do providers/staff in your organization use the APIC (Assess, Plan,
Identify, and Coordinate) model for Medicaid clients returning to the community from jail?" is one of the following
answers ("Yes")

111. How many providers/staff use this model?

Hidden unless: #110 Question "Do providers/staff in your organization use the APIC (Assess, Plan,
Identify, and Coordinate) model for Medicaid clients returning to the community from jail?" is one of the following
answers ("Yes")

112. How many providers/staff in your organization would need to be trained on the APIC
model in order to reach scale?

Hidden unless: #110 Question "Do providers/staff in your organization use the APIC (Assess, Plan,
Identify, and Coordinate) model for Medicaid clients returning to the community from jail?" is one of the following
answers ("No")

113. What model or promising practice (if any) does your organization use for clients
transitioning from jail?

Show/hide trigger exists. Hidden unless: #4 Question "What project(s) is your organization interested
in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2C) Transitional Care")

114. Do providers/staff in your organization use the Peer Bridger model for clients with
serious mental illness or substance use disorder discharged from inpatient care?
Yes
No

Hidden unless: #114 Question "Do providers/staff in your organization use the Peer Bridger model for
clients with serious mental illness or substance use disorder discharged from inpatient care?
" is one of the following answers ("Yes")

115. How many providers/staff use this model?

Hidden unless: #114 Question "Do providers/staff in your organization use the Peer Bridger model for
clients with serious mental illness or substance use disorder discharged from inpatient care?
" is one of the following answers ("Yes")

116. How many providers/staff in your organization would need to be trained on the Peer
Bridger model in order to reach scale?

Hidden unless: #114 Question "Do providers/staff in your organization use the Peer Bridger model for
clients with serious mental illness or substance use disorder discharged from inpatient care?
" is one of the following answers ("No")

117. What model or promising practice (if any) does your organization use for clients
transitioning from inpatient psychiatric?

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2C) Transitional Care")

118. What are the biggest barriers your organization faces when transitioning patients back
to the community?

Show/hide trigger exists. Hidden unless: #4 Question "What project(s) is your organization interested
in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2C) Transitional Care")

119. Does your organization have more patients that could be discharged if there were
alternatives (e.g., additional places to discharge patients to)?
Yes
No

Hidden unless: #119 Question "Does your organization have more patients that could be discharged if
there were alternatives (e.g., additional places to discharge patients to)?" is one of the following answers ("Yes")

120. How many (estimated) additional patients per month could be discharged?

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2C) Transitional Care")

121. What strategies are being worked on in your organization to increase discharges?

Show/hide trigger exists. Hidden unless: #4 Question "What project(s) is your organization interested
in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2C) Transitional Care")

122. Do providers/staff in your organization use the Care Transitions Intervention/Coleman
model with clients returning to the community after an inpatient hospitalization?
Yes
No

Hidden unless: #122 Question "Do providers/staff in your organization use the Care Transitions
Intervention/Coleman model with clients returning to the community after an inpatient hospitalization?" is one of
the following answers ("Yes")

123. How many providers/staff use this model?

Hidden unless: #122 Question "Do providers/staff in your organization use the Care Transitions
Intervention/Coleman model with clients returning to the community after an inpatient hospitalization?" is one of
the following answers ("Yes")

124. How many providers/staff in your organization would need to be trained on the Care
Transitions Intervention/Coleman model in order to reach scale?

Hidden unless: #122 Question "Do providers/staff in your organization use the Care Transitions
Intervention/Coleman model with clients returning to the community after an inpatient hospitalization?" is one of
the following answers ("No")

125. What model or promising practice (if any) does your organization use for clients
transitioning from inpatient hospital settings?

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2C) Transitional Care")

126. For patients that have been discharged from the hospital, which of the following
elements has your organization adopted?
Clinical case management for high risk, complex patients
Medication reconciliation
Patient and caregiver education, using the "teach back" method
Follow-up visit with primary care or behavioral health provider within seven (7) days of
patient discharge
Risk stratification
Patient and family engagement in treatment plan
Other - Write In (Required)
*

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2C) Transitional Care")

127. What are the biggest barriers your organization faces when transitioning patients back
to the community?

Show/hide trigger exists. Hidden unless: #4 Question "What project(s) is your organization interested
in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2C) Transitional Care")

128. Does your organization have more patients that could be discharged if there were
alternatives (e.g., additional places to discharge patients to)?
Yes
No

Hidden unless: #128 Question "Does your organization have more patients that could be discharged if
there were alternatives (e.g., additional places to discharge patients to)? " is one of the following answers ("Yes")

129. How many additional (estimated) patients per month could be discharged?

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("2C) Transitional Care")

130. What strategies are being worked on in your organization to increase discharges?

3A: Addressing the Opioid Crisis
Page entry logic:
This page will show when: #4 Question "What project(s) is your organization interested in? (Select all that
apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3A) Addressing the Opioid Crisis")

Show/hide trigger exists. Hidden unless: #4 Question "What project(s) is your organization interested
in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3A) Addressing the Opioid Crisis")

131. Do providers in your organization prescribe opioids to treat patients for chronic pain?
Yes
No

Hidden unless: #131 Question "Do providers in your organization prescribe opioids to treat patients for
chronic pain?" is one of the following answers ("Yes")

132. How many patients are currently being treated for chronic pain with opioids?

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3A) Addressing the Opioid Crisis")

133. Does your organization’s strategy for managing opioid prescribing align with the “six
building blocks?”
Yes
No

Show/hide trigger exists. Hidden unless: #4 Question "What project(s) is your organization interested
in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3A) Addressing the Opioid Crisis")

134. For patients with chronic pain, do providers conduct an assessment of patient
suitability for an opioid prescription to treat pain?
Yes
No

Hidden unless: #134 Question "For patients with chronic pain, do providers conduct an assessment of
patient suitability for an opioid prescription to treat pain?" is one of the following answers ("Yes")

135. What risks do providers assess? (Select all that apply.)
Respiratory risk
Substance use disorder
History of opioid overdose
Pattern of aberrant behaviors

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3A) Addressing the Opioid Crisis")

136. Do all providers screen patients for opioid misuse or opioid use disorder, or risk for
opioid addiction and substance abuse prior to prescribing opioids?
Yes
No

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3A) Addressing the Opioid Crisis")

137. What tools do providers in your organization use? (Select all that apply.)
Opioid Risk Tool
CAGE-AID
SOAPP-R
COMM
DIRE
Other - Write In (Required)
*

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3A) Addressing the Opioid Crisis")

138. Do providers first prescribe non-opioid medications and/or alternative treatments like
physical therapy, acupuncture for pain management?
Yes
No

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3A) Addressing the Opioid Crisis")

139. How often do providers . . .
All of the
time

Most of the
time

Sometimes

Never

Use patient/provider agreements for patients with opioid
prescriptions?
Provide opioid addiction risk education to patients with
opioid prescriptions?
Provide overdose education to patients with opioid
prescriptions?
Provide information to patients about safe use, storage
and disposal of opioids?

Show/hide trigger exists. Hidden unless: #4 Question "What project(s) is your organization interested
in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3A) Addressing the Opioid Crisis")

140. How often does your organization co-prescribe naloxone with prescription opioids?
Always
Sometimes
Never

Hidden unless: #140 Question "How often does your organization co-prescribe naloxone with prescription
opioids?
" is one of the following answers ("Always","Sometimes")

141. What tools or criteria do providers use to assess appropriateness for naloxone coprescription? (Select all that apply.)
MED level
Mental Health disorder per DSM 5
Family or personal history of substance use disorder
Any time any Opioid is prescribed
Medical condition that could increase sensitivity to opioid-related side effects
Current use of benzodiazepines
Tobacco use
Other - Write In (Required)
*

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3A) Addressing the Opioid Crisis")

142. Which opioid prescribing guidelines has your organization adopted? (Select all that
apply.)
Bree Collaborative Guidelines
CDC Guideline for Prescribing Opioids for Chronic Pain
AMDG Interagency Guideline on Prescribing Opioids for Pain
This practice has not adopted opioid prescribing guidelines
Other - Write In

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3A) Addressing the Opioid Crisis")

143. How many prescribing providers have been trained on opioid prescribing guidelines?
All
Most
Some
None

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3A) Addressing the Opioid Crisis")

144. During the last 12 months, what percentage of providers in your organization
Continuing Medical Education (CME) on safe opioid prescribing?

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3A) Addressing the Opioid Crisis")

145. Does your organization monitor opioid prescribing practices for your organization's
prescribing providers?
Yes
No

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3A) Addressing the Opioid Crisis")

146. Which of the following steps has your organization taken to implement opioid
prescribing guidelines and ensure safe opioid prescribing practices? (Select all that apply.)
Built guidelines into EHR (such as recommended default doses)
Training for providers
Enrolling in Prescription Monitoring Program (PMP)
Documentation in patient records
Patient/provider agreements
Providing patient education and communication tools
Other - Write In

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3A) Addressing the Opioid Crisis")

147. What barriers have providers encountered to implementing opioid prescribing
guidelines? (Select all that apply.)
Leadership buy-in
Patient resistance
Difficulty accessing Prescription Monitoring Program (PMP)
Lack of EHR interoperability
Inability to customize EHR
Lack of knowledge or training
Other - Write In

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3A) Addressing the Opioid Crisis")

148. How many prescribing providers in your organization are registered users of the
Prescription Monitoring System (PMP)?
All providers
Most providers
Some providers
None

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3A) Addressing the Opioid Crisis")

149. When prescribing opioids, how often do providers in your organization use the PMP to
review patients’ opioid history?
All the time
Most of the time
Sometimes
Never

Show/hide trigger exists. Hidden unless: #4 Question "What project(s) is your organization interested
in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3A) Addressing the Opioid Crisis")

150. Is the PMP built into your organization's EHR system?
Yes
No

Hidden unless: #150 Question "Is the PMP built into your organization's EHR system?
" is one of the following answers ("No")

151. Does your organization have plans to build the PMP into your organization's EHR
system?
Yes
No

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3A) Addressing the Opioid Crisis")

152. What barriers exist to using the PMP? (Select all that apply.)
Leadership buy-in
Provider resistance
Quality and usefulness of Prescription Monitoring Program (PMP) information
Lack of EHR interoperability
Lack of knowledge or training
Additional process/steps take too much time
Other - Write In

Show/hide trigger exists. Hidden unless: #4 Question "What project(s) is your organization interested
in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3A) Addressing the Opioid Crisis")

153. Are opioid prescribing guidelines built into the organization's EHR system?
Yes
No

Hidden unless: #153 Question "Are opioid prescribing guidelines built into the organization's EHR
system?" is one of the following answers ("No")

154. Are there any plans to build the opioid prescribing guidelines into the organization's
EHR system?
Yes
No

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3A) Addressing the Opioid Crisis")

155. Does the organization receive information when a patient with an opioid prescription
has an emergency department visit?
Yes
No

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3A) Addressing the Opioid Crisis")

156. Does your organization provide Substance Use Disorder (SUD) treatment?
Yes
No

Show/hide trigger exists. Hidden unless: #4 Question "What project(s) is your organization interested
in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3A) Addressing the Opioid Crisis")

157. Does your organization refer to Substance Use Disorder (SUD) treatment providers?
Yes
No

Hidden unless: #157 Question "Does your organization refer to Substance Use Disorder (SUD) treatment
providers?" is one of the following answers ("Yes")

158. Which SUD treatment providers does your organization refer to?

Show/hide trigger exists. Hidden unless: #4 Question "What project(s) is your organization interested
in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3A) Addressing the Opioid Crisis")

159. Does your organization provide Medication Assisted Treatment (MAT)?
Yes
No

Hidden unless: #159 Question "Does your organization provide Medication Assisted Treatment (MAT)? "
is one of the following answers ("Yes")

160. Which of the following types of MAT are providers in the organization certified to
provide? (Select all that apply.)
Buprenorphine
Methadone
Other - Write In

Hidden unless: #159 Question "Does your organization provide Medication Assisted Treatment (MAT)? "
is one of the following answers ("Yes")

161. Is this provided at all sites?
Yes
No

Hidden unless: #159 Question "Does your organization provide Medication Assisted Treatment (MAT)? "
is one of the following answers ("Yes")

162. Are all the waivered prescribers (buprenorphine) at your organization at capacity?
Yes
No

Hidden unless: #159 Question "Does your organization provide Medication Assisted Treatment (MAT)? "
is one of the following answers ("Yes")

163. Which of the following types of MAT are providers in your organization currently
providing? (Select all that apply.)
Buprenorphine
Methadone
Other - Write In

Hidden unless: #159 Question "Does your organization provide Medication Assisted Treatment (MAT)? "
is one of the following answers ("Yes")

164. In providing MAT, does you organization provide the following evidence-based low
barrier modalities?
Yes
Treatment while a person may be using Stimulants?
Treatment while a person may be using Benzodiazepines?
Treatment while a person may be using Alcohol?
Treatment while a person may be using Marijuana?
Non-appointment Compliance based?
Open Access drop in?
Requirements for (MH or SUD) behavioral health counseling?

No

Hidden unless: #159 Question "Does your organization provide Medication Assisted Treatment (MAT)? "
is one of the following answers ("No")

165. If your organization does not provide MAT, do you have referral agreements with
providers that do?
Yes
No

Hidden unless: #159 Question "Does your organization provide Medication Assisted Treatment (MAT)? "
is one of the following answers ("Yes")

166. What shared-decision making tools do providers in your organization use with patients
receiving MAT?

3D: Chronic Disease Prevention and Control
Page entry logic:
This page will show when: #4 Question "What project(s) is your organization interested in? (Select all that
apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3D) Chronic Disease Prevention and Control")

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3D) Chronic Disease Prevention and Control")

167. Which chronic diseases is your organization interested in working on as part of your
organization’s participation in the chronic disease project? (Select all that apply.)
Pediatric asthma
Adult asthma
Diabetes
Cardiovascular disease

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3D) Chronic Disease Prevention and Control")

168. Does your organization empanel primary care patients?
Yes
No

Show/hide trigger exists. Hidden unless: #4 Question "What project(s) is your organization interested
in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3D) Chronic Disease Prevention and Control")

169. Does your organization maintain a chronic disease registry or registries?
Yes
No

Hidden unless: #169 Question "Does your organization maintain a chronic disease registry or registries?"
is one of the following answers ("Yes")

170. What format is your organization's registry?
Electronic (part of the EHR)
Electronic (Excel or Access file)
Paper
Combination
Electronic (separate software) - Use Other to describe
Other - Write In

Hidden unless: #169 Question "Does your organization maintain a chronic disease registry or registries?"
is one of the following answers ("Yes")

171. What diseases are included in your organization's registry?
Asthma
Diabetes
Other - Write In

Hidden unless: #169 Question "Does your organization maintain a chronic disease registry or registries?"
is one of the following answers ("No")

172. Does your organization plan to establish a registry? If so, when and for what condition?

Show/hide trigger exists. Hidden unless: #4 Question "What project(s) is your organization interested
in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3D) Chronic Disease Prevention and Control")

173. Does your organization use a comprehensive care plan for patients with chronic
diseases?
Yes
No

Hidden unless: #173 Question "Does your organization use a comprehensive care plan for patients with
chronic diseases?" is one of the following answers ("Yes")

174. Which of the following elements does your comprehensive care plan include? (Select
all that apply.)
Problem list
Expected outcome and prognosis
Measurable treatment goals
Symptom management
Planned interventions and identification of the individuals responsible for each
intervention
Medication management
Community/social services ordered
A description of how services of agencies and specialists outside the practice will be
directed/coordinated
Schedule for periodic review and, when applicable, revision of the care plan

Show/hide trigger exists. Hidden unless: #4 Question "What project(s) is your organization interested
in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3D) Chronic Disease Prevention and Control")

175. Do your organization's providers routinely prescribe Asthma Action Plans to Medicaid
patients?
Yes
No

Hidden unless: #175 Question "Do your organization's providers routinely prescribe Asthma Action Plans
to Medicaid patients?" is one of the following answers ("Yes")

176. How often are the Asthma Action Plans updated?

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3D) Chronic Disease Prevention and Control")

177. Do your organization's care team include the following roles? (Select all that apply.)
Community Health Workers
Chronic Care Coordinators
Social Workers
Pharmacists
Registered Dieticians

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3D) Chronic Disease Prevention and Control")

178. If your organization's care teams include non-traditional, non-billable roles (like
Community Health Workers) what strategies does your organization use to make those
positions financially sustainable?

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3D) Chronic Disease Prevention and Control")

179. If your organization's care teams do not include the non-traditional roles, what are the
top three barriers to adding those positions to your care teams?

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3D) Chronic Disease Prevention and Control")

180. For your patients with chronic conditions, are their self-management goals recorded in
their medical record?
Yes, routinely
Yes, occasionally
No
Not sure

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3D) Chronic Disease Prevention and Control")

181. Does your organization offer on-site self-management support programs for patients
with chronic diseases?
Yes
No

Show/hide trigger exists. Hidden unless: #4 Question "What project(s) is your organization interested
in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3D) Chronic Disease Prevention and Control")

182. Does your organization partner with community-based organizations to offer
community-based (e.g. off-site) self-management supports for patients with chronic
diseases?
Yes
No

Hidden unless: #182 Question "Does your organization partner with community-based organizations to
offer community-based (e.g. off-site) self-management supports for patients with chronic diseases?" is one of the
following answers ("Yes")

183. Who are your organization's community-based organization partners to offer
community-based (e.g. off-site) self-management support for patients with chronic diseases?

Hidden unless: #4 Question "What project(s) is your organization interested in? (Select all that apply.)
(Note: Your answer will determine which sections of the current state assessment survey will appear for your
organization.)
" is one of the following answers ("3D) Chronic Disease Prevention and Control")

184. What type of self-management support (on-site and off-site) is routinely provided to your
organization's Medicaid patients? (Select all that apply.)
Stanford Chronic Disease Self-Management Program
National Diabetes Prevention Program
Other - Write In (Required)
*

The Accountable Community for Health of King County

Current State Assessment
June (revised), 2018
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Overview
Respondents
Infrastructure for waiver work
Workforce
VBP
Project-specific information
•
•
•
•

Bi-Directional Care
Transitional Care
Opioids
Chronic Disease

Respondents
Hospitals – 14 of 14
FQHC – 7 of 7
BHAs – 21 of 26
Organizations that cross settings self-identified as follows:
• SeaMar and SIHB – FQHC
• Harborview, Seattle Children’s, Multicare, and Evergreen – Hospital system
• Navos consortium members are not included as BHAs (and not reported at all in this
summary) unless they returned a CSA and are direct contractors with the BHO (N=2)
• Cascade and Fairfax hospitals are included as BHAs

Infrastructure for waiver work

Workforce

Workforce gaps
Staff shortages
• CHW and peers
• Medical staff - PCPs, nursing levels, MAs
• Care coordinators; care managers; care navigators
• Social workers, BH professionals – especially SUD
Training
EMRs that support care coordination - HIE; shared care
plans

Barriers to team-based care
Staffing issues
• Staffing of all roles on team (esp. PCPs, nurses)
• Training
• Funding for staffing and reimbursement for roles
• BH and outreach staff
EMRs with interoperability; info sharing; shared care plans
Facilities designed for teamwork and consultation
Large geographic regions to serve
Culture/paradigm shift to break down siloes

How might HealthierHere help?
Funding – for hiring, wages/benefits, payment models
Training – in team-based Collab Care roles/tasks, CHWs roles,
chronic disease, project models, etc.
HIE – tech for team communication, CBOs, shared care plans
Role clarification and standards (e.g., for models, care plans, etc.)
Assistance with recruitment – partner with educators for pipeline
Forum for shared learnings and relationship-building
On-site TA/coaching to support implementation

Culturally and Linguistically
Appropriate Services

Value-based Payment

Bi-Directional Care

Graph indicates percentage of scores >5 indicating partial or full implementation

Graph indicates percentage of scores >5 indicating partial or full implementation

Transitional Care
Home/
PSH
Medical
respite

SNF
Patient/
Inmate

AFH

Rehab

*Ns vary by interest in subpopulation

“Other” models
Jail transition: forensic steering committee, intensive case management with LEAD; components of APIC
Hospital transition: care coordination; assertive outreach; Coleman; peers; PACT; REACH; language-specific CM

Barriers for transition care
Housing
Communication/collaboration; d/c info sharing
Timely access to MH/SUD treatment, specialty care, clinics
Funding – for outreach, CHWs, longer PCP appts.
Staffing
SNF and AFH funding models, beds, willingness to accept pts.

Opioids

Chronic Disease

Use of CHWs
Financing:
• Grants
• General operations
• Shared savings

Barriers:
•
•
•
•

Funding
Integrating into existing workforce, workflow
Space
Training

Key Challenges for HH
Staffing – need support for recruitment/retention of medical staff, behavioral
health (especially substance use providers), CHWs, peers
Care models - low use of Toolkit models, practice guidelines, disease selfmanagement
Training – need training across models, roles, care plans, patient engagement,
population management
EMRs - need interoperability and shared care plans – lack of these hampers team
communication and population management
Funding models – need models to support care coordination and transitional and
aftercare, and certain staff (e.g., CHWs and peers)
Linkages - need stronger linkages to housing and CBOs that support SDOH
Behavioral health agencies may need extra support - lag in readiness in QI
processes, EMRs, use of registries, VBP and care models

The Accountable Community of Health for King County

HIE/HIT Assessment Findings
June 7, 2018
Governing Board Meeting

1

Meeting Goals

1

Set context for HIE/HIT investment journey

2
3

Review HIE/HIT assessment findings

Feedback from Governing Board on HIE/HIT
investments
2

Core Leave Behinds
Collaboration between the health care system and social
services, evidenced by an inter-connected HIT/HIE system
connecting providers from both systems and payment models
that incorporate social service providers.
Access to person-centered, multi-disciplinary, culturally
competent care teams -- inclusive of social services -- in health
homes for everyone, regardless of where a person enters the
system.
An infrastructure that provides an effective mechanism for
meaningful community and consumer involvement and voice
in the continuous improvement of the delivery system.

A Person Centered Approach to System Transformation
Acute health &
social concerns

Prevention and management of chronic health and social concerns

Community

Care Transitions

Care
Transitions

Step Down Care
(SNF, Adult Family)

Inpatient

ER

Specialty

Care

Jail

Person in the Community

Behavioral

Health

Primary

Care

Data

Food

Transport Housing

Education

Jobs

Interpreter

Community Based Organizations

Data
Care
Shared
CHWs/Peer
Coordinator Care Plan

CARE COORDINATION

Diversion Opportunities
(Future)

Crisis Response

Focus Populations and Projects
Bi-Directional Integration
Unmet need for
preventive primary care
or behavioral health
services

HOT & WARM SPOTS:
•
•
•
•

Chronic
Disease
Poorly
managed
chronic
conditions

Transitional
Care
Avoidable
use of crisisoriented
services

Small populations with most complex
health and social needs
Disproportionately high amount of ED and
hospital utilization (and cost)
Heavily under-served by fragmented
health & social service systems
Blend of performance and equity focus

HIDDEN POPULATIONS:
•
•
•
•

Populations under-utilizing traditional
preventive health care services
Populations under-represented in projects
(women with reproductive health needs)
Populations excluded from performance
measures
Equity focus

Opioid
Opioid use
5

Current investment plan for “Population Health Management”
DY1-2017

Project Costs

Domain 1

ACH-defined

DY2-2018

DY3-2019

DY4-2020

DY5-2021

5-year total

Project Management and Administration

15%

2.98

15%

5.86

15%

5.26

15%

4.43

15%

3.46

15%

22.00

Project Engagement, Participation and Implementation

45%

8.94

35%

13.68

35%

12.28

25%

7.38

15%

3.46

31%

45.75

Provider Performance and Quality Incentive Payments

20%

3.97

30%

11.72

30%

10.52

40%

11.81

50%

11.54

34%

49.58

65%

12.92

65%

25.40

65%

22.80

65%

19.20

65%

15.01

65%

95.33

Financial Stability Through VBP

0%

0.00

0%

0.00

0%

0.00

4%

1.18

5%

1.15

2%

2.34

Population Health Management

10%

1.99

8%

2.93

5%

1.75

3%

0.89

3%

0.69

6%

8.25

Workforce

5%

0.99

5%

1.95

5%

1.75

3%

0.89

2%

0.46

4%

6.05

15%

2.98

13%

4.89

10%

3.51

10%

2.95

10%

2.31

11%

16.64

Social Equity and Wellness Fund

0%

0.00

5%

1.95

5%

1.75

10%

2.95

10%

2.31

6%

8.97

Reserve (not to exceed $XXX)

5%

0.99

3%

0.98

5%

1.75

0%

0.00

0%

0.00

3%

3.72

5%

0.99

8%

2.93

10%

3.51

10%

2.95

10%

2.31

9%

12.69

100%

19.87

100%

39.08

100%

35.08

100%

29.53

100%

23.09

100%

146.65

dollars in millions
TRUE

TRUE

TRUE

TRUE

TRUE
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Small Group Discussion
• Where should we prioritize our investment? What HIE/HIT areas are
most important to invest in?
• What are your criteria/principles that you want us to use as we make
recommendations and determine how investments should be used?
• How should HH maximize the use of dollars for population health
management? Does the current funding plan make sense?

7

HIE/HIT Assessment

8

HIT/HIE Assessment – Sources of information
• HIE/HIT Survey
• PMD Discussions
• State AIM and HIE/HIT meetings
• State ACH meetings
• 1:1 conversations

9

HIT/HIE Survey
Assessment Objectives
Understand current state of Health Information Exchange and Health Information Technology of organizations in King County.
Make decisions locally cognizant of national and regional trends. Use HIE/HIT assessment data and recommendations to inform
investment areas that will contribute to transformation.

Assessment Topics Covered
• General organization information
• Electronic Health Record (EHR)
• Exchanging Health Information

• Telehealth / Mobile Applications
• Other Technologies
• Population Health Management & Registries

Survey
• Conducted in April 2018
• Completed by Chief Technology Officer (CTO), Chief Information Officer (CIO), Health Information Exchange (HIE) lead, or similar
leadership role
• Included Provider/Clinical perspective on a subset of questions

Respondents
• Hospitals – 12 of 14
• FQHCs – 7 of 7
• BHAs / Other – 25 of 29

10

HIE/HIT Assessment – Findings & Themes
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Key Findings from the HIE/HIT assessment
• Large variability in HIE/HIT capacity and use across and within sectors
– Gap in behavioral health providers in HIE/HIT systems and capacity
– Opportunity to help systems maximize/adopt population health
approach
• Limited data partnerships and information systems that support
clinical-community linkages
• Fragmented referral and coordination systems to address social
determinant needs (e.g. housing, employment, food insecurity,
childcare, etc…)

12

Large variability in HIE/HIT capacity and use
across and within sectors

13

Electronic Health Record Systems
Which EHR system(s) do you use? (Select all that apply.)

14

BH providers have greatest gap
• 75% of BHAs report using an electronic health record system
• Few BHAs (16%) have population health management systems or tools
• Low percentage of BHAs (24%) have registries and the barriers vary (i.e., training,
costs, standardization)
• More than half of BHAs have no Prescription Monitoring Program (PMP) access
and no current plans for its use
How might HH help?
• “Enable a single shared care plan for a patient across all caregivers for that
patient”
• “Financial assistance”
• “Training on use of registries to track patient panels”
• “Support access to PMP data”
15

Variability in HIE/HIT Practice
In addition to the large variation in infrastructure capacity & use
• Lack of standardization in data collection, sharing, and use
How might HH help?
• “Standardize data and care management requirements across MCOs”
• “Align data, reporting, and process across Medicaid (and Medicare)”
• “Standardize process among healthcare organizations for exchange of
electronic records and other communications such as referrals”
• “Create standards for data exchange between community and
medical services”
16

Population Health Management – Functions
What are the functions of your organization's Population Health Management
system? (Select all that apply.)
(10)
(9)

(9)

(7)
(6)

(3)

(3)
(2)

(2)

(2) (2)

(2) (2)

(2)
(1)
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Population Health Management (PHM)& Registries
• Varying levels of understanding of the tools available and best practices
• Most Hospitals (83%) and some FQHCs (43%) have PHM systems. Few BHAs (16%) have
PHM systems
• Hospitals and FQHCs use their PHM systems to identify gaps in care, but only about
half use their systems to monitor and track patient/client engagement
• Majority of respondents from Hospitals (75%) and FQHCs (86%) have patient registries
and use registries to improve the quality of patient care
• Low percentage of BHAs (24%) have registries and the barriers vary (i.e., training, costs,
standardization)
18

Opportunity for Population Health Management (PHM)
• PHM includes collecting and analyzing data on segments of your patient
population and managing specific diseases within that population
• PHM requires an integrated infrastructure of people, process and technology to
support:
Data exchange across
care-givers

Coordination among
providers

Analytics

How might HH help?
• “Would be helpful to have an aligned registry for who is homeless or who
is on Medicaid”
• “Funding and technical assistance”
• “Sharing of best practices”
Ref: The Chartis Group + aspen advisors

19

Limited data partnerships and information
systems that support clinical-community
linkages

20

Exchanging Health Information – External Access
Are there any community based organizations or social service agencies who
have access to your organization's EHR?
(6)

(5)

(4)

(4)

(3)

(2)
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Opportunity to support clinical-community linkages
• The majority of providers who responded do not share data through
their EHR with community based organizations or social service agencies
• Over half of hospitals and BHAs reported exchanging some health
information via paper or fax with community-based providers/social
service agencies
How might HH help?
• “Real time integrated referral flow that captures social service needs…”
• “Working with community providers for better exchange of contact info,
treatment capacity and care plans for patients in common”
22

Fragmented referral and coordination systems
to address social determinant needs

23

Fragmented referral and coordination systems
• There are several referral systems that exist for various focus
populations in the region, the majority not linked to EHRs
• No technology platform in place that supports data sharing and
coordination activities across community based organizations and
social service agencies
How might HH help?
• “Enable a single shared care plan for a patient across all caregivers for
that patient”
• “Financial assistance”
24

HIE/HIT Investment Guiding Principles
Meeting the needs of users at the point of care.
Focus on a handful of solutions that address King County needs and project portfolio in as
meaningful a way as possible.
Solutions (technology or other) need to be in place within the 12-15 month implementation window. Measurable
Leveraging existing data infrastructure
andinroles
results are expected
DSRIPwhere
year 3. possible is highly desired.

Prioritize areas of historical underinvestment, e.g., behavioral health agency and social
service organization needs.
Aligns with other ACH HIE/HIT investments
25

Small Group Discussion
• Where should we prioritize our investment? What HIE/HIT areas are
most important to invest in?
• What are your criteria/principles that you want us to use as we make
recommendations and determine how investments should be used?
• How should HH maximize the use of dollars for population health
management? Does the current funding plan make sense?
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Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
summaries may have been made after this date

Clinical Summary
Integrated Whole Person Care in
Community Behavioral Health Centers
Goal
Immediate: Increase access to primary care services and improve screening rates for selected
chronic conditions among individuals enrolled in behavioral health services.
Long-term: Integrate primary care services into community behavioral health centers in King
County.

Focus Populations
Medicaid members with mental health and substance use disorders (SUDs), including opioid
use disorders (OUDs) who meet a minimum of 3 of the following criteria:









Prescribed antipsychotic medication
Prescribed four or more medications
Diagnosed with one of the following chronic conditions: asthma, chronic obstructive pulmonary
disease (COPD), diabetes, cardiovascular disease (CVD)
Low health literacy
Limited English proficiency
Limited engagement with primary care (no primary care visit in the last six months)
Homeless or housing instability
Limited community supports (e.g. ineligible for other programs such as Health Homes)

Key Project Elements
The following interventions are required for participating provider organizations.

HealthierHere is taking a broad, portfolio approach to inform King County’s transformation
efforts. The evidence-based models identified by the Health Care Authority (e.g., Bree
Collaborative Model, Coleman Model, Collaborative Care Model, APIC, and the Chronic Care
Model), have congruent underlying principles that are foundational to system and service
delivery transformation.
Based upon the Bree Collaborative Behavioral Health Integration model and the AIMS Center
Collaborative Care Model, implementing organizations will utilize the following key strategies.
Specific criteria used for assessments and stratification will be determined by HealthierHere and
implementing partners through Quality Improvement Learning Collaboratives.
Utilize Population Health Management Tools:





Use electronic health records and registries to identify individuals and services that are needed,
share integrated care plans and other Continuity of Care Documents, as appropriate and allowed
by law, with primary care providers (PCPs), behavioral health providers, social service providers
(e.g., supportive housing), individuals, and their caregivers.
Measure and monitor against a defined set of indicators to track progress.
Conduct routine quality assurance and improvement reviews of panels of high-risk individuals.

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
summaries may have been made after this date
Assess Whole Person Care Needs:


Whole person care needs include the following: physical health, behavioral health, oral health,
and the social determinants of health. Partners will determine their standard assessments and/or
adopt HealthierHere’s recommended assessments which have yet to be determined.



Conduct holistic screenings in the behavioral health setting, or confirm that they have
been completed by primary care partner organization, with a focus on asthma, COPD,
diabetes, and CVD. Screenings could include:
o
o
o
o

BMI screening for all or an identified subset of individuals served by the organization
Blood pressure screening, for all or an identified subset of individuals served by the
organization
Tobacco use screening, for all or an identified subset of individuals served by the
organization
Diabetes screening for all individuals using antipsychotic medication

Implement Team-based Care:






Form a person-centered, multi-disciplinary, integrated care team. Composition of the team
should be based on an individual’s needs and risk stratification, and members could include a
PCP, social worker, or other appropriate provider.
Provide best practice, culturally appropriate interventions to help individuals manage chronic
conditions within community behavioral health centers and/or integrated care settings.
Provide individuals with greater need with ongoing support and treatment via a co-located,
integrated, or partner primary care organization.
Refer individual to community support specialist (e.g. community health worker, patient
navigator), as appropriate.

Develop Integrated Care Planning:




Create individually tailored, culturally appropriate treatment plans that support patient
engagement with the care team. Language needs, including interpretation and translation, must
be incorporated in the care planning and delivery.
Ensure that the plan is available to all team members serving the individual’s needs.

Provide Self-Management Support:



The care team will refer individuals to community resources, including chronic disease selfmanagement programs, as appropriate.
A community support specialist or a member of the integrated health care team will conduct inperson meeting(s) and follow-up by phone and/or telehealth options in service of the following
goals:
a. Increase self-management skills
b. Ensure personal goals are congruent with individual’s self-efficacy
c. Improve continuity of care with primary care follow-up
d. Ensure medication management and reconciliation with PCPs or other providers
including pharmacists
e. Practice advocacy by identifying key questions for PCPs/specialists
f. Educate on health system navigation
g. Ensure individual can “teach back” expectations from physical and behavioral health
appointments, including what medications are needed and why

Link to Community Resources:
 As needed or desired, the care team will refer individuals to community resources,
including culturally and linguistically appropriate services.

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
summaries may have been made after this date


To address the social determinants of health, the integrated care team will connect
individual with appropriate resources, social services agencies, and community based
organizations depending on the individual’s needs (e.g. transportation, food, shelter).
For applicable individuals, the integrated care team will work with the individual and
community support specialists to support selected activities. In such cases,
the community support specialist will communicate with PCP and/or specialist(s)
regarding the individual’s treatment and progress.

Pay for Performance Metrics
Incentive payments for ACHs and partnering provider organizations are dependent on improvement in projectspecific Pay for Performance metrics selected by the Health Care Authority. Partnering provider organizations
participating in the Integrated Whole Person Care in Community Behavioral Health Centers project will agree to
help HealthierHere improve the following set of metrics.
Metric
Antidepressant
Medication
Management
Child and Adolescents’
Access to Primary Care
Practitioners

Definition
*Effective Acute Phase Treatment – People 18 and older diagnosed with depression and treated with an
antidepressant medication who remained on antidepressant medication during the entire 12-week acute
treatment phase.
*Effective Continuation Phase Treatment – People 18 and older diagnosed with depression and treated
with an antidepressant medication who remained on antidepressant medication for at least six months.
The percentage of members 12 months - 19 years of age who had a visit with a primary care provider.
Report four separate rates: 12-24 months of age; 25 months - 6 years of age; 7-11 years of age; 12-19
years of age.

Comprehensive
Diabetes Care:
Hemoglobin A1c
Testing

The percentage of members 18-75 years of age with diabetes (type 1 and type 2) who had an HbA1c test
during the measurement year.

Comprehensive
Diabetes Care: Eye
Exam (Retinal)
Performed
Comprehensive
Diabetes Care: Medical
Attention for
Nephropathy
Follow-up after
Emergency Department
Visit for Alcohol or
other Drug Dependence

The percentage of members 18-75 years of age with diabetes (type 1 and type 2) who had a retinal or
dilated eye exam by an eye care professional during the measurement period, or a negative retinal exam
(no evidence of retinopathy) in the 12 months prior to the measurement period.

Follow‐up after
Emergency Department
Visit for Mental Health

The percent of discharges for members 18 years and older who had a visit to the ED with a primary
diagnosis of mental health during the measurement year AND who had a follow-up visit with any
provider with a corresponding primary diagnosis of mental health, reported separately for follow-up
within 7 and 30 days after discharge.

Follow-up after
Hospitalization for
Mental Illness

The percentage of discharges for members 6 years of age and older who were hospitalized for treatment
of selected mental illness diagnoses and who had an outpatient visit, an intensive outpatient encounter
or partial hospitalization with a mental health practitioner, reported separately for follow-up within 7
and 30 days of discharge.
The percentage of members 5-64 years of age who were identified as having persistent asthma and were
dispensed appropriate medications that they remained on for at least 75% of their treatment period.

Medication
Management for People
with Asthma (5 – 64
Years)

The percentage of members 18-75 years of age with diabetes (type 1
and type 2) who received a nephropathy screening or monitoring test or
had evidence of nephropathy during the measurement year or the year
prior.
The percent of discharges for members 18 years and older who had a visit to the ED with a primary
diagnosis of alcohol or other drug dependence during the measurement year AND who had a follow-up
visit with any provider with a corresponding primary diagnosis of alcohol or other drug dependence,
reported separately for follow-up within 7 and 30 days after discharge.

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
summaries may have been made after this date

Potential Reporting Metrics
While the required metrics are needed to ensure that the Medicaid Transformation Project is successful, there may be
a potential delay in reporting, which could inadvertently prevent HealthierHere and its implementing partners from
knowing when transformation is on track and/or when course corrections are needed. HealthierHere has engaged
stakeholders and subject matter experts to identify potential additional metrics that are not claims based, which can
be easily collected using electronic health records, and are currently collected for other reasons, such as value-based
care incentive payments.
The following metrics are not intended as requirements. Rather, they are intended to guide partners in thinking
about their quality improvement next steps. Key metrics to be monitored on a system level will be determined at a
future date.
Metric

Definition

Diabetes Screening for
People with behavioral
health conditions who
are Using Antipsychotic
Medication

People age 18 to 64 with mental health or substance use disorders, who were using an
antipsychotic medication who had a glucose test or HbA1c test during the measurement
year.

Blood Pressure Control

Percentage of patients aged 18 through 85 years who had a diagnosis of HTN and whose
blood pressure was adequately controlled (<140/90) during the measurement year
0018
Preventive Care and Screening: Tobacco Use: Screening and Cessation Intervention: a.
Percentage of patients aged 18 years and older who were screened for tobacco use one or
more times within 24 months #b. Percentage of patients aged 18 years and older who were
for screened for tobacco use and identified as a tobacco user who received tobacco cessation
intervention c. Percentage of patients aged 18 years and older who were screened for tobacco
use one or more times within 24 months AND who received cessation counseling
intervention if identified as a tobacco user
Preventive Care and Screening: Body Mass Index (BMI) Screening and Follow-Up
Percentage of patients aged 18 years and older with a documented BMI and follow-up plan
when appropriate

Smoking Cessation

Body Mass Index (BMI)

References/Guidelines
AIMS Center Collaborative Care Model
https://aims.uw.edu/collaborative-care
The Bree Collaborative Behavioral Health Integration Report and Recommendations
http://www.breecollaborative.org/wp-content/uploads/Behavioral-Health-Integration-FinalRecommendations-2017-03.pdf
EPR-3 Guidelines on Asthma (NHLBI)
https://www.nhlbi.nih.gov/files/docs/guidelines/asthgdln.pdf
Global Initiative for Chronic Obstructive Lung Disease
https://goldcopd.org/wp-content/uploads/2018/02/WMS-GOLD-2018-Feb-Final-to-printv2.pdf
Standards of Medical Care in Diabetes (American Diabetes Association)
https://professional.diabetes.org/content-page/standards-medical-care-diabetes

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
summaries may have been made after this date

Clinical Summary
Integrated Whole Person Care in
Primary Care Settings
Goal
Immediate: Improve identification of behavioral health needs and access to behavioral health
services (both mental health and substance use treatment) for individuals being served in
primary care settings.
Long-term: Integrate behavioral health services into primary care practices in King County.
Expand links to specialty behavioral health, including psychiatry.

Focus Populations
Medicaid members within traditional and non-traditional primary care settings who are at risk
for or have a diagnosis of depression and/or substance use disorder (SUD), including opioid use
disorder (OUD).

Key Project Elements
The following interventions are required for participating provider organizations.

HealthierHere is taking a broad, portfolio approach to inform King County’s transformation
efforts. The evidence-based models identified by the Health Care Authority (e.g., Bree
Collaborative Model, Coleman Model, Collaborative Care Model, APIC, and the Chronic Care
Model), have congruent underlying principles that are foundational to system and service
delivery transformation.
Based upon the Bree Collaborative Behavioral Health Integration model and the AIMS Center
Collaborative Care Model, implementing organizations will utilize the following key strategies.
Specific criteria used for assessments and stratification will be determined by HealthierHere and
implementing partners through Quality Improvement Learning Collaboratives.
Utilize Population Health Management Tools:





Use electronic health records and registries to identify individuals and services that are needed,
share integrated care plans and other Continuity of Care Documents, as appropriate and allowed
by law, with primary care providers (PCPs), behavioral health providers, social service providers
(e.g., supportive housing), individuals, and their caregivers.
Measure and monitor against a defined set of indicators to track progress.
Conduct routine quality assurance and improvement reviews of panels of high-risk individuals.

Assess Whole Person Care Needs:





Whole person care needs include the following: physical health, behavioral health, oral health,
and the social determinants of health. Partners will determine their standard assessments and/or
adopt HealthierHere’s recommended assessments which have yet to be determined.
Conduct standardized screenings in the primary care setting, with a focus on depression and
SUD, including OUD.
Stratify individuals by risk and severity of disease.

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
summaries may have been made after this date
Implement Team-based Care:








Form a person-centered, multi-disciplinary, integrated care team. Composition of the team
should be based on an individual’s needs and risk stratification, and members could include a
behavioral health provider, social worker, or other appropriate provider.
Provide Medication Assisted Treatment (MAT) when needed.
Provide best practice, culturally appropriate mental health and/or substance use disorder
treatment interventions within primary and/or integrated care settings.
Provide individuals with greater need with ongoing support and treatment via a co-located,
integrated, or partner primary care organization.
Provide linkage to specialty behavioral health, including psychiatry, when needed.
Refer individual to community support specialist (e.g. community health worker, patient
navigator), as appropriate.

Develop Integrated Care Planning:




Create individually tailored, culturally appropriate treatment plans that support patient
engagement with the care team. Language needs, including interpretation and translation, must
be incorporated in the care planning and delivery.
Ensure that the plan is available to all team members serving the individual’s needs.

Provide Self-Management Support:


A community support specialist or a member of the integrated health care team will conduct inperson meeting(s) and follow-up by phone and/or telehealth options in service of the following
goals:
a. Increase self-management skills
b. Ensure personal goals are congruent with individual’s self-efficacy
c. Improve continuity of care with behavioral health care follow-up
d. Ensure medication management and reconciliation with PCPs or other providers
including pharmacists
e. Practice advocacy by identifying key questions for behavioral health care
providers/specialists
f. Educate on health system navigation
g. Ensure individual can “teach back” expectations from physical and behavioral health
appointments, including what medications are needed and why

Link to Community Resources:


As needed or desired, the care team will refer individuals to community resources, including
culturally and linguistically appropriate services.



To address the social determinants of health, the integrated care team will connect
individual with appropriate resources, social services agencies, and community based
organizations depending on the individual’s needs (e.g. transportation, food, shelter).
For applicable individuals, the integrated care team will work with the individual and
community support specialists to support selected activities. In such cases, the
community support specialist will communicate with PCP and/or specialist(s) regarding
the individual’s treatment and progress.

Pay for Performance Metrics
Incentive payments for ACHs and partnering provider organizations are dependent on improvement in projectspecific Pay for Performance metrics selected by the Health Care Authority. Partnering provider organizations
participating in the Integrated Whole Person Care in Primary Care Settings project will agree to help HealthierHere
improve the following set of metrics.

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
summaries may have been made after this date

Definition

Metric
Antidepressant
Medication
Management
Follow-up after
Emergency Department
Visit for Alcohol or
other Drug Dependence

*Effective Acute Phase Treatment – People 18 and older diagnosed with depression and treated with an
antidepressant medication who remained on antidepressant medication during the entire 12-week acute
treatment phase.
*Effective Continuation Phase Treatment – People 18 and older diagnosed with depression and treated
with an antidepressant medication who remained on antidepressant medication for at least six months.
The percent of discharges for members 18 years and older who had a visit to the ED with a primary
diagnosis of alcohol or other drug dependence during the measurement year AND who had a follow-up
visit with any provider with a corresponding primary diagnosis of alcohol or other drug dependence,
reported separately for follow-up within 7 and 30 days after discharge.

Follow‐up after
Emergency Department
Visit for Mental Health

The percent of discharges for members 18 years and older who had a visit to the ED with a primary
diagnosis of mental health during the measurement year AND who had a follow-up visit with any
provider with a corresponding primary diagnosis of mental health, reported separately for follow-up
within 7 and 30 days after discharge.

Follow-up after
Hospitalization for
Mental Illness

The percentage of discharges for members 6 years of age and older who were hospitalized for treatment
of selected mental illness diagnoses and who had an outpatient visit, an intensive outpatient encounter
or partial hospitalization with a mental health practitioner, reported separately for follow-up within 7
and 30 days of discharge.

Mental health
Treatment Penetration
(Broad Version)

The percentage of members with a mental health service need who received mental health services in
the measurement year. Separate reporting for three age groups: 6-17 years, 18-64 years, and 65 years
and older.

Substance Use Disorder
Treatment Penetration

The percentage of members with a substance use disorder treatment need who received substance use
disorder treatment in the measurement year. Separate reporting for three age groups: 12-17 years, 18-64
years, and 65 years and older.

Potential Reporting Metrics
While the required metrics are needed to ensure that the Medicaid Transformation Project is successful, there may be
a potential delay in reporting, which could inadvertently prevent HealthierHere and its implementing partners from
knowing when transformation is on track and/or when course corrections are needed. HealthierHere has engaged
stakeholders and subject matter experts to identify potential additional metrics that are not claims based, which can
be easily collected using electronic health records, and are currently collected for other reasons, such as value-based
care incentive payments.
The following metrics are not intended as requirements. Rather, they are intended to guide partners in thinking
about their quality improvement next steps. Key metrics to be monitored on a system level will be determined at a
future date.

Metric

Definition

Initiation of Alcohol and
Other Drug Dependence
Treatment (1 visit
within 14 days)

People age 13 and older with a new episode of substance use disorder who initiated treatment through
an inpatient SUD admission, outpatient visit, intensive outpatient encounter, or medication assisted
treatment (MAT) within 14 days of the index episode.

Screening for Clinical
Depression and Followup

People 18 and older with an outpatient visit who were screened for clinical depression using a
standardized depression tool, and if positive, with follow-up plan within 30 days.

References/Guidelines

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
summaries may have been made after this date
AIMS Center Collaborative Care Model
https://aims.uw.edu/collaborative-care
The Bree Collaborative Behavioral Health Integration Report and Recommendations
http://www.breecollaborative.org/wp-content/uploads/Behavioral-Health-Integration-FinalRecommendations-2017-03.pdf
Evidence-based Screening Tools for Adults and Adolescents (NIH National Institute on Drug
Abuse)
https://www.drugabuse.gov/nidamed-medical-health-professionals/tool-resources-yourpractice/screening-assessment-drug-testing-resources/chart-evidence-based-screening-toolsadults
Medication-Assisted Treatment (SAMHSA)
https://www.samhsa.gov/medication-assisted-treatment
Screening, Brief Intervention, and Referral to Treatment (SAMHSA-HRSA)
https://www.integration.samhsa.gov/clinical-practice/sbirt

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
summaries may have been made after this date

Clinical Summary
Transitions of Care from Jail
Goal
Immediate: Implement an integrated whole person model of care that ensures safe and
successful transitions from jails back into community settings.
Long-term: Reduce avoidable emergency department (ED) visits and hospital readmissions, as
well as readmissions to jail. Expand community-based support services for high-risk individuals
leaving jails, including those individuals who experience homelessness.

Focus Populations
Medicaid members returning to the community from jail who have complex health and
behavioral health conditions that necessitate care coordination and/or disease management.

Key Project Elements
The following interventions are required for participating provider organizations.

HealthierHere is taking a broad, portfolio approach to inform King County’s transformation
efforts. The evidence-based models identified by the Health Care Authority (e.g. Bree
Collaborative Model, Coleman Model, Collaborative Care Model, APIC, and the Chronic Care
Model), have congruent underlying principles that are foundational to system and service
delivery transformation.
Based upon the APIC model, implementing organizations will utilize the following key
strategies. Specific criteria used for assessments and stratification will be determined by
HealthierHere and implementing partners through Quality Improvement Learning
Collaboratives.
Utilize Population Health Management Tools:
 Use electronic health records and registries to identify individuals and the services that
are needed, share integrated care plans and other Continuity of Care Documents as
appropriate and allowed by law with primary care providers, social service providers
(such as supportive housing), individuals, and their caregivers.



Measure and monitor against a defined set of indicators to track progress.
Conduct routine quality assurance and improvement reviews of panels of high-risk
individuals.

Assess Whole Person Care Needs:
 Whole person care needs include the following: physical health, behavioral health, oral
health, and the social determinants of health. Partners will determine their standard
assessments and/or adopt HealthierHere’s recommended assessments which have yet to
be determined.
 Offer in reach services before reentry to identify and plan for necessary medical,
behavioral health, justice system, social services, and community supports, including

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
summaries may have been made after this date
assistance with health coverage, ensuring Medicaid eligible individuals are enrolled since
coverage is suspended while they are incarcerated.
Implement Team-based Care:







Form a person-centered, multi-disciplinary, integrated care team. Composition of the
team should be based on an individual’s needs and risk stratification, and members
could include a behavioral health specialist, social worker, or other appropriate provider.
Develop a plan for the treatment and services required to address the individual’s needs,
the identification of community and correctional programs for post-release services, and
coordination of the transition plan to ensure implementation and avoidance of gaps in
care with community-based services.
Establish relationships with community-based physical and behavioral health providers
and community partners who address the social determinants of health.
Accommodate in reach services and provide a “warm hand off” for those individuals
requiring additional help.
o The individual will be introduced to a community support specialist (e.g. a care
coordinator, community health worker, or peer support specialist with lived
experience in the correctional system and/or behavioral health recovery) before
reentry to establish trust.
o Assign individuals at high risk for complications to a care manager.

Develop Integrated Care Planning:
 Create individually tailored, culturally appropriate transition/reentry plans that support
patient engagement with the care team. Language needs, including interpretation and
translation, must be incorporated in the care planning and delivery.
 Share individuals’ transition/reentry plan with their community support specialist and
primary care provider (PCP)/community behavioral health provider to facilitate
implementation and avoid gaps in care with community-based services.
 Ensure first appointment with PCP and/or Community Behavioral Health with
prescribing capability is scheduled prior to reentry. This appointment should take place
as soon as possible, ideally within one week of release.
Provide Self-Management support:
 All focus population individuals should receive self-management support by a member
of the integrated health care team Establish an individually tailored self-management
goal, which should be reviewed at each visit. When applicable, provide individuals with a
7-day supply of needed medications and a prescription for a 30-day supply, along with a
medication plan and instructions on medication management upon reentry. As
appropriate and allowed, the medication plan should be shared with the individual’s
community support specialist so that they can provide continuity and make sure the
medication plan is shared with the PCP and care team on the receiving end and followed.
 Upon reentry, the assigned community support specialist will meet an individual and
accompany them to his/her first appointment to establish a relationship with a
partnering medical or behavioral health provider.

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
summaries may have been made after this date


After reentry, the community support specialist conducts in-person meeting(s) such as
home visits and follow-up by phone and/or telehealth options in service of the following
goals:
a. Increase self-management skills
b. Ensure personal goals are congruent with individual’s self-efficacy
c. Improve continuity of care with primary care follow-up
d. Ensure medication management and reconciliation with PCPs or other providers
including pharmacists
e. Practice advocacy by identifying key questions for PCPs/specialists
f. Educate on health system navigation
g. Ensure individual can “teach back” expectations from physical and behavioral
health appointments, including what medications are needed and why

Link to Community Resources:
 As needed or desired, the care team will refer individuals to community resources.
 To address the social determinants of health, the integrated care team will connect
individual with appropriate resources, social services agencies, and community based
organizations depending on the individual’s needs (e.g. transportation, food, shelter).
For applicable individuals, the integrated care team will work with the individual and
community support specialists to support selected activities. In such cases, the
community support specialist will communicate with PCP and/or specialist(s) regarding
the individual’s treatment and progress.

Pay for Performance Metrics
Incentive payments for ACHs and partnering provider organizations are dependent on improvement in projectspecific Pay for Performance metrics selected by the Health Care Authority. Partnering provider organizations
participating in the Jail Transitions project will agree to help HealthierHere improve the following set of metrics.
Metric

Definition

Follow-up after Emergency
Department Visit for Alcohol or
other Drug Dependence

The percent of discharges for members 18 years and older who had a visit to the ED with a primary
diagnosis of alcohol or other drug dependence during the measurement year AND who had a follow-up
visit with any provider with a corresponding primary diagnosis of alcohol or other drug dependence,
reported separately for follow-up within 7 and 30 days after discharge.

Follow‐up after Emergency
Department Visit for Mental
Health

The percent of discharges for members 18 years and older who had a visit to the ED with a primary
diagnosis of mental health during the measurement year AND who had a follow-up visit with any
provider with a corresponding primary diagnosis of mental health, reported separately for follow-up
within 7 and 30 days after discharge.

Follow-up after Hospitalization for
Mental Illness

The percentage of discharges for members 6 years of age and older who were hospitalized for
treatment of selected mental illness diagnoses and who had an outpatient visit, an intensive outpatient
encounter or partial hospitalization with a mental health practitioner, reported separately for followup within 7 and 30 days of discharge.

Percent Homeless (narrow
definition)

The percentage of Medicaid enrollees who were homeless in at least one month in the measurement
year. Excludes “homeless with housing” living arrangement code within the DSHS database ACES,
reported for three age groups: 0-17, 18-64, and 65 and older.

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
summaries may have been made after this date

Potential Reporting Metrics
While the required metrics are needed to ensure that the Medicaid Transformation Project is successful, there may be
a delay in reporting, which could inadvertently prevent HealthierHere and its implementing partners from knowing
when transformation is on track and/or when course corrections are needed. HealthierHere has engaged
stakeholders and subject matter experts to identify additional metrics that are not claims based, which can be easily
collected using electronic health records, and are currently collected for other reasons, such as value based care
incentive payments.
The following metrics are not intended as requirements. Rather, they are intended to guide partners in thinking
about their quality improvement next steps. Key metrics to be monitored on a system level will be determined at a
future date.
Metric

Definition

30 Day Psychiatric Inpatient
Readmissions

For members 18 years of age and older, the number of acute inpatient psychiatric stays that were
followed by an acute readmission for a psychiatric diagnosis within 30 days.

Mental health Treatment
Penetration (Broad Version)

The percentage of members with a mental health service need who received mental health services in
the measurement year. Separate reporting for three age groups: 6-17 years, 18-64 years, and 65 years
and older.

Substance Use Disorder Treatment
Penetration

The percentage of members with a substance use disorder treatment need who received substance use
disorder treatment in the measurement year. Separate reporting for three age groups: 12-17 years, 1864 years, and 65 years and older.

References/Guidelines
A Best Practice Approach to Community Re-entry from Jails for Inmates with Co-occurring Disorders:
The APIC Model, http://www.prainc.com/wpcontent/uploads/2015/10/best-practice-approachcommunity-re-entry-inmates-co-occurring-disorders.pdf

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
summaries may have been made after this date

Clinical Summary
Psychiatric Care Transitions from
Hospital Settings
Goal
Immediate: Implement an integrated whole person model of care that ensures safe and
successful transitions from psychiatric hospitals back into community settings, such as home or
skilled nursing facilities.
Long-term: Reduce preventable emergency department (ED) visits and hospital readmissions
due to behavioral health disorders. Ensure continuity of care.

Focus Populations
Medicaid members who live with serious mental illness and/or substance use disorder
discharged from inpatient psychiatric settings or ED holds who meet a minimum of 3 of the
following criteria:











Two or more chronic conditions
Active mental health issue and/or substance use disorder
Four or more prescribed medications
Two or more hospitalizations and/or four ED visits in the past 12 months
Low health literacy
Limited English proficiency
Limited engagement with primary care (no primary care visit in the last six months)
Limited engagement and/or disengaged from behavioral health care
Homeless or housing instability
Limited community supports, ineligible for other programs such as Health Homes

Alternatively, a clinical provider’s determination of high risk for readmission is acceptable
without regard to the above criteria.

Key Project Elements
The following interventions are required for participating provider organizations.

HealthierHere is taking a broad, portfolio approach to inform King County’s transformation
efforts. The evidence-based models identified by the Health Care (e.g. Bree Collaborative Model,
Coleman Model, Collaborative Care Model, APIC, and the Chronic Care Model), have congruent
underlying principles that are foundational to system and service delivery transformation.
Based upon the Peer Bridger Program and Transition Support Program (TSP), implementing
organizations will utilize the following key strategies. Specific criteria used for assessments and
stratification will be determined by HealthierHere and implementing partners through Quality
Improvement Learning Collaboratives.

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
summaries may have been made after this date
Utilize Population Health Management Tools:





Use electronic health records and registries to identify individuals and services that are needed,
share integrated care plans and other Continuity of Care Documents, as appropriate and allowed
by law, with primary care providers (PCPs), behavioral health providers, social service providers
(e.g., supportive housing), individuals, and their caregivers.
Measure and monitor against a defined set of indicators to track progress.
Conduct routine quality assurance and improvement reviews of panels of high-risk individuals.

Assess Whole Person Care Needs:





Whole person care needs include the following: physical health, substance use, behavioral health,
oral health, and the social determinants of health. Partners will determine their standard
assessments and/or adopt HealthierHere’s recommended assessments which have yet to be
determined.
Hospital staff will screen individuals before discharge to identify those at high risk for
readmission based on the criteria above.
Increase the completion of POLST forms and other advance care planning documents at your
organization.

Implement Team-based Care:







Form a person-centered, multi-disciplinary, integrated care team. Composition of the team
should be based on an individual’s needs and risk stratification, and members could include PCP,
behavioral health provider, and community support specialists.
Assist individuals in obtaining a PCP and/or a behavioral health provider (if they don’t have one)
prior to discharge.
Assign individuals at high risk for complications to a member of the team who can provide care
coordination.
Notify individual, caregivers, and community partners of planned discharge at least 48 hours in
advance.
Refer individual to community support specialist (e.g. peer bridgers, peer support specialists), as
appropriate.
o Community support specialists serving this focus population should:
 Receive training in trauma-informed care, crisis intervention, and motivational
interviewing
 Work collaboratively with clinical teams towards the goal of utilizing the same
community support specialist to work with individuals both in the hospital and
post-discharge.
 Have access to a fund for basic services and essential needs such as bus passes,
cell phones, clothing, food, engagement activities, etc.
 Have a caseload of 8 – 14 patients.
 Collaborate with hospital discharge planners during the discharge process.
 Sit in on care team meetings while the individual is still in the hospital.
 Sit in on intake sessions with case managers and psychiatrists, as able and if the
individual is willing.
 Aim for ongoing engagement/reengagement in behavioral health treatment by
the individual.
 Meet the patient where they are and share their own successful recovery stories
to offer hope

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
summaries may have been made after this date
Develop Integrated Care Planning:











Create individually tailored, culturally appropriate transition and treatment plans that support
patient engagement with the care team. Language needs, including interpretation and
translation, must be incorporated in the care planning and delivery.
High-risk individuals, caregivers, and community support specialists must be notified of planned
discharge no later than 48 hours in advance to avoid adverse events upon discharge.
Transition and treatment plans should include the following information:
o Assigned community behavioral health specialist and PCP that includes posthospitalization discharge notes
o An updated and reconciled medication list
o Next steps, including follow up appointments with specialist, as needed
Aftercare appointments must be scheduled in coordination with the community support
specialist.
Ensure that the plan is available to all team members serving the individual’s needs.
Community support specialists will meet with individuals and their family caregivers before
hospital discharge to develop individually tailored transition plans that:
o Are based upon an assessment of needed community services and supports.
o Emphasize productive interactions between the care team and the individual.
o Include a reconciled medication list, follow-up appointment, and patient self-education
(written at an appropriate health literacy level and in the individual’s language).
The individual must have an adequate supply of their medications upon discharge.

Provide Self-Management Support:




All focus population individuals should receive self-management support by a member of the
health care team. Establish an individually tailored self-management goal, which should be
reviewed at each visit.
After discharge, the community support specialist will conduct in-person meeting(s) such as
home visits and follow-up by phone and/or telehealth options in service of the following goals:
a. Increase self-management skills
b. Ensure personal goals are congruent with individual’s self-efficacy
c. Improve continuity of care with primary care follow-up
d. Ensure medication management and reconciliation with PCPs or other providers
including pharmacists
e. Practice advocacy by identifying key questions for PCPs/specialists
f. Educate on health system navigation
g. Ensure patient can “teach back” expectations from physical and behavioral health
appointments, including what medications are needed and why

Link to Community Resources:



As needed or desired, the care team will refer individuals to community resources.
To address the social determinants of health, the integrated care team will connect individual
with appropriate resources, social services agencies and community based organizations
depending on the individual’s needs (e.g. transportation, food, shelter). For applicable
individuals, the integrated care team will work with the individual and community support
specialists to support selected activities. In such cases, the community support specialist will
communicate with PCP and/or specialist(s) regarding the individual’s treatment and progress.

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
summaries may have been made after this date

Pay for Performance Metrics
Incentive payments for ACHs and partnering provider organizations are dependent on improvement in projectspecific Pay for Performance metrics selected by the Health Care Authority. Partnering provider organizations
participating in the Transitional Care project will agree to help HealthierHere improve the following set of metrics.

Definition

Metric
Follow-up after Emergency
Department Visit for Alcohol or
other Drug Dependence

The percent of discharges for members 18 years and older who had a visit to the ED with a primary
diagnosis of alcohol or other drug dependence during the measurement year AND who had a follow-up
visit with any provider with a corresponding primary diagnosis of alcohol or other drug dependence,
reported separately for follow-up within 7 and 30 days after discharge.

Follow‐up after Emergency
Department Visit for Mental
Health

The percent of discharges for members 18 years and older who had a visit to the ED with a primary
diagnosis of mental health during the measurement year AND who had a follow-up visit with any
provider with a corresponding primary diagnosis of mental health, reported separately for follow-up
within 7 and 30 days after discharge.

Follow-up after Hospitalization for
Mental Illness

The percentage of discharges for members 6 years of age and older who were hospitalized for
treatment of selected mental illness diagnoses and who had an outpatient visit, an intensive outpatient
encounter or partial hospitalization with a mental health practitioner, reported separately for followup within 7 and 30 days of discharge.

Percent Homeless (narrow
definition)

The percentage of Medicaid enrollees who were homeless in at least one month in the measurement
year. Excludes “homeless with housing” living arrangement code within the DSHS database ACES,
reported for three age groups: 0-17, 18-64, and 65 and older.

Potential Reporting Metrics
While the required metrics are needed to ensure that the Medicaid Transformation Project is successful, there may be
a delay in reporting, which could inadvertently prevent HealthierHere and its implementing partners from knowing
when transformation is on track and/or when course corrections are needed. HealthierHere has engaged
stakeholders and subject matter experts to identify additional metrics that are not claims based, which can be easily
collected using electronic health records, and are currently collected for other reasons, such as value based care
incentive payments.
The following metrics are not intended as requirements. Rather, they are intended to guide partners in thinking
about their quality improvement next steps. Key metrics to be monitored on a system level will be determined at a
future date.
Metric

Definition

30 Day Psychiatric Inpatient
Readmissions

For members 18 years of age and older, the number of acute inpatient psychiatric stays that were
followed by an acute readmission for a psychiatric diagnosis within 30 days.

Mental health Treatment
Penetration (Broad Version)

The percentage of members with a mental health service need who received mental health services in
the measurement year. Separate reporting for three age groups: 6-17 years, 18-64 years, and 65 years
and older.

Substance Use Disorder Treatment
Penetration

The percentage of members with a substance use disorder treatment need who received substance use
disorder treatment in the measurement year. Separate reporting for three age groups: 12-17 years, 1864 years, and 65 years and older.

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
summaries may have been made after this date

References/Guidelines
Viggiano, T., Pincus, H. A., & Crystal, S. (2012). “Care transition interventions in mental health.”
Current Opinion in Psychiatry, 25(6), 551-558.
https://www.integration.samhsa.gov/Care_transition_interventions_in_mental_health.pdf
“King County Peer Bridger Program – Supporting Successful Transitions,”
https://ncc.expoplanner.com/files/15/SessionFilesHandouts/10_Jerome_1.pdf
“Program Helps Individuals Stay out of Hospitals, On to Stability,” Sound Mental Health.
https://www.sound.health/program-helps-individuals-stay-out-of-hospitals-on-to-stability/
“What is the Peer Bridger Program?” https://riinternational.com/ourservices/washington/peer-bridger-program/

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
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Clinical Summary
Transitions of Care: Hospital
Discharges for
High-risk Medicaid Individuals
Goal
Immediate: Implement an integrated whole person model of care that ensures safe and
successful transitions from the hospital back into community settings, such as home or skilled
nursing facilities.
Long-term: Reduce avoidable emergency department (ED) visits and hospital readmissions.
Ensure continuity of care and redirect resources available to focus on long-term prevention and
promotion rather than short-term crisis response.

Focus Populations
Medicaid members transitioning from inpatient hospital stays for chronic or acute conditions,
including older adults and people with disabilities who meet a minimum of 3 of the following
criteria:











Age 50 or older
Two or more chronic conditions
Four or more prescribed medications
Two or more hospitalizations and/or four ED visits in the past 12 months
Active mental health issue and/or substance use disorder
Low health literacy
Limited English proficiency
Limited engagement with primary care (no primary care visit in the last six months)
Homeless or housing instability
Limited community supports, ineligible for other programs such as Health Homes

Alternatively, a clinical provider’s determination of high risk for readmission is acceptable
without regard to the above criteria.

Key Project Elements
The following interventions are required for participating provider organizations.

HealthierHere is taking a broad, portfolio approach to inform King County’s transformation
efforts. The evidence-based models identified by the Health Care Authority (e.g. Bree
Collaborative Model, Coleman Model, Collaborative Care Model, APIC, and the Chronic Care
Model), have congruent underlying principles that are foundational to system and service
delivery transformation.
Based on the Coleman model, implementing organizations will utilize the following key
strategies. Specific criteria used for assessments and stratification will be determined by

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
summaries may have been made after this date
HealthierHere and implementing partners through Quality Improvement Learning
Collaboratives.
Utilize Population Health Management Tools:





Use electronic health records and registries to identify individuals and the services that are
needed, share transition plans and other Continuity of Care Documents, as appropriate and
allowed by law, with primary care providers (PCPs), behavioral health providers, social service
providers (such as supportive housing), individuals, and their caregivers.
Measure and monitor against a defined set of indicators to track progress.
Conduct routine quality assurance and improvement reviews of panels of high-risk individuals.

Assess Whole Person Care Needs:





Whole person care needs include the following: physical health, behavioral health, oral health,
and the social determinants of health. Partners will determine their standard assessments and/or
adopt HealthierHere’s recommended assessments which have yet to be determined.
Hospital staff will screen individuals before discharge to identify those at high-risk for
readmission based on the criteria above.
Increase the completion of POLST forms and other advanced care planning documents at your
organization.

Implement Team-based Care:




Form a person-centered, multi-disciplinary, integrated care team. Composition of the team
should be based on an individual’s needs and risk stratification, and members could include a
PCP, behavioral health provider, care coordinator, social worker, community support specialist,
or other appropriate provider.
Individuals meeting the appropriate criteria will be assigned to a community support specialist
(providing care coordination/transition coaching and capable of making home visits. Matching
criteria for the assignment of a community support specialist will include language and cultural
competency.

Develop Integrated Care Planning:




Create individually tailored, culturally appropriate transition plans that support patient
engagement with the care team. Transition plans should be based upon an assessment of needed
community services and supports and include referral and linkage to culturally appropriate
services. Language needs, including interpretation and translation, must be incorporated in the
care planning and delivery.
Ensure that the plan is available to all providers serving the individual’s needs.

Provide Self-Management support:




All focus population individuals should receive self-management support by a member of the
integrated health care team. Establish an individually tailored self-management goal, which
should be reviewed at each visit.
A community support specialist or a member of the integrated health care team will conduct inperson meeting(s) such as home visits and follow-up by phone and/or telehealth options in
service of the following goals:
h. Increase self-management skills
i. Ensure personal goals are congruent with individual’s self-efficacy
j. Improve continuity of care with PCP/specialist follow-up
k. Ensure medication management and reconciliation with PCPs or other providers
including pharmacists
l. Practice advocacy by identifying key questions for PCPs/specialists

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
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m. Educate on health system navigation
n. Ensure individual can “teach back” expectations from physical and behavioral health
appointments, including what medications are needed and why

Link to Community Resources:
 As needed or desired, the care team will refer individuals to community resources,
including community support specialists.
 To address the social determinants of health, the integrated care team will connect
individual with appropriate resources, social services agencies, and community based
organizations depending on the individual’s needs (e.g. transportation, food, shelter).


For applicable individuals, the integrated care team will work with the individual and community
support specialists to support selected activities. In such cases, the community support specialist
will communicate with PCP and/or specialist(s) regarding the individual’s treatment and
progress.

Pay for Performance Metrics
Incentive payments for ACHs and partnering provider organizations are dependent on improvement in projectspecific Pay for Performance metrics selected by the Health Care Authority. Partnering provider organizations
participating in the Hospital Transitions project will agree to help HealthierHere improve the following set of
metrics.
Metric
All Cause Readmission Rate
All Cause Emergency Department
Visits per 1000 Member Months

Definition
Among Medicaid beneficiaries age 18‐64 years old, the percent of acute inpatient stays during the
measurement year that were followed by an unplanned acute readmission within 30 days
The rate of Medicaid beneficiary visits to emergency department per 1000 member months, including
visits related to mental health and substance use disorder, reported for three age groups: 10-17 years,
18-64 years, and 65 years and older.

Follow-up after Emergency
Department Visit for Alcohol or
other Drug Dependence

The percent of discharges for members 18 years and older who had a visit to the ED with a primary
diagnosis of alcohol or other drug dependence during the measurement year AND who had a follow-up
visit with any provider with a corresponding primary diagnosis of alcohol or other drug dependence,
reported separately for follow-up within 7 and 30 days after discharge.

Follow‐up after Emergency
Department Visit for Mental
Health

The percent of discharges for members 18 years and older who had a visit to the ED with a primary
diagnosis of mental health during the measurement year AND who had a follow-up visit with any
provider with a corresponding primary diagnosis of mental health, reported separately for follow-up
within 7 and 30 days after discharge.

Follow-up after Hospitalization for
Mental Illness

The percentage of discharges for members 6 years of age and older who were hospitalized for
treatment of selected mental illness diagnoses and who had an outpatient visit, an intensive outpatient
encounter or partial hospitalization with a mental health practitioner, reported separately for followup within 7 and 30 days of discharge.

Inpatient Hospital Utilization

For members 18 years and older, the risk-adjusted ratio of observed to expected acute inpatient
discharges during the measurement year.

Percent Homeless (narrow
definition)

The percentage of Medicaid enrollees who were homeless in at least one month in the measurement
year. Excludes “homeless with housing” living arrangement code within the DSHS database ACES,
reported for three age groups: 0-17, 18-64, and 65 and older.

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
summaries may have been made after this date

Potential Reporting Metrics
While the required metrics are needed to ensure that the Medicaid Transformation Project is successful, there may be
a delay in reporting, which could inadvertently prevent HealthierHere and its implementing partners from knowing
when transformation is on track and/or when course corrections are needed. HealthierHere has engaged
stakeholders and subject matter experts to identify additional metrics that are not claims based, which can be easily
collected using electronic health records, and are currently collected for other reasons, such as value based care
incentive payments.
The following metrics are not intended as requirements. Rather, they are intended to guide partners in thinking
about their quality improvement next steps. Key metrics to be monitored on a system level will be determined at a
future date.
Metric
Definition
30 Day Psychiatric Inpatient
Readmissions

For members 18 years of age and older, the number of acute inpatient psychiatric stays that were
followed by an acute readmission for a psychiatric diagnosis within 30 days.

Mental health Treatment
Penetration (Broad Version)

The percentage of members with a mental health service need who received mental health services in
the measurement year. Separate reporting for three age groups: 6-17 years, 18-64 years, and 65 years
and older.

Substance Use Disorder Treatment
Penetration

The percentage of members with a substance use disorder treatment need who received substance use
disorder treatment in the measurement year. Separate reporting for three age groups: 12-17 years, 1864 years, and 65 years and older.

References/Guidelines
The Care Transitions Program
https://caretransitions.org/
Roberts, Shauna R, Jane Crigler, Cristina Ramirez, Deborah Sisco, and Gerald L. Early,
“Working with Socially and Medically Complex Patients: When Care Transitions Are Circular,
Overlapping, and Continual Rather than Liner and Finite,” Journal for Healthcare Quality, Vol.
37, No. 4, July/August 2015
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Clinical Summary
Prevention of Opioid-related
Overdoses
Project Goal
Immediate:
Reduce opioid overdose deaths by providing at-risk individuals, and those who frequently
interact with them, with take-home naloxone kits and supporting education and awareness
around overdose prevention.
Long-term: Reduce deaths, non-fatal overdoses, onset of opioid use disorder (OUD), and harm
to King County residents from prescription and non-prescription opioids through promotion of
safer use strategies and harm reduction.

Focus Populations
Medicaid members who are at risk for prescription and non-prescription opioid abuse or who
have a history of opioid-related overdoses as well as the individuals and service providers who
are likely to encounter them.

Key Project Elements
The following interventions are required for participating provider organizations.

HealthierHere is taking a broad, portfolio approach to inform King County’s transformation
efforts. The evidence-based models identified by the Health Care Authority (e.g. Bree
Collaborative Model, Coleman Model, Collaborative Care Model, APIC, and the Chronic Care
Model), have congruent underlying principles that are foundational to system and service
delivery transformation.
Implementing organizations will utilize the following key strategies. Specific criteria used for
assessments and stratification will be determined by HealthierHere and implementing partners
through Quality Improvement Learning Collaboratives.
Utilize Population Health Management Tools:





Use electronic health records and registries to identify individuals and services that are needed,
share integrated care plans and other Continuity of Care Documents, as appropriate and allowed
by law, with primary care providers, behavioral health providers, social service providers (e.g.,
supportive housing), individuals, and their caregivers.
Measure and monitor against a defined set of indicators to track progress.
Conduct routine quality assurance and improvement reviews of panels of high-risk individuals.

Assess Whole Person Care Needs:




Whole person care needs include the following: physical health, behavioral health, oral health,
and the social determinants of health. Partners will determine their standard assessments and/or
adopt HealthierHere’s recommended assessments which have yet to be determined.
Screen for OUD and individuals at risk of overdose in medical and behavioral health settings as
part of a robust person-centered care approach.
o

Organizations should use a recognized screening tool and have a standard protocol for
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screening.

Implement Team-based Care:


Form a person-centered, multi-disciplinary, integrated care team. Composition of the team
should be based on an individual’s needs and risk stratification.



Establish protocols for referring individuals with OUD to the appropriate modality of medicationassisted treatment (MAT) -- opioid treatment programs or office-based opioid treatment.



Utilize motivational interviewing to encourage individuals to participate in treatment, as
appropriate.
Refer individual to community support specialist (e.g. community health worker, patient
navigator), as appropriate.



Develop Integrated Care Planning:




Create individually tailored, culturally appropriate treatment plans that support patient
engagement with the care team. Language needs, including interpretation and translation, must
be incorporated in the care planning and delivery.
Ensure that the plan is available to all team members serving the individual’s needs.

Provide Self-Management Support:


Provide overdose education to individuals seen or at risk for opioid overdose.



Provide all individuals seen or at risk for opioid overdose with self-management support from a
member of the health care team. Establish an individually tailored self-management goal, which
should be reviewed at each visit.
Refer individuals who are ready to begin recovery to a community support specialist with
common lived experience (e.g. a recovery coach or peer support specialist) who can assist
individuals to regain control over their lives and their own recovery process. A community
support specialist or a member of the integrated health care team will conduct in-person visits
and follow-up by phone and/or telehealth options in service of the following goals:



o.
p.
q.
r.

Increase self-management skills
Ensure personal goals are congruent with individual’s self-efficacy
Improve continuity of care with primary care follow-up
Ensure medication management and reconciliation with primary care or other providers
including pharmacists
s. Practice advocacy by identifying key questions for primary care providers/specialists
t. Educate on health system navigation
u. Ensure individual can “teach back” expectations from physical and behavioral health
appointments, including what medications are needed and why

Link to Community Resources:


Provide take-home naloxone kits to individuals seen for opioid overdose.



Encourage individuals with OUD entering MAT to get a naloxone kit or prescription.



Identify community partners, social service organizations, and other organizations who come into
contact with individuals at risk of opioid overdose and partner with those organizations and
provide them with training and access to naloxone kits.



Encourage partners to safely distribute naloxone kits to prevent overdose deaths due to OUD.



As needed or desired, the care team will refer individuals to community resources, including
culturally and linguistically appropriate services.

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
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To address the social determinants of health, the integrated care team will connect individual
with appropriate resources, social services agencies and community based organizations
depending on the individual’s needs (e.g. transportation, food, shelter).
For applicable individuals, the community support specialist will communicate with primary care
provider and/or specialist(s) regarding the individual’s treatment and progress. In such cases, the
community support specialist will follow-up after referrals to determine whether resources are
accessed and needs are met.

Pay for Performance Metrics
Incentive payments for ACHs and partnering provider organizations are dependent on improvement in projectspecific Pay for Performance metrics selected by the Health Care Authority. Partnering provider organizations
participating in the Opioid Prevention project will agree to help HealthierHere improve the following set of metrics.
Metric
Patients Prescribed
High-Dose Chronic
Opioid Therapy
Patients with
Concurrent Sedatives
Prescriptions

Substance Use
Disorder Treatment
Penetration (Opioid)

Definition
Percent of Medicaid beneficiaries prescribed chronic opioid therapy according to the
following thresholds: 1.) Doses >50 mg morphine equivalent dosage (MED) in a quarter;
2.) Doses >90 mg MED in a quarter. Bree Collaborative specifies for quarterly counts;
all qualifying observations for a given quarter will count towards the overall, annual
estimate required for DSRIP performance measurement.
Among Medicaid beneficiaries receiving chronic opioid therapy ≥60 days, the percent
that had ≥60 days of sedative hypnotics, benzodiazepines, carisoprodol, and/or
barbiturates in the same calendar quarter. Bree Collaborative specifies for quarterly
counts; all qualifying observations for a given quarter will count towards the overall,
annual estimate required for DSRIP performance measurement.
The percent of Medicaid beneficiaries with an identified opioid use disorder treatment
need who received medication assisted treatment (MAT) or medication‐only treatment
for opioid use disorder in the measurement year.

References/Guidelines
Harm Reduction Coalition’s Guide to Developing & Managing Overdose Prevention & TakeHome Naloxone Projects
http://harmreduction.org/issues/overdose-prevention/tools-best-practices/manuals-bestpractice/
King County Heroin and Prescription Opiate Addiction Task Force, Final Report and
Recommendations. September 15, 2016.
https://www.kingcounty.gov/~/media/depts/community-human-services/behavioralhealth/documents/herointf/Final-Heroin-Opiate-Addiction-Task-_Force-Report.ashx?la=en

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
summaries may have been made after this date

Clinical Summary
Expanding Access to Opioid Treatment
Project Goal
Immediate:
Increase screening for opioid use disorder (OUD) and improve access and accessibility to
appropriate and sustainable treatment including both modalities of medication-assisted
treatment (MAT), office-based opioid treatment (OBOT) and opioid treatment programs (OTP).
Long-term: Reduce deaths, non-fatal overdoses, onset of OUD, and harm to King County
residents from prescription and non-prescription opioids.

Focus Populations
Medicaid members with or suspected of having OUD (i.e. presenting with signs/symptoms of
OUD in emergency departments, needle exchanges, primary care settings, behavioral health
centers, etc.). Individuals may not yet be identified as having OUD but through system
engagement can be screened, diagnosed, provided with a pathway to treatment.

Key Project Elements
The following interventions are required for participating provider organizations.

HealthierHere is taking a broad, portfolio approach to inform King County’s transformation
efforts. The evidence-based models identified by the Health Care Authority (e.g. Bree
Collaborative Model, Coleman Model, Collaborative Care Model, APIC, and the Chronic Care
Model), have congruent underlying principles that are foundational to system and service
delivery transformation.
Implementing organizations will utilize the following key strategies. Specific criteria used for
assessments and stratification will be determined by HealthierHere and implementing partners
through Quality Improvement Learning Collaboratives.
Utilize Population Health Management Tools:





Use electronic health records and registries to identify individuals and the services that are
needed, share integrated care plans and other Continuity of Care Documents, as appropriate and
allowed by law, with primary care providers, behavioral health providers, social service providers
(e.g. supportive housing providers), individuals, and their caregivers.
Measure and monitor against a defined set of indicators to track progress.
Conduct routine quality assurance and improvement reviews of panels of high-risk individuals.

Assess Whole Person Care Needs:


Whole person care needs include the following: physical health, behavioral health, oral health,
and the social determinants of health. Partners will determine their standard assessments and/or
adopt HealthierHere’s recommended assessments which have yet to be determined.



Screen for OUD in medical and behavioral health settings as part of a robust person-centered care
approach.



Utilize motivational interviewing to encourage individuals to participate in treatment, as
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appropriate.

Implement Team-based Care:







Form a person-centered, multi-disciplinary, integrated care team. Composition of the team
should be based on an individual’s needs and risk stratification (members could include a nurse
care manager, recovery coach, peer support specialist, or other appropriate provider.)
Link individuals with OUD to a primary care medical home with an integrated care team.
Increase low-barrier access points for treatment induction and access to MAT through onsite
providers and/or new partnerships with treatment providers.
o

Expand access to buprenorphine in primary care and behavioral health settings by
increasing the number of waivered prescribers (physicians, nurse practitioners, physician
assistants) and the number of new prescriptions originating in office-based settings.

o

Expand access to OTP providers (e.g. methadone treatment) by increasing the number of
referrals to OTP for individuals who are most appropriate for that treatment modality.

Refer individual to community support specialist (e.g. recovery coach, peer support specialist), as
appropriate.

Develop Integrated Care Planning:




Create individually tailored, culturally appropriate treatment plans that support patient
engagement with the care team. Language needs, including interpretation and translation, must
be incorporated in the care planning and delivery.
Ensure that the plan is available to all team members serving the individual’s needs.

Provide Self-Management Support:




Provide all individuals with OUD with self-management support from a member of the health
care team. Establish an individually tailored self-management goal, which should be reviewed at
each visit.
Refer individuals who are ready to begin recovery to a community support specialist with
common lived experience (e.g. a recovery coach or peer support specialist) who can and assist
individuals to regain control over their lives and their own recovery process. A community
support specialist or a member of the integrated health care team will conduct in-person visits
and follow-up by phone and/or telehealth options in service of the following goals:
v.
w.
x.
y.

Increase self-management skills
Ensure personal goals are congruent with individual’s self-efficacy
Improve continuity of care with primary care follow-up
Ensure medication management and reconciliation with primary care or other providers
including pharmacists
z. Practice advocacy by identifying key questions for primary care providers/specialists
aa. Educate on health system navigation
bb. Ensure individual can “teach back” expectations from physical and behavioral health
appointments, including what medications are needed and why

Link to Community Resources:



As needed or desired, the care team will refer individuals to community resources, including
culturally and linguistically appropriate services.
To address the social determinants of health, the integrated care team will connect individual
with appropriate resources, social services agencies and community based organizations
depending on the individual’s needs (e.g. transportation, food, shelter).

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
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The integrated care team will work with the individual and community support specialists to
support selected activities. For applicable individuals, the community support specialist will
communicate with primary care provider and/or specialist(s) regarding the individual’s treatment
and progress. In such cases, the community support specialist will follow-up after referrals to
determine whether resources are accessed and needs are met.

Pay for Performance Metrics
Incentive payments for ACHs and partnering provider organizations are dependent on improvement in
project-specific Pay for Performance metrics selected by the Health Care Authority. Partnering provider
organizations participating in the Opioid Treatment project will agree to help HealthierHere with the
following set of metrics.
Metric
Patients Prescribed
High-Dose Chronic
Opioid Therapy
Patients with
Concurrent Sedatives
Prescriptions

Substance Use
Disorder Treatment
Penetration (Opioid)

Definition
Percent of Medicaid beneficiaries prescribed chronic opioid therapy according to the
following thresholds: 1.) Doses >50 mg morphine equivalent dosage (MED) in a quarter;
2.) Doses >90 mg MED in a quarter. Bree Collaborative specifies for quarterly counts;
all qualifying observations for a given quarter will count towards the overall, annual
estimate required for DSRIP performance measurement.
Among Medicaid beneficiaries receiving chronic opioid therapy ≥60 days, the percent
that had ≥60 days of sedative hypnotics, benzodiazepines, carisoprodol, and/or
barbiturates in the same calendar quarter. Bree Collaborative specifies for quarterly
counts; all qualifying observations for a given quarter will count towards the overall,
annual estimate required for DSRIP performance measurement.
The percent of Medicaid beneficiaries with an identified opioid use disorder treatment
need who received medication assisted treatment (MAT) or medication‐only treatment
for opioid use disorder in the measurement year.

References/Guidelines
Bree Collaborative Opioid Use Disorder Treatment Report and Recommendations.
http://www.breecollaborative.org/wp-content/uploads/OUD-Treatment-Final-2017.pdf
King County Heroin and Prescription Opiate Addiction Task Force, Final Report and
Recommendations. September 15, 2016.
https://www.kingcounty.gov/~/media/depts/community-human-services/behavioralhealth/documents/herointf/Final-Heroin-Opiate-Addiction-Task-_Force-Report.ashx?la=en
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Clinical Summary
Opioid Prescribing Practices
Project Goal
Immediate: Increase the number of medical and dental providers trained on opiate

prescribing practices such as Interagency Guideline on Prescribing Opioids for Pain and Dental
Guideline on Prescribing Opioids for Acute Pain Management
Long-term: Reduce deaths, non-fatal overdoses, onset of opioid use disorder (OUD), and harm
to King County residents from prescription opioids, while expanding use of non-opioid pain
management.

Focus Populations
Medicaid members age 18 and older who are receiving a new opioid prescription and emergency
departments (ED), primary care practices, and dental practices serving a high volume of
Medicaid members.

Key Project Elements
The following interventions are required for participating provider organizations.

HealthierHere is taking a broad, portfolio approach to inform King County’s transformation
efforts. The evidence-based models identified by the Health Care Authority (e.g. Bree
Collaborative Model, Coleman Model, Collaborative Care Model, APIC, and the Chronic Care
Model), have congruent underlying principles that are foundational to system and service
delivery transformation.
Based on the Washington State Medical Association and Washington State Hospital
Association’s Opioid Pain Management clinical guidance, implementing partners will utilize the
following key strategies.
Specific criteria used for assessments and stratification will be determined by HealthierHere and
implementing partners through Quality Improvement Learning Collaboratives.
Utilize Population Health Management Tools:
 Promote the use of the Prescription Monitoring Program (PMP) and its linkage into
electronic health record systems to increase the number of providers regularly using the
PMP.


Distribute the Washington State Medical Association/Washington State Hospital
Association/Health Care Authority opioid-prescribing variance reports with prescribers. Use
of these variance reports allows prescribers to evaluate their prescribing practices relative to
others in the state and to update and improve their practice.

Assess Whole Person Care Needs:

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
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Whole person care needs include the following: physical health, behavioral health, oral
health, and the social determinants of health. Partners will determine their standard
assessments and/or adopt HealthierHere’s recommended assessments which have yet to be
determined.



Support adoption of non-opioid pain management strategies where appropriate.

Implement Team-based Care:
 Form a person-centered, multi-disciplinary, integrated care team. Composition of the team
should be based on an individual’s needs and risk stratification.


Improve practice management of patients on chronic opioid therapy by adopting best
practices such as the Six Building Blocks.
o

Make Six Building Blocks experts and practice coaches available for individual
consultation and practice-level assistance.



Improve opioid prescribing practices in EDs.



Refer individual to community support specialist (e.g. community health worker, patient navigator),
as appropriate.

Link to Community Resources:
 Promote safe storage and disposal of opioids and other medication, making those resources
available and accessible to individuals who may have unused prescription opioids.


To address the social determinants of health, the integrated care team will connect individual with
appropriate resources, social services agencies and community based organizations depending on the
individual’s needs (e.g. transportation, food, shelter).



The integrated care team will work with the individual and community support specialists to
support selected activities. For applicable individuals, the community support specialist will
communicate with primary care provider and/or specialist(s) regarding the individual’s
treatment and progress. In such cases, the community support specialist will follow-up after
referrals to determine whether resources are accessed and needs are met.

Pay for Performance Metrics
Incentive payments for ACHs and partnering provider organizations are dependent on improvement in projectspecific Pay for Performance metrics selected by the Health Care Authority. Partnering provider organizations
participating in the Opioid Prescribing Practices project will agree to help HealthierHere improve the following set of
metrics.
Metric
Definition
Patients Prescribed
Percent of Medicaid beneficiaries prescribed chronic opioid therapy according to the
High-Dose Chronic
following thresholds: 1.) Doses >50 mg morphine equivalent dosage (MED) in a quarter;
Opioid Therapy
2.) Doses >90 mg MED in a quarter. Bree Collaborative specifies for quarterly counts;
all qualifying observations for a given quarter will count towards the overall, annual
estimate required for DSRIP performance measurement.
Patients with
Among Medicaid beneficiaries receiving chronic opioid therapy ≥60 days, the percent
Concurrent Sedatives that had ≥60 days of sedative hypnotics, benzodiazepines, carisoprodol, and/or
Prescriptions
barbiturates in the same calendar quarter. Bree Collaborative specifies for quarterly
counts; all qualifying observations for a given quarter will count towards the overall,
annual estimate required for DSRIP performance measurement.

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
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Additional Reporting Metrics
While the required metrics are needed to ensure that the Medicaid Transformation Project is successful,
there is a delay in reporting, which could inadvertently prevent HealthierHere and its implementing
partners from knowing when transformation is on track and/or when course corrections are needed.
HealthierHere has engaged stakeholders and subject matter experts to identify additional metrics that are
not claims based, which can be easily collected using electronic health records, and are currently collected
for other reasons, such as value based care incentive payments.
The following metrics are not intended as requirements. Rather, they are intended to guide partners in
thinking about their quality improvement next steps. Key metrics to be monitored on a system level will
be determined at a future date.

New Opioid Patients
Transitioning to
Chronic Opioids

Numerator: Number of patients who are prescribed >60 days supply of opioids in the
current calendar quarter with at least one opioid prescription in the previous quarter,
and no opioid prescription in the prior quarter. Denominator: Number of patients with
at least one opioid prescription in the previous quarter who have no opioids prescribed
in the prior quarter. Report as incidence per 1,000 population, age and sex adjusted.

References/Guidelines
CDC Guideline for Prescribing Opioids for Chronic Pain – United States, 2016.
https://www.cdc.gov/mmwr/volumes/65/rr/rr6501e1.htm
King County Secure Medicine Return Program. https://kingcountysecuremedicinereturn.org/
King County Heroin and Prescription Opiate Addiction Task Force, Final Report and
Recommendations. September 15, 2016.
https://www.kingcounty.gov/~/media/depts/community-human-services/behavioralhealth/documents/herointf/Final-Heroin-Opiate-Addiction-Task-_Force-Report.ashx?la=en
Parchman, Von Korff, Baldwin, Stephens, Ike, Cromp, Hsu, and Wagner. “Primary Care Clinic
Re-Design for Prescription Opioid Management,” JABFM January–February 2017 Vol. 30 No. 1.
https://www.improvingopioidcare.org/wp-content/uploads/2018/02/JABFM-article_2017.pdf
Washington State Hospital Association, Opioid-Pain Management.
http://wsha.wpengine.com/quality-safety/projects/opioid-pain-management/
Washington State Agency Medical Directors Group’s Interagency Guideline on Prescribing
Opioids for Pain
http://www.agencymeddirectors.wa.gov/Files/2015AMDGOpioidGuideline.pdf
Washington State Agency Medical Directors Group’s Dental Guideline on Prescribing Opioids
for Acute Pain Management
http://www.agencymeddirectors.wa.gov/Files/20171026FINALDentalOpioidRecommendations
_Web.pdf
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Clinical Summary
Chronic Disease Management: Asthma
and COPD
Goal
Immediate: Identify individuals with asthma and chronic obstructive pulmonary disease
(COPD), stratify risk level, and improve care coordination for highest risk individuals. Increase
home-based services to manage the conditions.
Long-term: Decrease rates of asthma- and COPD-related complications in those with the
diseases. Empower individuals to achieve successful self-management practices. Sustain homebased services to manage the conditions and reduce avoidable asthma- and COPD-related
emergency department (ED) visits and hospital admissions.

Focus Population
Medicaid members age 5 and older with uncontrolled asthma or COPD, defined as having one or
more ED visit or hospitalization for the condition(s) in the past 12 months.

Key Project Elements
The following interventions are strongly recommended for participating provider organizations.

HealthierHere is taking a broad, portfolio approach to inform King County’s transformation
efforts. The evidence-based models identified by the Health Care Authority (e.g., Bree
Collaborative Model, Coleman Model, Collaborative Care Model, APIC, and the Chronic Care
Model), have congruent underlying principles that are foundational to system and service
delivery transformation.
Based upon the Chronic Care Model, NHLBI & NAEPP recommendations, and Global Initiatives
for Asthma & COPD recommendations, implementing providers will utilize the following key
strategies. Specific criteria used for assessments and stratification will be determined by
HealthierHere and implementing partners through Quality Improvement Learning
Collaboratives.
Utilize Population Health Management Tools:







Use electronic health records and registries to identify individuals and services that are needed,
share integrated care plans and other Continuity of Care Documents, as appropriate and allowed
by law, with primary care providers (PCPs), behavioral health providers, social service providers
(e.g., supportive housing), individuals, and their caregivers.
Ensure that registry is in place to allow for identification of target population, and establish a
process for adding appropriate individuals to registry (e.g individuals who have asthma and/or
COPD without a corresponding ICD-10 code on the problem list).
Measure and monitor against a defined set of indicators to track progress.
Conduct routine quality assurance and improvement reviews of panels of high-risk individuals.

Assess Whole Person Care Needs:


Whole person care needs include the following: physical health, substance use, behavioral health,
oral health, and the social determinants of health. Partners will determine their standard
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assessments and/or adopt HealthierHere’s recommended assessments which have yet to be
determined.
Identify individuals with asthma and COPD, and assess and monitor their severity levels using
spirometry.
Control conditions with appropriate treatment (e.g. medication, pulmonary rehabilitation, etc.).
Make referrals to asthma specialists for individuals with uncontrolled asthma and/or individuals
in need of Step 4 or higher treatment.

Implement Team-based Care:





Form a person-centered, multi-disciplinary, integrated care team. Composition of the team
should be based on an individual’s needs and risk stratification, and members could include a
social worker, community support specialist, or other appropriate provider.
Assign individuals at high risk for complications to a member of the team who can provide care
coordination.
Refer individual to community support specialist (e.g. community health worker, patient
navigator), as appropriate.

Develop Integrated Care Planning:





Create individually tailored, culturally appropriate treatment plans that support patient
engagement with the care team. Language needs, including interpretation and translation, must
be incorporated in the care planning and delivery.
Ensure that the plan is available to all team members serving the individual’s needs.
For individuals with asthma, create an Asthma Action Plan and support individuals in selfmonitoring of asthma symptoms.

Provide Self-Management Support:





Provide all individuals with asthma or COPD should with self-management support from a
member of the health care team. Establish an individually tailored self-management goal, which
should be reviewed at each visit.
A community support specialist should assess the home environment and work with individuals
on remediation (e.g. allergen and irritant exposure control).
Refer individuals at highest risk for complications from asthma and/or COPD to a community
support specialist (e.g. community health worker, peer educator, or health coach) who will
conduct in-person meeting(s) such as home visits and follow-up by phone and/or telehealth
options in service of the following goals:
a. Increase self-management skills
b. Ensure personal goals are congruent with individual’s self-efficacy
c. Improve continuity of care with primary care follow-up
d. Ensure medication management and reconciliation with PCPs or other providers
including pharmacists
e. Practice advocacy by identifying key questions for PCPs/specialists
f. Educate on health system navigation
g. Ensure individual can “teach back” expectations from physical and behavioral health
appointments, including what medications are needed and why

Link to Community Resources:




As needed or desired, the care team will refer individuals to community resources, including
culturally and linguistically appropriate services and/or chronic disease self-management
programs.
To address the social determinants of health, the integrated care team will connect individual
with appropriate resources, social services agencies, and community based organizations
depending on the individual’s needs (e.g. transportation, food, shelter). For applicable
individuals, the integrated care team will work with the individual and a community support
specialist to support selected activities. In such cases, the community support specialist will
communicate with PCP and/or specialist(s) regarding the individual’s treatment and progress.

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
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Pay for Performance Metrics
Incentive payments for ACHs and partnering provider organizations are dependent on improvement in projectspecific Pay for Performance metrics selected by the Health Care Authority. Partnering provider organizations
participating in the Chronic Disease Management – Asthma and COPD project will be held accountable to the
following set of metrics.
Metric
Medication
Management for People
with Asthma (5 – 64
Years)

Definition
The percentage of members 5-64 years of age who were identified as having persistent asthma and were
dispensed appropriate medications that they remained on for at least 75% of their treatment period.

Potential Reporting Metrics
While the required metrics are needed to ensure that the Medicaid Transformation Project is successful, there may be
a potential delay in reporting, which could inadvertently prevent HealthierHere and its implementing partners from
knowing when transformation is on track and/or when course corrections are needed. HealthierHere has engaged
stakeholders and subject matter experts to identify potential additional metrics that are not claims based, which can
be easily collected using electronic health records, and are currently collected for other reasons, such as value based
care incentive payments.
The following metrics are not intended as requirements. Rather, they are intended to guide partners in thinking
about their quality improvement next steps. Key metrics to be monitored on a system level will be determined at a
future date.
Metric

Definition

Medical Assistance with
Smoking and Tobacco
Use Cessation

Advising Smokers and Tobacco Users to Quit:

Adults 18 years of age and older who are current smokers or tobacco users and who received
cessation advice during the measurement year.
Discussing Cessation Medications:

Adults 18 years of age and older who are current smokers or tobacco users and who discussed or
were recommended cessation medications during the measurement year.
Discussing Cessation Strategies:

Adults 18 years of age and older who are current smokers or tobacco users who discussed or were
provided cessation methods or strategies during the measurement year.

Use of Spirometry
Testing in the
Assessment & Diagnosis
of COPD (SPR)

The percentage of members 40 years of age and older with a new diagnosis of COPD or newly
active COPD, who received appropriate spirometry testing to confirm the diagnosis.

Use of appropriate
spirometry testing to
confirm asthma
diagnosis in children
and adults

Percent of asthma and COPD diagnoses confirmed with spirometry testing.

Percentage of
individuals with asthma
and/or COPD who
received an annual
influenza vaccine

Percentage of individuals aged 6 months or older with a diagnosis of asthma or COPD who
received an influenza immunization OR who reported previous receipt of an influenza
immunization.

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
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Percentage of eligible
individuals with COPD
who received a
pneumococcal vaccine

Percentage of individuals 65 years of age and older with a diagnosis of asthma or COPD who have
ever received a pneumococcal vaccine.

References/Guidelines
The Chronic Care Model
http://www.improvingchroniccare.org/
NHLBI Asthma Care Quick Reference
https://www.nhlbi.nih.gov/files/docs/guidelines/asthma_qrg.pdf
Global Initiative for Asthma Pocket Guide for Asthma Management and Prevention
https://ginasthma.org/2018-pocket-guide-for-asthma-management-and-prevention/
Global Initiative for Chronic Obstructive Lung Disease Pocket Guide to COPD Diagnosis,
Management, and Prevention
https://goldcopd.org/wp-content/uploads/2018/02/WMS-GOLD-2018-Feb-Final-to-printv2.pdf
Global Initiative for Chronic Obstructive Lung Disease Global Strategy for the Diagnosis,
Management, and Prevention of Chronic Obstructive Pulmonary Disease Report
https://goldcopd.org/wp-content/uploads/2017/11/GOLD-2018-v6.0-FINAL-revised-20Nov_WMS.pdf
NAEPP Guidelines Implementation Panel Report
https://www.nhlbi.nih.gov/files/docs/guidelines/gip_rpt.pdf
NHLBI & NAEPP Guidelines for the Diagnosis and Management of Asthma Report
https://www.nhlbi.nih.gov/files/docs/guidelines/asthgdln.pdf
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Clinical Summary
Chronic Disease Management:
Cardiovascular Disease
Goal
Immediate: Identify individuals with cardiovascular disease (CVD), stratify risk level, and
improve care coordination for highest risk individuals.
Long-term: Decrease rates of CVD-related complications in those with the disease. Improve
blood pressure control. Improve hyperlipidemia. Empower individuals with CVD to implement
successful self-management practices.

Focus Population
Medicaid members age 18 and older with an ICD-10 code on the problem list diagnosing CVD.
Individuals with CVD are considered at high risk for complications if they are not currently
taking aspirin or a statin, have uncontrolled blood pressure ≥140/90, and/or are smokers.

Key Project Elements
The following interventions are required for participating provider organizations.

HealthierHere is taking a broad, portfolio approach to inform King County’s transformation
efforts. The evidence-based models identified by the Health Care Authority (e.g. Bree
Collaborative Model, Coleman Model, Collaborative Care Model, APIC, and the Chronic Care
Model), have congruent underlying principles that are foundational to system and service
delivery transformation.
Based upon the Chronic Care Model and the Million Hearts 2022 treatment protocols,
implementing providers will utilize the following key strategies. Specific criteria used for
assessments and stratification will be determined by implementing partners through Quality
Improvement Learning Collaboratives.
Utilize Population Health Management Tools:





Use electronic health records and registries to identify individuals and services that are needed,
share integrated care plans and other Continuity of Care Documents, as appropriate and allowed
by law, with primary care providers (PCPs), behavioral health providers, social service providers
(e.g., supportive housing), individuals, and their caregivers.
 Ensure that a registry is in place to allow for identification of focus population, and establish a
process for adding appropriate individuals to registry (e.g. individuals who have CVD without a
corresponding ICD-10 code on the problem list).
Measure and monitor against a defined set of indicators to track progress.
Conduct routine quality assurance and improvement reviews of panels of high-risk individuals.

Assess Whole Person Care Needs:


Whole person care needs include the following: physical health, behavioral health, oral health,
and the social determinants of health. Partners will determine their standard assessments and/or
adopt HealthierHere’s recommended assessments which have yet to be determined.
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Identify and risk stratify individuals with diabetes.

Implement Team-based Care:





Form a person-centered, multi-disciplinary, integrated care team. Composition of the team
should be based on an individual’s needs and risk stratification, and members could include a
registered dietician, social worker, or other appropriate provider.
Assign individuals at high risk for complications to a member of the team who can provide care
coordination.
Ensure each member of the focus population has a planned CVD visit in which their CVD risk
factors are assessed. This assessment should also include behavioral health, oral health, and
social determinants of health. Refer individual to community support specialist (e.g. community
health worker, patient navigator), as appropriate.

Develop Integrated Care Planning:




Create individually tailored, culturally appropriate treatment plans that support patient
engagement with the care team. Language needs, including interpretation and translation, must
be incorporated in the care planning and delivery.
Ensure that the plan is available to all team members serving the individual’s needs.

Provide Self-Management Support:




Provide all individuals with CVD with self-management support from a member of the health care
team. Establish an individually tailored self-management goal, which should be reviewed at each
visit.
Refer individuals at highest risk for complications from CVD to a community support specialist
(e.g. community health worker, peer educator, or health coach) who will conduct in-person
meeting(s) and follow-up by phone and/or telehealth options in service of the following goals:
a. Increase self-management skills
b. Ensure personal goals are congruent with individual’s self-efficacy
c. Improve continuity of care with primary care follow-up
d. Ensure medication management and reconciliation with PCPs or other providers
including pharmacists
e. Practice advocacy by identifying key questions for PCPs/specialists
f. Educate on health system navigation
g. Ensure individual can “teach back” expectations from physical and behavioral health
appointments, including what medications are needed and why

Link to Community Resources:




As needed or desired, the care team will refer individuals to community resources, including
culturally and linguistically appropriate services and/or chronic disease self-management
programs.
To address the social determinants of health, the integrated care team will connect the individual
with appropriate resources, social services agencies and community based organizations
depending on the individual’s needs (e.g. transportation, food, shelter). For applicable
individuals, the integrated care team will work with the individual and a community support
specialist to support selected activities. In such cases, the community support specialist will
communicate with primary care providers and/or specialist(s) regarding the individual’s
treatment and progress.

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
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Pay for Performance Metrics
Incentive payments for ACHs and partnering provider organizations are dependent on improvement in projectspecific Pay for Performance metrics selected by the Health Care Authority. Partnering provider organizations
participating in the Chronic Disease Management – Cardiovascular Disease project will agree to help
HealthierHere improve the following set of metrics.
Metric

Definition

Statin Therapy for
Patients with
Cardiovascular Disease
(SPC) (Prescribed)

Percentage of males 21-75 years of age and females 40-75 years of age who were identified as
having clinical atherosclerotic cardiovascular disease (ASCVD) and met the following
criteria: (1) Received statin therapy: Members who were dispensed at least one high or
moderate-intensity statin medication.

Potential Reporting Metrics
While the required metrics are needed to ensure that the Medicaid Transformation Project is successful, there may be
a potential delay in reporting, which could inadvertently prevent HealthierHere and its implementing partners from
knowing when transformation is on track and/or when course corrections are needed. HealthierHere has engaged
stakeholders and subject matter experts to identify potential additional metrics that are not claims based, which can
be easily collected using electronic health records, and are currently collected for other reasons, such as value based
care incentive payments.
The following metrics are not intended as requirements. Rather, they are intended to guide partners in thinking
about their quality improvement next steps. Key metrics to be monitored on a system level will be determined at a
future date.

Metric
Aspirin When
Appropriate
Blood Pressure Control
Smoking Cessation

Cardiac Rehab

Body Mass Index (BMI)

Definition
Ischemic Vascular Disease (IVD): Use of Aspirin or Another Antiplatelet Percentage of
patients aged 18 years and older with IVD with documented use of aspirin or other
antithrombotic
Hypertension (HTN): Controlling High Blood Pressure Percentage of patients aged 18
through 85 years who had a diagnosis of HTN and whose blood pressure was adequately
controlled (
Preventive Care and Screening: Tobacco Use: Screening and Cessation Intervention:
Percentage of patients aged 18 years and older who were screened for tobacco use
one or more times within 24 months
Percentage of patients aged 18 years and older who were for screened for tobacco
use and identified as a tobacco user who received tobacco cessation intervention
Percentage of patients aged 18 years and older who were screened for tobacco use
one or more times within 24 months AND who received cessation counseling
intervention if identified as a tobacco user
Cardiac Rehabilitation Patient Referral from an Outpatient Setting: Percentage of eligible
patients evaluated in an outpatient setting who are referred to an outpatient cardiac
rehabilitation/secondary prevention program
Cardiac Rehabilitation Patient Referral from an Inpatient Setting: Percentage of eligible
patients admitted to a hospital who are referred to an early outpatient cardiac
rehabilitation/secondary prevention program
Preventive Care and Screening: Body Mass Index (BMI) Screening and Follow-Up
Percentage of patients aged 18 years and older with a documented BMI and follow-up plan
when appropriate

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
summaries may have been made after this date

References/Guidelines
The Chronic Care Model
http://www.improvingchroniccare.org/
Million Hearts 2022 Protocols
https://millionhearts.hhs.gov/tools-protocols/protocols.html
Practice Transformation for Physicians and Health Care Teams
https://www.niddk.nih.gov/health-information/communication-programs/ndep/healthprofessionals/practice-transformation-physicians-health-care-teams
Self-Management Resource Center
https://www.selfmanagementresource.com/

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
summaries may have been made after this date

Clinical Summary
Chronic Disease Management:
Diabetes
Goal
Immediate: Identify individuals with diabetes, stratify risk level, and improve care
coordination for highest risk individuals.
Long-term: Decrease rates of diabetes-related complications in those with the disease.
Empower individuals with diabetes to implement successful self-management practices.

Focus Population
Medicaid members age 18 and older with an ICD-10 code on the problem list diagnosing type 1
or type 2 diabetes. Individuals with diabetes are considered at high risk for complications with
one or more of the following: HbA1c >9%, blood pressure ≥140/90, history of cardiovascular
disease, one or more emergency department visits in past 12 months related to diabetes, and
history of smoking/tobacco use.

Key Project Elements
The following interventions are required for participating provider organizations.

HealthierHere is taking a broad, portfolio approach to inform King County’s transformation
efforts. The evidence-based models identified by the Health Care Authority (e.g., Bree
Collaborative Model, Coleman Model, Collaborative Care Model, APIC, and the Chronic Care
Model), have congruent underlying principles that are foundational to system and service
delivery transformation.
Based upon the Chronic Care Model and the American Diabetes Association Standards of
Medical Care in Diabetes recommendations, implementing providers will utilize the following
key strategies. Specific criteria used for assessments and stratification will be determined by
HealthierHere and implementing partners through Quality Improvement Learning
Collaboratives.
Utilize Population Health Management Tools:







Use electronic health records and registries to identify individuals and services that are needed,
share integrated care plans and other Continuity of Care Documents, as appropriate and allowed
by law, with primary care providers, behavioral health providers, social service providers (e.g.,
supportive housing), individuals, and their caregivers.
Ensure that registry is in place to allow for identification of target population, and establish a
process to for adding appropriate individuals to registry (e.g. individuals who have diabetes
without a corresponding ICD-10 code on the problem list).
Measure and monitor against a defined set of indicators to track progress.
Conduct routine quality assurance and improvement reviews of panels of high-risk individuals.

Assess Whole Person Care Needs:

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
summaries may have been made after this date
 Whole person care needs include the following: physical health, behavioral health, oral health, and
the social determinants of health. Partners will determine their standard assessments and/or adopt
HealthierHere’s recommended assessments which have yet to be determined.
 Identify and risk stratify individuals with type 1 or type 2 diabetes.

Implement Team-based Care:







Form a person-centered, multi-disciplinary, integrated care team. Composition of the team
should be based on an individual’s needs and risk stratification, and members could include a
registered dietician, social worker, or other appropriate provider.
Assign individuals at high risk for complications to a member of the team who can provide care
coordination.
Ensure each member of the focus population has a planned diabetes visit in which their glycemic
control, cardiovascular risk factors, and end-organ damage are assessed. This assessment should
also include behavioral health, oral health, and social determinants of health.
Refer individual to community support specialist (e.g. community health worker, patient
navigator), as appropriate.

Develop Integrated Care Planning:




Create individually tailored, culturally relevant treatment plans that support patient engagement
with the care team. Language needs, including interpretation and translation, must be
incorporated in the care planning and delivery.
Ensure that the plan is available to all team members serving the individual’s needs.

Provide Self-Management Support:




Provide all individuals with diabetes with self-management support from a member of the health
care team. Establish an individually tailored self-management goal, which should be reviewed at
each visit.
Refer individuals at highest risk for complications from diabetes to a community support
specialist (e.g., community health worker, peer educator, or health coach) who will conduct inperson meeting(s) and follow-up by phone and/or telehealth options in service of the following
goals:
h. Increase self-management skills
i. Ensure personal goals are congruent with individual’s self-efficacy
j. Improve continuity of care with primary care follow-up
k. Ensure medication management and reconciliation with primary care or other providers
including pharmacists
l. Practice advocacy by identifying key questions for primary care providers/specialists
m. Educate on health system navigation
n. Ensure individual can “teach back” expectations from physical and behavioral health
appointments, including what medications are needed and why

Link to Community Resources:




As needed or desired, the care team will refer individuals to community resources, including
culturally and linguistically appropriate services and/or chronic disease self-management
programs.
To address the social determinants of health, the integrated care team will connect individual
with appropriate resources, social services agencies and community based organizations
depending on the individual’s needs (e.g. transportation, food, shelter). For applicable
individuals, the integrated care team will work with the individual and a community support
specialist to support selected activities. In such cases, the community support specialist will
communicate with primary care providers and/or specialist(s) regarding the individual’s
treatment and progress.

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
summaries may have been made after this date

Pay for Performance Metrics
Incentive payments for ACHs and partnering provider organizations are dependent on improvement in projectspecific Pay for Performance metrics selected by the Health Care Authority. Partnering provider organizations
participating in the Chronic Disease Management – Diabetes project will agree to help HealthierHere improve the
following set of metrics.

Definition

Metric
Comprehensive
Diabetes Care:
Hemoglobin A1c
Testing

The percentage of members 18-75 years of age with diabetes (type 1 and type 2) who had an
HbA1c test during the measurement year.

Comprehensive
Diabetes Care: Medical
Attention for
Nephropathy

The percentage of members 18-75 years of age with diabetes (type 1 and type 2) who
received a nephropathy screening or monitoring test or had evidence of nephropathy during
the measurement period.

Comprehensive
Diabetes Care: Eye
Exam (Retinal)
Performed

The percentage of members 18-75 years of age with diabetes (type 1 and type 2) who had a
retinal or dilated eye exam by an eye care professional during the measurement period, or a
negative retinal exam (no evidence of retinopathy) in the 12 months prior to the
measurement period.

Potential Reporting Metrics
While the required metrics are needed to ensure that the Medicaid Transformation Project is successful, there may be
a potential delay in reporting, which could inadvertently prevent HealthierHere and its implementing partners from
knowing when transformation is on track and/or when course corrections are needed. HealthierHere has engaged
stakeholders and subject matter experts to identify potential additional metrics that are not claims based, which can
be easily collected using electronic health records, and are currently collected for other reasons, such as value based
care incentive payments.
The following metrics are not intended as requirements. Rather, they are intended to guide partners in thinking
about their quality improvement next steps. Key metrics to be monitored on a system level will be determined at a
future date.
Metric
Blood pressure control
Comprehensive
Diabetes Care:
Hemoglobin A1c
(HbA1c) Poor Control
(>9.0%) (CDC³)
Body Mass Index (BMI)

Definition
Hypertension (HTN): Controlling High Blood Pressure Percentage of patients aged 18
through 85 years who had a diagnosis of HTN and whose blood pressure was adequately
controlled (
Percentage of Medicaid members 18-75 years of age with diabetes (type 1 and type 2) who
had Hemoglobin A1c testing and results >9.0%.

Preventive Care and Screening: Body Mass Index (BMI) Screening and Follow-Up
Percentage of patients aged 18 years and older with a documented BMI and follow-up plan
when appropriate

Note: Summaries included in this report are current as of July 10, 2018. Revisions to the
summaries may have been made after this date

References/Guidelines
American Diabetes Association Standards of Medical Care in Diabetes – 2018 Abridged for
Primary Care
Providers
http://clinical.diabetesjournals.org/content/early/2017/12/07/cd17-0119
The Chronic Care Model
http://www.improvingchroniccare.org/
Diabetes Self-Management Program
https://www.selfmanagementresource.com/programs/small-group/diabetes-self-management/
Practice Transformation for Physicians and Health Care Teams
https://www.niddk.nih.gov/health-information/communication-programs/ndep/healthprofessionals/practice-transformation-physicians-health-care-teams
Self-Management Resource Center
https://www.selfmanagementresource.com/

PROJECT-SPECIFIC AGREEMENT

This Project-Specific Agreement (this “PSA”) is made as of ________, 2018 (the
“Effective Date”), by and between King County Accountable Community of Health LLC,
located at 1000 Second Avenue Suite 1730, Seattle, Washington 98104 (“HealthierHere”) and
the participant listed on the signature page hereof (the “Participant”), and is a “Project-Specific
Agreement” as described in the Master Services Agreement, also referred to as the “Standard
Partnership Agreement,” entered into by and between HealthierHere and the Participant (the
“MSA”). Any capitalized terms used but not defined in this PSA will have the meaning given to
those terms in the MSA. This PSA is hereby incorporated into and made a part of, and is subject
to, the MSA.
1.
Provision of Funding. Subject to the terms and conditions of this PSA and the
MSA, the Participant will be entitled to payment of Medicaid transformation funds from the
Financial Executor in accordance with the provisions of one or more addenda to this PSA (each,
an “Addendum” and collectively, the “Addenda”). The initial Addendum is attached. Each
additional Addendum must be agreed to by the parties in writing and will be incorporated into
this PSA by reference. In the event of any conflict between the MSA or this PSA and any
Addendum, the MSA or this PSA will control unless the Addendum expressly refers to the
parties’ intent to alter the terms of the MSA or this PSA with respect to that Addendum.
2.
Term. This PSA will commence as of the Effective Date and will remain in
effect until December 31, 2021, unless earlier terminated in accordance with Section 3.
3.

Termination. This PSA may be terminated as follows:
(a)

This PSA may be terminated at any time by mutual written agreement of

the parties.
(b)
Either party may, upon written notice provided to the other party,
terminate this PSA if the other party commits a material breach of its obligations under this PSA.
However, if the breach is capable of being cured within thirty (30) days, then this right may not
be exercised unless the breaching party has been given written notice of the breach and has failed
to cure such breach within thirty (30) days of receiving notice of such breach. This cure period
will be reduced if a shorter period is required by HCA or any other applicable governmental
authority.
(c)

This PSA will terminate automatically upon termination of the MSA.

4.
Compliance with MSA. This PSA will be subject to, and in performing its
obligations under this PSA the Participant will comply in all respects with, the terms and
conditions of the MSA.
5.

Miscellaneous

(a)
Entire Agreement. This PSA, together with the MSA, constitutes the
entire agreement and supersedes all prior agreements and understandings, both written and oral,
among the parties to this PSA with respect to the subject matter of this PSA. This PSA may not
be amended except in a written instrument executed by the parties.
(b)
Counterparts. This PSA may be simultaneously executed in counterparts,
all of which will constitute one and the same instrument and each of which will be, and will be
deemed to be, an original. The delivery of an executed signature page of this PSA by portable
document (.pdf) format will have the same effect as the delivery of a manually executed
counterpart hereof.
IN WITNESS WHEREOF, the parties have caused this PSA to be executed by their duly
authorized representatives.
King County Accountable Community of Health LLC

By:
Name:
Title:

[Print Name of Participant]

By:
Name:
Title:


ŽŶƐŽůŝĚĂƚĞĚ&ŝŶĂŶĐŝĂů^ƚĂƚĞŵĞŶƚƐ

&ŽƌƚŚĞzĞĂƌŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ




dĂďůĞŽĨŽŶƚĞŶƚƐ






/ŶĚĞƉĞŶĚĞŶƚƵĚŝƚŽƌ͛ƐZĞƉŽƌƚ

ŽŶƐŽůŝĚĂƚĞĚ&ŝŶĂŶĐŝĂů^ƚĂƚĞŵĞŶƚƐ͗
ŽŶƐŽůŝĚĂƚĞĚ^ƚĂƚĞŵĞŶƚŽĨ&ŝŶĂŶĐŝĂůWŽƐŝƚŝŽŶ

ŽŶƐŽůŝĚĂƚĞĚ^ƚĂƚĞŵĞŶƚŽĨĐƚŝǀŝƚŝĞƐ

ŽŶƐŽůŝĚĂƚĞĚ^ƚĂƚĞŵĞŶƚŽĨĂƐŚ&ůŽǁƐ

EŽƚĞƐƚŽŽŶƐŽůŝĚĂƚĞĚ&ŝŶĂŶĐŝĂů^ƚĂƚĞŵĞŶƚƐ

^ƵƉƉůĞŵĞŶƚĂƌǇ/ŶĨŽƌŵĂƚŝŽŶ͗
ŽŶƐŽůŝĚĂƚŝŶŐ^ƚĂƚĞŵĞŶƚŽĨ&ŝŶĂŶĐŝĂůWŽƐŝƚŝŽŶ

ŽŶƐŽůŝĚĂƚŝŶŐ^ƚĂƚĞŵĞŶƚŽĨĐƚŝǀŝƚŝĞƐ


WĂŐĞ
ϭͲϮ

ϯ
ϰ
ϱ
ϲͲϮϰ

Ϯϱ
Ϯϲ

T: 425-454-4919
T: 800-504-8747
F: 425-454-4620
10900 NE 4th St
Suite 100
Bellevue WA
98004
clarknuber.com

/ŶĚĞƉĞŶĚĞŶƚƵĚŝƚŽƌ͛ƐZĞƉŽƌƚ


dŽƚŚĞŽĂƌĚŽĨdƌƵƐƚĞĞƐ
^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ
^ĞĂƚƚůĞ͕tĂƐŚŝŶŐƚŽŶ

tĞŚĂǀĞĂƵĚŝƚĞĚƚŚĞĂĐĐŽŵƉĂŶǇŝŶŐĐŽŶƐŽůŝĚĂƚĞĚĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐŽĨ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ;ƚŚĞ
&ŽƵŶĚĂƚŝŽŶͿ͕ǁŚŝĐŚĐŽŵƉƌŝƐĞƚŚĞĐŽŶƐŽůŝĚĂƚĞĚƐƚĂƚĞŵĞŶƚŽĨĨŝŶĂŶĐŝĂůƉŽƐŝƚŝŽŶĂƐŽĨĞĐĞŵďĞƌϯϭ͕
ϮϬϭϳ͕ĂŶĚƚŚĞƌĞůĂƚĞĚĐŽŶƐŽůŝĚĂƚĞĚƐƚĂƚĞŵĞŶƚƐŽĨĂĐƚŝǀŝƚŝĞƐĂŶĚĐĂƐŚĨůŽǁƐĨŽƌƚŚĞǇĞĂƌƚŚĞŶ
ĞŶĚĞĚ͕ĂŶĚƚŚĞƌĞůĂƚĞĚŶŽƚĞƐƚŽƚŚĞĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐ͘

DĂŶĂŐĞŵĞŶƚ͛ƐZĞƐƉŽŶƐŝďŝůŝƚǇĨŽƌƚŚĞ&ŝŶĂŶĐŝĂů^ƚĂƚĞŵĞŶƚƐ

DĂŶĂŐĞŵĞŶƚŝƐƌĞƐƉŽŶƐŝďůĞĨŽƌƚŚĞƉƌĞƉĂƌĂƚŝŽŶĂŶĚĨĂŝƌƉƌĞƐĞŶƚĂƚŝŽŶŽĨƚŚĞƐĞĨŝŶĂŶĐŝĂů
ƐƚĂƚĞŵĞŶƚƐŝŶĂĐĐŽƌĚĂŶĐĞǁŝƚŚĂĐĐŽƵŶƚŝŶŐƉƌŝŶĐŝƉůĞƐŐĞŶĞƌĂůůǇĂĐĐĞƉƚĞĚŝŶƚŚĞhŶŝƚĞĚ^ƚĂƚĞƐŽĨ
ŵĞƌŝĐĂ͖ƚŚŝƐŝŶĐůƵĚĞƐƚŚĞĚĞƐŝŐŶ͕ŝŵƉůĞŵĞŶƚĂƚŝŽŶĂŶĚŵĂŝŶƚĞŶĂŶĐĞŽĨŝŶƚĞƌŶĂůĐŽŶƚƌŽůƌĞůĞǀĂŶƚ
ƚŽƚŚĞƉƌĞƉĂƌĂƚŝŽŶĂŶĚĨĂŝƌƉƌĞƐĞŶƚĂƚŝŽŶŽĨĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐƚŚĂƚĂƌĞĨƌĞĞĨƌŽŵŵĂƚĞƌŝĂů
ŵŝƐƐƚĂƚĞŵĞŶƚ͕ǁŚĞƚŚĞƌĚƵĞƚŽĨƌĂƵĚŽƌĞƌƌŽƌ͘

ƵĚŝƚŽƌ͛ƐZĞƐƉŽŶƐŝďŝůŝƚǇ

KƵƌƌĞƐƉŽŶƐŝďŝůŝƚǇŝƐƚŽĞǆƉƌĞƐƐĂŶŽƉŝŶŝŽŶŽŶƚŚĞƐĞĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐďĂƐĞĚŽŶŽƵƌĂƵĚŝƚ͘tĞ
ĐŽŶĚƵĐƚĞĚŽƵƌĂƵĚŝƚŝŶĂĐĐŽƌĚĂŶĐĞǁŝƚŚĂƵĚŝƚŝŶŐƐƚĂŶĚĂƌĚƐŐĞŶĞƌĂůůǇĂĐĐĞƉƚĞĚŝŶƚŚĞhŶŝƚĞĚ
^ƚĂƚĞƐŽĨŵĞƌŝĐĂ͘dŚŽƐĞƐƚĂŶĚĂƌĚƐƌĞƋƵŝƌĞƚŚĂƚǁĞƉůĂŶĂŶĚƉĞƌĨŽƌŵƚŚĞĂƵĚŝƚƚŽŽďƚĂŝŶ
ƌĞĂƐŽŶĂďůĞĂƐƐƵƌĂŶĐĞĂďŽƵƚǁŚĞƚŚĞƌƚŚĞĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐĂƌĞĨƌĞĞĨƌŽŵŵŝƐƐƚĂƚĞŵĞŶƚ͘

ŶĂƵĚŝƚŝŶǀŽůǀĞƐƉĞƌĨŽƌŵŝŶŐƉƌŽĐĞĚƵƌĞƐƚŽŽďƚĂŝŶĂƵĚŝƚĞǀŝĚĞŶĐĞĂďŽƵƚƚŚĞĂŵŽƵŶƚƐĂŶĚ
ĚŝƐĐůŽƐƵƌĞƐŝŶƚŚĞĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐ͘dŚĞƉƌŽĐĞĚƵƌĞƐƐĞůĞĐƚĞĚĚĞƉĞŶĚŽŶƚŚĞĂƵĚŝƚŽƌ͛Ɛ
ũƵĚŐŵĞŶƚ͕ŝŶĐůƵĚŝŶŐƚŚĞĂƐƐĞƐƐŵĞŶƚŽĨƚŚĞƌŝƐŬƐŽĨŵĂƚĞƌŝĂůŵŝƐƐƚĂƚĞŵĞŶƚŽĨƚŚĞĨŝŶĂŶĐŝĂů
ƐƚĂƚĞŵĞŶƚƐ͕ǁŚĞƚŚĞƌĚƵĞƚŽĨƌĂƵĚŽƌĞƌƌŽƌ͘/ŶŵĂŬŝŶŐƚŚŽƐĞƌŝƐŬĂƐƐĞƐƐŵĞŶƚƐ͕ƚŚĞĂƵĚŝƚŽƌ
ĐŽŶƐŝĚĞƌƐŝŶƚĞƌŶĂůĐŽŶƚƌŽůƌĞůĞǀĂŶƚƚŽƚŚĞĞŶƚŝƚǇ͛ƐƉƌĞƉĂƌĂƚŝŽŶĂŶĚĨĂŝƌƉƌĞƐĞŶƚĂƚŝŽŶŽĨƚŚĞ
ĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐŝŶŽƌĚĞƌƚŽĚĞƐŝŐŶĂƵĚŝƚƉƌŽĐĞĚƵƌĞƐƚŚĂƚĂƌĞĂƉƉƌŽƉƌŝĂƚĞŝŶƚŚĞ
ĐŝƌĐƵŵƐƚĂŶĐĞƐ͕ďƵƚŶŽƚĨŽƌƚŚĞƉƵƌƉŽƐĞŽĨĞǆƉƌĞƐƐŝŶŐĂŶŽƉŝŶŝŽŶŽŶƚŚĞĞĨĨĞĐƚŝǀĞŶĞƐƐŽĨƚŚĞ
ĞŶƚŝƚǇ͛ƐŝŶƚĞƌŶĂůĐŽŶƚƌŽů͘ĐĐŽƌĚŝŶŐůǇ͕ǁĞĞǆƉƌĞƐƐŶŽƐƵĐŚŽƉŝŶŝŽŶ͘ŶĂƵĚŝƚĂůƐŽŝŶĐůƵĚĞƐ
ĞǀĂůƵĂƚŝŶŐƚŚĞĂƉƉƌŽƉƌŝĂƚĞŶĞƐƐŽĨĂĐĐŽƵŶƚŝŶŐƉŽůŝĐŝĞƐƵƐĞĚĂŶĚƚŚĞƌĞĂƐŽŶĂďůĞŶĞƐƐŽĨƐŝŐŶŝĨŝĐĂŶƚ
ĂĐĐŽƵŶƚŝŶŐĞƐƚŝŵĂƚĞƐŵĂĚĞďǇŵĂŶĂŐĞŵĞŶƚ͕ĂƐǁĞůůĂƐĞǀĂůƵĂƚŝŶŐƚŚĞŽǀĞƌĂůůƉƌĞƐĞŶƚĂƚŝŽŶŽĨƚŚĞ
ĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐ͘

tĞďĞůŝĞǀĞƚŚĂƚƚŚĞĂƵĚŝƚĞǀŝĚĞŶĐĞǁĞŚĂǀĞŽďƚĂŝŶĞĚŝƐƐƵĨĨŝĐŝĞŶƚĂŶĚĂƉƉƌŽƉƌŝĂƚĞƚŽƉƌŽǀŝĚĞĂ
ďĂƐŝƐĨŽƌŽƵƌĂƵĚŝƚŽƉŝŶŝŽŶ͘


KƉŝŶŝŽŶ

/ŶŽƵƌŽƉŝŶŝŽŶ͕ƚŚĞĐŽŶƐŽůŝĚĂƚĞĚĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐƌĞĨĞƌƌĞĚƚŽĂďŽǀĞƉƌĞƐĞŶƚĨĂŝƌůǇ͕ŝŶĂůů
ŵĂƚĞƌŝĂůƌĞƐƉĞĐƚƐ͕ƚŚĞĨŝŶĂŶĐŝĂůƉŽƐŝƚŝŽŶŽĨƚŚĞ&ŽƵŶĚĂƚŝŽŶĂƐŽĨĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ͕ĂŶĚƚŚĞ
ƌĞƐƵůƚƐŽĨŝƚƐĂĐƚŝǀŝƚŝĞƐĂŶĚŝƚƐĐĂƐŚĨůŽǁƐĨŽƌƚŚĞǇĞĂƌƚŚĞŶĞŶĚĞĚŝŶĂĐĐŽƌĚĂŶĐĞǁŝƚŚĂĐĐŽƵŶƚŝŶŐ
ƉƌŝŶĐŝƉůĞƐŐĞŶĞƌĂůůǇĂĐĐĞƉƚĞĚŝŶƚŚĞhŶŝƚĞĚ^ƚĂƚĞƐŽĨŵĞƌŝĐĂ͘

ZĞƉŽƌƚŽŶ^ƵŵŵĂƌŝǌĞĚŽŵƉĂƌĂƚŝǀĞ/ŶĨŽƌŵĂƚŝŽŶ

tĞŚĂǀĞƉƌĞǀŝŽƵƐůǇĂƵĚŝƚĞĚƚŚĞ&ŽƵŶĚĂƚŝŽŶ͛ƐϮϬϭϲĐŽŶƐŽůŝĚĂƚĞĚĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐ͕ĂŶĚǁĞ
ĞǆƉƌĞƐƐĞĚĂŶƵŶŵŽĚŝĨŝĞĚŽƉŝŶŝŽŶŽŶƚŚŽƐĞĂƵĚŝƚĞĚĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐŝŶŽƵƌƌĞƉŽƌƚĚĂƚĞĚDĂǇ
ϭϱ͕ϮϬϭϳ͘/ŶŽƵƌŽƉŝŶŝŽŶ͕ƚŚĞƐƵŵŵĂƌŝǌĞĚĐŽŵƉĂƌĂƚŝǀĞŝŶĨŽƌŵĂƚŝŽŶƉƌĞƐĞŶƚĞĚŚĞƌĞŝŶĂƐŽĨĂŶĚ
ĨŽƌƚŚĞǇĞĂƌĞŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϲ͕ŝƐĐŽŶƐŝƐƚĞŶƚ͕ŝŶĂůůŵĂƚĞƌŝĂůƌĞƐƉĞĐƚƐ͕ǁŝƚŚƚŚĞĂƵĚŝƚĞĚ
ĐŽŶƐŽůŝĚĂƚĞĚĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐĨƌŽŵǁŚŝĐŚŝƚŚĂƐďĞĞŶĚĞƌŝǀĞĚ͘

ZĞƉŽƌƚŽŶ^ƵƉƉůĞŵĞŶƚĂƌǇ/ŶĨŽƌŵĂƚŝŽŶ

KƵƌĂƵĚŝƚǁĂƐĐŽŶĚƵĐƚĞĚĨŽƌƚŚĞƉƵƌƉŽƐĞŽĨĨŽƌŵŝŶŐĂŶŽƉŝŶŝŽŶŽŶƚŚĞĐŽŶƐŽůŝĚĂƚĞĚĨŝŶĂŶĐŝĂů
ƐƚĂƚĞŵĞŶƚƐĂƐĂǁŚŽůĞ͘dŚĞĐŽŶƐŽůŝĚĂƚŝŶŐƐƚĂƚĞŵĞŶƚŽĨĨŝŶĂŶĐŝĂůƉŽƐŝƚŝŽŶĂŶĚƚŚĞĐŽŶƐŽůŝĚĂƚŝŶŐ
ƐƚĂƚĞŵĞŶƚŽĨĂĐƚŝǀŝƚŝĞƐĂƌĞƉƌĞƐĞŶƚĞĚĨŽƌƉƵƌƉŽƐĞƐŽĨĂĚĚŝƚŝŽŶĂůĂŶĂůǇƐŝƐĂŶĚĂƌĞŶŽƚĂƌĞƋƵŝƌĞĚ
ƉĂƌƚŽĨƚŚĞĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐ͘^ƵĐŚŝŶĨŽƌŵĂƚŝŽŶŝƐƚŚĞƌĞƐƉŽŶƐŝďŝůŝƚǇŽĨŵĂŶĂŐĞŵĞŶƚĂŶĚǁĂƐ
ĚĞƌŝǀĞĚĨƌŽŵĂŶĚƌĞůĂƚĞƐĚŝƌĞĐƚůǇƚŽƚŚĞƵŶĚĞƌůǇŝŶŐĂĐĐŽƵŶƚŝŶŐĂŶĚŽƚŚĞƌƌĞĐŽƌĚƐƵƐĞĚƚŽƉƌĞƉĂƌĞ
ƚŚĞĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐ͘dŚĞŝŶĨŽƌŵĂƚŝŽŶŚĂƐďĞĞŶƐƵďũĞĐƚĞĚƚŽƚŚĞĂƵĚŝƚŝŶŐƉƌŽĐĞĚƵƌĞƐĂƉƉůŝĞĚ
ŝŶƚŚĞĂƵĚŝƚŽĨƚŚĞĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐĂŶĚĐĞƌƚĂŝŶĂĚĚŝƚŝŽŶĂůƉƌŽĐĞĚƵƌĞƐ͕ŝŶĐůƵĚŝŶŐĐŽŵƉĂƌŝŶŐ
ĂŶĚƌĞĐŽŶĐŝůŝŶŐƐƵĐŚŝŶĨŽƌŵĂƚŝŽŶĚŝƌĞĐƚůǇƚŽƚŚĞƵŶĚĞƌůǇŝŶŐĂĐĐŽƵŶƚŝŶŐĂŶĚŽƚŚĞƌƌĞĐŽƌĚƐƵƐĞĚƚŽ
ƉƌĞƉĂƌĞƚŚĞĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐŽƌƚŽƚŚĞĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐƚŚĞŵƐĞůǀĞƐ͕ĂŶĚŽƚŚĞƌĂĚĚŝƚŝŽŶĂů
ƉƌŽĐĞĚƵƌĞƐŝŶĂĐĐŽƌĚĂŶĐĞǁŝƚŚĂƵĚŝƚŝŶŐƐƚĂŶĚĂƌĚƐŐĞŶĞƌĂůůǇĂĐĐĞƉƚĞĚŝŶƚŚĞhŶŝƚĞĚ^ƚĂƚĞƐŽĨ
ŵĞƌŝĐĂ͘/ŶŽƵƌŽƉŝŶŝŽŶ͕ƚŚĞŝŶĨŽƌŵĂƚŝŽŶŝƐĨĂŝƌůǇƐƚĂƚĞĚŝŶĂůůŵĂƚĞƌŝĂůƌĞƐƉĞĐƚƐŝŶƌĞůĂƚŝŽŶƚŽƚŚĞ
ĐŽŶƐŽůŝĚĂƚĞĚĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐĂƐĂǁŚŽůĞ͘



ĞƌƚŝĨŝĞĚWƵďůŝĐĐĐŽƵŶƚĂŶƚƐ
:ƵŶĞϮϮ͕ϮϬϭϴ


ͲϮͲ

^dd>&KhEd/KE
ŽŶƐŽůŝĚĂƚĞĚ^ƚĂƚĞŵĞŶƚŽĨ&ŝŶĂŶĐŝĂůWŽƐŝƚŝŽŶ
ĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ
;tŝƚŚŽŵƉĂƌĂƚŝǀĞdŽƚĂůƐĨŽƌϮϬϭϲͿ
;/ŶdŚŽƵƐĂŶĚƐͿ


ϮϬϭϳ

ϮϬϭϲ

ƐƐĞƚƐ͗
ĂƐŚĂŶĚĐĂƐŚĞƋƵŝǀĂůĞŶƚƐ
ĐĐŽƵŶƚƐĂŶĚŽƚŚĞƌƌĞĐĞŝǀĂďůĞƐ
WůĞĚŐĞƐƌĞĐĞŝǀĂďůĞĂŶĚŽƚŚĞƌĂƐƐĞƚƐ͕ŶĞƚ
ĞƋƵĞƐƚƐƌĞĐĞŝǀĂďůĞ
ĞŶĞĨŝĐŝĂůŝŶƚĞƌĞƐƚƐŚĞůĚŝŶƚƌƵƐƚ
/ŶǀĞƐƚŵĞŶƚƐ
ZĞĂůĞƐƚĂƚĞŚĞůĚĨŽƌƐĂůĞ
DŝƐƐŝŽŶƌĞůĂƚĞĚŝŶǀĞƐƚŵĞŶƚƐ
&ŝǆĞĚĂƐƐĞƚƐ͕ŶĞƚŽĨĂĐĐƵŵƵůĂƚĞĚĚĞƉƌĞĐŝĂƚŝŽŶ

Ψϭϱ͕ϮϮϭ
ϯϱϳ
ϭ͕ϮϯϮ
ϭϴϯ
Ϯϴ͕ϯϭϲ
ϵϰϰ͕ϮϵϬ
Ϯ͕ϵϮϴ
ϭϬ͕ϳϲϮ
Ϯ͕ϴϳϬ

Ψϲ͕ϳϰϮ
 ϯϳϵ
 Ϯ͕ϱϮϯ
 Ϯ͕ϳϵϳ
Ϯϱ͕ϯϳϮ
 ϴϮϴ͕ϯϭϮ
 Ϯ͕ϭϳϴ
 ϵ͕ϭϲϯ
 ϯ͕ϮϱϬ

dŽƚĂůƐƐĞƚƐ

Ψ ϭ͕ϬϬϲ͕ϭϱϵ

Ψ ϴϴϬ͕ϳϭϲ

>ŝĂďŝůŝƚŝĞƐ͗
hŶĐŽŶĚŝƚŝŽŶĂůŐƌĂŶƚƐƉĂǇĂďůĞ
KƚŚĞƌůŝĂďŝůŝƚŝĞƐ
&ƵŶĚƐŚĞůĚĨŽƌŽƚŚĞƌƐ
>ŝĂďŝůŝƚǇĨŽƌůŝĨĞĞƐƚĂƚĞ
>ŝĂďŝůŝƚǇĨŽƌĐŚĂƌŝƚĂďůĞůĞĂĚĂŶĚƌĞŵĂŝŶĚĞƌƚƌƵƐƚƐ
>ŝĂďŝůŝƚǇĨŽƌĐŚĂƌŝƚĂďůĞŐŝĨƚĂŶŶƵŝƚŝĞƐ

Ψϱ͕ϭϴϯ
Ϯ͕ϴϳϭ
ϱϭ͕ϱϰϳ
ϰϲϵ
Ϯϵ͕ϲϬϴ
Ϯ͕ϰϳϯ

dŽƚĂů>ŝĂďŝůŝƚŝĞƐ

ϵϮ͕ϭϱϭ

ΨϮ͕ϵϯϲ
 ϭ͕ϳϬϳ
ϰϴ͕ϰϬϰ
 ϱϯϲ
Ϯϲ͕ϰϵϰ
 Ϯ͕ϳϮϯ

ϴϮ͕ϴϬϬ

EĞƚƐƐĞƚƐ͗
hŶƌĞƐƚƌŝĐƚĞĚͲ
ŽŵŵƵŶŝƚǇͬĂƌĞĂŽĨŝŶƚĞƌĞƐƚ
ŽŶŽƌĂĚǀŝƐĞĚ
ĞƐŝŐŶĂƚĞĚ
^ƵƉƉŽƌƚŝŶŐŽƌŐĂŶŝǌĂƚŝŽŶƐ
ĚŵŝŶŝƐƚƌĂƚŝǀĞ

ϭϭϬ͕ϵϮϱ
ϰϯϵ͕ϲϯϵ
Ϯϰϵ͕ϯϲϲ
ϰϲ͕ϯϬϱ
ϳ͕ϴϮϵ

ϵϯ͕ϵϮϱ
 ϯϳϰ͕Ϭϰϭ
 ϮϮϬ͕Ϭϰϭ
ϱϯ͕ϱϳϱ
 ϳ͕ϵϮϲ

dŽƚĂůƵŶƌĞƐƚƌŝĐƚĞĚ

ϴϱϰ͕Ϭϲϰ

 ϳϰϵ͕ϱϬϴ

dĞŵƉŽƌĂƌŝůǇƌĞƐƚƌŝĐƚĞĚ

ϰϳ͕ϮϲϬ

ϯϳ͕Ϯϯϰ

WĞƌŵĂŶĞŶƚůǇƌĞƐƚƌŝĐƚĞĚͲƉĞƌƉĞƚƵĂůƚƌƵƐƚƐ

ϭϮ͕ϲϴϰ

ϭϭ͕ϭϳϰ

dŽƚĂůEĞƚƐƐĞƚƐ

ϵϭϰ͕ϬϬϴ

 ϳϵϳ͕ϵϭϲ

dŽƚĂů>ŝĂďŝůŝƚŝĞƐĂŶĚEĞƚƐƐĞƚƐ

Ψ ϭ͕ϬϬϲ͕ϭϱϵ

Ψ ϴϴϬ͕ϳϭϲ

>ŝĂďŝůŝƚŝĞƐĂŶĚEĞƚƐƐĞƚƐ


^ĞĞĂĐĐŽŵƉĂŶǇŝŶŐŶŽƚĞƐ͘
ͲϯͲ



^dd>&KhEd/KE
ŽŶƐŽůŝĚĂƚĞĚ^ƚĂƚĞŵĞŶƚŽĨĐƚŝǀŝƚŝĞƐ
&ŽƌƚŚĞzĞĂƌŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ
;tŝƚŚŽŵƉĂƌĂƚŝǀĞdŽƚĂůƐĨŽƌϮϬϭϲͿ
;/ŶdŚŽƵƐĂŶĚƐͿ

hŶƌĞƐƚƌŝĐƚĞĚ

dĞŵƉŽƌĂƌŝůǇ
ZĞƐƚƌŝĐƚĞĚ

ZĞǀĞŶƵĞƐĂŶĚ^ƵƉƉŽƌƚ͗
ŽŶƚƌŝďƵƚŝŽŶƐĂŶĚĂŐĞŶĐǇĨƵŶĚƐͲ
ŽŵŵƵŶŝƚǇͬĂƌĞĂŽĨŝŶƚĞƌĞƐƚ
ŽŶŽƌĂĚǀŝƐĞĚ
ĞƐŝŐŶĂƚĞĚ
^ƵƉƉŽƌƚŝŶŐŽƌŐĂŶŝǌĂƚŝŽŶƐ
ŐĞŶĐǇ
ĚŵŝŶŝƐƚƌĂƚŝǀĞ
'ŝǀĞ/'

Ψ ϭϯ͕ϬϲϬ
ϲϴ͕ϵϵϲ
 ϭ͕ϲϯϳ
 ϰ͕ϱϯϳ
 ϭ͕ϯϴϴ
 ϲϴϲ
ϭϮ͕ϲϯϰ

Ψ ϭϲ͕Ϭϴϯ

>ĞƐƐĂŐĞŶĐǇ
>ĞƐƐ'ŝǀĞ/'

 ϭϬϮ͕ϵϯϴ
 ;ϭ͕ϯϴϴͿ
 ;ϭϮ͕ϲϯϰͿ

dŽƚĂůĐŽŶƚƌŝďƵƚŝŽŶƐ

WĞƌŵĂŶĞŶƚůǇ
ZĞƐƚƌŝĐƚĞĚ

ϮϬϭϳdŽƚĂů

ϮϬϭϲdŽƚĂů

Ψ Ͳ

ΨϮϵ͕ϭϰϯ
ϲϴ͕ϵϵϲ
Ϯ͕ϭϯϱ
ϰ͕ϱϯϳ
ϭ͕ϯϴϴ
ϲϴϲ
ϭϮ͕ϲϯϰ

Ψ ϯ͕ϵϰϬ
 ϵϲ͕ϴϮϭ
 ϭ͕ϲϴϬ
 ϭ͕ϱϯϰ
 ϴϭϬ
 ϰϰϲ
 ϭϲ͕ϯϱϰ

 ϭϲ͕ϱϴϭ

 Ͳ

ϭϭϵ͕ϱϭϵ
;ϭ͕ϯϴϴͿ
;ϭϮ͕ϲϯϰͿ

ϭϮϭ͕ϱϴϱ
 ;ϴϭϬͿ
;ϭϲ͕ϯϱϰͿ

ϴϴ͕ϵϭϲ

 ϭϲ͕ϱϴϭ

 Ͳ

ϭϬϱ͕ϰϵϳ

ϭϬϰ͕ϰϮϭ

ŝǀŝĚĞŶĚĂŶĚŝŶƚĞƌĞƐƚŝŶĐŽŵĞ
'ĂŝŶƐŽŶŝŶǀĞƐƚŵĞŶƚƐ͕ŶĞƚ
ŚĂŶŐĞŝŶǀĂůƵĞŽĨĐŚĂƌŝƚĂďůĞŐŝĨƚ
ĂŶŶƵŝƚŝĞƐĂŶĚƚƌƵƐƚƐ
KƚŚĞƌŝŶĐŽŵĞ
EĞƚĂƐƐĞƚƐƌĞůĞĂƐĞĚĨƌŽŵƌĞƐƚƌŝĐƚŝŽŶ

ϭϰ͕ϲϯϰ
 ϭϬϯ͕ϲϰϮ

 ϭϭ

ϭϰ͕ϲϯϰ
ϭϬϯ͕ϲϱϯ

 ;ϭϴϰͿ
 ϭ͕ϰϰϱ
ϭϬ͕ϵϮϰ

ϰ͕ϯϱϴ

dŽƚĂůZĞǀĞŶƵĞƐĂŶĚ^ƵƉƉŽƌƚ

 Ϯϭϵ͕ϯϳϳ

 ϭϬ͕ϬϮϲ

ǆƉĞŶƐĞƐ͗
'ƌĂŶƚƐͲ
ŽŵŵƵŶŝƚǇͬĂƌĞĂŽĨŝŶƚĞƌĞƐƚ
ŽŶŽƌĂĚǀŝƐĞĚ
ĞƐŝŐŶĂƚĞĚ
^ƵƉƉŽƌƚŝŶŐŽƌŐĂŶŝǌĂƚŝŽŶƐ
ŐĞŶĐǇ

 ϰϵϴ

 ϭ͕ϱϭϬ

ϱ͕ϲϴϰ
ϭ͕ϰϰϱ

 ϭϮ͕ϰϮϴ
 ϯϵ͕ϯϯϮ
 Ͳ
 Ϯ͕ϲϮϵ
 ϵϮϯ

 ϭ͕ϱϭϬ

ϮϯϬ͕ϵϭϯ

ϭϱϵ͕ϳϯϯ

ϭϱ͕ϯϮϴ
ϲϳ͕ϳϯϰ
 ϵ͕ϰϲϰ
 Ϯ͕ϯϮϬ
 ϱ͕ϱϳϵ

ϭϱ͕ϯϮϴ
ϲϳ͕ϳϯϰ
ϵ͕ϰϲϰ
Ϯ͕ϯϮϬ
ϱ͕ϱϳϵ

 ϳ͕ϳϴϴ
 ϱϳ͕ϴϯϮ
 ϴ͕ϴϵϴ
 ϳ͕ϯϯϬ
 ϰ͕ϱϲϱ

>ĞƐƐĂŐĞŶĐǇ

 ϭϬϬ͕ϰϮϱ
 ;ϱ͕ϱϳϵͿ

ϭϬϬ͕ϰϮϱ
;ϱ͕ϱϳϵͿ

 ϴϲ͕ϰϭϯ
 ;ϰ͕ϱϲϱͿ

dŽƚĂůŐƌĂŶƚƐĞǆƉĞŶƐĞ

ϵϰ͕ϴϰϲ

ϵϰ͕ϴϰϲ

 ϴϭ͕ϴϰϴ

/ŶǀĞƐƚŵĞŶƚŵĂŶĂŐĞŵĞŶƚĂŶĚ
ƚƌƵƐƚĞĞĨĞĞƐ
^ƵƉƉŽƌƚĞǆƉĞŶƐĞƐ

 ϱ͕Ϯϲϭ
ϭϰ͕ϳϭϰ

ϱ͕Ϯϲϭ
ϭϰ͕ϳϭϰ

 ϰ͕ϭϵϴ
 ϭϬ͕ϲϱϯ

dŽƚĂůǆƉĞŶƐĞƐ

 ϭϭϰ͕ϴϮϭ

 Ͳ

 Ͳ

ϭϭϰ͕ϴϮϭ

 ϵϲ͕ϲϵϵ

ŚĂŶŐĞŝŶEĞƚƐƐĞƚƐ

 ϭϬϰ͕ϱϱϲ

 ϭϬ͕ϬϮϲ

 ϭ͕ϱϭϬ

ϭϭϲ͕ϬϵϮ

 ϲϯ͕Ϭϯϰ

EĞƚĂƐƐĞƚƐ͕ďĞŐŝŶŶŝŶŐŽĨǇĞĂƌ

 ϳϰϵ͕ϱϬϴ

 ϯϳ͕Ϯϯϰ

 ϭϭ͕ϭϳϰ

ϳϵϳ͕ϵϭϲ

ϳϯϰ͕ϴϴϮ

EĞƚƐƐĞƚƐ͕ŶĚŽĨzĞĂƌ

Ψ ϴϱϰ͕Ϭϲϰ

Ψ ϰϳ͕ϮϲϬ

Ψ ϭϮ͕ϲϴϰ

Ψϵϭϰ͕ϬϬϴ

Ψ ϳϵϳ͕ϵϭϲ

 ;ϭϬ͕ϵϮϰͿ

 Ͳ



^ĞĞĂĐĐŽŵƉĂŶǇŝŶŐŶŽƚĞƐ͘
ͲϰͲ

 Ͳ



^dd>&KhEd/KE
ŽŶƐŽůŝĚĂƚĞĚ^ƚĂƚĞŵĞŶƚŽĨĂƐŚ&ůŽǁƐ
&ŽƌƚŚĞzĞĂƌŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ
;tŝƚŚŽŵƉĂƌĂƚŝǀĞdŽƚĂůƐĨŽƌϮϬϭϲͿ
;/ŶdŚŽƵƐĂŶĚƐͿ



ϮϬϭϳ
ĂƐŚ&ůŽǁƐ&ƌŽŵKƉĞƌĂƚŝŶŐĐƚŝǀŝƚŝĞƐ͗
ŚĂŶŐĞŝŶŶĞƚĂƐƐĞƚƐ
ĚũƵƐƚŵĞŶƚƐƚŽƌĞĐŽŶĐŝůĞĐŚĂŶŐĞŝŶŶĞƚĂƐƐĞƚƐƚŽŶĞƚĐĂƐŚƉƌŽǀŝĚĞĚďǇ
ŽƉĞƌĂƚŝŶŐĂĐƚŝǀŝƚŝĞƐͲ
 EŽŶĐĂƐŚŝƚĞŵƐŝŶĐůƵĚĞĚŝŶĐŚĂŶŐĞŝŶŶĞƚĂƐƐĞƚƐ͗
ĞƉƌĞĐŝĂƚŝŽŶ
ŚĂŶŐĞŝŶƉƌĞƐĞŶƚǀĂůƵĞĂĚũƵƐƚŵĞŶƚŽĨƉůĞĚŐĞƐƌĞĐĞŝǀĂďůĞ
EĞƚŐĂŝŶŽŶŝŶǀĞƐƚŵĞŶƚƐ
>ŽƐƐŽŶĚŝƐƉŽƐĂůŽĨĂƐƐĞƚƐ
EŽŶĐĂƐŚĐŽŶƚƌŝďƵƚŝŽŶƐŽĨƌĞĂůĞƐƚĂƚĞŚĞůĚĨŽƌƐĂůĞ
EĞƚŐĂŝŶŽŶĐŚĂƌŝƚĂďůĞŐŝĨƚĂŶŶƵŝƚŝĞƐĂŶĚƚƌƵƐƚƐ
EŽŶĐĂƐŚĐŚĂŶŐĞŝŶǀĂůƵĞŽĨďĞŶĞĨŝĐŝĂůŝŶƚĞƌĞƐƚĂƐƐĞƚƐ
EŽŶĐĂƐŚĐŚĂŶŐĞŝŶůŝĂďŝůŝƚǇĨŽƌĂŶŶƵŝƚŝĞƐĂŶĚƚƌƵƐƚƐ
ŚĂŶŐĞŝŶŽƉĞƌĂƚŝŶŐĂĐĐŽƵŶƚƐ͗
ĐĐŽƵŶƚƐƌĞĐĞŝǀĂďůĞĂŶĚŽƚŚĞƌĂƐƐĞƚƐ
WůĞĚŐĞƐƌĞĐĞŝǀĂďůĞ
ĞƋƵĞƐƚƐƌĞĐĞŝǀĂďůĞ
DŝƐƐŝŽŶƌĞůĂƚĞĚŝŶǀĞƐƚŵĞŶƚƐ
&ƵŶĚƐŚĞůĚĨŽƌŽƚŚĞƌƐ
hŶĐŽŶĚŝƚŝŽŶĂůŐƌĂŶƚƐƉĂǇĂďůĞ
KƚŚĞƌůŝĂďŝůŝƚŝĞƐ

ϮϬϭϲ

Ψϭϭϲ͕ϬϵϮ

Ψ ϲϯ͕Ϭϯϰ

ϱϬϭ
;ϬͿ
;ϭϬϯ͕ϲϱϯͿ
ϲϵ
;ϳϱϬͿ
;ϱ͕ϲϬϰͿ
;Ϯ͕ϵϰϰͿ
Ϯ͕ϴϲϰ

 ϯϰϴ
 ;ϱϳͿ
 ;ϯϵ͕ϯϯϮͿ
ϵ

ϮϮ
ϭ͕Ϯϵϭ
Ϯ͕ϲϭϰ
;ϭ͕ϱϵϵͿ
ϯ͕ϭϰϯ
Ϯ͕Ϯϰϳ
ϭ͕Ϭϵϳ

 ;ϭϯϮͿ
 ϭ͕ϭϴϬ
;ϭ͕ϴϬϰͿ
;ϭ͕ϱϭϰͿ
 ;ϲϭϯͿ
 ϲϯϬ
 ϴϮϲ

EĞƚĂƐŚWƌŽǀŝĚĞĚďǇKƉĞƌĂƚŝŶŐĐƚŝǀŝƚŝĞƐ

ϭϱ͕ϯϵϬ

ϭϵ͕ϵϰϲ

ĂƐŚ&ůŽǁƐ&ƌŽŵ/ŶǀĞƐƚŝŶŐĐƚŝǀŝƚŝĞƐ͗
WƵƌĐŚĂƐĞŽĨĨŝǆĞĚĂƐƐĞƚƐ
WƵƌĐŚĂƐĞŽĨŝŶǀĞƐƚŵĞŶƚƐ
WƌŽĐĞĞĚƐĨƌŽŵƐĂůĞŽĨŝŶǀĞƐƚŵĞŶƚƐ

;ϭϵϬͿ
;ϰϵϮ͕ϵϬϰͿ
ϰϴϲ͕ϭϴϯ

;Ϯ͕ϲϯϬͿ
 ;ϯϵϬ͕ϰϵϱͿ
 ϯϳϯ͕ϭϮϲ

EĞƚĂƐŚhƐĞĚŝŶ/ŶǀĞƐƚŝŶŐĐƚŝǀŝƚŝĞƐ

;ϲ͕ϵϭϭͿ

 ;ϭϵ͕ϵϵϵͿ

EĞƚŚĂŶŐĞŝŶĂƐŚĂŶĚĂƐŚƋƵŝǀĂůĞŶƚƐ

ϴ͕ϰϳϵ

 ;ϱϯͿ

ĂƐŚĂŶĚĐĂƐŚĞƋƵŝǀĂůĞŶƚƐ͕ďĞŐŝŶŶŝŶŐŽĨǇĞĂƌ

ϲ͕ϳϰϮ

 ϲ͕ϳϵϱ

ĂƐŚĂŶĚĂƐŚƋƵŝǀĂůĞŶƚƐ͕ŶĚŽĨzĞĂƌ

Ψϭϱ͕ϮϮϭ

Ψϲ͕ϳϰϮ

^ƵƉƉůĞŵĞŶƚĂƌǇ/ŶĨŽƌŵĂƚŝŽŶ͗
&ŝǆĞĚĂƐƐĞƚƉƵƌĐŚĂƐĞƐŝŶĐůƵĚĞĚŝŶĂĐĐŽƵŶƚƐƉĂǇĂďůĞ
EŽŶĐĂƐŚĐŽŶƚƌŝďƵƚŝŽŶƐŽĨƌĞĂůĞƐƚĂƚĞŚĞůĚĨŽƌƐĂůĞ

ΨͲ
ΨϳϱϬ

Ψ ϭϰϵ
Ψ Ͳ



^ĞĞĂĐĐŽŵƉĂŶǇŝŶŐŶŽƚĞƐ͘
ͲϱͲ

;ϱ͕ϴϬϭͿ
 ϴϯϯ
 Ϯ͕ϯϯϵ



^dd>&KhEd/KE

EŽƚĞƐƚŽŽŶƐŽůŝĚĂƚĞĚ&ŝŶĂŶĐŝĂů^ƚĂƚĞŵĞŶƚƐ
&ŽƌƚŚĞzĞĂƌŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ
;/ŶdŚŽƵƐĂŶĚƐͿ


EŽƚĞϭͲĞƐĐƌŝƉƚŝŽŶŽĨ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ

^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶǁĂƐĞƐƚĂďůŝƐŚĞĚŝŶϭϵϰϲĂƐĂƉƵďůŝĐĐŚĂƌŝƚǇĂŶĚŝƐŝŶĐŽƌƉŽƌĂƚĞĚƵŶĚĞƌƚŚĞůĂǁƐŽĨƚŚĞ^ƚĂƚĞŽĨ
tĂƐŚŝŶŐƚŽŶ͘^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͛ƐŵŝƐƐŝŽŶŝƐƚŽŝŐŶŝƚĞƉŽǁĞƌĨƵů͕ƌĞǁĂƌĚŝŶŐƉŚŝůĂŶƚŚƌŽƉǇƚŽŵĂŬĞ'ƌĞĂƚĞƌ^ĞĂƚƚůĞĂƐƚƌŽŶŐĞƌ͕
ŵŽƌĞǀŝďƌĂŶƚĐŽŵŵƵŶŝƚǇĨŽƌĂůů͘/ƚĂĐĐŽŵƉůŝƐŚĞƐƚŚŝƐƉƵƌƉŽƐĞƚŚƌŽƵŐŚĐŽŶƚƌŝďƵƚŝŽŶƐĨƌŽŵŝŶĚŝǀŝĚƵĂůƐ͕ĐŽƌƉŽƌĂƚŝŽŶƐĂŶĚ
ŶŽŶƉƌŽĨŝƚĂŐĞŶĐŝĞƐƚŚĂƚƐƵƉƉŽƌƚĂǁŝĚĞƌĂŶŐĞŽĨŽƌŐĂŶŝǌĂƚŝŽŶƐƚŚĂƚƉƌŽŵŽƚĞĞĚƵĐĂƚŝŽŶĂů͕ĐƵůƚƵƌĂů͕ŚĞĂůƚŚ͕ƐŽĐŝĂůĂŶĚĐŝǀŝĐ
ĚĞǀĞůŽƉŵĞŶƚ͘^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŝƐĂƵƚŚŽƌŝǌĞĚƚŽĂĐĐĞƉƚŐŝĨƚƐ͕ďĞƋƵĞƐƚƐ͕ĐŽŶƚƌŝďƵƚŝŽŶƐĂŶĚŐƌĂŶƚƐŽĨƉƌŽƉĞƌƚǇŝŶĂǀĂƌŝĞƚǇŽĨ
ĂƐƐĞƚĨŽƌŵƐŝŶĐůƵĚŝŶŐĐĂƐŚ͕ƐƚŽĐŬ͕ƌĞĂůĞƐƚĂƚĞĂŶĚŽƚŚĞƌĂƐƐĞƚƐƚŽĐĂƌƌǇŽƵƚŝƚƐŽƌŐĂŶŝǌĂƚŝŽŶĂůƉƵƌƉŽƐĞ͘dŚĞ&ŽƵŶĚĂƚŝŽŶ
ŐĞŶĞƌĂůůǇĚŽĞƐŶŽƚĂĚŵŝŶŝƐƚĞƌƉƌŽŐƌĂŵƐŽĨŝƚƐŽǁŶ͖ŝŶƐƚĞĂĚ͕ŝƚŐƌĂŶƚƐĨƵŶĚƐƚŽĂǀĂƌŝĞƚǇŽĨĐŚĂƌŝƚĂďůĞĂŶĚŶŽŶƉƌŽĨŝƚ
ŽƌŐĂŶŝǌĂƚŝŽŶƐƚŽƐƵƉƉŽƌƚƚŚĞŝƌƌĞƐƉĞĐƚŝǀĞƉƌŽŐƌĂŵƐ͘

KƵƌŐŽĂůĂƐĂĐŽŵŵƵŶŝƚǇĨŽƵŶĚĂƚŝŽŶŝƐƚŽƐŝŵƉůŝĨǇŐŝǀŝŶŐĂŶĚƐƚƌĞŶŐƚŚĞŶƚŚĞŝŵƉĂĐƚŽĨƉŚŝůĂŶƚŚƌŽƉǇĨŽƌƚŚĞŵŽƌĞƚŚĂŶϭ͕ϮϬϬ
ŝŶĚŝǀŝĚƵĂůƐ͕ĨĂŵŝůŝĞƐ͕ďƵƐŝŶĞƐƐĞƐĂŶĚŶŽŶƉƌŽĨŝƚƐǁĞƐĞƌǀĞ͘tĞƉƌŽǀŝĚĞĚĞĞƉĐŽŵŵƵŶŝƚǇŝŶƐŝŐŚƚƐ͕ƉŽǁĞƌĨƵůĐŝǀŝĐůĞĂĚĞƌƐŚŝƉ͕
ĞĨĨĞĐƚŝǀĞƉŚŝůĂŶƚŚƌŽƉŝĐĂĚǀŝƐŝŶŐĂŶĚũƵĚŝĐŝŽƵƐƐƚĞǁĂƌĚƐŚŝƉŽĨĂƐƐĞƚƐŝŶƐƵƉƉŽƌƚŽĨŽƵƌŵŝƐƐŝŽŶ͘tĞƵƐĞŽƵƌĚŽŶŽƌĨƵŶĚƐƚŽ
ƐƵƉƉŽƌƚĂǁŝĚĞƌĂŶŐĞŽĨĐŽŵŵƵŶŝƚǇŝŶƚĞƌĞƐƚƐŝŶĐůƵĚŝŶŐƚŚŽƐĞĞǆƉƌĞƐƐĞĚƚŚƌŽƵŐŚŽƵƌ,ĞĂůƚŚǇŽŵŵƵŶŝƚǇ&ƌĂŵĞǁŽƌŬ͕
ŵĂŬŝŶŐŐƌĂŶƚƐƚŽŶŽŶƉƌŽĨŝƚŽƌŐĂŶŝǌĂƚŝŽŶƐƚŽƐƵƉƉŽƌƚƚŚĞŝƌƉƌŽŐƌĂŵƐ͘/ŶƉƵƌƐƵŝƚŽĨŝƚƐŵŝƐƐŝŽŶ͕^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŝƐŐƵŝĚĞĚ
ďǇƚŚĞĐĞŶƚƌĂůƉƌŝŶĐŝƉůĞƐŽĨĞƋƵŝƚǇĂŶĚŽƉƉŽƌƚƵŶŝƚǇĂŶĚĚĞǀĞůŽƉĞĚƚŚĞĞŶƚĞƌĨŽƌŽŵŵƵŶŝƚǇWĂƌƚŶĞƌƐŚŝƉƐ;ƚŚĞĞŶƚĞƌͿƚŽ
ĨŽĐƵƐĚŝƌĞĐƚůǇŽŶĞĨĨŽƌƚƐƚŽĂĐŚŝĞǀĞŐƌĞĂƚĞƌƌĂĐŝĂůĂŶĚĞĐŽŶŽŵŝĐĞƋƵŝƚǇ͘hŶĚĞƌƐƚĂŶĚŝŶŐƚŚĂƚƐŽĐŝĂůƉƌŽďůĞŵƐĂƌĞƉƌŽĚƵĐƚƐŽĨ
ŶĞƚǁŽƌŬƐŽĨĐĂƵƐĞĂŶĚĞĨĨĞĐƚĂƚĂƉŽůŝĐǇůĞǀĞů͕ƚŚĞĞŶƚĞƌĨŽĐƵƐĞƐŽŶĂĚǀĂŶĐŝŶŐƐǇƐƚĞŵƐĐŚĂŶŐĞĂƐƚŚĞŵŽƐƚĞĨĨĞĐƚŝǀĞǁĂǇƚŽ
ĂĚǀĂŶĐĞŽƵƌŵŝƐƐŝŽŶŽĨĐƌĞĂƚŝŶŐĂƐƚƌŽŶŐĞƌ͕ŵŽƌĞǀŝďƌĂŶƚĐŽŵŵƵŶŝƚǇĨŽƌĂůů͘

^ƵƉƉŽƌƚŝŶŐKƌŐĂŶŝǌĂƚŝŽŶƐͲdŚĞĐŽŶƐŽůŝĚĂƚĞĚĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐŝŶĐůƵĚĞƚŚĞĂĐƚŝǀŝƚŝĞƐŽĨƐĞǀĞŶƐƵƉƉŽƌƚŝŶŐŽƌŐĂŶŝǌĂƚŝŽŶƐ
ĨŽƌǁŚŝĐŚ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶƉĞƌĨŽƌŵƐĂĐĐŽƵŶƚŝŶŐĂŶĚĂĚŵŝŶŝƐƚƌĂƚŝǀĞĨƵŶĐƚŝŽŶƐĂƐǁĞůůĂƐĂƉƉŽŝŶƚŝŶŐĂŵĂũŽƌŝƚǇŽĨǀŽƚŝŶŐ
ŵĞŵďĞƌƐƚŽƚŚĞŽĂƌĚŽĨŝƌĞĐƚŽƌƐĨŽƌĞĂĐŚŽƌŐĂŶŝǌĂƚŝŽŶ͘ĂĐŚŐŽǀĞƌŶŝŶŐďŽĂƌĚŵĂǇĞƐƚĂďůŝƐŚŝƚƐŽǁŶŝŶǀĞƐƚŵĞŶƚƉŽůŝĐǇ
ĂŶĚŐƌĂŶƚŐƵŝĚĞůŝŶĞƐ͘ƐƚŚĞƐƵƉƉŽƌƚŝŶŐŽƌŐĂŶŝǌĂƚŝŽŶƐĂƌĞĞĨĨĞĐƚŝǀĞůǇƵŶĚĞƌ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͛ƐĐŽŶƚƌŽůĂŶĚ^ĞĂƚƚůĞ
&ŽƵŶĚĂƚŝŽŶŚĂƐĂŶĞĐŽŶŽŵŝĐŝŶƚĞƌĞƐƚ͕ƚŚĞŝƌĨŝŶĂŶĐŝĂůĂĐƚŝǀŝƚŝĞƐĂŶĚďĂůĂŶĐĞƐĂƌĞĐŽŶƐŽůŝĚĂƚĞĚǁŝƚŚ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶĨŽƌ
ĨŝŶĂŶĐŝĂůƌĞƉŽƌƚŝŶŐƉƵƌƉŽƐĞƐ͘dŚĞƐƵƉƉŽƌƚŝŶŐŽƌŐĂŶŝǌĂƚŝŽŶƐŵĂŬĞŐƌĂŶƚƐƚŽŽƵƚƐŝĚĞŽƌŐĂŶŝǌĂƚŝŽŶƐ͘

/ŶĂĚĚŝƚŝŽŶƚŽƚŚĞƐĞǀĞŶĞǆŝƐƚŝŶŐƐƵƉƉŽƌƚŝŶŐŽƌŐĂŶŝǌĂƚŝŽŶƐ͕ĚƵƌŝŶŐƚŚĞǇĞĂƌĞŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ͕ƚŚĞĨŽůůŽǁŝŶŐ
ƐƵƉƉŽƌƚŝŶŐŽƌŐĂŶŝǌĂƚŝŽŶƐǁĞƌĞĚŝƐƐŽůǀĞĚ͕ĂŶĚƚŚĞŝƌƌĞŵĂŝŶŝŶŐŶĞƚĂƐƐĞƚƐǁĞƌĞĐŽŶƚƌŝďƵƚĞĚƚŽ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͗ĂďŶĞǇ
WŽŝŶƚ&ƵŶĚ͖ŝůůŝŽŶ&ĂŵŝůǇ&ŽƵŶĚĂƚŝŽŶ͖tĂůŬĞƌ&ĂŵŝůǇ&ŽƵŶĚĂƚŝŽŶ͖ĂŶĚdŚĞ>ƵŝŶŽĂŶĚDĂƌŐĂƌĞƚĞůů͛KƐƐŽ&ĂŵŝůǇ
&ŽƵŶĚĂƚŝŽŶ͘

&ƵŶĚdǇƉĞƐͲ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŚĂƐĂƉƉƌŽǆŝŵĂƚĞůǇϭ͕ϮϬϬĨƵŶĚƐ͕ŽƌŐĂŶŝǌĞĚŽǀĞƌĂǀĂƌŝĞƚǇŽĨĨƵŶĚƚǇƉĞƐ͘tŚŝůĞƚŚĞĨƵŶĚ
ĂƚƚƌŝďƵƚĞƐŵĂǇŚĂǀĞŽŶĞŽƌŵŽƌĞŽĨƚŚĞĨŽůůŽǁŝŶŐ͗ƐƉĞĐŝĨŝĞĚĂƌĞĂŽĨŝŶƚĞƌĞƐƚ͕ĂŶŶƵĂůƐƉĞŶĚŝŶŐůŝŵŝƚĂƚŝŽŶ͕ƚĞŵƉŽƌĂƌǇŽƌ
ƉĞƌŵĂŶĞŶƚƌĞƐƚƌŝĐƚŝŽŶ͕ŽƌŵĂǇďĞĂƐƐŽĐŝĂƚĞĚǁŝƚŚĂĚŽŶŽƌǁŚŽƌĞĐŽŵŵĞŶĚƐŐƌĂŶƚĚŝƐƚƌŝďƵƚŝŽŶƐ͕ĂůůĂƌĞƐƵďũĞĐƚƚŽĂůĞŐĂů
ǀĂƌŝĂŶĐĞƉŽǁĞƌ͘hŶĚĞƌƚŚŝƐƉŽǁĞƌ͕^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͕ŝŶŝƚƐƐŽůĞĚŝƐĐƌĞƚŝŽŶ͕ƐŚĂůůŚĂǀĞƚŚĞƌŝŐŚƚƚŽǁŝƚŚŚŽůĚ͕ǁŝƚŚĚƌĂǁ͕Žƌ
ĚĞŵĂŶĚƚŚĞŝŵŵĞĚŝĂƚĞƌĞƚƵƌŶŽĨĂŶǇĨƵŶĚƐŝĨ͕ŝŶ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͛ƐƌĞĂƐŽŶĂďůĞũƵĚŐŵĞŶƚ͕ƚŚĞƉƌŽǀŝĚĞƌŝƐŶŽƚŝŶ
ĐŽŵƉůŝĂŶĐĞǁŝƚŚƚŚĞƌĞƉŽƌƚŝŶŐŽďůŝŐĂƚŝŽŶƐŽƌĐĂŶŶŽƚƵƐĞƚŚĞĨƵŶĚƐĨŽƌƚŚĞŝŶƚĞŶĚĞĚƉƵƌƉŽƐĞ͘dŚĞĨƵŶĚƚǇƉĞƐĂƌĞĂƐĨŽůůŽǁƐ͗

ŽŵŵƵŶŝƚǇͲ&ƵŶĚƐĨŽƌǁŚŝĐŚĚŽŶŽƌƐŚĂǀĞŶĞŝƚŚĞƌŝŵƉŽƐĞĚĂŶǇƌĞƐƚƌŝĐƚŝŽŶƐŶŽƌƌĞƐĞƌǀĞĚĂŶǇƌŝŐŚƚƐƚŽŵĂŬĞ
ƌĞĐŽŵŵĞŶĚĂƚŝŽŶƐƌĞŐĂƌĚŝŶŐĚŝƐƚƌŝďƵƚŝŽŶƐ͘ŝƐƚƌŝďƵƚŝŽŶƐĨƌŽŵƚŚĞƐĞĨƵŶĚƐĂƌĞŵĂĚĞĂƚƚŚĞĚŝƐĐƌĞƚŝŽŶŽĨƚŚĞŽĂƌĚ
ďĂƐĞĚŽŶŝĚĞŶƚŝĨŝĞĚĐŽŵŵƵŶŝƚǇŶĞĞĚƐ͕ŝŶĐůƵĚŝŶŐƚŚĞ,ĞĂůƚŚǇŽŵŵƵŶŝƚǇ&ƌĂŵĞǁŽƌŬĞůĞŵĞŶƚƐŽĨ,ĞĂůƚŚΘ
tĞůůŶĞƐƐ͕ĂƐŝĐEĞĞĚƐ͕ƌƚƐΘƵůƚƵƌĞ͕ĚƵĐĂƚŝŽŶ͕ŶǀŝƌŽŶŵĞŶƚ͕'ůŽďĂů'ŝǀŝŶŐ͕ĂŶĚĐŽŶŽŵŝĐKƉƉŽƌƚƵŶŝƚǇ͘

ͲϲͲ

^dd>&KhEd/KE

EŽƚĞƐƚŽŽŶƐŽůŝĚĂƚĞĚ&ŝŶĂŶĐŝĂů^ƚĂƚĞŵĞŶƚƐ
&ŽƌƚŚĞzĞĂƌŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ
;/ŶdŚŽƵƐĂŶĚƐͿ


EŽƚĞϭͲŽŶƚŝŶƵĞĚ

ƌĞĂŽĨ/ŶƚĞƌĞƐƚͲ&ƵŶĚƐĚĞƐŝŐŶĂƚĞĚďǇĚŽŶŽƌƐǁŚŽǁĂŶƚƚŽĨŽĐƵƐŐƌĂŶƚƐƚŽǁĂƌĚĂƐƉĞĐŝĨŝĐĨŝĞůĚŽĨŝŶƚĞƌĞƐƚŽƌ
ƐƉĞĐŝĨŝĐŐĞŽŐƌĂƉŚŝĐĂƌĞĂďƵƚǁŚŽĚŽŶŽƚǁĂŶƚƚŽƚĂŬĞĂŶĂĐƚŝǀĞƌŽůĞŝŶŐƌĂŶƚŵĂŬŝŶŐ͘dŚŝƐƚǇƉĞŽĨĨƵŶĚĂůůŽǁƐƚŚĞ
ĚŽŶŽƌƚŽŝĚĞŶƚŝĨǇĂŶĚƐƵƉƉŽƌƚĂĐŚĂƌŝƚĂďůĞƉƵƌƉŽƐĞƐƵĐŚĂƐƐƚƌŽŶŐĂŶĚĐŽŶŶĞĐƚĞĚŶĞŝŐŚďŽƌŚŽŽĚƐ͕ŽƌĂĐĂƚĞŐŽƌǇŽĨ
ŝŶƚĞƌĞƐƚƐƵĐŚĂƐĂƌƚƐŽƌĂŐĞŽŐƌĂƉŚŝĐĂƌĞĂŝŶƚŚĞ^ƚĂƚĞŽĨtĂƐŚŝŶŐƚŽŶ͘

ŽŶŽƌĚǀŝƐĞĚͲŽŶŽƌĂĚǀŝƐĞĚĨƵŶĚƐĂůůŽǁĚŽŶŽƌƐƚŽƌĞĐŽŵŵĞŶĚŐƌĂŶƚƌĞĐŝƉŝĞŶƚƐ͕ĂůŝŐŶĞĚǁŝƚŚƚŚĞŝƌǀĂůƵĞƐĂŶĚ
ŝŶƚĞƌĞƐƚƐ͕ƐƵďũĞĐƚƚŽƚŚĞ&ŽƵŶĚĂƚŝŽŶ͛ƐĚƵĞĚŝůŝŐĞŶĐĞĂŶĚĂƉƉƌŽǀĂů͘^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŚŽůĚƐĂůŵŽƐƚϲϬϬĚŽŶŽƌ
ĂĚǀŝƐĞĚĨƵŶĚƐ͘

ĞƐŝŐŶĂƚĞĚͲ&ƵŶĚƐĚĞƐŝŐŶĂƚĞĚďǇƚŚĞĚŽŶŽƌƐĨŽƌƐƵƉƉŽƌƚŽĨƐƉĞĐŝĨŝĐĐŚĂƌŝƚĂďůĞŽƌŐĂŶŝǌĂƚŝŽŶƐ͘ĚŽŶŽƌͲĂĚǀŝƐĞĚĨƵŶĚ
ĂůůŽǁƐĚŽŶŽƌƐƚŽƌĞĐŽŵŵĞŶĚŐƌĂŶƚŵĂŬŝŶŐƚŽĂŶǇĐŚĂƌŝƚĂďůĞŽƌŐĂŶŝǌĂƚŝŽŶ͕ǁŚŝůĞĂĚĞƐŝŐŶĂƚĞĚĨƵŶĚŝĚĞŶƚŝĨŝĞƐĂ
ƐŝŶŐůĞŽƌŐĂŶŝǌĂƚŝŽŶƚŚĂƚŝƐƐƵƉƉŽƌƚĞĚƚŚƌŽƵŐŚƚŚĞĚŽŶŽƌ͛ƐůŝĨĞƚŝŵĞĂŶĚďĞǇŽŶĚƚŚƌŽƵŐŚƚŚĞĂƉƉůŝĐĂƚŝŽŶŽĨ^ĞĂƚƚůĞ
&ŽƵŶĚĂƚŝŽŶ͛ƐƐƉĞŶĚŝŶŐƉŽůŝĐǇ͕ǁŚŝĐŚĚĞƚĞƌŵŝŶĞƐƚŚĞĂŵŽƵŶƚŽĨƚŚĞĂŶŶƵĂůŐƌĂŶƚ͕ĂŶĚŵĂǇďĞƉĂŝĚĞŝƚŚĞƌĂŶŶƵĂůůǇ
ŽƌƋƵĂƌƚĞƌůǇ͘/ĨƚŚĞďĞŶĞĨŝĐŝĂƌǇŽƌŐĂŶŝǌĂƚŝŽŶĐĞĂƐĞƐƚŽĞǆŝƐƚ͕ůŽƐĞƐŝƚƐƚĂǆͲĞǆĞŵƉƚƐƚĂƚƵƐŽƌĐŚĂŶŐĞƐŝƚƐŵŝƐƐŝŽŶ͕
^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͛ƐǀĂƌŝĂŶĐĞƉŽǁĞƌĂůůŽǁƐƚŚĞŵŽŶŝĞƐƚŽďĞƌĞͲĚŝƌĞĐƚĞĚƚŽƐƵƉƉŽƌƚĂŶŽƌŐĂŶŝǌĂƚŝŽŶǁŝƚŚĂƐŝŵŝůĂƌ
ŵŝƐƐŝŽŶ͘

ĚŵŝŶŝƐƚƌĂƚŝǀĞͲ&ƵŶĚƐǁŚŝĐŚĂƌĞƵƐĞĚƚŽƉĂǇƚŚĞŽƉĞƌĂƚŝŶŐĐŽƐƚƐŽĨƚŚĞ&ŽƵŶĚĂƚŝŽŶ͘

ŐĞŶĐǇͲ&ƵŶĚƐƌĞĐĞŝǀĞĚƵŶĚĞƌƚŚĞƚĞƌŵƐŽĨĂŐƌĞĞŵĞŶƚƐǁŝƚŚĐĞƌƚĂŝŶƋƵĂůŝĨŝĞĚŶŽƚͲĨŽƌͲƉƌŽĨŝƚŽƌŐĂŶŝǌĂƚŝŽŶƐƚŚĂƚ
ƐƉĞĐŝĨǇƚŚĞŵƐĞůǀĞƐĂƐƚŚĞƵůƚŝŵĂƚĞďĞŶĞĨŝĐŝĂƌǇĨŽƌƚŚĞĨƵŶĚƐ͘ǀĞŶƚŚŽƵŐŚƚŚĞƐĞĨƵŶĚƐĂƌĞĐůĂƐƐŝĨŝĞĚĂƐĂŐĞŶĐǇ
ĨƵŶĚƐ;ĨƵŶĚƐŚĞůĚĨŽƌŽƚŚĞƌƐͿ͕^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŵĂŝŶƚĂŝŶƐůĞŐĂůǀĂƌŝĂŶĐĞƉŽǁĞƌŽǀĞƌƚŚĞƐĞĂƐƐĞƚƐ͘

<ŝŶŐŽƵŶƚǇĐĐŽƵŶƚĂďůĞŽŵŵƵŶŝƚǇŽĨ,ĞĂůƚŚ͕>>ͲƵƌŝŶŐƚŚĞǇĞĂƌĞŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ͕^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ
ďĞĐĂŵĞƚŚĞƐŽůĞŵĞŵďĞƌŽĨ<ŝŶŐŽƵŶƚǇĐĐŽƵŶƚĂďůĞŽŵŵƵŶŝƚǇŽĨ,ĞĂůƚŚ͕>>͕ĚŽŝŶŐďƵƐŝŶĞƐƐĂƐ,ĞĂůƚŚŝĞƌ,ĞƌĞ͘dŚĞ>>
ƌĞǀĞŶƵĞƐĂŶĚĞǆƉĞŶƐĞƐƚŽƚĂůĞĚΨϲ͕ϬϭϬĂŶĚΨϭ͕ϴϳϮ͕ƌĞƐƉĞĐƚŝǀĞůǇ͕ĨŽƌƚŚĞǇĞĂƌĞŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ͘

dƌƵĞďůŽŽĚŝǀĞƌƐŝŽŶtŽƌŬŐƌŽƵƉͲƵƌŝŶŐƚŚĞǇĞĂƌĞŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ͕^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶďĞĐĂŵĞƚŚĞĨŝƐĐĂůƐƉŽŶƐŽƌ
ƚŽŽǀĞƌƐĞĞƚŚĞŵĂŶĂŐĞŵĞŶƚĂŶĚĚŝƐďƵƌƐĞŵĞŶƚŽĨĨƵŶĚƐĂǁĂƌĚĞĚĂƐƚŚĞƌĞƐƵůƚŽĨĂĐůĂƐƐĂĐƚŝŽŶůĂǁƐƵŝƚ͘dŚĞĨƵŶĚƐǁŝůůďĞ
ĚŝƐƚƌŝďƵƚĞĚƚŽǀĂƌŝŽƵƐůŽĐĂůŵĞŶƚĂůŚĞĂůƚŚĐĂƌĞŽƌŐĂŶŝǌĂƚŝŽŶƐ͘ZĞǀĞŶƵĞƐĂŶĚĞǆƉĞŶƐĞƐĨŽƌƚŚŝƐƉƌŽŐƌĂŵƚŽƚĂůĞĚΨϵ͕ϵϱϲĂŶĚ
Ψϯ͕ϭϵϰ͕ƌĞƐƉĞĐƚŝǀĞůǇ͕ĨŽƌƚŚĞǇĞĂƌĞŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ͘

EŽƚĞϮͲ^ƵŵŵĂƌǇŽĨ^ŝŐŶŝĨŝĐĂŶƚĐĐŽƵŶƚŝŶŐWŽůŝĐŝĞƐ

WƌŝŶĐŝƉůĞƐŽĨŽŶƐŽůŝĚĂƚŝŽŶͲdŚĞĐŽŶƐŽůŝĚĂƚĞĚĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐĂƐŽĨĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ͕ŝŶĐůƵĚĞƚŚĞĨŝŶĂŶĐŝĂů
ƐƚĂƚĞŵĞŶƚƐŽĨ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͕ŝƚƐƐƵƉƉŽƌƚŝŶŐŽƌŐĂŶŝǌĂƚŝŽŶƐ͕<ŝŶŐŽƵŶƚǇĐĐŽƵŶƚĂďůĞŽŵŵƵŶŝƚǇŽĨ,ĞĂůƚŚ͕>>͕ĂŶĚƚŚĞ
ƐƉŽŶƐŽƌĞĚƉƌŽŐƌĂŵ;ĐŽůůĞĐƚŝǀĞůǇ͕ƚŚĞ&ŽƵŶĚĂƚŝŽŶͿ͘/ŶƚĞƌͲŽƌŐĂŶŝǌĂƚŝŽŶƚƌĂŶƐĂĐƚŝŽŶƐĂŶĚďĂůĂŶĐĞƐŚĂǀĞďĞĞŶĞůŝŵŝŶĂƚĞĚŝŶƚŚĞ
ĐŽŶƐŽůŝĚĂƚŝŽŶ͘

ĂƐŝƐŽĨWƌĞƐĞŶƚĂƚŝŽŶͲdŚĞĐŽŶƐŽůŝĚĂƚĞĚĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐŽĨ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŚĂǀĞďĞĞŶƉƌĞƉĂƌĞĚŽŶƚŚĞĂĐĐƌƵĂů
ďĂƐŝƐŽĨĂĐĐŽƵŶƚŝŶŐŝŶĐŽŶĨŽƌŵŝƚǇǁŝƚŚĂĐĐŽƵŶƚŝŶŐƉƌŝŶĐŝƉůĞƐŐĞŶĞƌĂůůǇĂĐĐĞƉƚĞĚŝŶƚŚĞhŶŝƚĞĚ^ƚĂƚĞƐŽĨŵĞƌŝĐĂ;h͘^͘'WͿ͘


ͲϳͲ

^dd>&KhEd/KE

EŽƚĞƐƚŽŽŶƐŽůŝĚĂƚĞĚ&ŝŶĂŶĐŝĂů^ƚĂƚĞŵĞŶƚƐ
&ŽƌƚŚĞzĞĂƌŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ
;/ŶdŚŽƵƐĂŶĚƐͿ


EŽƚĞϮͲŽŶƚŝŶƵĞĚ

ĂƐŚĂŶĚĂƐŚƋƵŝǀĂůĞŶƚƐͲĂƐŚĂŶĚĐĂƐŚĞƋƵŝǀĂůĞŶƚƐĐŽŶƐŝƐƚŽĨĐĂƐŚŝŶďĂŶŬĂĐĐŽƵŶƚƐĂŶĚŚŝŐŚůǇůŝƋƵŝĚŝŶǀĞƐƚŵĞŶƚƐǁŝƚŚ
ŵĂƚƵƌŝƚŝĞƐŽĨƚŚƌĞĞŵŽŶƚŚƐŽƌůĞƐƐĂƚĚĂƚĞŽĨĂĐƋƵŝƐŝƚŝŽŶ͘ĂƐŚĂŶĚĐĂƐŚĞƋƵŝǀĂůĞŶƚƐŽŶĚĞƉŽƐŝƚǁŝƚŚďƌŽŬĞƌƐŽƌŝŶ
ŝŶǀĞƐƚŵĞŶƚƉŽŽůƐĂƌĞĐŽŶƐŝĚĞƌĞĚƚŽďĞŝŶǀĞƐƚŵĞŶƚƐ͘

WůĞĚŐĞƐZĞĐĞŝǀĂďůĞͲWůĞĚŐĞƐƌĞĐĞŝǀĂďůĞ;ƵŶĐŽŶĚŝƚŝŽŶĂůƉƌŽŵŝƐĞƐƚŽŐŝǀĞͿĂƌĞƐƚĂƚĞĚĂƚƚŚĞĂŵŽƵŶƚŵĂŶĂŐĞŵĞŶƚĞǆƉĞĐƚƐƚŽ
ƌĞĐĞŝǀĞ͘DĂŶĂŐĞŵĞŶƚƉƌŽǀŝĚĞƐĂŶĂůůŽǁĂŶĐĞĨŽƌƉƌŽďĂďůĞƵŶĐŽůůĞĐƚŝďůĞƉůĞĚŐĞƐƚŚƌŽƵŐŚĂĐŚĂƌŐĞƚŽĐŽŶƚƌŝďƵƚŝŽŶƌĞǀĞŶƵĞ
ĂŶĚĂĐƌĞĚŝƚƚŽƚŚĞĂůůŽǁĂŶĐĞĂĐĐŽƵŶƚďĂƐĞĚŽŶŝƚƐĂƐƐĞƐƐŵĞŶƚŽĨĞĂĐŚƉůĞĚŐĞ͘WůĞĚŐĞƐƚŚĂƚĂƌĞĚĞĞŵĞĚƵŶĐŽůůĞĐƚŝďůĞĂƌĞ
ǁƌŝƚƚĞŶŽĨĨƚŚƌŽƵŐŚĂĐŚĂƌŐĞƚŽƚŚĞĂůůŽǁĂŶĐĞĂŶĚĂĐƌĞĚŝƚƚŽƉůĞĚŐĞƐƌĞĐĞŝǀĂďůĞ͘WůĞĚŐĞƐĂƌĞƌĞĐŽŐŶŝǌĞĚĂƐƌĞǀĞŶƵĞƐŝŶƚŚĞ
ƉĞƌŝŽĚƚŚĞƉůĞĚŐĞŝƐƌĞĐĞŝǀĞĚ͘WůĞĚŐĞƐƌĞĐĞŝǀĂďůĞŽǀĞƌƉĞƌŝŽĚƐŵŽƌĞƚŚĂŶŽŶĞǇĞĂƌĂƌĞƌĞĐŽƌĚĞĚĂƚƉƌĞƐĞŶƚǀĂůƵĞ͘
ŵŽƌƚŝǌĂƚŝŽŶŽĨĚŝƐĐŽƵŶƚƐŝƐŝŶĐůƵĚĞĚŝŶĐŽŶƚƌŝďƵƚŝŽŶƌĞǀĞŶƵĞ͘

ĞƋƵĞƐƚƐZĞĐĞŝǀĂďůĞͲĞƋƵĞƐƚƐĂƌĞƌĞĐŽƌĚĞĚĂƐĐŽŶƚƌŝďƵƚŝŽŶƌĞǀĞŶƵĞǁŚĞŶ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŝƐŶŽƚŝĨŝĞĚŽĨŝƚƐďĞŶĞĨŝĐŝĂƌǇ
ƐƚĂƚƵƐ͕ƚŚĞďĞƋƵĞƐƚďĞĐŽŵĞƐŝƌƌĞǀŽĐĂďůĞ͕ĂŶĚ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͛ƐŝŶƚĞƌĞƐƚĐĂŶďĞĞƐƚŝŵĂƚĞĚ͘/ĨƚŚĞǀĂůƵĞŽĨ^ĞĂƚƚůĞ
&ŽƵŶĚĂƚŝŽŶ͛ƐŝŶƚĞƌĞƐƚĐĂŶŶŽƚďĞĞƐƚŝŵĂƚĞĚ͕ĐŽŶƚƌŝďƵƚŝŽŶƌĞǀĞŶƵĞŝƐƌĞĐŽŐŶŝǌĞĚǁŚĞŶĚŝƐƚƌŝďƵƚŝŽŶƐĂƌĞƌĞĐĞŝǀĞĚ͘

ŚĂƌŝƚĂďůĞdƌƵƐƚƐĂŶĚŚĂƌŝƚĂďůĞ'ŝĨƚŶŶƵŝƚŝĞƐͲ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŚĂƐĂŶŝƌƌĞǀŽĐĂďůĞŝŶƚĞƌĞƐƚŝŶĂŶƵŵďĞƌŽĨĐŚĂƌŝƚĂďůĞ
ƚƌƵƐƚƐĂŶĚĐŚĂƌŝƚĂďůĞŐŝĨƚĂŶŶƵŝƚŝĞƐǁŚŽƐĞŵĂƚƵƌŝƚŝĞƐĂƌĞďĂƐĞĚŽŶƚŚĞůŝĨĞĞǆƉĞĐƚĂŶĐŝĞƐŽĨƚŚĞŝŶĐŽŵĞďĞŶĞĨŝĐŝĂƌŝĞƐŽƌŽŶĂ
ƐƉĞĐŝĨŝĞĚƉĞƌŝŽĚŽĨƚŝŵĞ;EŽƚĞϱͿ͘

dƌƵƐƚƐĂŶĚĂŶŶƵŝƚŝĞƐĨŽƌǁŚŝĐŚ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŝƐƚŚĞƚƌƵƐƚĞĞĂŶĚĂďĞŶĞĨŝĐŝĂƌǇĂƌĞƌĞĐŽƌĚĞĚĂƚƚŚĞĨĂŝƌǀĂůƵĞŽĨƚŚĞƚƌƵƐƚ
ĂƐƐĞƚƐ͕ǁŚŝĐŚĂƌĞŝŶĐůƵĚĞĚŝŶŝŶǀĞƐƚŵĞŶƚƐŽŶƚŚĞĐŽŶƐŽůŝĚĂƚĞĚƐƚĂƚĞŵĞŶƚŽĨĨŝŶĂŶĐŝĂůƉŽƐŝƚŝŽŶ͘ĐŽƌƌĞƐƉŽŶĚŝŶŐůŝĂďŝůŝƚǇĨŽƌ
ƚŚĞŶĞƚƉƌĞƐĞŶƚǀĂůƵĞŽĨĨƵƚƵƌĞĂŵŽƵŶƚƐƚŽďĞƉĂŝĚƚŽŽƚŚĞƌƚƌƵƐƚďĞŶĞĨŝĐŝĂƌŝĞƐŝƐƌĞƉŽƌƚĞĚĂƐĂůŝĂďŝůŝƚǇĨŽƌĐŚĂƌŝƚĂďůĞůĞĂĚ
ĂŶĚƌĞŵĂŝŶĚĞƌƚƌƵƐƚƐ͕ĂŶĚůŝĂďŝůŝƚǇĨŽƌĐŚĂƌŝƚĂďůĞŐŝĨƚĂŶŶƵŝƚŝĞƐŽŶƚŚĞĐŽŶƐŽůŝĚĂƚĞĚƐƚĂƚĞŵĞŶƚŽĨĨŝŶĂŶĐŝĂůƉŽƐŝƚŝŽŶ͘

dƌƵƐƚƐĨŽƌǁŚŝĐŚ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŝƐŶŽƚƚŚĞƚƌƵƐƚĞĞďƵƚŝŶǁŚŝĐŚ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŚĂƐĂďĞŶĞĨŝĐŝĂůŝŶƚĞƌĞƐƚĂƌĞƌĞĐŽƌĚĞĚ
ĂƚƚŚĞŶĞƚƉƌĞƐĞŶƚǀĂůƵĞŽĨĞǆƉĞĐƚĞĚĨƵƚƵƌĞƉĂǇŵĞŶƚƐƚŽďĞƌĞĐĞŝǀĞĚĂƐďĞŶĞĨŝĐŝĂůŝŶƚĞƌĞƐƚƐŚĞůĚŝŶƚƌƵƐƚŽŶƚŚĞĐŽŶƐŽůŝĚĂƚĞĚ
ƐƚĂƚĞŵĞŶƚŽĨĨŝŶĂŶĐŝĂůƉŽƐŝƚŝŽŶ͘

/ŶǀĞƐƚŵĞŶƚƐͲ/ŶǀĞƐƚŵĞŶƚƐŝŶĚĞďƚƐĞĐƵƌŝƚŝĞƐĂŶĚĞƋƵŝƚǇƐĞĐƵƌŝƚŝĞƐǁŝƚŚƌĞĂĚŝůǇĚĞƚĞƌŵŝŶĂďůĞŵĂƌŬĞƚǀĂůƵĞƐĂƌĞƌĞĐŽƌĚĞĚĂƚ
ĨĂŝƌǀĂůƵĞ͘/ŶǀĞƐƚŵĞŶƚƐŝŶƐĞĐƵƌŝƚŝĞƐƚƌĂĚĞĚŽŶŽƌŐĂŶŝǌĞĚƐĞĐƵƌŝƚŝĞƐĞǆĐŚĂŶŐĞƐĂƌĞǀĂůƵĞĚĂƚƚŚĞĐůŽƐŝŶŐƉƌŝĐĞŽŶƚŚĞůĂƐƚ
ďƵƐŝŶĞƐƐĚĂǇŽĨƚŚĞĨŝƐĐĂůǇĞĂƌ͖ƐĞĐƵƌŝƚŝĞƐƚƌĂĚĞĚŽŶƚŚĞŽǀĞƌͲƚŚĞͲĐŽƵŶƚĞƌŵĂƌŬĞƚƐĂƌĞǀĂůƵĞĚĂƚƚŚĞůĂƐƚƌĞƉŽƌƚĞĚďŝĚƉƌŝĐĞ͘
ZĞĂůĞƐƚĂƚĞŝŶǀĞƐƚŵĞŶƚƐĂƌĞƌĞĐŽƌĚĞĚĂƚĨĂŝƌǀĂůƵĞĚĞƚĞƌŵŝŶĞĚďǇƉĞƌŝŽĚŝĐĂƉƉƌĂŝƐĂůƐǁŚŝĐŚĂƌĞŽďƚĂŝŶĞĚĂƐĚĞĞŵĞĚ
ŶĞĐĞƐƐĂƌǇďĂƐĞĚƵƉŽŶĞĐŽŶŽŵŝĐĐŽŶĚŝƚŝŽŶƐĂŶĚŵĂŶĂŐĞŵĞŶƚ͛ƐĚŝƐĐƌĞƚŝŽŶǁŝƚŚƚŚĞĂƐƐŝƐƚĂŶĐĞŽĨƚŚŝƌĚͲƉĂƌƚǇŝŶǀĞƐƚŵĞŶƚ
ŵĂŶĂŐĞƌƐ͘dŚĞĨĂŝƌǀĂůƵĞŽĨŽƚŚĞƌŝŶǀĞƐƚŵĞŶƚƐ͕ƉƌŝŶĐŝƉĂůůǇŝŶǀĞƐƚŵĞŶƚƐŝŶŚĞĚŐĞĨƵŶĚƐĂŶĚƉƌŝǀĂƚĞĞƋƵŝƚŝĞƐ͕ĨŽƌǁŚŝĐŚ
ƋƵŽƚĞĚŵĂƌŬĞƚƉƌŝĐĞƐĂƌĞŶŽƚĂǀĂŝůĂďůĞ͕ĂƌĞĚĞƚĞƌŵŝŶĞĚďǇŵĂŶĂŐĞŵĞŶƚǁŝƚŚƚŚĞĂƐƐŝƐƚĂŶĐĞŽĨƚŚŝƌĚͲƉĂƌƚǇŝŶǀĞƐƚŵĞŶƚ
ŵĂŶĂŐĞƌƐƵƐŝŶŐŵĞƚŚŽĚƐŝƚĐŽŶƐŝĚĞƌƐĂƉƉƌŽƉƌŝĂƚĞ͘^ĞĐƵƌŝƚŝĞƐĂƌĞŐĞŶĞƌĂůůǇŚĞůĚŝŶĐƵƐƚŽĚŝĂůŝŶǀĞƐƚŵĞŶƚĂĐĐŽƵŶƚƐ
ĂĚŵŝŶŝƐƚĞƌĞĚďǇĐĞƌƚĂŝŶĨŝŶĂŶĐŝĂůŝŶƐƚŝƚƵƚŝŽŶƐ͘

ͲϴͲ

^dd>&KhEd/KE

EŽƚĞƐƚŽŽŶƐŽůŝĚĂƚĞĚ&ŝŶĂŶĐŝĂů^ƚĂƚĞŵĞŶƚƐ
&ŽƌƚŚĞzĞĂƌŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ
;/ŶdŚŽƵƐĂŶĚƐͿ


EŽƚĞϮͲŽŶƚŝŶƵĞĚ

/ŶǀĞƐƚŵĞŶƚƐĂƌĞŵĂĚĞĂĐĐŽƌĚŝŶŐƚŽƚŚĞ/ŶǀĞƐƚŵĞŶƚKďũĞĐƚŝǀĞƐĂŶĚWŽůŝĐŝĞƐĂĚŽƉƚĞĚďǇ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶΖƐĂŶĚƐƵƉƉŽƌƚŝŶŐ
ŽƌŐĂŶŝǌĂƚŝŽŶƐ͛ŽĂƌĚƐŽĨdƌƵƐƚĞĞƐ͘dŚĞƐĞŐƵŝĚĞůŝŶĞƐƉƌŽǀŝĚĞĨŽƌŝŶǀĞƐƚŵĞŶƚŝŶĞƋƵŝƚŝĞƐ͕ĨŝǆĞĚŝŶĐŽŵĞ͕ĂŶĚŽƚŚĞƌƐĞĐƵƌŝƚŝĞƐ
ǁŝƚŚƉĞƌĨŽƌŵĂŶĐĞŵĞĂƐƵƌĞĚĂŐĂŝŶƐƚĂƉƉƌŽƉƌŝĂƚĞďĞŶĐŚŵĂƌŬƐĂŶĚŝŶĚŝĐĞƐ͘KƵƚƐŝĚĞƉĂƌƚŝĞƐĂƌĞĐŽŶƚƌĂĐƚĞĚďǇ^ĞĂƚƚůĞ
&ŽƵŶĚĂƚŝŽŶƚŽƉƌŽǀŝĚĞŝŶǀĞƐƚŵĞŶƚĐŽŶƐƵůƚŝŶŐ͘

/ŶǀĞƐƚŵĞŶƚƐĞĐƵƌŝƚŝĞƐ͕ŝŶŐĞŶĞƌĂů͕ĂƌĞĞǆƉŽƐĞĚƚŽǀĂƌŝŽƵƐƌŝƐŬƐ͕ŝŶĐůƵĚŝŶŐŝŶƚĞƌĞƐƚƌĂƚĞ͕ĐƌĞĚŝƚ͕ĂŶĚŽǀĞƌĂůůŵĂƌŬĞƚǀŽůĂƚŝůŝƚǇ͘
ƵĞƚŽƚŚĞůĞǀĞůŽĨƌŝƐŬĂƐƐŽĐŝĂƚĞĚǁŝƚŚĐĞƌƚĂŝŶůŽŶŐͲƚĞƌŵŝŶǀĞƐƚŵĞŶƚƐ͕ŝƚŝƐƌĞĂƐŽŶĂďůǇƉƌŽďĂďůĞƚŚĂƚĐŚĂŶŐĞƐŝŶƚŚĞǀĂůƵĞƐ
ŽĨƚŚĞƐĞŝŶǀĞƐƚŵĞŶƚƐǁŝůůŽĐĐƵƌŝŶƚŚĞŶĞĂƌƚĞƌŵĂŶĚƚŚĂƚƐƵĐŚĐŚĂŶŐĞƐĐŽƵůĚŵĂƚĞƌŝĂůůǇĂĨĨĞĐƚƚŚĞĂŵŽƵŶƚƐƌĞƉŽƌƚĞĚŝŶƚŚĞ
ĐŽŶƐŽůŝĚĂƚĞĚƐƚĂƚĞŵĞŶƚŽĨĨŝŶĂŶĐŝĂůƉŽƐŝƚŝŽŶ͘

ZĞĂůƐƚĂƚĞ,ĞůĚĨŽƌ^ĂůĞͲ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶƌĞĐĞŝǀĞƐŐŝĨƚƐŝŶƚŚĞĨŽƌŵŽĨƌĞĂůĞƐƚĂƚĞ͘^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŐĞŶĞƌĂůůǇ
ůŝƋƵŝĚĂƚĞƐƚŚĞƌĞĂůĞƐƚĂƚĞĂƐƐŽŽŶĂƐƉƌĂĐƚŝĐĂůĂĨƚĞƌƚƌĂŶƐĨĞƌŽĨƚŝƚůĞƚŽ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͘

DŝƐƐŝŽŶZĞůĂƚĞĚ;/ŵƉĂĐƚͿ/ŶǀĞƐƚŵĞŶƚƐͲ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŚĂƐŵĂĚĞůŽĂŶƐ͕ůŽĂŶŐƵĂƌĂŶƚŝĞƐ͕ĂŶĚĞƋƵŝƚǇŝŶǀĞƐƚŵĞŶƚƐĨŽƌ
ƉƌŽŐƌĂŵƉƵƌƉŽƐĞƐ͘>ŽĂŶƐƌĞĐĞŝǀĂďůĞĂƌĞŐĞŶĞƌĂůůǇĚƵĞŽǀĞƌĂƉĞƌŝŽĚŽĨŽŶĞƚŽƚĞŶǇĞĂƌƐ͘dŚĞůŽĂŶƐĂƌĞƌĞĐŽƌĚĞĚŶĞƚŽĨĂ
ƉƌĞƐĞŶƚǀĂůƵĞĚŝƐĐŽƵŶƚ͕ĂŶĚŝŵƉƵƚĞĚŝŶƚĞƌĞƐƚŝƐƌĞĐŽŐŶŝǌĞĚŽǀĞƌƚŚĞƚĞƌŵŽĨƚŚĞůŽĂŶƐ͕ĐĂůĐƵůĂƚĞĚƵƐŝŶŐƚŚĞƐŝŵƉůĞͲŝŶƚĞƌĞƐƚ
ŵĞƚŚŽĚŽŶƚŚĞƉƌŝŶĐŝƉĂůŽƵƚƐƚĂŶĚŝŶŐ͘^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŚĂƐŽƵƚƐƚĂŶĚŝŶŐĐĂƉŝƚĂůĐŽŵŵŝƚŵĞŶƚƐĨŽƌĞƋƵŝƚǇŵŝƐƐŝŽŶƌĞůĂƚĞĚ
ŝŶǀĞƐƚŵĞŶƚƐƚŽƚĂůŝŶŐΨϭ͘ϯŵŝůůŝŽŶĂƚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ͘dŚĞƌĞǁĞƌĞŶŽŽƵƚƐƚĂŶĚŝŶŐĐĂƉŝƚĂůĐŽŵŵŝƚŵĞŶƚƐĂƚĞĐĞŵďĞƌϯϭ͕
ϮϬϭϲ͘DĂŶĂŐĞŵĞŶƚŚĂƐƌĞǀŝĞǁĞĚƚŚĞĐŽůůĞĐƚĂďŝůŝƚǇŽĨƚŚĞŶŽƚĞƐƌĞĐĞŝǀĂďůĞĂŶĚĞƋƵŝƚǇŝŶǀĞƐƚŵĞŶƚƐĂŶĚŚĂƐĚĞƚĞƌŵŝŶĞĚĂŶ
ĂůůŽǁĂŶĐĞĨŽƌŝŵƉĂŝƌŵĞŶƚŝƐŶŽƚŶĞĐĞƐƐĂƌǇĂƐŽĨĞĐĞŵďĞƌϯϭ͕ϮϬϭϳĂŶĚϮϬϭϲ͘

&ŝǆĞĚƐƐĞƚƐĂƉŝƚĂůŝǌĂƚŝŽŶĂŶĚĞƉƌĞĐŝĂƚŝŽŶͲ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶĐĂƉŝƚĂůŝǌĞƐĂƐƐĞƚƐǁŝƚŚĂĐŽƐƚŐƌĞĂƚĞƌƚŚĂŶΨϱ͕ϬϬϬĂŶĚĂŶ
ĞƐƚŝŵĂƚĞĚƵƐĞĨƵůůŝĨĞŽĨŵŽƌĞƚŚĂŶŽŶĞǇĞĂƌ͘WƵƌĐŚĂƐĞĚĨŝǆĞĚĂƐƐĞƚƐĂƌĞƌĞĐŽƌĚĞĚĂƚĐŽƐƚĂŶĚĚŽŶĂƚĞĚĨŝǆĞĚĂƐƐĞƚƐĂƌĞ
ƌĞĐŽƌĚĞĚĂƚĨĂŝƌǀĂůƵĞŽŶƚŚĞĚĂƚĞƌĞĐĞŝǀĞĚ͘^ŽĨƚǁĂƌĞĚĞǀĞůŽƉŵĞŶƚĐŽƐƚƐŝŶĐƵƌƌĞĚƚŽĐƌĞĂƚĞĂǁĞďƐŝƚĞĂŶĚŝŶƚĂŶŐŝďůĞƐ
ĐŽŶƐŝƐƚŝŶŐŽĨƌĞďƌĂŶĚŝŶŐĐŽƐƚƐĂƌĞĐĂƉŝƚĂůŝǌĞĚ͘

ĞƉƌĞĐŝĂƚŝŽŶĂŶĚĂŵŽƌƚŝǌĂƚŝŽŶĂƌĞƌĞĐŽƌĚĞĚŽŶĂƐƚƌĂŝŐŚƚͲůŝŶĞďĂƐŝƐŽǀĞƌƚŚĞĞƐƚŝŵĂƚĞĚƵƐĞĨƵůůŝǀĞƐŽĨƚŚĞƌĞůĂƚĞĚĂƐƐĞƚƐŽƌ͕
ĨŽƌůĞĂƐĞŚŽůĚŝŵƉƌŽǀĞŵĞŶƚƐ͕ŽǀĞƌƚŚĞƚĞƌŵŽĨƚŚĞůĞĂƐĞĂƐĨŽůůŽǁƐ͗

dĞĐŚŶŽůŽŐǇ͕ĞƋƵŝƉŵĞŶƚĂŶĚƐŽĨƚǁĂƌĞ
ϯͲϱǇĞĂƌƐ
>ĞĂƐĞŚŽůĚŝŵƉƌŽǀĞŵĞŶƚƐ
ϭϬǇĞĂƌƐ
&ƵƌŶŝƚƵƌĞĂŶĚĨŝǆƚƵƌĞƐ
ϯͲϭϬǇĞĂƌƐ
/ŶƚĂŶŐŝďůĞƐ
ϱͲϭϬǇĞĂƌƐ

&ƵŶĚƐ,ĞůĚĨŽƌKƚŚĞƌƐͲ/ŶĂĐĐŽƌĚĂŶĐĞǁŝƚŚh͘^͘'W͕ǁŚĞŶĂŶŽƚͲĨŽƌͲƉƌŽĨŝƚŽƌŐĂŶŝǌĂƚŝŽŶ͕ƐƵĐŚĂƐĂĐŽŵŵƵŶŝƚǇĨŽƵŶĚĂƚŝŽŶ͕
ĂĐĐĞƉƚƐĂĐŽŶƚƌŝďƵƚŝŽŶĨƌŽŵĂĚŽŶŽƌĂŶĚĂŐƌĞĞƐƚŽƚƌĂŶƐĨĞƌƚŚŽƐĞĂƐƐĞƚƐ͕ƚŚĞƌĞƚƵƌŶŽŶŝŶǀĞƐƚŵĞŶƚŽĨƚŚŽƐĞĂƐƐĞƚƐ͕ŽƌďŽƚŚ͕
ƚŽĂŶŽƚŚĞƌĞŶƚŝƚǇƚŚĂƚŝƐƐƉĞĐŝĨŝĞĚďǇƚŚĞĚŽŶŽƌ͕ƚŚĞĐŽŵŵƵŶŝƚǇĨŽƵŶĚĂƚŝŽŶŵƵƐƚĂĐĐŽƵŶƚĨŽƌƚŚĞƚƌĂŶƐĨĞƌŽĨƐƵĐŚĂƐƐĞƚƐĂƐŝĨ
ŝƚŝƐŚŽůĚŝŶŐƚŚĞĨƵŶĚƐĂƐĂŶĂŐĞŶƚŽĨƚŚĞĚŽŶŽƌ͘dŚĞƐĞĨƵŶĚƐ͕ŝĚĞŶƚŝĨŝĞĚĂƐĂŐĞŶĐǇĨƵŶĚƐ͕ĂƌĞŝŶĐůƵĚĞĚŝŶ^ĞĂƚƚůĞ
&ŽƵŶĚĂƚŝŽŶ͛ƐĂƐƐĞƚƐǁŝƚŚĂŶŽĨĨƐĞƚƚŝŶŐůŝĂďŝůŝƚǇŽŶƚŚĞĐŽŶƐŽůŝĚĂƚĞĚƐƚĂƚĞŵĞŶƚŽĨĨŝŶĂŶĐŝĂůƉŽƐŝƚŝŽŶ͘dŚĞůŝĂďŝůŝƚǇŝƐǀĂůƵĞĚĂƚ
ƚŚĞĨĂŝƌǀĂůƵĞŽĨƚŚĞĂŐĞŶĐǇĨƵŶĚƐ͕ĞƐƚŝŵĂƚĞĚďǇ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͘ĐƚŝǀŝƚŝĞƐƌĞůĂƚĞĚƚŽƚŚĞĂŐĞŶĐǇĨƵŶĚƐĚŽŶŽƚĂĨĨĞĐƚƚŚĞ
ĐŚĂŶŐĞŝŶŶĞƚĂƐƐĞƚƐŽĨ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͘

ͲϵͲ

^dd>&KhEd/KE

EŽƚĞƐƚŽŽŶƐŽůŝĚĂƚĞĚ&ŝŶĂŶĐŝĂů^ƚĂƚĞŵĞŶƚƐ
&ŽƌƚŚĞzĞĂƌŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ
;/ŶdŚŽƵƐĂŶĚƐͿ


EŽƚĞϮͲŽŶƚŝŶƵĞĚ

EĞƚƐƐĞƚƐͲ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶƉƌĞƐĞŶƚƐŝƚƐŶĞƚĂƐƐĞƚƐ͕ƌĞǀĞŶƵĞƐ͕ŐĂŝŶƐ͕ĂŶĚůŽƐƐĞƐďĂƐĞĚŽŶƚŚĞĞǆŝƐƚĞŶĐĞŽƌĂďƐĞŶĐĞŽĨ
ĚŽŶŽƌͲŝŵƉŽƐĞĚƌĞƐƚƌŝĐƚŝŽŶƐ͘ĐĐŽƌĚŝŶŐůǇ͕ƚŚĞŶĞƚĂƐƐĞƚƐŽĨ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶĂŶĚĐŚĂŶŐĞƐƚŚĞƌĞŝŶĂƌĞĐůĂƐƐŝĨŝĞĚĂŶĚ
ƌĞƉŽƌƚĞĚĂƐĨŽůůŽǁƐ͗

hŶƌĞƐƚƌŝĐƚĞĚEĞƚƐƐĞƚƐͲEĞƚĂƐƐĞƚƐŽŶǁŚŝĐŚƚŚĞƌĞĂƌĞŶŽĚŽŶŽƌͲŝŵƉŽƐĞĚƌĞƐƚƌŝĐƚŝŽŶƐĨŽƌƵƐĞŽƌŽŶǁŚŝĐŚĚŽŶŽƌͲ
ŝŵƉŽƐĞĚƌĞƐƚƌŝĐƚŝŽŶƐŚĂǀĞĞǆƉŝƌĞĚ͘

dĞŵƉŽƌĂƌŝůǇZĞƐƚƌŝĐƚĞĚEĞƚƐƐĞƚƐͲEĞƚĂƐƐĞƚƐƐƵďũĞĐƚƚŽĚŽŶŽƌͲŝŵƉŽƐĞĚƌĞƐƚƌŝĐƚŝŽŶƐƚŚĂƚǁŝůůďĞŵĞƚĞŝƚŚĞƌďǇ
ĂĐƚŝŽŶƐŽĨ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŽƌƚŚĞƉĂƐƐĂŐĞŽĨƚŝŵĞ͘/ƚĞŵƐƚŚĂƚĂĨĨĞĐƚƚŚŝƐŶĞƚĂƐƐĞƚĐĂƚĞŐŽƌǇĂƌĞŐŝĨƚƐĨŽƌǁŚŝĐŚĂ
ƚŝŵĞƌĞƐƚƌŝĐƚŝŽŶŚĂƐŶŽƚďĞĞŶŵĞƚ͕ĂŶĚŝŶĐŽŵĞƚŚĂƚŝƐŶŽƚǇĞƚĂǀĂŝůĂďůĞĨŽƌƵƐĞĂƐĚĞƐŝŐŶĂƚĞĚďǇƚŚĞĚŽŶŽƌ͘
dĞŵƉŽƌĂƌŝůǇƌĞƐƚƌŝĐƚĞĚŶĞƚĂƐƐĞƚƐŝŶĐůƵĚĞĐŚĂƌŝƚĂďůĞƌĞŵĂŝŶĚĞƌƚƌƵƐƚƐ͕ĐŚĂƌŝƚĂďůĞůĞĂĚƚƌƵƐƚƐ͕ƉůĞĚŐĞƐ͕ĂŶĚďĞƋƵĞƐƚƐ
ǁŚŝĐŚǁŝůůďĞĐŽůůĞĐƚĞĚŝŶĂĨƵƚƵƌĞǇĞĂƌ͕ĂŶĚƚŚĞŶĞƚĂƐƐĞƚƐŽĨƚŚĞ>>ĂŶĚƐƉŽŶƐŽƌĞĚƉƌŽŐƌĂŵ͘

WĞƌŵĂŶĞŶƚůǇZĞƐƚƌŝĐƚĞĚEĞƚƐƐĞƚƐͲEĞƚĂƐƐĞƚƐƐƵďũĞĐƚƚŽĚŽŶŽƌͲŝŵƉŽƐĞĚƌĞƐƚƌŝĐƚŝŽŶƐƚŽďĞŵĂŝŶƚĂŝŶĞĚ
ƉĞƌŵĂŶĞŶƚůǇďǇ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͘WĞƌŵĂŶĞŶƚůǇƌĞƐƚƌŝĐƚĞĚŶĞƚĂƐƐĞƚƐĐŽŶƐŝƐƚŽĨƉĞƌƉĞƚƵĂůƚƌƵƐƚƐ͘

ZĞǀĞŶƵĞƐĂƌĞƌĞƉŽƌƚĞĚĂƐŝŶĐƌĞĂƐĞƐŝŶƵŶƌĞƐƚƌŝĐƚĞĚŶĞƚĂƐƐĞƚƐƵŶůĞƐƐƵƐĞŽĨƚŚĞƌĞůĂƚĞĚĂƐƐĞƚƐŝƐůŝŵŝƚĞĚďǇĚŽŶŽƌͲŝŵƉŽƐĞĚ
ƌĞƐƚƌŝĐƚŝŽŶƐ͘ǆƉĞŶƐĞƐĂƌĞƌĞƉŽƌƚĞĚĂƐĚĞĐƌĞĂƐĞƐŝŶƵŶƌĞƐƚƌŝĐƚĞĚŶĞƚĂƐƐĞƚƐ͘'ĂŝŶƐĂŶĚůŽƐƐĞƐŽŶŝŶǀĞƐƚŵĞŶƚƐĂŶĚŽƚŚĞƌ
ĂƐƐĞƚƐŽƌůŝĂďŝůŝƚŝĞƐĂƌĞƌĞƉŽƌƚĞĚĂƐŝŶĐƌĞĂƐĞƐŽƌĚĞĐƌĞĂƐĞƐŝŶƵŶƌĞƐƚƌŝĐƚĞĚŶĞƚĂƐƐĞƚƐƵŶůĞƐƐƚŚĞŝƌƵƐĞŝƐƌĞƐƚƌŝĐƚĞĚďǇĞǆƉůŝĐŝƚ
ĚŽŶŽƌƐƚŝƉƵůĂƚŝŽŶŽƌďǇůĂǁ͘tŚĞŶĂƌĞƐƚƌŝĐƚŝŽŶĞǆƉŝƌĞƐ͕;ƚŚĂƚŝƐ͕ǁŚĞŶĂƐƚŝƉƵůĂƚĞĚƚŝŵĞƌĞƐƚƌŝĐƚŝŽŶĞŶĚƐŽƌƉƵƌƉŽƐĞ
ƌĞƐƚƌŝĐƚŝŽŶŝƐĂĐĐŽŵƉůŝƐŚĞĚͿ͕ƚĞŵƉŽƌĂƌŝůǇƌĞƐƚƌŝĐƚĞĚŶĞƚĂƐƐĞƚƐĂƌĞƌĞĐůĂƐƐŝĨŝĞĚƚŽƵŶƌĞƐƚƌŝĐƚĞĚŶĞƚĂƐƐĞƚƐĂŶĚƌĞƉŽƌƚĞĚŝŶƚŚĞ
ĐŽŶƐŽůŝĚĂƚĞĚƐƚĂƚĞŵĞŶƚŽĨĂĐƚŝǀŝƚŝĞƐĂƐŶĞƚĂƐƐĞƚƐƌĞůĞĂƐĞĚĨƌŽŵƌĞƐƚƌŝĐƚŝŽŶ͘

^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͛ƐĐŽƌƉŽƌĂƚĞďǇůĂǁƐĂŶĚĐŽŶƚƌŝďƵƚŝŽŶĚŽĐƵŵĞŶƚƐŐƌĂŶƚ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͞ǀĂƌŝĂŶĐĞƉŽǁĞƌ͟ƚŚĂƚŝŶ
ĞĨĨĞĐƚŐŝǀĞƐ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶĐŽŶƚƌŽůŽǀĞƌĂůůŐƌĂŶƚĚŝƐďƵƌƐĞŵĞŶƚƐ͘ŽŶƐĞƋƵĞŶƚůǇ͕ĂůůĐŽŶƚƌŝďƵƚŝŽŶƐĂƌĞĐůĂƐƐŝĨŝĞĚĂƐ
ƵŶƌĞƐƚƌŝĐƚĞĚŝĨƚŚĞǇĂƌĞĂǀĂŝůĂďůĞƚŽ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶǁŝƚŚŶŽƌĞƐƚƌŝĐƚŝŽŶĂƐƚŽǁŚĞŶƚŚĞĨƵŶĚƐĂƌĞĂǀĂŝůĂďůĞĨŽƌ
ĞǆƉĞŶĚŝƚƵƌĞ͘

ZĞǀĞŶƵĞZĞĐŽŐŶŝƚŝŽŶͲŽŶƚƌŝďƵƚŝŽŶƐĂƌĞƌĞĐŽŐŶŝǌĞĚĂƐƌĞǀĞŶƵĞǁŚĞŶƌĞĐĞŝǀĞĚŽƌƵŶĐŽŶĚŝƚŝŽŶĂůůǇƉƌŽŵŝƐĞĚ͘hŶĐŽŶĚŝƚŝŽŶĂů
ƉƌŽŵŝƐĞƐƚŽŐŝǀĞƚŚĂƚĂƌĞĞǆƉĞĐƚĞĚƚŽďĞĐŽůůĞĐƚĞĚŝŶĨƵƚƵƌĞǇĞĂƌƐĂƌĞƌĞĐŽŐŶŝǌĞĚĂƚĨĂŝƌǀĂůƵĞďĂƐĞĚŽŶĚŝƐĐŽƵŶƚĞĚĐĂƐŚ
ĨůŽǁƐ͘ŽŶƚƌŝďƵƚŝŽŶƐŽĨĂƐƐĞƚƐŽƚŚĞƌƚŚĂŶĐĂƐŚĂƌĞƌĞĐŽƌĚĞĚĂƚƚŚĞŝƌĞƐƚŝŵĂƚĞĚĨĂŝƌǀĂůƵĞŽŶƚŚĞĚĂƚĞƌĞĐĞŝǀĞĚ͘ŽŶƚƌŝďƵƚĞĚ
ƌĞĂůĞƐƚĂƚĞŝƐƌĞĐŽƌĚĞĚĂƚĂƉƉƌĂŝƐĞĚŽƌĞƐƚŝŵĂƚĞĚĨĂŝƌǀĂůƵĞŽŶƚŚĞĚĂƚĞƌĞĐĞŝǀĞĚ͘

'ƌĂŶƚƐͲŽŵŵƵŶŝƚǇ͕ĂƌĞĂŽĨŝŶƚĞƌĞƐƚ͕ĂŐĞŶĐǇĂŶĚĚĞƐŝŐŶĂƚĞĚŐƌĂŶƚƐĂƌĞĂƉƉƌŽǀĞĚďǇƚŚĞŽĂƌĚŽĨdƌƵƐƚĞĞƐŽĨ^ĞĂƚƚůĞ
&ŽƵŶĚĂƚŝŽŶŝŶĂĐĐŽƌĚĂŶĐĞǁŝƚŚ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͛ƐďǇůĂǁƐĂŶĚŽƉĞƌĂƚŝŶŐŐƵŝĚĞůŝŶĞƐ͘dŚĞŽĂƌĚŚĂƐĚĞůĞŐĂƚĞĚĂƵƚŚŽƌŝƚǇƚŽ
ĐĞƌƚĂŝŶ&ŽƵŶĚĂƚŝŽŶƐĞŶŝŽƌƐƚĂĨĨŵĞŵďĞƌƐƚŽĂƉƉƌŽǀĞĚŽŶŽƌĂĚǀŝƐĞĚĨƵŶĚŐƌĂŶƚƌĞĐŽŵŵĞŶĚĂƚŝŽŶƐĐŽŶƐŝƐƚĞŶƚǁŝƚŚ^ĞĂƚƚůĞ
&ŽƵŶĚĂƚŝŽŶ͛ƐĐŚĂƌŝƚĂďůĞƉƵƌƉŽƐĞƐĂŶĚƉŽůŝĐŝĞƐ͘'ƌĂŶƚƐĂƌĞĂƉƉƌŽǀĞĚďǇƚŚĞŽĂƌĚŽĨdƌƵƐƚĞĞƐŽĨ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŽƌ
ƐƵƉƉŽƌƚŝŶŐŽƌŐĂŶŝǌĂƚŝŽŶƐƵŶĚĞƌƚŚĞŝƌƌĞƐƉĞĐƚŝǀĞďǇůĂǁƐĂŶĚŐƵŝĚĞůŝŶĞƐ͘hŶĐŽŶĚŝƚŝŽŶĂůŐƌĂŶƚƐĂŶĚĚŝƐƚƌŝďƵƚŝŽŶƐĂƌĞƌĞĐŽƌĚĞĚ
ŝŶƚŚĞĐŽŶƐŽůŝĚĂƚĞĚĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐǁŚĞŶĂƉƉƌŽǀĞĚĂŶĚĐŽŵŵƵŶŝĐĂƚĞĚƚŽƚŚĞŐƌĂŶƚĞĞ͘'ƌĂŶƚƐĂƉƉƌŽǀĞĚďǇƚŚĞŽĂƌĚ
ŽĨdƌƵƐƚĞĞƐƚŚĂƚĂƌĞƉĂǇĂďůĞƵƉŽŶƚŚĞƉĞƌĨŽƌŵĂŶĐĞŽĨƐƉĞĐŝĨŝĞĚĐŽŶĚŝƚŝŽŶƐďǇƚŚĞŐƌĂŶƚĞĞĂƌĞŶŽƚƌĞĨůĞĐƚĞĚŝŶŐƌĂŶƚƐ
ƉĂǇĂďůĞŝŶƚŚĞĐŽŶƐŽůŝĚĂƚĞĚĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐƵŶƚŝůƚŚŽƐĞĐŽŶĚŝƚŝŽŶƐĂƌĞƐĂƚŝƐĨŝĞĚ͘

ͲϭϬͲ

^dd>&KhEd/KE

EŽƚĞƐƚŽŽŶƐŽůŝĚĂƚĞĚ&ŝŶĂŶĐŝĂů^ƚĂƚĞŵĞŶƚƐ
&ŽƌƚŚĞzĞĂƌŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ
;/ŶdŚŽƵƐĂŶĚƐͿ


EŽƚĞϮͲŽŶƚŝŶƵĞĚ

/ŶͲ<ŝŶĚŽŶƚƌŝďƵƚŝŽŶƐͲĂĐŚǇĞĂƌ͕ǀŽůƵŶƚĞĞƌƐŐŝǀĞƚŚĞŝƌƚŝŵĞĂŶĚĞǆƉĞƌƚŝƐĞƚŽ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŝŶĂǁŝĚĞǀĂƌŝĞƚǇŽĨĂƌĞĂƐ
ŝŶĐůƵĚŝŶŐŐƌĂŶƚƐ͕ĂƵĚŝƚ͕ŝŶǀĞƐƚŵĞŶƚ͕ĨŝŶĂŶĐĞĂŶĚŽƚŚĞƌĂĐƚŝǀŝƚŝĞƐ͘dŚĞƐĞĐŽŶƚƌŝďƵƚŝŽŶƐ͕ĚĞƐƉŝƚĞƚŚĞŝƌĐŽŶƐŝĚĞƌĂďůĞǀĂůƵĞƚŽƚŚĞ
ŵŝƐƐŝŽŶŽĨ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͕ĂƌĞŶŽƚƌĞĨůĞĐƚĞĚŝŶƚŚĞĐŽŶƐŽůŝĚĂƚĞĚĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐ͘

ŽŶĐĞŶƚƌĂƚŝŽŶŽĨƌĞĚŝƚZŝƐŬͲ/ŶǀĞƐƚŵĞŶƚƐŝŶĐĂƐŚ͕ŵƵƚƵĂůĨƵŶĚƐ͕ĂŶĚŝŶǀĞƐƚŵĞŶƚƐŚĞůĚŝŶďĂŶŬƐŐĞŶĞƌĂůůǇĞǆĐĞĞĚĞĚƚŚĞ
ĂǀĂŝůĂďůĞĨĞĚĞƌĂůůǇŝŶƐƵƌĞĚĂŵŽƵŶƚƐ͘

ƉƉƌŽǆŝŵĂƚĞůǇϭϰйŽĨĐŽŶƚƌŝďƵƚŝŽŶƐǁĂƐĨƌŽŵŽŶĞĚŽŶŽƌĨŽƌƚŚĞǇĞĂƌĞŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϲ͕ƚŚĞƌĞǁĞƌĞŶŽ
ĐŽŶƚƌŝďƵƚŝŽŶĐŽŶĐĞŶƚƌĂƚŝŽŶƐĨŽƌƚŚĞǇĞĂƌĞŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ͘ƉƉƌŽǆŝŵĂƚĞůǇϭϬϬйĂŶĚϴϳйŽĨƉůĞĚŐĞƐƌĞĐĞŝǀĂďůĞ
ǁĞƌĞĨƌŽŵĨŽƵƌĚŽŶŽƌƐĂƚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳĂŶĚϮϬϭϲ͕ƌĞƐƉĞĐƚŝǀĞůǇ͘

hƐĞŽĨƐƚŝŵĂƚĞƐͲdŚĞƉƌĞƉĂƌĂƚŝŽŶŽĨĐŽŶƐŽůŝĚĂƚĞĚĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐŝŶĐŽŶĨŽƌŵŝƚǇǁŝƚŚh͘^͘'WƌĞƋƵŝƌĞƐ
ŵĂŶĂŐĞŵĞŶƚƚŽŵĂŬĞĞƐƚŝŵĂƚĞƐĂŶĚĂƐƐƵŵƉƚŝŽŶƐƚŚĂƚĂĨĨĞĐƚƚŚĞƌĞƉŽƌƚĞĚĂŵŽƵŶƚƐŽĨĂƐƐĞƚƐĂŶĚůŝĂďŝůŝƚŝĞƐĂŶĚĚŝƐĐůŽƐƵƌĞ
ŽĨĐŽŶƚŝŶŐĞŶƚĂƐƐĞƚƐĂŶĚůŝĂďŝůŝƚŝĞƐĂƚƚŚĞĚĂƚĞŽĨƚŚĞĐŽŶƐŽůŝĚĂƚĞĚĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐ͕ĂŶĚƚŚĞƌĞƉŽƌƚĞĚĂŵŽƵŶƚƐŽĨ
ƌĞǀĞŶƵĞƐĂŶĚĞǆƉĞŶƐĞƐĚƵƌŝŶŐƚŚĞƌĞƉŽƌƚŝŶŐƉĞƌŝŽĚ͘ĐƚƵĂůƌĞƐƵůƚƐĐŽƵůĚĚŝĨĨĞƌĨƌŽŵƚŚŽƐĞĞƐƚŝŵĂƚĞƐ͘

&ƵŶĐƚŝŽŶĂůǆƉĞŶƐĞůůŽĐĂƚŝŽŶͲǆƉĞŶƐĞƐǁŚŝĐŚĂƉƉůǇƚŽŵŽƌĞƚŚĂŶŽŶĞĨƵŶĐƚŝŽŶĂůĐĂƚĞŐŽƌǇŚĂǀĞďĞĞŶĂůůŽĐĂƚĞĚĂŵŽŶŐ
ƉƌŽŐƌĂŵĂŶĚƐƵƉƉŽƌƚĞǆƉĞŶƐĞƐďĂƐĞĚŽŶƚŚĞƚŝŵĞƐƉĞŶƚŽŶƚŚĞƐĞĨƵŶĐƚŝŽŶƐďǇƐƉĞĐŝĨŝĐĞŵƉůŽǇĞĞƐĂƐĞƐƚŝŵĂƚĞĚďǇ
ŵĂŶĂŐĞŵĞŶƚ͘/ŶĚŝƌĞĐƚĞǆƉĞŶƐĞƐƐƵĐŚĂƐĨĂĐŝůŝƚŝĞƐĐŽƐƚƐ͕ŝŶĨŽƌŵĂƚŝŽŶƚĞĐŚŶŽůŽŐǇĂŶĚŐĞŶĞƌĂůŽĨĨŝĐĞƐƵƉƉůŝĞƐĂƌĞĂůůŽĐĂƚĞĚ
ďĂƐĞĚŽŶƚŚĞŽǀĞƌĂůůŶƵŵďĞƌŽĨƐƚĂĨĨŝŶǀĂƌŝŽƵƐĨƵŶĐƚŝŽŶĂůĐĂƚĞŐŽƌŝĞƐƵƐĞĚďǇĨƵŶĐƚŝŽŶĂůĚĞƉĂƌƚŵĞŶƚƐ͘ĞƌƚĂŝŶŵĂƌŬĞƚŝŶŐ
ŵĂƚĞƌŝĂůĐŽƐƚƐĂƌĞĂůůŽĐĂƚĞĚďĂƐĞĚŽŶƚŚĞƉĞƌĐĞŶƚĂŐĞŽĨƚŚĞƉƵďůŝĐĂƚŝŽŶĚĞǀŽƚĞĚƚŽĞĂĐŚĨƵŶĐƚŝŽŶĂůĂƌĞĂ͘ůůŽƚŚĞƌĐŽƐƚƐĂƌĞ
ĐŚĂƌŐĞĚĚŝƌĞĐƚůǇƚŽƚŚĞĂƉƉƌŽƉƌŝĂƚĞĨƵŶĐƚŝŽŶĂůĐĂƚĞŐŽƌǇ͘

/ŶĐŽŵĞdĂǆĞƐͲ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶĂŶĚŝƚƐƐƵƉƉŽƌƚŝŶŐŽƌŐĂŶŝǌĂƚŝŽŶƐƋƵĂůŝĨǇĂƐƚĂǆͲĞǆĞŵƉƚŽƌŐĂŶŝǌĂƚŝŽŶƐĂŶĚĂƌĞŶŽƚƐƵďũĞĐƚ
ƚŽĨĞĚĞƌĂůŽƌƐƚĂƚĞŝŶĐŽŵĞƚĂǆĞƐ͕ĞǆĐĞƉƚŽŶƵŶƌĞůĂƚĞĚďƵƐŝŶĞƐƐŝŶĐŽŵĞ͕ƵŶĚĞƌ^ĞĐƚŝŽŶϱϬϭ;ĐͿ;ϯͿŽĨƚŚĞ/ŶƚĞƌŶĂůZĞǀĞŶƵĞ
ŽĚĞ͘/ŶĂĚĚŝƚŝŽŶ͕^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶĂŶĚŝƚƐƐƵƉƉŽƌƚŝŶŐŽƌŐĂŶŝǌĂƚŝŽŶƐƋƵĂůŝĨǇĨŽƌƚŚĞĐŚĂƌŝƚĂďůĞĐŽŶƚƌŝďƵƚŝŽŶĚĞĚƵĐƚŝŽŶ
ƵŶĚĞƌ^ĞĐƚŝŽŶϭϳϬ;ďͿ;ĂͿ;ͿŽĨƚŚĞ/ŶƚĞƌŶĂůZĞǀĞŶƵĞŽĚĞĂŶĚŚĂǀĞďĞĞŶĐůĂƐƐŝĨŝĞĚĂƐŽƌŐĂŶŝǌĂƚŝŽŶƐƚŚĂƚĂƌĞŶŽƚƉƌŝǀĂƚĞ
ĨŽƵŶĚĂƚŝŽŶƐĂƐĚĞĨŝŶĞĚŝŶ^ĞĐƚŝŽŶϱϬϵ;ĂͿŽĨƚŚĞŽĚĞ͘^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŝƐƐƵďũĞĐƚƚŽĨĞĚĞƌĂůŝŶĐŽŵĞƚĂǆŽŶůǇŽŶΗƵŶƌĞůĂƚĞĚ
ďƵƐŝŶĞƐƐƚĂǆĂďůĞŝŶĐŽŵĞΗĂƐĚĞĨŝŶĞĚŝŶ^ĞĐƚŝŽŶϱϭϮŽĨƚŚĞŽĚĞ͘hŶƌĞůĂƚĞĚďƵƐŝŶĞƐƐŝŶĐŽŵĞƚĂǆ͕ŝĨĂŶǇ͕ŝƐŝŵŵĂƚĞƌŝĂůĂŶĚŶŽ
ƚĂǆƉƌŽǀŝƐŝŽŶŚĂƐďĞĞŶŵĂĚĞŝŶƚŚĞĂĐĐŽŵƉĂŶǇŝŶŐĐŽŶƐŽůŝĚĂƚĞĚĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐ͘<ŝŶŐŽƵŶƚǇĐĐŽƵŶƚĂďůĞŽŵŵƵŶŝƚǇ
ŽĨ,ĞĂůƚŚ͕>>;EŽƚĞϭͿŝƐǁŚŽůůǇŽǁŶĞĚďǇ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶĂŶĚŝƐĂĚŝƐƌĞŐĂƌĚĞĚĞŶƚŝƚǇĨŽƌƚĂǆƉƵƌƉŽƐĞƐ͘

EĞǁĐĐŽƵŶƚŝŶŐWƌŽŶŽƵŶĐĞŵĞŶƚƐͲƵƌŝŶŐƚŚĞǇĞĂƌĞŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ͕^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŝŵƉůĞŵĞŶƚĞĚ^h
ϮϬϭϱͲϬϳ͕&ĂŝƌsĂůƵĞDĞĂƐƵƌĞŵĞŶƚ;dŽƉŝĐϴϮϬͿ͗ŝƐĐůŽƐƵƌĞƐĨŽƌ/ŶǀĞƐƚŵĞŶƚƐŝŶĞƌƚĂŝŶŶƚŝƚŝĞƐƚŚĂƚĂůĐƵůĂƚĞEĞƚƐƐĞƚsĂůƵĞ
ƉĞƌ^ŚĂƌĞ;ŽƌŝƚƐƋƵŝǀĂůĞŶƚͿ͕ǁŚŝĐŚƌĞŵŽǀĞƐƚŚĞƌĞƋƵŝƌĞŵĞŶƚƚŚĂƚŝŶǀĞƐƚŵĞŶƚƐĨŽƌǁŚŝĐŚĨĂŝƌǀĂůƵĞŝƐŵĞĂƐƵƌĞĚƵƐŝŶŐƚŚĞ
ŶĞƚĂƐƐĞƚǀĂůƵĞ;EsͿƉĞƌƐŚĂƌĞ͕ŽƌŝƚƐĞƋƵŝǀĂůĞŶƚ͕ďĞĐĂƚĞŐŽƌŝǌĞĚŝŶƚŚĞĨĂŝƌǀĂůƵĞŚŝĞƌĂƌĐŚǇ;EŽƚĞϯͿ͘dŚĞĐŚĂŶŐĞǁĂƐ
ŝŵƉůĞŵĞŶƚĞĚƌĞƚƌŽƐƉĞĐƚŝǀĞůǇĨŽƌĂůůƉĞƌŝŽĚƐƉƌĞƐĞŶƚĞĚ͘

ŽŵƉĂƌĂƚŝǀĞŵŽƵŶƚƐĨŽƌϮϬϭϲͲdŚĞĐŽŶƐŽůŝĚĂƚĞĚĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐŝŶĐůƵĚĞĐĞƌƚĂŝŶƉƌŝŽƌͲǇĞĂƌƐƵŵŵĂƌŝǌĞĚĐŽŵƉĂƌĂƚŝǀĞ
ŝŶĨŽƌŵĂƚŝŽŶŝŶƚŽƚĂůďƵƚŶŽƚďǇŶĞƚĂƐƐĞƚĐůĂƐƐ͘^ƵĐŚŝŶĨŽƌŵĂƚŝŽŶĚŽĞƐŶŽƚŝŶĐůƵĚĞƐƵĨĨŝĐŝĞŶƚĚĞƚĂŝůƚŽĐŽŶƐƚŝƚƵƚĞĂ
ƉƌĞƐĞŶƚĂƚŝŽŶŝŶĐŽŶĨŽƌŵŝƚǇǁŝƚŚh͘^͘'W͘ĐĐŽƌĚŝŶŐůǇ͕ƐƵĐŚŝŶĨŽƌŵĂƚŝŽŶƐŚŽƵůĚďĞƌĞĂĚŝŶĐŽŶũƵŶĐƚŝŽŶǁŝƚŚ^ĞĂƚƚůĞ
&ŽƵŶĚĂƚŝŽŶ͛ƐĐŽŶƐŽůŝĚĂƚĞĚĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐĨŽƌƚŚĞǇĞĂƌĞŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϲ͕ĨƌŽŵǁŚŝĐŚƚŚĞƐƵŵŵĂƌŝǌĞĚ
ŝŶĨŽƌŵĂƚŝŽŶǁĂƐĚĞƌŝǀĞĚ͘

ͲϭϭͲ

^dd>&KhEd/KE

EŽƚĞƐƚŽŽŶƐŽůŝĚĂƚĞĚ&ŝŶĂŶĐŝĂů^ƚĂƚĞŵĞŶƚƐ
&ŽƌƚŚĞzĞĂƌŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ
;/ŶdŚŽƵƐĂŶĚƐͿ


EŽƚĞϮͲŽŶƚŝŶƵĞĚ

^ƵďƐĞƋƵĞŶƚǀĞŶƚƐͲ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŚĂƐĞǀĂůƵĂƚĞĚƐƵďƐĞƋƵĞŶƚĞǀĞŶƚƐƚŚƌŽƵŐŚ:ƵŶĞϮϮ͕ϮϬϭϴ͕ƚŚĞĚĂƚĞŽŶǁŚŝĐŚƚŚĞ
ĐŽŶƐŽůŝĚĂƚĞĚĨŝŶĂŶĐŝĂůƐƚĂƚĞŵĞŶƚƐǁĞƌĞĂǀĂŝůĂďůĞƚŽďĞŝƐƐƵĞĚ͘

EŽƚĞϯͲ/ŶǀĞƐƚŵĞŶƚƐĂŶĚ&ĂŝƌsĂůƵĞDĞĂƐƵƌĞŵĞŶƚƐ

&ĂŝƌsĂůƵĞDĞĂƐƵƌĞŵĞŶƚƐͲh͘^͘'WĞƐƚĂďůŝƐŚĞƐĂĨƌĂŵĞǁŽƌŬĨŽƌŵĞĂƐƵƌŝŶŐĨĂŝƌǀĂůƵĞĂŶĚƌĞƋƵŝƌĞƐĐĞƌƚĂŝŶĚŝƐĐůŽƐƵƌĞƐ͘dŽ
ŝŶĐƌĞĂƐĞĐŽŶƐŝƐƚĞŶĐǇĂŶĚĐŽŵƉĂƌĂďŝůŝƚǇŝŶĨĂŝƌǀĂůƵĞŵĞĂƐƵƌĞŵĞŶƚƐ͕ĨĂŝƌǀĂůƵĞŝƐƌĞƋƵŝƌĞĚƚŽďĞĚĞƚĞƌŵŝŶĞĚďĂƐĞĚŽŶƚŚĞ
ĞǆĐŚĂŶŐĞƉƌŝĐĞƚŚĂƚǁŽƵůĚďĞƌĞĐĞŝǀĞĚĨŽƌĂŶĂƐƐĞƚŽƌƉĂŝĚƚŽƚƌĂŶƐĨĞƌĂůŝĂďŝůŝƚǇ;ĞǆŝƚƉƌŝĐĞͿŝŶƚŚĞƉƌŝŶĐŝƉĂůŽƌŵŽƐƚ
ĂĚǀĂŶƚĂŐĞŽƵƐŵĂƌŬĞƚĨŽƌƚŚĞĂƐƐĞƚŽƌůŝĂďŝůŝƚǇŝŶĂŶŽƌĚĞƌůǇƚƌĂŶƐĂĐƚŝŽŶďĞƚǁĞĞŶŵĂƌŬĞƚƉĂƌƚŝĐŝƉĂŶƚƐ͘

h͘^͘'WƵƚŝůŝǌĞƐĂƚŚƌĞĞͲůĞǀĞůǀĂůƵĂƚŝŽŶŚŝĞƌĂƌĐŚǇďĂƐĞĚŽŶŽďƐĞƌǀĂďůĞĂŶĚƵŶŽďƐĞƌǀĂďůĞŝŶƉƵƚƐ͘KďƐĞƌǀĂďůĞŝŶƉƵƚƐĐŽŶƐŝƐƚ
ŽĨĚĂƚĂŽďƚĂŝŶĞĚĨƌŽŵŝŶĚĞƉĞŶĚĞŶƚƐŽƵƌĐĞƐ͘hŶŽďƐĞƌǀĂďůĞŝŶƉƵƚƐƌĞĨůĞĐƚŵĂƌŬĞƚĂƐƐƵŵƉƚŝŽŶƐ͘dŚĞƐĞƚǁŽƚǇƉĞƐŽĨŝŶƉƵƚƐ
ĂƌĞƵƐĞĚƚŽĐƌĞĂƚĞƚŚĞĨĂŝƌǀĂůƵĞŚŝĞƌĂƌĐŚǇ͕ŐŝǀŝŶŐƉƌĞĨĞƌĞŶĐĞƚŽŽďƐĞƌǀĂďůĞŝŶƉƵƚƐ͘

&ŝŶĂŶĐŝĂůĂƐƐĞƚƐĂŶĚůŝĂďŝůŝƚŝĞƐĐůĂƐƐŝĨŝĞĚĂƐ>ĞǀĞůϭŚĂǀĞĨĂŝƌǀĂůƵĞƐďĂƐĞĚŽŶƵŶĂĚũƵƐƚĞĚƋƵŽƚĞĚŵĂƌŬĞƚƉƌŝĐĞƐĨŽƌŝĚĞŶƚŝĐĂů
ŝŶƐƚƌƵŵĞŶƚƐŝŶĂĐƚŝǀĞŵĂƌŬĞƚƐ͘&ŝŶĂŶĐŝĂůĂƐƐĞƚƐĂŶĚůŝĂďŝůŝƚŝĞƐĐůĂƐƐŝĨŝĞĚĂƐ>ĞǀĞůϮŚĂǀĞĨĂŝƌǀĂůƵĞƐďĂƐĞĚŽŶƋƵŽƚĞĚƉƌŝĐĞƐĨŽƌ
ƐŝŵŝůĂƌŝŶƐƚƌƵŵĞŶƚƐŝŶĂĐƚŝǀĞŵĂƌŬĞƚƐ͕ƋƵŽƚĞĚƉƌŝĐĞƐĨŽƌŝĚĞŶƚŝĐĂůŽƌƐŝŵŝůĂƌŝŶƐƚƌƵŵĞŶƚƐŝŶŝŶĂĐƚŝǀĞŵĂƌŬĞƚƐ͕ĂŶĚŵŽĚĞůͲ
ĚĞƌŝǀĞĚǀĂůƵĂƚŝŽŶƐǁŚŽƐĞŝŶƉƵƚƐĂƌĞŽďƐĞƌǀĂďůĞ͘&ŝŶĂŶĐŝĂůĂƐƐĞƚƐĂŶĚůŝĂďŝůŝƚŝĞƐĐůĂƐƐŝĨŝĞĚĂƐ>ĞǀĞůϯŚĂǀĞĨĂŝƌǀĂůƵĞƐďĂƐĞĚŽŶ
ǀĂůƵĞĚƌŝǀĞƌƐƚŚĂƚĂƌĞƵŶŽďƐĞƌǀĂďůĞ͘

tŚŝůĞƚŚŝƐƌĞƋƵŝƌĞŵĞŶƚĂƉƉůŝĞƐƚŽĂůůĨŝŶĂŶĐŝĂůĂƐƐĞƚƐƌĞĐŽƌĚĞĚŽŶĂƌĞĐƵƌƌŝŶŐďĂƐŝƐ͕ŝƚƉƌŝŵĂƌŝůǇĂƉƉůŝĞƐƚŽƚŚĞƐĞĐƵƌŝƚŝĞƐŚĞůĚ
ŝŶ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͛ƐŝŶǀĞƐƚŵĞŶƚƉŽƌƚĨŽůŝŽĂŶĚĐĞƌƚĂŝŶůŝĂďŝůŝƚŝĞƐ͘

sĂůƵĂƚŝŽŶdĞĐŚŶŝƋƵĞƐͲsĂůƵĂƚŝŽŶƚĞĐŚŶŝƋƵĞƐƵƚŝůŝǌĞĚƚŽĚĞƚĞƌŵŝŶĞĨĂŝƌǀĂůƵĞĂƌĞĐŽŶƐŝƐƚĞŶƚůǇĂƉƉůŝĞĚ͘&ŽůůŽǁŝŶŐŝƐĂ
ĚĞƐĐƌŝƉƚŝŽŶŽĨƚŚĞǀĂůƵĂƚŝŽŶŵĞƚŚŽĚŽůŽŐŝĞƐƵƐĞĚĨŽƌĂƐƐĞƚƐŵĞĂƐƵƌĞĚĂƚĨĂŝƌǀĂůƵĞ͘dŚĞƌĞŚĂǀĞďĞĞŶŶŽĐŚĂŶŐĞƐŝŶƚŚĞ
ŵĞƚŚŽĚŽůŽŐŝĞƐƵƐĞĚĂƚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳĂŶĚϮϬϭϲ͘

ĂƐŚĂŶĚDŽŶĞǇDĂƌŬĞƚ&ƵŶĚƐͲ/ŶĐůƵĚĞƐĐĂƐŚŚĞůĚŝŶŝŶǀĞƐƚŵĞŶƚƉŽŽůƐĂŶĚŝƐƌĞĨůĞĐƚĞĚĂƚĐŽƐƚƉůƵƐĂĐĐƌƵĞĚ
ŝŶƚĞƌĞƐƚ͕ǁŚŝĐŚƌĞƉƌĞƐĞŶƚƐĨĂŝƌǀĂůƵĞ͘

DĂƌŬĞƚĂďůĞƋƵŝƚǇĂŶĚ&ŝǆĞĚ/ŶĐŽŵĞ^ĞĐƵƌŝƚŝĞƐͲsĂůƵĞĚĂƚƚŚĞĐůŽƐŝŶŐƉƌŝĐĞƌĞƉŽƌƚĞĚŽŶƚŚĞĂĐƚŝǀĞŵĂƌŬĞƚŝŶǁŚŝĐŚ
ƚŚĞƐĞĐƵƌŝƚŝĞƐĂƌĞƚƌĂĚĞĚ͘

ZĞĂůZĞƚƵƌŶ&ƵŶĚƐͲsĂůƵĞĚĂƚŶĞƚĂƐƐĞƚǀĂůƵĞ;EsͿ͕ǁŚŝĐŚƌĞƉƌĞƐĞŶƚƐ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͛ƐƉƌŽƉŽƌƚŝŽŶĂƚĞƐŚĂƌĞŽĨ
ƚŚĞŶĞƚĂƐƐĞƚƐŽĨƚŚĞŝŶǀĞƐƚŵĞŶƚĂƐƌĞƉŽƌƚĞĚďǇƚŚĞƵŶĚĞƌůǇŝŶŐŝŶǀĞƐƚŵĞŶƚŵĂŶĂŐĞƌƐŽƌŐĞŶĞƌĂůƉĂƌƚŶĞƌƐ͘

ZĞĂůƐƚĂƚĞĂŶĚKƚŚĞƌƐƐĞƚƐͲsĂůƵĞĚďĂƐĞĚŽŶĞƐƚŝŵĂƚĞƐŽĨƐŝŵŝůĂƌĂƐƐĞƚƐĂŶĚĂƌĞŐĞŶĞƌĂůůǇŝůůŝƋƵŝĚ͘

ĞŶĞĨŝĐŝĂů/ŶƚĞƌĞƐƚƐ,ĞůĚŝŶdƌƵƐƚͲsĂůƵĞĚĂƚ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͛ƐƉƌŽƉŽƌƚŝŽŶĂƚĞƐŚĂƌĞŽĨƚŚĞƵŶĚĞƌůǇŝŶŐĂƐƐĞƚƐŚĞůĚ
ďǇƚŚĞƚƌƵƐƚƐ͘

&ƵŶĚƐ,ĞůĚĨŽƌKƚŚĞƌƐͲsĂůƵĞĚĂƚĞĂĐŚĨƵŶĚ͛ƐƉƌŽƉŽƌƚŝŽŶĂƚĞƐŚĂƌĞŽĨ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͛ƐŝŶǀĞƐƚŵĞŶƚƉŽƌƚĨŽůŝŽ͕
ǁŚŝĐŚŝƐǀĂůƵĞĚĂƐĚĞƐĐƌŝďĞĚĂďŽǀĞ͘

ͲϭϮͲ

^dd>&KhEd/KE

EŽƚĞƐƚŽŽŶƐŽůŝĚĂƚĞĚ&ŝŶĂŶĐŝĂů^ƚĂƚĞŵĞŶƚƐ
&ŽƌƚŚĞzĞĂƌŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ
;/ŶdŚŽƵƐĂŶĚƐͿ


EŽƚĞϯͲŽŶƚŝŶƵĞĚ

&ĂŝƌǀĂůƵĞƐŽĨ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͛ƐŝŶǀĞƐƚŵĞŶƚƐĂŶĚůŝĂďŝůŝƚŝĞƐŵĞĂƐƵƌĞĚŽŶĂƌĞĐƵƌƌŝŶŐďĂƐŝƐĂƌĞĂƐĨŽůůŽǁƐĂƚĞĐĞŵďĞƌϯϭ͕
ϮϬϭϳ͗

/ŶdŚŽƵƐĂŶĚƐ
>ĞǀĞůϭ
>ĞǀĞůϮ
>ĞǀĞůϯ
dŽƚĂů
/ŶǀĞƐƚŵĞŶƚƐĂƚ&ĂŝƌsĂůƵĞ͗
ĂƐŚĂŶĚŵŽŶĞǇŵĂƌŬĞƚĨƵŶĚƐ
ŽŵĞƐƚŝĐĞƋƵŝƚŝĞƐ
/ŶƚĞƌŶĂƚŝŽŶĂůĞƋƵŝƚŝĞƐ
ŽŵĞƐƚŝĐĨŝǆĞĚŝŶĐŽŵĞ
/ŶƚĞƌŶĂƚŝŽŶĂůĨŝǆĞĚŝŶĐŽŵĞ
ZĞĂůĞƐƚĂƚĞĨƵŶĚƐ
ZĞĂůƌĞƚƵƌŶĨƵŶĚƐ
ZĞĂůĞƐƚĂƚĞŶŽƚĞƐƌĞĐĞŝǀĂďůĞ
ZĞĂůĞƐƚĂƚĞ
KƚŚĞƌĂƐƐĞƚƐ

Ψ ϳϱ͕ϲϳϮ
 Ϯϳϴ͕ϰϵϴ
 ϳϱ͕ϭϯϭ
 ϭϭϮ͕ϲϮϰ
 Ϯ͕ϲϮϰ
 Ϯ͕ϵϱϵ
 ϲ͕ϵϵϳ
 Ͳ
 Ͳ
 Ͳ

Ψ ϭ͕ϳϳϵ
 Ͳ
 Ͳ
 ϯ͕ϴϮϬ
 ϯϬϭ
 Ͳ
 Ͳ
 Ͳ

ϭϵϯ
ϰϱϭ
ϴϭϲ

Ψ ϳϳ͕ϰϱϭ
 Ϯϳϴ͕ϰϵϴ
 ϳϱ͕ϭϯϭ
 ϭϭϲ͕ϰϰϰ
 Ϯ͕ϵϮϱ
 Ϯ͕ϵϱϵ
 ϲ͕ϵϵϳ
 ϭϵϯ
 ϰϱϭ
 ϴϭϲ

 ϱϱϰ͕ϱϬϱ

 ϱ͕ϵϬϬ

ϭ͕ϰϲϬ
Ϯϴ͕ϯϭϲ

 ϱϲϭ͕ϴϲϱ
 Ϯϴ͕ϯϭϲ

Ψϱϱϰ͕ϱϬϱ

Ψ ϱ͕ϵϬϬ

ΨϮϵ͕ϳϳϲ

 ϱϵϬ͕ϭϴϭ

 Ͳ

ĞŶĞĨŝĐŝĂůŝŶƚĞƌĞƐƚƐŚĞůĚŝŶƚƌƵƐƚ
dŽƚĂů/ŶǀĞƐƚŵĞŶƚƐŝŶƚŚĞ
&ĂŝƌsĂůƵĞ,ŝĞƌĂƌĐŚǇ

ΨͲ

/ŶǀĞƐƚŵĞŶƚƐŵĞĂƐƵƌĞĚĂƚEs

 ϯϴϮ͕ϰϮϱ

dŽƚĂů/ŶǀĞƐƚŵĞŶƚƐĂƚ&ĂŝƌsĂůƵĞ

ΨϵϳϮ͕ϲϬϲ

>ŝĂďŝůŝƚŝĞƐĂƚ&ĂŝƌsĂůƵĞ͗
&ƵŶĚƐŚĞůĚĨŽƌŽƚŚĞƌƐ

Ψ Ͳ

Ψ Ͳ

Ψϱϭ͕ϱϰϳ

Ψ ϱϭ͕ϱϰϳ

dŽƚĂů>ŝĂďŝůŝƚŝĞƐĂƚ&ĂŝƌsĂůƵĞ

Ψ Ͳ

Ψ Ͳ

Ψϱϭ͕ϱϰϳ

Ψ ϱϭ͕ϱϰϳ





ͲϭϯͲ

^dd>&KhEd/KE

EŽƚĞƐƚŽŽŶƐŽůŝĚĂƚĞĚ&ŝŶĂŶĐŝĂů^ƚĂƚĞŵĞŶƚƐ
&ŽƌƚŚĞzĞĂƌŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ
;/ŶdŚŽƵƐĂŶĚƐͿ


EŽƚĞϯͲŽŶƚŝŶƵĞĚ

&ĂŝƌǀĂůƵĞƐŽĨ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͛ƐŝŶǀĞƐƚŵĞŶƚƐĂŶĚůŝĂďŝůŝƚŝĞƐŵĞĂƐƵƌĞĚŽŶĂƌĞĐƵƌƌŝŶŐďĂƐŝƐĂƌĞĂƐĨŽůůŽǁƐĂƚĞĐĞŵďĞƌϯϭ͕
ϮϬϭϲ͗

/ŶdŚŽƵƐĂŶĚƐ
>ĞǀĞůϭ
>ĞǀĞůϮ
>ĞǀĞůϯ
dŽƚĂů
/ŶǀĞƐƚŵĞŶƚƐĂƚ&ĂŝƌsĂůƵĞ͗
ĂƐŚĂŶĚŵŽŶĞǇŵĂƌŬĞƚĨƵŶĚƐ
ŽŵĞƐƚŝĐĞƋƵŝƚŝĞƐ
/ŶƚĞƌŶĂƚŝŽŶĂůĞƋƵŝƚŝĞƐ
ŽŵĞƐƚŝĐĨŝǆĞĚŝŶĐŽŵĞ
/ŶƚĞƌŶĂƚŝŽŶĂůĨŝǆĞĚŝŶĐŽŵĞ
ZĞĂůƌĞƚƵƌŶĨƵŶĚƐ
ZĞĂůĞƐƚĂƚĞ
KƚŚĞƌĂƐƐĞƚƐ

Ψ ϱϯ͕ϰϭϯ
 ϮϱϮ͕ϭϬϲ
 ϱϰ͕Ϭϭϰ
 ϵϯ͕ϵϳϱ
 Ϯ͕ϯϳϳ
 ϲ͕ϮϮϮ
 Ͳ
 Ͳ

Ψ ϭ͕ϯϮϰ

ΨͲ

 Ͳ
 ϯ͕ϵϵϭ
 Ͳ
 Ͳ
 Ͳ
 Ͳ

Ͳ
ϰϭϮ
ϵϱϴ

Ψ ϱϰ͕ϳϯϳ
 ϮϱϮ͕ϭϬϲ
 ϱϰ͕Ϭϭϰ
 ϵϳ͕ϵϲϲ
 Ϯ͕ϯϳϳ
 ϲ͕ϮϮϮ
 ϰϭϮ
 ϵϱϴ

 ϰϲϮ͕ϭϬϳ

 ϱ͕ϯϭϱ

ϭ͕ϯϳϬ
Ϯϱ͕ϯϳϮ

 ϰϲϴ͕ϳϵϮ
 Ϯϱ͕ϯϳϮ

ΨϰϲϮ͕ϭϬϳ

Ψ ϱ͕ϯϭϱ

ΨϮϲ͕ϳϰϮ

 ϰϵϰ͕ϭϲϰ

ĞŶĞĨŝĐŝĂůŝŶƚĞƌĞƐƚƐŚĞůĚŝŶƚƌƵƐƚ
dŽƚĂů/ŶǀĞƐƚŵĞŶƚƐŝŶƚŚĞ
&ĂŝƌsĂůƵĞ,ŝĞƌĂƌĐŚǇ
/ŶǀĞƐƚŵĞŶƚƐŵĞĂƐƵƌĞĚĂƚEs

 ϯϱϵ͕ϱϮϬ

dŽƚĂů/ŶǀĞƐƚŵĞŶƚƐĂƚ&ĂŝƌsĂůƵĞ

Ψϴϱϯ͕ϲϴϰ

>ŝĂďŝůŝƚŝĞƐĂƚ&ĂŝƌsĂůƵĞ͗
&ƵŶĚƐŚĞůĚĨŽƌŽƚŚĞƌƐ

Ψ Ͳ

Ψ Ͳ

Ψϰϴ͕ϰϬϰ

Ψ ϰϴ͕ϰϬϰ

dŽƚĂů>ŝĂďŝůŝƚŝĞƐĂƚ&ĂŝƌsĂůƵĞ

Ψ Ͳ

Ψ Ͳ

Ψϰϴ͕ϰϬϰ

Ψ ϰϴ͕ϰϬϰ





ͲϭϰͲ

^dd>&KhEd/KE

EŽƚĞƐƚŽŽŶƐŽůŝĚĂƚĞĚ&ŝŶĂŶĐŝĂů^ƚĂƚĞŵĞŶƚƐ
&ŽƌƚŚĞzĞĂƌŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ
;/ŶdŚŽƵƐĂŶĚƐͿ


EŽƚĞϯͲŽŶƚŝŶƵĞĚ

ƌĞĐŽŶĐŝůŝĂƚŝŽŶŽĨƚŚĞďĞŐŝŶŶŝŶŐĂŶĚĞŶĚŝŶŐďĂůĂŶĐĞƐ͕ďǇĞĂĐŚŵĂũŽƌĐĂƚĞŐŽƌǇŽĨĂƐƐĞƚƐ͕ĨŽƌĨĂŝƌǀĂůƵĞŵĞĂƐƵƌĞŵĞŶƚƐŵĂĚĞ
ƵƐŝŶŐƐŝŐŶŝĨŝĐĂŶƚƵŶŽďƐĞƌǀĂďůĞŝŶƉƵƚƐ;>ĞǀĞůϯͿŝƐĂƐĨŽůůŽǁƐĨŽƌƚŚĞǇĞĂƌƐĞŶĚĞĚĞĐĞŵďĞƌϯϭ͗

/ŶdŚŽƵƐĂŶĚƐ
ĞŶĞĨŝĐŝĂů/ŶƚĞƌĞƐƚƐ dŽƚĂůϮϬϭϳƐƐĞƚƐ dŽƚĂůϮϬϭϲƐƐĞƚƐ
/ŶǀĞƐƚŵĞŶƚƐ
,ĞůĚŝŶdƌƵƐƚ
Ăƚ&ĂŝƌsĂůƵĞ
Ăƚ&ĂŝƌsĂůƵĞ

ĞŐŝŶŶŝŶŐďĂůĂŶĐĞ
dŽƚĂůŐĂŝŶƐͲ
ZĞĂůŝǌĞĚĂŶĚƵŶƌĞĂůŝǌĞĚ
/ŶƚĞƌĞƐƚĂŶĚĚŝǀŝĚĞŶĚƐ͕
ŶĞƚŽĨĨĞĞƐ
WƵƌĐŚĂƐĞƐĂŶĚƌĞĐĞŝƉƚƐ
^ĂůĞƐĂŶĚĚŝƐƚƌŝďƵƚŝŽŶƐ
ŶĚŝŶŐĂůĂŶĐĞ

Ψ ϭ͕ϯϳϬ

Ψ Ϯϱ͕ϯϳϮ

ΨϮϲ͕ϳϰϮ

Ψ Ϯϳ͕ϲϯϮ

ϱϳ

 ϯ͕Ϯϵϵ

ϯ͕ϯϱϲ

 ;ϲϰϱͿ

 Ͳ
 ϭϰϵ
 ;ϭϭϲͿ

 ϰϴ

 ;ϯϱϱͿ

Ͳ
ϭϰϵ
;ϰϳϭͿ

Ψ ϭ͕ϰϲϬ

Ψ Ϯϴ͕ϯϭϲ

ΨϮϵ͕ϳϳϲ

Ψ Ϯϲ͕ϳϰϮ

 ;ϮϵϯͿ


ƌĞĐŽŶĐŝůŝĂƚŝŽŶŽĨƚŚĞďĞŐŝŶŶŝŶŐĂŶĚĞŶĚŝŶŐďĂůĂŶĐĞƐ͕ďǇĞĂĐŚŵĂũŽƌĐĂƚĞŐŽƌǇŽĨůŝĂďŝůŝƚǇ͕ĨŽƌĨĂŝƌǀĂůƵĞŵĞĂƐƵƌĞŵĞŶƚƐ
ŵĂĚĞƵƐŝŶŐƐŝŐŶŝĨŝĐĂŶƚƵŶŽďƐĞƌǀĂďůĞŝŶƉƵƚƐ;>ĞǀĞůϯͿŝƐĂƐĨŽůůŽǁƐĨŽƌƚŚĞǇĞĂƌƐĞŶĚĞĚĞĐĞŵďĞƌϯϭ͗

/ŶdŚŽƵƐĂŶĚƐ
ϮϬϭϳ&ƵŶĚƐ,ĞůĚ
ϮϬϭϲ&ƵŶĚƐ,ĞůĚ
ĨŽƌKƚŚĞƌƐ
ĨŽƌKƚŚĞƌƐ
ĞŐŝŶŶŝŶŐďĂůĂŶĐĞ

Ψ;ϰϴ͕ϰϬϰͿ

Ψ ;ϰϵ͕ϬϭϳͿ

dŽƚĂůŐĂŝŶƐͲ
ZĞĂůŝǌĞĚĂŶĚƵŶƌĞĂůŝǌĞĚ
/ŶƚĞƌĞƐƚĂŶĚĚŝǀŝĚĞŶĚƐ͕
ŶĞƚŽĨĨĞĞƐ
WƵƌĐŚĂƐĞƐĂŶĚƌĞĐĞŝƉƚƐ
^ĂůĞƐĂŶĚĚŝƐƚƌŝďƵƚŝŽŶƐ

;ϳ͕ϭϳϲͿ
Ͳ
;ϳϳϲͿ
;ϭ͕ϰϭϲͿ
ϲ͕ϮϮϱ

 ;Ϯ͕ϵϲϬͿ

ŶĚŝŶŐĂůĂŶĐĞ

Ψ;ϱϭ͕ϱϰϳͿ

Ψ ;ϰϴ͕ϰϬϰͿ



ͲϭϱͲ



 ;ϭϴϳͿ
 ;ϭ͕ϯϯϭͿ
 ϱ͕Ϭϵϭ


^dd>&KhEd/KE

EŽƚĞƐƚŽŽŶƐŽůŝĚĂƚĞĚ&ŝŶĂŶĐŝĂů^ƚĂƚĞŵĞŶƚƐ
&ŽƌƚŚĞzĞĂƌŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ
;/ŶdŚŽƵƐĂŶĚƐͿ


EŽƚĞϯͲŽŶƚŝŶƵĞĚ

dŚĞƚĂďůĞďĞůŽǁƐƵŵŵĂƌŝǌĞƐƐŝŐŶŝĨŝĐĂŶƚƚĞƌŵƐŽĨƚŚĞĂŐƌĞĞŵĞŶƚƐǁŝƚŚĐĞƌƚĂŝŶŝŶǀĞƐƚŵĞŶƚĐŽŵƉĂŶŝĞƐ͘dŚĞƌĞĂƌĞŶŽ
ƐŝŐŶŝĨŝĐĂŶƚƌĞĚĞŵƉƚŝŽŶƌĞƐƚƌŝĐƚŝŽŶƐŽƌƵŶĨƵŶĚĞĚĐŽŵŵŝƚŵĞŶƚƐŽŶŽƚŚĞƌƚǇƉĞƐŽĨŝŶǀĞƐƚŵĞŶƚƐ͘ĨƚĞƌǇĞĂƌĞŶĚ͕ƚǁŽ
ĐŽŵŵŝƚŵĞŶƚƐƚŽƚĂůŝŶŐΨϭϰ͘ϲŵŝůůŝŽŶǁĞƌĞĂƉƉƌŽǀĞĚ͘

ZĞŵĂŝŶŝŶŐ
>ŝĨĞ

hŶĨƵŶĚĞĚ
ŽŵŵŝƚŵĞŶƚƐ
;ŝŶƚŚŽƵƐĂŶĚƐͿ

Ψϴϱ͕ϴϵϭ



Ψϯϲ͕ϱϱϮ


EŽůŝŵŝƚ͘



ZĂŶŐŝŶŐĨƌŽŵ
ϭƚŽϭϭǇĞĂƌƐ͘

EŽŶĞ



Ψϰ͕ϲϵϮ


ZĞĂůƐƚĂƚĞ
;ůŽƐĞĚŶĚ&ƵŶĚƐͿ


ZĞĂůZĞƚƵƌŶ&ƵŶĚƐ

ŽŵĞƐƚŝĐƋƵŝƚǇ

/ŶƚĞƌŶĂƚŝŽŶĂůƋƵŝƚǇ

Ψϭϱ͕ϱϲϱ



ΨϮϳ͕ϴϵϳ

Ψϲϳ͕ϯϳϲ

ΨϭϬϱ͕Ϭϵϴ

ůŽƐĞĚĞŶĚ
ĨƵŶĚƐƌĂŶŐĞ
ĨƌŽŵϭƚŽϭϭ
ǇĞĂƌƐ͘
ZĂŶŐŝŶŐĨƌŽŵ
ϲƚŽϭϮǇĞĂƌƐ͘
EŽůŝŵŝƚ͘

EŽůŝŵŝƚ͘

Ψϭϴ͕ϯϰϳ



Ψϴ͕ϳϵϮ

EŽŶĞ

EŽŶĞ

EŽƌĞƐƚƌŝĐƚŝŽŶƐ͘
EŽƌĞƐƚƌŝĐƚŝŽŶƐ͘

KƚŚĞƌ'ůŽďĂů
ƋƵŝƚŝĞƐ


KƚŚĞƌƐƐĞƚƐ

dŽƚĂů

Ψϰϯ͕ϱϵϬ



Ψϰϱϲ

ΨϯϴϮ͕ϰϮϱ

EŽůŝŵŝƚ͘



EŽůŝŵŝƚ͘



EŽŶĞ



EŽŶĞ

Ψϯϭ͕ϴϯϭ

ZĞĚĞŵƉƚŝŽŶƚĞƌŵƐĂƌĞ
ƋƵĂƌƚĞƌůǇǁŝƚŚŶŽƚŝĨŝĐĂƚŝŽŶ
ƉĞƌŝŽĚƐƌĂŶŐŝŶŐĨƌŽŵϲϬƚŽ
ϭϴϬĚĂǇƐ͘
ůŽƐĞůǇŚĞůĚŝŶƚĞƌĞƐƚƐŶŽƚ
ĞůŝŐŝďůĞĨŽƌƌĞĚĞŵƉƚŝŽŶ͘


ƐƐĞƚůĂƐƐ
,ĞĚŐĞĚ^ƚƌĂƚĞŐŝĞƐ



WƌŝǀĂƚĞƋƵŝƚǇ


&ĂŝƌsĂůƵĞ
;ŝŶƚŚŽƵƐĂŶĚƐͿ

ZĞĚĞŵƉƚŝŽŶdĞƌŵƐ
ZĞĚĞŵƉƚŝŽŶƚĞƌŵƐĂƌĞ
ƋƵĂƌƚĞƌůǇǁŝƚŚŶŽƚŝĨŝĐĂƚŝŽŶ
ƉĞƌŝŽĚƐƌĂŶŐŝŶŐĨƌŽŵϰϱƚŽ
ϵϬĚĂǇƐ͘
ůŽƐĞĚĞŶĚĨƵŶĚƐŶŽƚ
ĞůŝŐŝďůĞĨŽƌƌĞĚĞŵƉƚŝŽŶ͘

ůŽƐĞĚĞŶĚĨƵŶĚƐŶŽƚ
ĞůŝŐŝďůĞĨŽƌƌĞĚĞŵƉƚŝŽŶ͘
ůŽƐĞĚĞŶĚĨƵŶĚƐŶŽƚ
ĞůŝŐŝďůĞĨŽƌƌĞĚĞŵƉƚŝŽŶ͘

ZĞĚĞŵƉƚŝŽŶ
ZĞƐƚƌŝĐƚŝŽŶƐ
>ŽĐŬƵƉƉƌŽǀŝƐŝŽŶƐ
ƌĂŶŐĞĨƌŽŵŶŽŶĞ
ƚŽϮϰŵŽŶƚŚƐ͘

EŽƚƌĞĚĞĞŵĂďůĞ͘

EŽƚƌĞĚĞĞŵĂďůĞ͘



EŽƚƌĞĚĞĞŵĂďůĞ͘

>ŽĐŬƵƉƉƌŽǀŝƐŝŽŶ
ĨŽƌϰϮŵŽŶƚŚƐ͘
EŽŶĞ
>ŽĐŬƵƉƉƌŽǀŝƐŝŽŶƐ
ƌĂŶŐĞĨƌŽŵŶŽŶĞ
ƚŽϯŵŽŶƚŚƐ͘

EŽƚƌĞĚĞĞŵĂďůĞ͘



,ĞĚŐĞĚ^ƚƌĂƚĞŐŝĞƐĂŶĚ/ŶƚĞƌŶĂƚŝŽŶĂůƋƵŝƚǇͲDĂŶĂŐĞƌƐŝŶƚŚŝƐĐĂƚĞŐŽƌǇƐƚƌŝĐƚůǇƵƚŝůŝǌĞůŽŶŐͬƐŚŽƌƚĞƋƵŝƚǇƐƚƌĂƚĞŐŝĞƐ
ŝŶƉƵƌƐƵŝƚŽĨŝŶǀĞƐƚŵĞŶƚƌĞƚƵƌŶƐ͘/ŶǀĞƐƚŵĞŶƚƐŵĂǇďĞŵĂĚĞĚŝƌĞĐƚůǇƚŽƚŚĞŵĂŶĂŐĞƌƐ͛ĨƵŶĚƐŽƌƚŽĂĨƵŶĚŽĨĨƵŶĚƐ
ǀĞŚŝĐůĞ͘

WƌŝǀĂƚĞƋƵŝƚǇͲ/ŶĐůƵĚĞƐĐůŽƐĞĚĞŶĚĨƵŶĚŽĨĨƵŶĚƐƚŚĂƚŵĂŬĞĚŝƌĞĐƚŝŶǀĞƐƚŵĞŶƚƐŝŶǀĞŶƚƵƌĞĐĂƉŝƚĂůĂŶĚďƵǇͲŽƵƚ
ŵĂŶĂŐĞƌƐ͘dŚĞĨƵŶĚƐŚĂǀĞĂƉƌĞĚĞƚĞƌŵŝŶĞĚůŝĨĞƐƉĂŶĂŶĚƌĞĚĞŵƉƚŝŽŶƐĚƵƌŝŶŐƚŚĞůŝĨĞŽĨƚŚĞĨƵŶĚĂƌĞŶŽƚĂůůŽǁĞĚ͘

ZĞĂůƐƚĂƚĞ;ůŽƐĞĚŶĚ&ƵŶĚƐͿĂŶĚKƚŚĞƌ'ůŽďĂůƋƵŝƚŝĞƐͲůŽƐĞĚĞŶĚĨƵŶĚƐŚĂǀĞƉƌĞĚĞƚĞƌŵŝŶĞĚůŝĨĞƐƉĂŶƐĂŶĚ
ƌĞĚĞŵƉƚŝŽŶƐĚƵƌŝŶŐƚŚĞůŝĨĞŽĨƚŚĞĨƵŶĚƐĂƌĞŶŽƚĂůůŽǁĞĚ͘

ZĞĂůZĞƚƵƌŶ&ƵŶĚƐͲ/ŶĐůƵĚĞƐŝŶǀĞƐƚŵĞŶƚƐŝŶĐŽŵŵŝŶŐůĞĚƚƌƵƐƚƐƚŚĂƚ͕ŝŶƚƵƌŶ͕ƉƌŽǀŝĚĞĞǆƉŽƐƵƌĞƚŽdƌĞĂƐƵƌǇ/ŶĨůĂƚŝŽŶ
WƌŽƚĞĐƚĞĚ^ĞĐƵƌŝƚŝĞƐ;d/W^Ϳ͕ĐŽŵŵŽĚŝƚŝĞƐ͕ŶĂƚƵƌĂůƌĞƐŽƵƌĐĞƐĂŶĚŽƚŚĞƌŝŶĨůĂƚŝŽŶŚĞĚŐŝŶŐƐƚƌĂƚĞŐŝĞƐ͘


ͲϭϲͲ

^dd>&KhEd/KE

EŽƚĞƐƚŽŽŶƐŽůŝĚĂƚĞĚ&ŝŶĂŶĐŝĂů^ƚĂƚĞŵĞŶƚƐ
&ŽƌƚŚĞzĞĂƌŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ
;/ŶdŚŽƵƐĂŶĚƐͿ


EŽƚĞϯͲŽŶƚŝŶƵĞĚ

ŽŵĞƐƚŝĐƋƵŝƚǇͲ/ŶĐůƵĚĞƐĂĨƵŶĚƚŚĂƚŝŶǀĞƐƚƐŝŶƉƵďůŝĐĞƋƵŝƚǇŵĂƌŬĞƚƐĂŶĚĨŽůůŽǁƐĂǀĂůƵĞͲĚƌŝǀĞŶƐƚƌĂƚĞŐǇ͘

KƚŚĞƌƐƐĞƚƐͲ/ŶĐůƵĚĞƐĐůŽƐĞůǇŚĞůĚƐƚŽĐŬ͕ůŝĨĞŝŶƐƵƌĂŶĐĞĂŶŶƵŝƚŝĞƐ͕ƌĞĂůĞƐƚĂƚĞ͕ĂŶĚůŝĨĞŝŶƐƵƌĂŶĐĞĐĂƐŚǀĂůƵĞƐ͘

^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŚĂƐǀĂƌŝŽƵƐƐŽƵƌĐĞƐŽĨůŝƋƵŝĚŝƚǇĂƚŝƚƐĚŝƐƉŽƐĂů͕ŝŶĐůƵĚŝŶŐĐĂƐŚ͕ĐĂƐŚĞƋƵŝǀĂůĞŶƚƐ͕ŵĂƌŬĞƚĂďůĞĚĞďƚ
ƐĞĐƵƌŝƚŝĞƐĂŶĚŵĂƌŬĞƚĂďůĞĞƋƵŝƚǇƐĞĐƵƌŝƚŝĞƐ͘,ĂĚŝƚďĞĞŶŶĞĐĞƐƐĂƌǇƚŽŐĞŶĞƌĂƚĞůŝƋƵŝĚĨƵŶĚƐƚŽŵĞĞƚƐŚŽƌƚͲƚĞƌŵŶĞĞĚƐŽŶ
ĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ͕ŵĂŶĂŐĞŵĞŶƚĞƐƚŝŵĂƚĞƐƚŚĂƚŝƚĐŽƵůĚŚĂǀĞůŝƋƵŝĚĂƚĞĚĂƉƉƌŽǆŝŵĂƚĞůǇΨϳϬϳŵŝůůŝŽŶ͘

EŽƚĞϰͲWůĞĚŐĞƐZĞĐĞŝǀĂďůĞ

WůĞĚŐĞƐƌĞĐĞŝǀĂďůĞĂƌĞĞǆƉĞĐƚĞĚƚŽďĞƌĞĐĞŝǀĞĚĂƐĨŽůůŽǁƐĂƚĞĐĞŵďĞƌϯϭ͗

/ŶdŚŽƵƐĂŶĚƐ
ϮϬϭϳ
ϮϬϭϲ
ƵĞǁŝƚŚŝŶŽŶĞǇĞĂƌ
ƵĞǁŝƚŚŝŶƚǁŽƚŽĨŝǀĞǇĞĂƌƐ

ΨϱϮϬ
ϳϭϳ

Ψ ϭ͕ϳϳϰ
 ϳϱϰ

>ĞƐƐĚŝƐĐŽƵŶƚƚŽƉƌĞƐĞŶƚǀĂůƵĞ

ϭ͕Ϯϯϳ
;ϱͿ

 Ϯ͕ϱϮϴ
 ;ϱͿ

WůĞĚŐĞƐZĞĐĞŝǀĂďůĞ͕EĞƚ

Ψϭ͕ϮϯϮ

Ψ Ϯ͕ϱϮϯ



EŽƚĞϱͲŚĂƌŝƚĂďůĞdƌƵƐƚƐĂŶĚŚĂƌŝƚĂďůĞ'ŝĨƚŶŶƵŝƚŝĞƐ

ŚĂƌŝƚĂďůĞƚƌƵƐƚƐĂŶĚĐŚĂƌŝƚĂďůĞŐŝĨƚĂŶŶƵŝƚŝĞƐĂƌĞƌĞĐŽƌĚĞĚĂƐĨŽůůŽǁƐ͗

ŚĂƌŝƚĂďůĞ'ŝĨƚŶŶƵŝƚŝĞƐͲhŶĚĞƌŝƚƐŚĂƌŝƚĂďůĞ'ŝĨƚŶŶƵŝƚǇ;'ͿƉƌŽŐƌĂŵ͕^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶƌĞĐĞŝǀĞƐ
ĐŽŶƚƌŝďƵƚŝŽŶƐĨƌŽŵĚŽŶŽƌƐƉƵƌƐƵĂŶƚƚŽǁƌŝƚƚĞŶĂŐƌĞĞŵĞŶƚƐƚŚĂƚƐƚŝƉƵůĂƚĞƉĞƌŝŽĚŝĐƉĂǇŵĞŶƚƐǁŝůůďĞŵĂĚĞƚŽ
ƐƉĞĐŝĨŝĞĚďĞŶĞĨŝĐŝĂƌŝĞƐ͘hƉŽŶƚŚĞĚĞĂƚŚŽĨƚŚĞďĞŶĞĨŝĐŝĂƌŝĞƐ͕ƚŚĞƌĞůĂƚĞĚƉĞƌŝŽĚŝĐƉĂǇŵĞŶƚƐĐĞĂƐĞĂŶĚƚŚĞƌĞůĂƚĞĚ
ƌĞŵĂŝŶŝŶŐĨƵŶĚƐ͕ĚĞĐƌĞĂƐĞĚďǇƉĂǇŵĞŶƚƐƚŽŽƚŚĞƌďĞŶĞĨŝĐŝĂƌŝĞƐŝĨƐƚŝƉƵůĂƚĞĚ͕ďĞĐŽŵĞĂǀĂŝůĂďůĞĨŽƌƵƐĞďǇ^ĞĂƚƚůĞ
&ŽƵŶĚĂƚŝŽŶ͘

dŚĞƉƌĞƐĞŶƚǀĂůƵĞŽĨƚŚĞƉĞƌŝŽĚŝĐƉĂǇŵĞŶƚƐŝƐĂĐƚƵĂƌŝĂůůǇĚĞƚĞƌŵŝŶĞĚĂƚǇĞĂƌĞŶĚďĂƐĞĚŽŶŵŽƌƚĂůŝƚǇĂŶĚĚŝƐĐŽƵŶƚ
ƌĂƚĞĂƐƐƵŵƉƚŝŽŶƐƚŚĂƚŵĞĞƚŽƌĞǆĐĞĞĚƚŚŽƐĞƐĞƚĨŽƌƚŚƵŶĚĞƌtĂƐŚŝŶŐƚŽŶƐƚĂƚĞůĂǁĂƐĂƉƉůŝĐĂďůĞƚŽŝƐƐƵĞƐŽĨ
ĐŚĂƌŝƚĂďůĞŐŝĨƚĂŶŶƵŝƚŝĞƐ͘/ƚŝƐĞǆƉĞĐƚĞĚƚŚĂƚƚŚĞŝŶǀĞƐƚŵĞŶƚĞĂƌŶŝŶŐƐĂŶĚĂƉŽƌƚŝŽŶŽĨƚŚĞŽƌŝŐŝŶĂůĐŽŶƚƌŝďƵƚŝŽŶƐǁŝůů
ďĞĚŝƐƚƌŝďƵƚĞĚ͖ŚŽǁĞǀĞƌ͕ŝĨĨŽƌƐŽŵĞƌĞĂƐŽŶƉƌŝŶĐŝƉĂůŝƐĚĞƉůĞƚĞĚ͕^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŝƐƌĞƐƉŽŶƐŝďůĞƚŽĐŽŶƚŝŶƵĞƚŚĞ
ƉĞƌŝŽĚŝĐƉĂǇŵĞŶƚƐ͘

hƉŽŶƌĞĐĞŝƉƚŽĨĂ'ĐŽŶƚƌŝďƵƚŝŽŶ͕^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶƌĞĐŽƌĚƐƚŚĞĨĂŝƌǀĂůƵĞŽĨƚŚĞĂƐƐĞƚƐƌĞĐĞŝǀĞĚĂŶĚƚŚĞŶĞƚ
ƉƌĞƐĞŶƚǀĂůƵĞŽĨƚŚĞĂĐƚƵĂƌŝĂůůǇĚĞƚĞƌŵŝŶĞĚůŝĂďŝůŝƚǇ͘dŚĞƉŽƌƚŝŽŶŽĨƚŚĞĂĐƚƵĂƌŝĂůůǇĚĞƚĞƌŵŝŶĞĚƌĞƐŝĚƵƵŵƉĂǇĂďůĞƚŽ
^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŝƐƌĞĐŽƌĚĞĚĂƐĂĐŽŶƚƌŝďƵƚŝŽŶ͘


ͲϭϳͲ

^dd>&KhEd/KE

EŽƚĞƐƚŽŽŶƐŽůŝĚĂƚĞĚ&ŝŶĂŶĐŝĂů^ƚĂƚĞŵĞŶƚƐ
&ŽƌƚŚĞzĞĂƌŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ
;/ŶdŚŽƵƐĂŶĚƐͿ


EŽƚĞϱͲŽŶƚŝŶƵĞĚ

/ŶǀĞƐƚŵĞŶƚŝŶĐŽŵĞĂŶĚĐŚĂŶŐĞƐŝŶƚŚĞĞƐƚŝŵĂƚĞĚůŝĂďŝůŝƚǇĂƌĞƌĞĐŽŐŶŝǌĞĚŝŶƚŚĞĐŽŶƐŽůŝĚĂƚĞĚƐƚĂƚĞŵĞŶƚŽĨ
ĂĐƚŝǀŝƚŝĞƐ͘ƐŽĨĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ͕^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŚĂĚϰϯĂĐƚŝǀĞ'Ɛ͘hŶĚĞƌůǇŝŶŐŝŶǀĞƐƚŵĞŶƚƐǁĞƌĞǀĂůƵĞĚ
ĂƚΨϯ͕ϯϴϬĂŶĚΨϯ͕ϳϮϯĂƚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳĂŶĚϮϬϭϲ͕ƌĞƐƉĞĐƚŝǀĞůǇ͘dŚĞĐŽƌƌĞƐƉŽŶĚŝŶŐůŝĂďŝůŝƚǇĨŽƌƉĂǇŵĞŶƚƐƚŽ
ŽƚŚĞƌďĞŶĞĨŝĐŝĂƌŝĞƐǁĂƐĚĞƚĞƌŵŝŶĞĚƚŽďĞΨϮ͕ϰϳϯĂŶĚΨϮ͕ϳϮϰĂƚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳĂŶĚϮϬϭϲ͕ƌĞƐƉĞĐƚŝǀĞůǇ͘^ĞĂƚƚůĞ
&ŽƵŶĚĂƚŝŽŶŵĂŝŶƚĂŝŶƐĂƐƐĞƚƐĞƋƵĂůƚŽƌĞƐĞƌǀĞƐŽŶŽƵƚƐƚĂŶĚŝŶŐĂŐƌĞĞŵĞŶƚƐĂŶĚĂƐƵƌƉůƵƐŽĨϭϬƉĞƌĐĞŶƚŽĨƐƵĐŚ
ƌĞƐĞƌǀĞƐ͕ƵŶĚĞƌtĂƐŚŝŶŐƚŽŶƐƚĂƚĞůĂǁ͘

ŚĂƌŝƚĂďůĞZĞŵĂŝŶĚĞƌdƌƵƐƚƐͲhŶĚĞƌ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͛ƐŚĂƌŝƚĂďůĞZĞŵĂŝŶĚĞƌdƌƵƐƚ;ZdͿƉƌŽŐƌĂŵ͕ĂĚŽŶŽƌ
ĞƐƚĂďůŝƐŚĞƐĂŶĚĨƵŶĚƐĂƚƌƵƐƚǁŝƚŚƐƉĞĐŝĨŝĞĚĚŝƐƚƌŝďƵƚŝŽŶƐƚŽďĞŵĂĚĞƚŽƚŚĞĚŽŶŽƌĂŶĚͬŽƌŽƚŚĞƌďĞŶĞĨŝĐŝĂƌŝĞƐŽǀĞƌ
ƚŚĞƚƌƵƐƚ͛ƐƚĞƌŵ͘^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶǁŝůůƌĞĐĞŝǀĞƚŚĞĂŵŽƵŶƚƐƌĞŵĂŝŶŝŶŐŝŶĂZdĂƚƚŚĞĞŶĚŽĨƚŚĞƚƌƵƐƚ͛ƐƐƚĂƚĞĚ
ƚĞƌŵ͘

ŚĂƌŝƚĂďůĞ>ĞĂĚdƌƵƐƚƐͲhŶĚĞƌ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͛ƐŚĂƌŝƚĂďůĞ>ĞĂĚdƌƵƐƚ;>dͿƉƌŽŐƌĂŵ͕ĂĚŽŶŽƌĞƐƚĂďůŝƐŚĞƐĂŶĚ
ĨƵŶĚƐĂƚƌƵƐƚǁŝƚŚƐƉĞĐŝĨŝĞĚĚŝƐƚƌŝďƵƚŝŽŶƐƚŽďĞŵĂĚĞƚŽ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͘ƚƚŚĞƚĞƌŵŝŶĂƚŝŽŶŽĨƚŚĞƚƌƵƐƚ͕ƚŚĞ
ĂŵŽƵŶƚƌĞŵĂŝŶŝŶŐŝŶƚŚĞ>dƌĞǀĞƌƚƐƚŽƚŚĞĚŽŶŽƌĂŶĚͬŽƌŽƚŚĞƌďĞŶĞĨŝĐŝĂƌŝĞƐ͘

hƉŽŶĨŽƌŵĂƚŝŽŶŽĨĂŶŝƌƌĞǀŽĐĂďůĞZdŽƌ>dǁŚĞŶ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŝƐƚŚĞƚƌƵƐƚĞĞ͕ƚŚĞĨĂŝƌǀĂůƵĞŽĨƚŚĞĂƐƐĞƚƐ
ƌĞĐĞŝǀĞĚŝƐƌĞĐŽƌĚĞĚĂƐĂŶŝŶǀĞƐƚŵĞŶƚ͕ĂŶĚƚŚĞŶĞƚƉƌĞƐĞŶƚǀĂůƵĞŽĨ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͛ƐĂĐƚƵĂƌŝĂůůǇĚĞƚĞƌŵŝŶĞĚ
ĐŚĂƌŝƚĂďůĞŝŶƚĞƌĞƐƚŝƐƌĞĐŽƌĚĞĚĂƐĐŽŶƚƌŝďƵƚŝŽŶƌĞǀĞŶƵĞ͘dŚĞĚŝĨĨĞƌĞŶĐĞŝƐƌĞĐŽƌĚĞĚĂƐĂůŝĂďŝůŝƚǇ͘^ƵďƐĞƋƵĞŶƚůǇ͕
ĐŚĂŶŐĞƐŝŶƚŚĞĨĂŝƌǀĂůƵĞŽĨƚŚĞĂƐƐĞƚƐĂŶĚĐŚĂŶŐĞƐŝŶƚŚĞĞƐƚŝŵĂƚĞĚůŝĂďŝůŝƚǇĂƌĞƌĞĐŽŐŶŝǌĞĚŝŶƚŚĞĐŽŶƐŽůŝĚĂƚĞĚ
ƐƚĂƚĞŵĞŶƚŽĨĂĐƚŝǀŝƚŝĞƐ͘/ŶĐůƵĚĞĚŝŶŝŶǀĞƐƚŵĞŶƚƐĂƌĞZdƐĂŶĚ>dƐǁŝƚŚĂĨĂŝƌǀĂůƵĞŽĨΨϱϬ͕ϬϴϴĂŶĚΨϰϱ͕Ϯϰϰ͕Ăƚ
ĞĐĞŵďĞƌϯϭ͕ϮϬϭϳĂŶĚϮϬϭϲ͕ƌĞƐƉĞĐƚŝǀĞůǇ͘dŚĞĐŽƌƌĞƐƉŽŶĚŝŶŐůŝĂďŝůŝƚǇƚŽƚĂůĞĚΨϮϵ͕ϲϬϴĂŶĚΨϮϲ͕ϰϵϰĂƚ
ĞĐĞŵďĞƌϯϭ͕ϮϬϭϳĂŶĚϮϬϭϲ͕ƌĞƐƉĞĐƚŝǀĞůǇ͘

tŚĞŶ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŚĂƐŝƌƌĞǀŽĐĂďůĞƌŝŐŚƚƐƚŽĂZdŽƌ>d͕ďƵƚ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŝƐŶŽƚƚŚĞƚƌƵƐƚĞĞĂŶĚĚŽĞƐ
ŶŽƚŚŽůĚƚŚĞĂƐƐĞƚƐ͕^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͛ƐŝŶƚĞƌĞƐƚŝŶƚŚĞƚƌƵƐƚĂƐƐĞƚƐĂŶĚƐƉĞĐŝĨŝĞĚĨƵƚƵƌĞĚŝƐƚƌŝďƵƚŝŽŶƐŝƐƌĞĐŽƌĚĞĚ
ĂƐĂďĞŶĞĨŝĐŝĂůŝŶƚĞƌĞƐƚŚĞůĚŝŶƚƌƵƐƚ͕ƵƐŝŶŐĂĐƚƵĂƌŝĂůĂƐƐƵŵƉƚŝŽŶƐ͘dŚĞĐŚĂŶŐĞŝŶǀĂůƵĞŽĨ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͛Ɛ
ďĞŶĞĨŝĐŝĂůŝŶƚĞƌĞƐƚĚƵƌŝŶŐƚŚĞǇĞĂƌŝƐƌĞĐŽƌĚĞĚĂƐĂĐŽŵƉŽŶĞŶƚŽĨĐŚĂŶŐĞŝŶǀĂůƵĞŽĨĐŚĂƌŝƚĂďůĞŐŝĨƚĂŶŶƵŝƚŝĞƐĂŶĚ
ƚƌƵƐƚƐ͘ƚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ͕ďĞŶĞĨŝĐŝĂůŝŶƚĞƌĞƐƚƐŝŶZdƐĂŶĚ>dƐƚŽƚĂůĞĚΨϭϬ͕ϬϵϮĂŶĚΨϰ͕ϯϳϮ͕ƌĞƐƉĞĐƚŝǀĞůǇ͘ƚ
ĞĐĞŵďĞƌϯϭ͕ϮϬϭϲ͕ďĞŶĞĨŝĐŝĂůŝŶƚĞƌĞƐƚƐŝŶZdƐĂŶĚ>dƐƚŽƚĂůĞĚΨϴ͕ϳϯϱĂŶĚΨϰ͕ϰϮϵ͕ƌĞƐƉĞĐƚŝǀĞůǇ͘

WĞƌƉĞƚƵĂůdƌƵƐƚƐͲ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŝƐĂŶĂŵĞĚŝŶĐŽŵĞďĞŶĞĨŝĐŝĂƌǇŽŶǀĂƌŝŽƵƐƉĞƌƉĞƚƵĂůƚƌƵƐƚƐĨŽƌǁŚŝĐŚ^ĞĂƚƚůĞ
&ŽƵŶĚĂƚŝŽŶĚŽĞƐŶŽƚƐĞƌǀĞĂƐƚƌƵƐƚĞĞ͘hŶĚĞƌƚŚĞƐĞĂƌƌĂŶŐĞŵĞŶƚƐ͕^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŝƐƚŽƌĞĐĞŝǀĞĂůůŝŶĐŽŵĞ
ĞĂƌŶĞĚŽŶŝƚƐƐŚĂƌĞŽĨƚŚĞƵŶĚĞƌůǇŝŶŐĂƐƐĞƚƐŚĞůĚŝŶƉĞƌƉĞƚƵŝƚǇ͘ŽŶƚƌŝďƵƚŝŽŶƌĞǀĞŶƵĞĂŶĚƚŚĞƌĞůĂƚĞĚĂƐƐĞƚĂƌĞ
ƌĞĐŽŐŶŝǌĞĚĂƚĨĂŝƌǀĂůƵĞŝŶƚŚĞƉĞƌŝŽĚŝŶǁŚŝĐŚ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶƌĞĐĞŝǀĞƐŶŽƚŝĐĞƚŚĂƚƚŚĞƚƌƵƐƚĂŐƌĞĞŵĞŶƚĐŽŶǀĞǇƐ
ĂŶƵŶĐŽŶĚŝƚŝŽŶĂů͕ŝƌƌĞǀŽĐĂďůĞƌŝŐŚƚƚŽƌĞĐĞŝǀĞďĞŶĞĨŝƚƐ͘^ƵďƐĞƋƵĞŶƚĐŚĂŶŐĞƐŝŶƚŚĞǀĂůƵĞŽĨƚŚĞƵŶĚĞƌůǇŝŶŐĂƐƐĞƚƐ
ŚĂǀĞďĞĞŶƌĞĐŽƌĚĞĚŝŶƚŚĞĂĐĐŽŵƉĂŶǇŝŶŐĐŽŶƐŽůŝĚĂƚĞĚƐƚĂƚĞŵĞŶƚŽĨĂĐƚŝǀŝƚŝĞƐĂƐĂĐŽŵƉŽŶĞŶƚŽĨĐŚĂŶŐĞŝŶǀĂůƵĞ
ŽĨĐŚĂƌŝƚĂďůĞŐŝĨƚĂŶŶƵŝƚŝĞƐĂŶĚƚƌƵƐƚƐ͘ƚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳĂŶĚϮϬϭϲ͕ďĞŶĞĨŝĐŝĂůŝŶƚĞƌĞƐƚƐŝŶƉĞƌƉĞƚƵĂůƚƌƵƐƚƐ
ƚŽƚĂůĞĚΨϭϯ͕ϴϱϮĂŶĚΨϭϮ͕ϮϬϴ͕ƌĞƐƉĞĐƚŝǀĞůǇ͘/ŶĐůƵĚĞĚŝŶƚŚĞƐĞĂŵŽƵŶƚƐŝƐĂƉĞƌƉĞƚƵĂůƚƌƵƐƚŚĞůĚĨŽƌŽƚŚĞƌƐǁŚŝĐŚ
ƚŽƚĂůĞĚΨϭ͕ϭϲϴĂŶĚΨϭ͕ϬϯϰĂƚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳĂŶĚϮϬϭϲ͕ƌĞƐƉĞĐƚŝǀĞůǇ͘

dŚĞĂƐƐĞƚƐŚĞůĚŝŶĐŚĂƌŝƚĂďůĞŐŝĨƚĂŶŶƵŝƚŝĞƐĂŶĚĐŚĂƌŝƚĂďůĞƚƌƵƐƚƐ͕ĨŽƌǁŚŝĐŚ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŝƐƚŚĞƚƌƵƐƚĞĞ͕ĂƌĞƌĞĐŽƌĚĞĚĂƚ
ĨĂŝƌǀĂůƵĞƵƐŝŶŐƚŚĞƐĂŵĞǀĂůƵĂƚŝŽŶŵĞƚŚŽĚĂƐ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͛ƐŝŶǀĞƐƚŵĞŶƚƐ͘ĞŶĞĨŝĐŝĂůŝŶƚĞƌĞƐƚŚĞůĚŝŶƚƌƵƐƚƐ͕ĨŽƌǁŚŝĐŚ
^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŝƐŶŽƚƚŚĞƚƌƵƐƚĞĞ͕ŝƐďĂƐĞĚŽŶĞƐƚŝŵĂƚĞƐƉƌŽǀŝĚĞĚďǇƚŚŝƌĚƉĂƌƚǇƚƌƵƐƚĞĞƐ͘
ͲϭϴͲ

^dd>&KhEd/KE

EŽƚĞƐƚŽŽŶƐŽůŝĚĂƚĞĚ&ŝŶĂŶĐŝĂů^ƚĂƚĞŵĞŶƚƐ
&ŽƌƚŚĞzĞĂƌŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ
;/ŶdŚŽƵƐĂŶĚƐͿ


EŽƚĞϲͲ&ŝǆĞĚƐƐĞƚƐ

&ŝǆĞĚĂƐƐĞƚƐĐŽŶƐŝƐƚŽĨƚŚĞĨŽůůŽǁŝŶŐĂƚĞĐĞŵďĞƌϯϭ͗

/ŶdŚŽƵƐĂŶĚƐ
ϮϬϭϳ

ϮϬϭϲ

dĞĐŚŶŽůŽŐǇ͕ĞƋƵŝƉŵĞŶƚĂŶĚƐŽĨƚǁĂƌĞ
>ĞĂƐĞŚŽůĚŝŵƉƌŽǀĞŵĞŶƚƐ
&ƵƌŶŝƚƵƌĞĂŶĚĨŝǆƚƵƌĞƐ
/ŶƚĂŶŐŝďůĞĂƐƐĞƚƐ

Ψϭ͕ϵϴϳ
ϭ͕ϵϵϬ
ϴϭϲ
ϭϵϲ

Ψ ϭ͕ϵϮϴ
 ϭ͕ϵϳϴ
 ϴϯϬ
 ϭϵϲ

>ĞƐƐĂĐĐƵŵƵůĂƚĞĚĚĞƉƌĞĐŝĂƚŝŽŶ

ϰ͕ϵϴϵ
;Ϯ͕ϭϭϵͿ

 ϰ͕ϵϯϮ
 ;ϭ͕ϲϴϮͿ

&ŝǆĞĚƐƐĞƚƐ͕EĞƚ

ΨϮ͕ϴϳϬ

Ψ ϯ͕ϮϱϬ


ĞƉƌĞĐŝĂƚŝŽŶĞǆƉĞŶƐĞƚŽƚĂůĞĚΨϱϬϭĂŶĚΨϯϰϴĨŽƌƚŚĞǇĞĂƌƐĞŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳĂŶĚϮϬϭϲ͕ƌĞƐƉĞĐƚŝǀĞůǇ͘

EŽƚĞϳͲhŶĐŽŶĚŝƚŝŽŶĂů'ƌĂŶƚƐWĂǇĂďůĞ

hŶĐŽŶĚŝƚŝŽŶĂůŐƌĂŶƚƐƉĂǇĂďůĞĂƌĞƐĐŚĞĚƵůĞĚƚŽďĞĚŝƐďƵƌƐĞĚĂƐĨŽůůŽǁƐĂƚĞĐĞŵďĞƌϯϭ͗

/ŶdŚŽƵƐĂŶĚƐ
ϮϬϭϳ

ϮϬϭϲ

ƵĞǁŝƚŚŝŶŽŶĞǇĞĂƌ
ƵĞǁŝƚŚŝŶƚǁŽƚŽĨŝǀĞǇĞĂƌƐ
dŚĞƌĞĂĨƚĞƌ

Ψϯ͕ϲϵϭ
ϭ͕Ϯϱϭ
Ϯϰϭ

Ψ ϭ͕ϯϴϵ
 ϭ͕ϰϵϰ
 ϱϯ

dŽƚĂůhŶĐŽŶĚŝƚŝŽŶĂů'ƌĂŶƚƐWĂǇĂďůĞ

Ψϱ͕ϭϴϯ

Ψ Ϯ͕ϵϯϲ


dŚĞĚŝƐĐŽƵŶƚĨŽƌƉƌĞƐĞŶƚǀĂůƵĞǁĂƐŝŵŵĂƚĞƌŝĂůĂƚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳĂŶĚϮϬϭϲ͘

EŽƚĞϴͲ'ŝǀĞ/'

^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͛ƐĂŶŶƵĂů'ŝǀĞ/'ĐĂŵƉĂŝŐŶ͕ǁŚŝĐŚďĞŐĂŶŝŶϮϬϭϭ͕ŝƐĂŶŽŶůŝŶĞŐŝǀŝŶŐĞǀĞŶƚĚĞƐŝŐŶĞĚƚŽƌĂŝƐĞŵŽŶĞǇĨŽƌ
ŶŽŶƉƌŽĨŝƚŽƌŐĂŶŝǌĂƚŝŽŶƐŝŶ'ƌĞĂƚĞƌ^ĞĂƚƚůĞ͘^ĞůĞĐƚĐŽŶƚƌŝďƵƚŝŽŶƐĂƌĞŝŶĐƌĞĂƐĞĚďǇΨϮ͕ϱϬϬĂƐƉĂƌƚŽĨƚŚĞŽůůĂƌĨŽƌŚĂŶŐĞ
ƉƌŽǀŝĚĞĚďǇďŽƚŚ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶĂŶĚ'ŝǀĞ/'ƐƉŽŶƐŽƌƐ͘

'ŝǀĞ/'ĐŽŶƚƌŝďƵƚŝŽŶƐĂƌĞŵĂĚĞŽŶůŝŶĞƚŽŽǀĞƌϭ͕ϲϬϬŶŽŶƉƌŽĨŝƚŽƌŐĂŶŝǌĂƚŝŽŶƐƌĞƉƌĞƐĞŶƚŝŶŐĂďƌŽĂĚƌĂŶŐĞŽĨŝƐƐƵĞƐ͘ŽŶŽƌƐ
ĐŽŶƚƌŝďƵƚĞƚŚƌŽƵŐŚĂƐĞĐƵƌĞƚŚŝƌĚͲƉĂƌƚǇƐĞƌǀŝĐĞƉƌŽǀŝĚĞƌ͕ĂŶĚƚŚĞĐŽŶƚƌŝďƵƚŝŽŶƐĂƌĞĨŽƌǁĂƌĚĞĚĚŝƌĞĐƚůǇƚŽƚŚĞŶŽŶƉƌŽĨŝƚ
ŽƌŐĂŶŝǌĂƚŝŽŶƐ͘^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶĚŽĞƐŶŽƚĐŽůůĞĐƚƉĞƌƐŽŶĂůŽƌƉĂǇŵĞŶƚŝŶĨŽƌŵĂƚŝŽŶĨƌŽŵĂŶǇ'ŝǀĞ/'ĚŽŶŽƌ͘/ŶŽƌĚĞƌĨŽƌ
ƚŚĞŶŽŶƉƌŽĨŝƚŽƌŐĂŶŝǌĂƚŝŽŶƐƚŽƌĞĐĞŝǀĞŵĂǆŝŵƵŵďĞŶĞĨŝƚ͕ŶŽĨĞĞƐĂƌĞĐŚĂƌŐĞĚďǇ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͘

ͲϭϵͲ





^dd>&KhEd/KE

EŽƚĞƐƚŽŽŶƐŽůŝĚĂƚĞĚ&ŝŶĂŶĐŝĂů^ƚĂƚĞŵĞŶƚƐ
&ŽƌƚŚĞzĞĂƌŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ
;/ŶdŚŽƵƐĂŶĚƐͿ


EŽƚĞϴͲŽŶƚŝŶƵĞĚ

ŽŶƚƌŝďƵƚŝŽŶƐĂŶĚŽƚŚĞƌŝŶĨŽƌŵĂƚŝŽŶƌĞůĂƚĞĚƚŽ'ŝǀĞ/'ĐŽŶƐŝƐƚŽĨƚŚĞĨŽůůŽǁŝŶŐĨŽƌƚŚĞǇĞĂƌƐĞŶĚĞĚĞĐĞŵďĞƌϯϭ͗

/ŶdŚŽƵƐĂŶĚƐ
ϮϬϭϳ

ϮϬϭϲ

KŶůŝŶĞĐŽŶƚƌŝďƵƚŝŽŶƐ
ŽůůĂƌƐĨŽƌĐŚĂŶŐĞ
^ƚƌĞƚĐŚƉŽŽů

ΨϭϮ͕ϲϯϰ
ϰϱϮ

Ψ ϭϲ͕ϯϱϰ

dŽƚĂů'ŝǀĞ/'ŽŶƚƌŝďƵƚŝŽŶƐ

Ψϭϯ͕Ϭϴϲ

Ψ ϭϳ͕ϯϱϰ

EƵŵďĞƌŽĨĚŽŶŽƌƐ
EƵŵďĞƌŽĨŐŝĨƚƐ
EƵŵďĞƌŽĨŶŽŶƉƌŽĨŝƚƌĞĐŝƉŝĞŶƚŽƌŐĂŶŝǌĂƚŝŽŶƐ

ϯϯ͕ϯϰϴ
ϴϮ͕Ϭϳϲ
ϭ͕ϲϲϮ

 ϰϮ͕ϱϲϵ
 ϴϵ͕Ϭϵϳ
 ϭ͕ϲϰϭ

 ϭ͕ϬϬϬ


EŽƚĞϵͲdĞŵƉŽƌĂƌŝůǇZĞƐƚƌŝĐƚĞĚEĞƚƐƐĞƚƐ

dĞŵƉŽƌĂƌŝůǇƌĞƐƚƌŝĐƚĞĚŶĞƚĂƐƐĞƚƐĂƌĞƌĞƐƚƌŝĐƚĞĚĨŽƌĨƵƚƵƌĞƉĞƌŝŽĚƐŽƌĨŽƌƐƉĞĐŝĨŝĐƉƌŽŐƌĂŵƐ͘dŚĞǇĐŽŶƐŝƐƚŽĨƚŚĞĨŽůůŽǁŝŶŐĂƚ
ĞĐĞŵďĞƌϯϭ͗

/ŶdŚŽƵƐĂŶĚƐ
ϮϬϭϳ
ϮϬϭϲ

ŚĂƌŝƚĂďůĞƌĞŵĂŝŶĚĞƌĂŶĚůĞĂĚƚƌƵƐƚƐ
WůĞĚŐĞƐƌĞĐĞŝǀĂďůĞ
ĞƋƵĞƐƚƐƌĞĐĞŝǀĂďůĞ
&ŝƐĐĂůƐƉŽŶƐŽƌƐŚŝƉĂŶĚ>>

Ψϯϰ͕ϵϰϰ
ϭ͕ϮϯϮ
ϭϴϯ
ϭϬ͕ϵϬϭ

Ψ ϯϭ͕ϵϭϯ
 Ϯ͕ϱϮϰ
 Ϯ͕ϳϵϳ

dŽƚĂůdĞŵƉŽƌĂƌŝůǇZĞƐƚƌŝĐƚĞĚEĞƚƐƐĞƚƐ

Ψϰϳ͕ϮϲϬ

Ψ ϯϳ͕Ϯϯϰ


EŽƚĞϭϬͲŶĚŽǁŵĞŶƚƐ

^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͛ƐĞŶĚŽǁŵĞŶƚƐĐŽŶƐŝƐƚŽĨĨƵŶĚƐĞƐƚĂďůŝƐŚĞĚĨŽƌĂǀĂƌŝĞƚǇŽĨƉƵƌƉŽƐĞƐ͘/ƚƐĞŶĚŽǁŵĞŶƚƐŝŶĐůƵĚĞďŽƚŚ
ĚŽŶŽƌͲƌĞƐƚƌŝĐƚĞĚĞŶĚŽǁŵĞŶƚĨƵŶĚƐĂŶĚĨƵŶĚƐĚĞƐŝŐŶĂƚĞĚďǇƚŚĞŽĂƌĚŽĨdƌƵƐƚĞĞƐƚŽĨƵŶĐƚŝŽŶĂƐĞŶĚŽǁŵĞŶƚƐ;ƋƵĂƐŝͲ
ĞŶĚŽǁŵĞŶƚƐͿ͘EĞƚĂƐƐĞƚƐĂƐƐŽĐŝĂƚĞĚǁŝƚŚĞŶĚŽǁŵĞŶƚĨƵŶĚƐ͕ŝŶĐůƵĚŝŶŐƋƵĂƐŝͲĞŶĚŽǁŵĞŶƚƐ͕ĂƌĞĐůĂƐƐŝĨŝĞĚĂŶĚƌĞƉŽƌƚĞĚ
ďĂƐĞĚŽŶƚŚĞĞǆŝƐƚĞŶĐĞŽƌĂďƐĞŶĐĞŽĨĚŽŶŽƌͲŝŵƉŽƐĞĚƌĞƐƚƌŝĐƚŝŽŶƐ͘,ŽǁĞǀĞƌ͕ďĞĐĂƵƐĞŽĨ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͛ƐǀĂƌŝĂŶĐĞ
ƉŽǁĞƌĂƐĚĞƐĐƌŝďĞĚŝŶEŽƚĞƐϭĂŶĚϮ͕ĂůůĞŶĚŽǁŵĞŶƚƐĂƌĞĐůĂƐƐŝĨŝĞĚĂƐƵŶƌĞƐƚƌŝĐƚĞĚ͘

/ŶƚĞƌƉƌĞƚĂƚŝŽŶŽĨZĞůĞǀĂŶƚ>ĂǁͲdŚĞŽĂƌĚŚĂƐŝŶƚĞƌƉƌĞƚĞĚƚŚĞtĂƐŚŝŶŐƚŽŶ^ƚĂƚĞWƌƵĚĞŶƚDĂŶĂŐĞŵĞŶƚŽĨ/ŶƐƚŝƚƵƚŝŽŶĂů
&ƵŶĚƐĐƚ;WD/&ͿĂƐŵĂŬŝŶŐŝƚĂĚǀŝƐĂďůĞĨŽƌ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶƚŽƚƌĂĐŬƚŚĞĨĂŝƌǀĂůƵĞŽĨƚŚĞŽƌŝŐŝŶĂůŐŝĨƚĂƐŽĨƚŚĞŐŝĨƚĚĂƚĞ
ŽĨƚŚĞĚŽŶŽƌͲƌĞƐƚƌŝĐƚĞĚĞŶĚŽǁŵĞŶƚĨƵŶĚƐĂďƐĞŶƚĞǆƉůŝĐŝƚĚŽŶŽƌƐƚŝƉƵůĂƚŝŽŶƐƚŽƚŚĞĐŽŶƚƌĂƌǇ͘


ͲϮϬͲ





^dd>&KhEd/KE

EŽƚĞƐƚŽŽŶƐŽůŝĚĂƚĞĚ&ŝŶĂŶĐŝĂů^ƚĂƚĞŵĞŶƚƐ
&ŽƌƚŚĞzĞĂƌŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ
;/ŶdŚŽƵƐĂŶĚƐͿ


EŽƚĞϭϬͲŽŶƚŝŶƵĞĚ

^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͛ƐŽƌŐĂŶŝǌŝŶŐĚŽĐƵŵĞŶƚƐƐĞƚĨŽƌƚŚƚŚĞƉŽǁĞƌƚŽŵŽĚŝĨǇĂŶǇƌĞƐƚƌŝĐƚŝŽŶƐŽƌĐŽŶĚŝƚŝŽŶƐŽŶĚŝƐƚƌŝďƵƚŝŽŶƐ
ĨƌŽŵĨƵŶĚƐŝĨ͕ŝŶ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͛ƐũƵĚŐŵĞŶƚ͕ƐƵĐŚƌĞƐƚƌŝĐƚŝŽŶŽƌĐŽŶĚŝƚŝŽŶďĞĐŽŵĞƐƵŶŶĞĐĞƐƐĂƌǇ͕ŝŶĐĂƉĂďůĞŽĨ
ĨƵůĨŝůůŵĞŶƚ͕ŽƌŝŶĐŽŶƐŝƐƚĞŶƚǁŝƚŚƚŚĞĐŚĂƌŝƚĂďůĞŶĞĞĚƐŽĨƚŚĞĂƌĞĂďĞŝŶŐƐĞƌǀĞĚ͘ĞĐĂƵƐĞŽĨƚŚŝƐǀĂƌŝĂŶĐĞƉŽǁĞƌ͕^ĞĂƚƚůĞ
&ŽƵŶĚĂƚŝŽŶĐůĂƐƐŝĨŝĞƐĂƐƵŶƌĞƐƚƌŝĐƚĞĚŶĞƚĂƐƐĞƚƐ;ĂͿƚŚĞŽƌŝŐŝŶĂůǀĂůƵĞŽĨŐŝĨƚƐĚŽŶĂƚĞĚƚŽƚŚĞƉĞƌŵĂŶĞŶƚĞŶĚŽǁŵĞŶƚ͕ĂŶĚ;ďͿ
ƚŚĞŽƌŝŐŝŶĂůǀĂůƵĞŽĨƐƵďƐĞƋƵĞŶƚŐŝĨƚƐƚŽƚŚĞƉĞƌŵĂŶĞŶƚĞŶĚŽǁŵĞŶƚ͘

ŶĚŽǁŵĞŶƚŶĞƚĂƐƐĞƚƐĐŽŶƐŝƐƚŽĨƚŚĞĨŽůůŽǁŝŶŐĂƚĞĐĞŵďĞƌϯϭ͗

/ŶdŚŽƵƐĂŶĚƐ
ϮϬϭϳ
ϮϬϭϲ
ŽŶŽƌͲƌĞƐƚƌŝĐƚĞĚĞŶĚŽǁŵĞŶƚĨƵŶĚƐ
ŽĂƌĚĚĞƐŝŐŶĂƚĞĚƋƵĂƐŝͲĞŶĚŽǁŵĞŶƚĨƵŶĚƐ

Ψϭϯϯ͕ϵϮϮ
ϮϮϲ͕ϱϮϮ

Ψϭϭϴ͕Ϯϭϲ
 ϮϬϭ͕ϭϵϰ

ŶĚŽǁŵĞŶƚEĞƚƐƐĞƚƐ

ΨϯϲϬ͕ϰϰϰ

Ψϯϭϵ͕ϰϭϬ




ŚĂŶŐĞƐƚŽĞŶĚŽǁŵĞŶƚŶĞƚĂƐƐĞƚƐĂƌĞĂƐĨŽůůŽǁƐĨŽƌƚŚĞǇĞĂƌƐĞŶĚĞĚĞĐĞŵďĞƌϯϭ͗

/ŶdŚŽƵƐĂŶĚƐ
ϮϬϭϳ

ϮϬϭϲ

ŶĚŽǁŵĞŶƚŶĞƚĂƐƐĞƚƐ͕ďĞŐŝŶŶŝŶŐŽĨǇĞĂƌ

Ψϯϭϵ͕ϰϭϬ

ΨϯϬϭ͕ϯϮϭ

ŶĚŽǁŵĞŶƚŝŶǀĞƐƚŵĞŶƚƌĞƚƵƌŶͲ
/ŶƚĞƌĞƐƚĂŶĚĚŝǀŝĚĞŶĚƐ͕ŶĞƚŽĨĨĞĞƐ
dŽƚĂůŶĞƚŐĂŝŶƐ

ϱ͕ϵϵϵ
ϰϳ͕ϵϳϮ

 ϱ͕Ϯϲϲ
 ϭϴ͕Ϯϭϳ

dŽƚĂůŝŶǀĞƐƚŵĞŶƚƌĞƚƵƌŶƐ

ϱϯ͕ϵϳϭ

 Ϯϯ͕ϰϴϯ

ŽŶƚƌŝďƵƚŝŽŶƐ
EĞƚƚƌĂŶƐĨĞƌĨƌŽŵĞŶĚŽǁŵĞŶƚƐ

ϲ͕ϱϭϴ
;ϭϵ͕ϰϱϱͿ

 ϭϯ͕ϱϰϬ
 ;ϭϴ͕ϵϯϰͿ

ŶĚŽǁŵĞŶƚEĞƚƐƐĞƚƐ͕ŶĚŽĨzĞĂƌ

ΨϯϲϬ͕ϰϰϰ

Ψϯϭϵ͕ϰϭϬ


&ƵŶĚƐtŝƚŚĞĨŝĐŝĞŶĐŝĞƐͲ&ƌŽŵƚŝŵĞƚŽƚŝŵĞ͕ƚŚĞĨĂŝƌǀĂůƵĞŽĨĂƐƐĞƚƐĂƐƐŽĐŝĂƚĞĚǁŝƚŚŝŶĚŝǀŝĚƵĂůĚŽŶŽƌͲƌĞƐƚƌŝĐƚĞĚ
ĞŶĚŽǁŵĞŶƚĨƵŶĚƐŵĂǇĨĂůůďĞůŽǁƚŚĞƚŽƚĂůĂŵŽƵŶƚŽĨƚŚĞŐŝĨƚƐŵĂĚĞƚŽƚŚĞĞŶĚŽǁŵĞŶƚďǇƚŚĞĚŽŶŽƌ͘ĞĨŝĐŝĞŶĐŝĞƐŽĨƚŚŝƐ
ŶĂƚƵƌĞƚŚĂƚĂƌĞƌĞƉŽƌƚĞĚŝŶƵŶƌĞƐƚƌŝĐƚĞĚŶĞƚĂƐƐĞƚƐǁĞƌĞΨϭϬϮĂŶĚΨϮϭϰĂƚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳĂŶĚϮϬϭϲ͕ƌĞƐƉĞĐƚŝǀĞůǇ͘
dŚĞƐĞĚĞĨŝĐŝĞŶĐŝĞƐƌĞƐƵůƚĞĚĨƌŽŵƵŶĨĂǀŽƌĂďůĞŵĂƌŬĞƚĨůƵĐƚƵĂƚŝŽŶƐŝŶƉƌŝŽƌǇĞĂƌƐ͘


ͲϮϭͲ



^dd>&KhEd/KE

EŽƚĞƐƚŽŽŶƐŽůŝĚĂƚĞĚ&ŝŶĂŶĐŝĂů^ƚĂƚĞŵĞŶƚƐ
&ŽƌƚŚĞzĞĂƌŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ
;/ŶdŚŽƵƐĂŶĚƐͿ


EŽƚĞϭϬͲŽŶƚŝŶƵĞĚ

ZĞƚƵƌŶKďũĞĐƚŝǀĞƐĂŶĚZŝƐŬWĂƌĂŵĞƚĞƌƐͲ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŚĂƐĂĚŽƉƚĞĚŝŶǀĞƐƚŵĞŶƚĂŶĚƐƉĞŶĚŝŶŐƉŽůŝĐŝĞƐĨŽƌĞŶĚŽǁŵĞŶƚ
ĂƐƐĞƚƐƚŚĂƚĂƚƚĞŵƉƚƚŽƉƌŽǀŝĚĞĂƉƌĞĚŝĐƚĂďůĞƐƚƌĞĂŵŽĨĨƵŶĚŝŶŐƚŽƉƌŽŐƌĂŵƐƐƵƉƉŽƌƚĞĚďǇŝƚƐĞŶĚŽǁŵĞŶƚǁŚŝůĞƐĞĞŬŝŶŐƚŽ
ŵĂŝŶƚĂŝŶƚŚĞƉƵƌĐŚĂƐŝŶŐƉŽǁĞƌŽĨƚŚĞĞŶĚŽǁŵĞŶƚĂƐƐĞƚƐ͘ŶĚŽǁŵĞŶƚĂƐƐĞƚƐŝŶĐůƵĚĞƚŚŽƐĞĂƐƐĞƚƐŽĨĚŽŶŽƌͲƌĞƐƚƌŝĐƚĞĚĨƵŶĚƐ
ƚŚĂƚ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŚĂƐďĞĞŶŝŶƐƚƌƵĐƚĞĚƚŽŚŽůĚŝŶƉĞƌƉĞƚƵŝƚǇŽƌĨŽƌĚŽŶŽƌͲƐƉĞĐŝĨŝĞĚƉĞƌŝŽĚƐĂŶĚďŽĂƌĚͲĚĞƐŝŐŶĂƚĞĚ
ĨƵŶĚƐ͘hŶĚĞƌƚŚŝƐƉŽůŝĐǇ͕ĂƐĂƉƉƌŽǀĞĚďǇƚŚĞŽĂƌĚŽĨdƌƵƐƚĞĞƐ͕ƚŚĞĞŶĚŽǁŵĞŶƚĂƐƐĞƚƐĂƌĞŝŶǀĞƐƚĞĚŝŶĂŵĂŶŶĞƌƚŚĂƚŝƐ
ŝŶƚĞŶĚĞĚƚŽƉƌŽĚƵĐĞƌĞƐƵůƚƐƚŚĂƚ͕ŽǀĞƌƚŝŵĞ͕ǁŝůůƉƌŽǀŝĚĞĂƌĞĂůƌĂƚĞŽĨƌĞƚƵƌŶĞƋƵĂůƚŽƚŚĞƐƉĞŶĚŝŶŐƌĂƚĞǁŚŝůĞĂƐƐƵŵŝŶŐĂ
ƌĞĂƐŽŶĂďůĞůĞǀĞůŽĨŝŶǀĞƐƚŵĞŶƚƌŝƐŬ͘^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶĞǆƉĞĐƚƐŝƚƐĞŶĚŽǁŵĞŶƚĨƵŶĚƐ͕ŽǀĞƌƚŝŵĞ͕ƚŽƉƌŽǀŝĚĞĂŶĂǀĞƌĂŐĞƌĞĂů
ƌĂƚĞŽĨƌĞƚƵƌŶŽĨĂƉƉƌŽǆŝŵĂƚĞůǇϰ͘ϱƉĞƌĐĞŶƚĂŶŶƵĂůůǇ͘tŚŝůĞĂĐƚƵĂůƌĞƚƵƌŶƐŵĂǇǀĂƌǇ͕ƚŚĞƚĂƌŐĞƚĞĚŶŽŵŝŶĂůƌĂƚĞŽĨƌĞƚƵƌŶŝƐ
ĂƉƉƌŽǆŝŵĂƚĞůǇϳƉĞƌĐĞŶƚ͘

^ƚƌĂƚĞŐŝĞƐŵƉůŽǇĞĚĨŽƌĐŚŝĞǀŝŶŐKďũĞĐƚŝǀĞƐͲdŽƐĂƚŝƐĨǇŝƚƐůŽŶŐͲƚĞƌŵƌĂƚĞͲŽĨͲƌĞƚƵƌŶŽďũĞĐƚŝǀĞƐ͕ƚŚĞ&ŽƵŶĚĂƚŝŽŶƌĞůŝĞƐŽŶĂ
ƚŽƚĂůƌĞƚƵƌŶƐƚƌĂƚĞŐǇŝŶǁŚŝĐŚŝŶǀĞƐƚŵĞŶƚƌĞƚƵƌŶƐĂƌĞĂĐŚŝĞǀĞĚƚŚƌŽƵŐŚďŽƚŚĐĂƉŝƚĂůĂƉƉƌĞĐŝĂƚŝŽŶ;ƌĞĂůŝǌĞĚĂŶĚƵŶƌĞĂůŝǌĞĚͿ
ĂŶĚĐƵƌƌĞŶƚǇŝĞůĚ;ŝŶƚĞƌĞƐƚĂŶĚĚŝǀŝĚĞŶĚƐͿ͘^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶƚĂƌŐĞƚƐĂĚŝǀĞƌƐŝĨŝĞĚĂƐƐĞƚĂůůŽĐĂƚŝŽŶƚŚĂƚƉůĂĐĞƐĂŐƌĞĂƚĞƌ
ĞŵƉŚĂƐŝƐŽŶĞƋƵŝƚǇͲďĂƐĞĚŝŶǀĞƐƚŵĞŶƚƐƚŽĂĐŚŝĞǀĞŝƚƐůŽŶŐͲƚĞƌŵƌĞƚƵƌŶŽďũĞĐƚŝǀĞƐǁŝƚŚŝŶƉƌƵĚĞŶƚƌŝƐŬĐŽŶƐƚƌĂŝŶƚƐ͘

^ƉĞŶĚŝŶŐWŽůŝĐǇĂŶĚ,ŽǁƚŚĞ/ŶǀĞƐƚŵĞŶƚKďũĞĐƚŝǀĞƐZĞůĂƚĞƚŽ^ƉĞŶĚŝŶŐWŽůŝĐǇͲ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŚĂƐĂŐĞŶĞƌĂůƉŽůŝĐǇŽĨ
ĂƉƉƌŽƉƌŝĂƚŝŶŐĨŽƌĚŝƐƚƌŝďƵƚŝŽŶĞĂĐŚǇĞĂƌϰ͘ϱƉĞƌĐĞŶƚŽĨŝƚƐĞŶĚŽǁŵĞŶƚĨƵŶĚΖƐĂǀĞƌĂŐĞĨĂŝƌǀĂůƵĞŽǀĞƌƚŚĞƉƌŝŽƌϭϮƋƵĂƌƚĞƌƐ
ƚŚƌŽƵŐŚƚŚĞĐĂůĞŶĚĂƌǇĞĂƌĞŶĚƉƌĞĐĞĚŝŶŐƚŚĞĨŝƐĐĂůǇĞĂƌŝŶǁŚŝĐŚƚŚĞĚŝƐƚƌŝďƵƚŝŽŶŝƐƉůĂŶŶĞĚ͘/ŶĞƐƚĂďůŝƐŚŝŶŐƚŚŝƐƉŽůŝĐǇ͕
^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶĐŽŶƐŝĚĞƌĞĚƚŚĞůŽŶŐͲƚĞƌŵĞǆƉĞĐƚĞĚƌĞƚƵƌŶŽŶŝƚƐĞŶĚŽǁŵĞŶƚ͘KǀĞƌƚŚĞůŽŶŐƚĞƌŵ͕^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ
ĞǆƉĞĐƚƐƚŚĞƐƉĞŶĚŝŶŐƉŽůŝĐǇƚŽĂůůŽǁŝƚƐĞŶĚŽǁŵĞŶƚƚŽŐƌŽǁĂƚĂƌĂƚĞĞƋƵĂůƚŽŝŶĨůĂƚŝŽŶ͘dŚŝƐĨŽůůŽǁƐ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͛Ɛ
ŽďũĞĐƚŝǀĞƚŽŵĂŝŶƚĂŝŶƚŚĞƉƵƌĐŚĂƐŝŶŐƉŽǁĞƌŽĨƚŚĞĞŶĚŽǁŵĞŶƚĂƐƐĞƚƐŚĞůĚŝŶƉĞƌƉĞƚƵŝƚǇ͘

EŽƚĞϭϭͲ^ƵƉƉŽƌƚǆƉĞŶƐĞƐ

dŚĞĚĞƚĂŝůŽĨƐƵƉƉŽƌƚĞǆƉĞŶƐĞƐŝƐĂƐĨŽůůŽǁƐĨŽƌƚŚĞǇĞĂƌƐĞŶĚĞĚĞĐĞŵďĞƌϯϭ͗

/ŶdŚŽƵƐĂŶĚƐ
ϮϬϭϳ
ϮϬϭϲ
ĚŵŝŶŝƐƚƌĂƚŝǀĞĨƵŶĚ
WƌŽŐƌĂŵĂŶĚƐƵƉƉŽƌƚƐĞƌǀŝĐĞƐĨŽƌŽƚŚĞƌĨƵŶĚƐ
ŚĂŶŐĞŝŶĂůůŽǁĂŶĐĞĨŽƌůŽƐƐĨƌŽŵƵŶĐŽůůĞĐƚŝďůĞĂŵŽƵŶƚƐ

Ψϳ͕ϱϮϬ
ϲ͕ϰϵϱ
ϲϵϵ

Ψ ϳ͕ϴϭϵ
 Ϯ͕ϴϯϰ
 Ͳ

dŽƚĂů^ƵƉƉŽƌƚǆƉĞŶƐĞƐ

Ψϭϰ͕ϳϭϰ

Ψ ϭϬ͕ϲϱϯ



&ƵŶĚƌĂŝƐŝŶŐĞǆƉĞŶƐĞƐǁĞƌĞŝŵŵĂƚĞƌŝĂůĨŽƌƚŚĞǇĞĂƌƐĞŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳĂŶĚϮϬϭϲ͘

EŽƚĞϭϮͲZĞƚŝƌĞŵĞŶƚWůĂŶƐ

^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŵĂŝŶƚĂŝŶƐĂĚĞĨŝŶĞĚĐŽŶƚƌŝďƵƚŝŽŶƌĞƚŝƌĞŵĞŶƚƉůĂŶƚŚĂƚĐŽŵƉůŝĞƐǁŝƚŚŽĚĞ^ĞĐƚŝŽŶϰϬϯ;ďͿ͘ůůƌĞŐƵůĂƌ
ĞŵƉůŽǇĞĞƐĂƌĞĞůŝŐŝďůĞƚŽƉĂƌƚŝĐŝƉĂƚĞŝŶƚŚĞƌĞƚŝƌĞŵĞŶƚƉůĂŶŝŵŵĞĚŝĂƚĞůǇƵƉŽŶĐŽŵŵĞŶĐŝŶŐĞŵƉůŽǇŵĞŶƚ͘ůƚŚŽƵŐŚ
ĞŵƉůŽǇĞĞĐŽŶƚƌŝďƵƚŝŽŶƐĐĂŶďĞŵĂĚĞƚŽƚŚĞƉůĂŶŝŵŵĞĚŝĂƚĞůǇ͕ĂŶĞŵƉůŽǇĞĞŝƐŶŽƚĞůŝŐŝďůĞƚŽƌĞĐĞŝǀĞŵĂƚĐŚŝŶŐĐŽŶƚƌŝďƵƚŝŽŶƐ
ĨƌŽŵ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶƵŶƚŝůĐŽŵƉůĞƚŝŽŶŽĨƚŚĞŽƌŝĞŶƚĂƚŝŽŶƉĞƌŝŽĚ͕ǁŚŝĐŚŝƐĐƵƌƌĞŶƚůǇϵϬĚĂǇƐ͘

ͲϮϮͲ

^dd>&KhEd/KE

EŽƚĞƐƚŽŽŶƐŽůŝĚĂƚĞĚ&ŝŶĂŶĐŝĂů^ƚĂƚĞŵĞŶƚƐ
&ŽƌƚŚĞzĞĂƌŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ
;/ŶdŚŽƵƐĂŶĚƐͿ


EŽƚĞϭϮͲŽŶƚŝŶƵĞĚ

^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŵĂƚĐŚĞƐĞŵƉůŽǇĞĞĐŽŶƚƌŝďƵƚŝŽŶƐďĂƐĞĚŽŶǇĞĂƌƐŽĨƐĞƌǀŝĐĞĂƐĨŽůůŽǁƐ͗

zĞĂƌƐŽĨ^ĞƌǀŝĐĞ
DĂƚĐŚŝŶŐWĞƌĐĞŶƚĂŐĞ

ϬͲϰǇĞĂƌƐ
ϱͲϵǇĞĂƌƐ
ϭϬŽƌŵŽƌĞ

ϱ͘Ϭй
ϳ͘ϱй
ϭϬ͘Ϭй



dŽƚĂůŵĂƚĐŚŝŶŐĞǆƉĞŶƐĞǁĂƐΨϮϱϴĂŶĚΨϮϱϲĨŽƌƚŚĞǇĞĂƌƐĞŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳĂŶĚϮϬϭϲ͕ƌĞƐƉĞĐƚŝǀĞůǇ͘ůů
ĐŽŶƚƌŝďƵƚŝŽŶƐƵŶĚĞƌƚŚĞƉůĂŶǀĞƐƚǁŝƚŚĞŵƉůŽǇĞĞƐǁŚĞŶĐŽŶƚƌŝďƵƚŝŽŶƐĂƌĞŵĂĚĞ͘

^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶĂůƐŽŵĂŝŶƚĂŝŶĞĚĂŶŽŶƋƵĂůŝĨŝĞĚĚĞĨĞƌƌĞĚĐŽŵƉĞŶƐĂƚŝŽŶƉůĂŶĐŽǀĞƌĞĚƵŶĚĞƌ^ĞĐƚŝŽŶϰϱϳ;ďͿŽĨƚŚĞ
/ŶƚĞƌŶĂůZĞǀĞŶƵĞŽĚĞ͘KŶůǇĞŵƉůŽǇĞĞƐƐƉĞĐŝĨŝĐĂůůǇĚĞƐŝŐŶĂƚĞĚďǇƚŚĞŽĂƌĚŽĨdƌƵƐƚĞĞƐĂƌĞĞůŝŐŝďůĞ͘dŚĞŵĂǆŝŵƵŵƐĂůĂƌǇ
ĚĞĨĞƌƌĂůƵŶĚĞƌƚŚĞϰϱϳ;ďͿƉůĂŶǁĂƐΨϭϴ;ƉůƵƐĂĐĂƚĐŚͲƵƉƉƌŽǀŝƐŝŽŶŽĨΨϲĨŽƌĞůŝŐŝďůĞƉĂƌƚŝĐŝƉĂŶƚƐͿĨŽƌƚŚĞǇĞĂƌƐĞŶĚĞĚ
ĞĐĞŵďĞƌϯϭ͕ϮϬϭϳĂŶĚϮϬϭϲ͕ƌĞƐƉĞĐƚŝǀĞůǇ͘dŚĞƌĞǁĞƌĞŶŽŵĂƚĐŚŝŶŐƉƌŽǀŝƐŝŽŶƐ͘dŚĞŶŽŶƋƵĂůŝĨŝĞĚĚĞĨĞƌƌĞĚĐŽŵƉĞŶƐĂƚŝŽŶ
ƉůĂŶǁĂƐĂĚŵŝŶŝƐƚĞƌĞĚďǇ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͘dŚĞƌĞǁĂƐŽŶĞƉĂƌƚŝĐŝƉĂŶƚŝŶƚŚĞϰϱϳ;ďͿƉůĂŶĚƵƌŝŶŐƚŚĞǇĞĂƌĞŶĚĞĚ
ĞĐĞŵďĞƌϯϭ͕ϮϬϭϲ͘dŚĞƌĞǁĞƌĞŶŽƉĂƌƚŝĐŝƉĂŶƚƐŝŶƚŚĞϰϱϳ;ďͿƉůĂŶĂƚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ͘ƐƐĞƚƐŽĨƚŚĞϰϱϳ;ďͿƉůĂŶƚŽƚĂůĞĚ
ΨϴϲĂŶĚΨϵϭĂƐŽĨĞĐĞŵďĞƌϯϭ͕ϮϬϭϳĂŶĚϮϬϭϲ͕ƌĞƐƉĞĐƚŝǀĞůǇ͘ƐƐĞƚƐŝŶƚŚĞƉůĂŶĂƌĞŚĞůĚďǇ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŽŶĂ
ŶŽŶƚƌƵƐƚďĂƐŝƐĂŶĚĂƌĞƐƵďũĞĐƚƚŽƚŚĞĐůĂŝŵƐŽĨŝƚƐĐƌĞĚŝƚŽƌƐ͘

EŽƚĞϭϯͲŽŵŵŝƚŵĞŶƚƐ

ZĞǀŽůǀŝŶŐ>ŝŶĞŽĨƌĞĚŝƚͲ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶĞŶƚĞƌĞĚŝŶƚŽĂůŝŶĞŽĨĐƌĞĚŝƚĂŐƌĞĞŵĞŶƚŽŶEŽǀĞŵďĞƌϭϬ͕ϮϬϭϰ͕ǁŚŝĐŚ
ƉƌŽǀŝĚĞƐĨŽƌďŽƌƌŽǁŝŶŐƐŽĨƵƉƚŽΨϭϬŵŝůůŝŽŶĂŶĚďĞĂƌƐŝŶƚĞƌĞƐƚĞƋƵĂůƚŽƚŚĞ>/KZƌĂƚĞƉůƵƐϬ͘ϵϬй͖ŚŽǁĞǀĞƌ͕ŝŶŶŽĞǀĞŶƚ
ĐĂŶƚŚĞŝŶƚĞƌĞƐƚƌĂƚĞĐŚĂƌŐĞĚĞǆĐĞĞĚƚŚĞŚŝŐŚĞƐƚƌĂƚĞƉĞƌŵŝƚƚĞĚďǇĂƉƉůŝĐĂďůĞƐƚĂƚĞŽƌĨĞĚĞƌĂůůĂǁŽƌďĞůĞƐƐƚŚĂŶϬ͘ϵϬйƉĞƌ
ĂŶŶƵŵ͘dŚĞĐŽǀĞŶĂŶƚƐƌĞƋƵŝƌĞ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶƚŽŵĂŝŶƚĂŝŶĐŽůůĂƚĞƌĂůŽĨĂƚůĞĂƐƚΨϱϬŵŝůůŝŽŶŝŶĂƐƐĞƚƐĂƚĂŶĂĐĐŽƵŶƚ
ĞƐƚĂďůŝƐŚĞĚǁŝƚŚƚŚĞĐƌĞĚŝƚŽƌ͘dŚĞĐƌĞĚŝƚĂŐƌĞĞŵĞŶƚĂůƐŽĐŽŶƚĂŝŶƐǀĂƌŝŽƵƐŽƚŚĞƌĐƵƐƚŽŵĂƌǇƌĞƐƚƌŝĐƚŝǀĞĐŽǀĞŶĂŶƚƐ͘^ĞĂƚƚůĞ
&ŽƵŶĚĂƚŝŽŶŚĂƐĐŽŵƉůŝĞĚǁŝƚŚĂůůĐŽǀĞŶĂŶƚƐĂŶĚƚŚĞƌĞǁĂƐŶŽŽƵƚƐƚĂŶĚŝŶŐďĂůĂŶĐĞŽǁĞĚŽŶƚŚĞůŝŶĞĂƚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ
ŽƌĞĐĞŵďĞƌϯϭ͕ϮϬϭϲ͘

>ĞĂƐĞƐͲKƉĞƌĂƚŝŽŶƐŽĨ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶĂƌĞĐŽŶĚƵĐƚĞĚŝŶůĞĂƐĞĚŽĨĨŝĐĞƐƉĂĐĞŝŶ^ĞĂƚƚůĞ͕tĂƐŚŝŶŐƚŽŶ͘dŚĞƉƌŝŽƌůĞĂƐĞĨŽƌ
ŽĨĨŝĐĞƐƉĂĐĞĞǆƉŝƌĞĚŝŶEŽǀĞŵďĞƌϮϬϭϲ͘/ŶDĂƌĐŚϮϬϭϲ͕^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶůĞĂƐĞĚƐƉĂĐĞŝŶtĞƐƚůĂŬĞdŽǁĞƌƚŽ
ĂĐĐŽŵŵŽĚĂƚĞŐƌŽǁƚŚĂŶĚĞǆƉĂŶĚŵĞĞƚŝŶŐƐƉĂĐĞĂǀĂŝůĂďůĞƚŽƐƵƉƉŽƌƚĐŽŵŵƵŶŝƚǇĐŽŶǀĞŶŝŶŐƐĂŶĚŽƵƚƌĞĂĐŚ͘dŚĞŶĞǁůĞĂƐĞ
ĐŽŵŵĞŶĐĞĚŝŶEŽǀĞŵďĞƌϮϬϭϲĂŶĚĞǆƉŝƌĞƐŝŶ&ĞďƌƵĂƌǇϮϬϮϳ͘^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŵĂǇĞǆƚĞŶĚƚŚĞŝŶŝƚŝĂůƚĞƌŵŽĨƚŚĞŶĞǁ
ůĞĂƐĞĨŽƌƚǁŽƐƵĐĐĞƐƐŝǀĞƉĞƌŝŽĚƐŽĨĨŝǀĞǇĞĂƌƐ͘ŽƚŚůĞĂƐĞƐŝŶĐůƵĚĞĞƐĐĂůĂƚŝŶŐďĂƐĞƌĞŶƚƉůƵƐĂƉƌŽƉŽƌƚŝŽŶĂƚĞƐŚĂƌĞŽĨƚŚĞ
ĂĐƚƵĂůŽƉĞƌĂƚŝŶŐĐŽƐƚƐŽĨƚŚĞďƵŝůĚŝŶŐĂƐƐƉĞĐŝĨŝĞĚŝŶƚŚĞůĞĂƐĞĂŐƌĞĞŵĞŶƚƐ͘ZĞŶƚĞǆƉĞŶƐĞǁĂƐΨϴϱϭĂŶĚΨϰϭϵĨŽƌƚŚĞǇĞĂƌƐ
ĞŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳĂŶĚϮϬϭϲ͕ƌĞƐƉĞĐƚŝǀĞůǇ͘


ͲϮϯͲ

^dd>&KhEd/KE

EŽƚĞƐƚŽŽŶƐŽůŝĚĂƚĞĚ&ŝŶĂŶĐŝĂů^ƚĂƚĞŵĞŶƚƐ
&ŽƌƚŚĞzĞĂƌŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ
;/ŶdŚŽƵƐĂŶĚƐͿ


EŽƚĞϭϯͲŽŶƚŝŶƵĞĚ

^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶĂůƐŽůĞĂƐĞƐĐŽƉŝĞƌĞƋƵŝƉŵĞŶƚ͘&ƵƚƵƌĞŵŝŶŝŵƵŵůĞĂƐĞƉĂǇŵĞŶƚƐƵŶĚĞƌĂůůŶŽŶĐĂŶĐĞůĂďůĞůĞĂƐĞƐĨŽƌ
ĞǆŝƐƚŝŶŐŽĨĨŝĐĞƐƉĂĐĞĂŶĚĞƋƵŝƉŵĞŶƚĂƌĞ͗

/ŶdŚŽƵƐĂŶĚƐ
ƋƵŝƉŵĞŶƚ
&ŽƌƚŚĞzĞĂƌŶĚŝŶŐĞĐĞŵďĞƌϯϭ͕
KĨĨŝĐĞ^ƉĂĐĞ
>ĞĂƐĞƐ
dŽƚĂů

ϮϬϭϴ
ϮϬϭϵ
ϮϬϮϬ
ϮϬϮϭ
ϮϬϮϮ
dŚĞƌĞĂĨƚĞƌ
dŽƚĂů&ƵƚƵƌĞ>ĞĂƐĞWĂǇŵĞŶƚƐ

ΨϳϮϴ
ϳϰϲ
ϳϲϯ
ϳϴϭ
ϳϵϵ
ϯ͕ϱϭϵ

Ψϵ
ϵ
ϰ

Ψ ϳϯϳ
 ϳϱϱ
 ϳϲϳ
 ϳϴϭ
 ϳϵϵ
 ϯ͕ϱϭϵ

Ψ ϳ͕ϯϯϲ

ΨϮϮ

Ψ ϳ͕ϯϱϴ


dŚĞŶĞǁŽĨĨŝĐĞŝŶtĞƐƚůĂŬĞdŽǁĞƌĂůƐŽŝŶĐůƵĚĞƐŽĨĨŝĐĞƐƉĂĐĞĨŽƌĐŽŵŵƵŶŝƚǇƉĂƌƚŶĞƌƐ͕ĂůŝŐŶĞĚǁŝƚŚ^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶ͛Ɛ
ŵŝƐƐŝŽŶ͕ƚŽƐƵďůĞĂƐĞ͘ƐŽĨĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ͕^ĞĂƚƚůĞ&ŽƵŶĚĂƚŝŽŶŚĂĚƐƵďůĞĂƐĞĂŐƌĞĞŵĞŶƚƐǁŝƚŚ'ůŽďĂůtĂƐŚŝŶŐƚŽŶ͕
^ĞĂƚƚůĞ/ŶƚĞƌŶĂƚŝŽŶĂů&ŽƵŶĚĂƚŝŽŶĂŶĚ^ŬŝůůhƉtĂƐŚŝŶŐƚŽŶ͘dŚĞƐƵďůĞĂƐĞƐŚĂǀĞƚĞƌŵƐƚŚĂƚĞǆƚĞŶĚƚŚƌŽƵŐŚϮϬϮϭǁŝƚŚƚŽƚĂů
ĂŶŶƵĂůƐƵďůĞĂƐĞƉĂǇŵĞŶƚƐƌĂŶŐŝŶŐĨƌŽŵΨϭϲϬƚŽΨϭϳϵ͘



ͲϮϰͲ





^hWW>DEdZz/E&KZDd/KE




^dd>&KhEd/KE

ŽŶƐŽůŝĚĂƚŝŶŐ^ƚĂƚĞŵĞŶƚŽĨ&ŝŶĂŶĐŝĂůWŽƐŝƚŝŽŶ
ĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ
;/ŶdŚŽƵƐĂŶĚƐͿ

^ĞĂƚƚůĞ
&ŽƵŶĚĂƚŝŽŶ

^ƵƉƉŽƌƚŝŶŐ
KƌŐĂŶŝǌĂƚŝŽŶƐ

ƐƐĞƚƐ͗
ĂƐŚĂŶĚĐĂƐŚĞƋƵŝǀĂůĞŶƚƐ
ĐĐŽƵŶƚƐĂŶĚŽƚŚĞƌƌĞĐĞŝǀĂďůĞƐ
WůĞĚŐĞƐƌĞĐĞŝǀĂďůĞĂŶĚŽƚŚĞƌĂƐƐĞƚƐ͕ŶĞƚ
ĞƋƵĞƐƚƐƌĞĐĞŝǀĂďůĞ
ĞŶĞĨŝĐŝĂůŝŶƚĞƌĞƐƚƐŚĞůĚŝŶƚƌƵƐƚ
/ŶǀĞƐƚŵĞŶƚƐ
ZĞĂůĞƐƚĂƚĞŚĞůĚĨŽƌƐĂůĞ
DŝƐƐŝŽŶƌĞůĂƚĞĚŝŶǀĞƐƚŵĞŶƚƐ
&ŝǆĞĚĂƐƐĞƚƐ͕ŶĞƚŽĨĂĐĐƵŵƵůĂƚĞĚĚĞƉƌĞĐŝĂƚŝŽŶ

Ψ ϭϱ͕Ϭϭϲ
ϴϱ
 ϭ͕ϮϯϮ
 ϭϴϯ
Ϯϴ͕ϯϭϲ
 ϵϬϮ͕ϵϰϯ
 Ͳ
 ϴ͕ϮϲϮ
 Ϯ͕ϴϳϬ

Ψ ϮϬϱ
 ϮϳϮ

dŽƚĂůƐƐĞƚƐ

Ψ ϵϱϴ͕ϵϬϳ

ůŝŵŝŶĂƚŝŽŶƐ

ŽŶƐŽůŝĚĂƚĞĚ
dŽƚĂů

ΨͲ

Ψ ϭϱ͕ϮϮϭ
 ϯϱϳ
 ϭ͕ϮϯϮ
 ϭϴϯ
Ϯϴ͕ϯϭϲ
 ϵϰϰ͕ϮϵϬ
 Ϯ͕ϵϮϴ
ϭϬ͕ϳϲϮ
 Ϯ͕ϴϳϬ

Ψ ϰϳ͕ϮϱϮ

ΨͲ

Ψ ϭ͕ϬϬϲ͕ϭϱϵ

Ψϱ͕Ϭϲϴ
 Ϯ͕ϳϯϴ
ϱϭ͕ϱϰϳ
 Ͳ
Ϯϵ͕ϲϬϴ
 Ϯ͕ϰϳϯ

Ψ ϭϭϱ
 ϭϯϯ

ΨͲ

 ϵϭ͕ϰϯϰ

ϳϭϳ

Ψϱ͕ϭϴϯ
 Ϯ͕ϴϳϭ
ϱϭ͕ϱϰϳ
 ϰϲϵ
Ϯϵ͕ϲϬϴ
 Ϯ͕ϰϳϯ

ϵϮ͕ϭϱϭ

 ϰϭ͕ϯϰϳ
 Ϯ͕ϵϮϴ
 Ϯ͕ϱϬϬ

>ŝĂďŝůŝƚŝĞƐĂŶĚEĞƚƐƐĞƚƐ
>ŝĂďŝůŝƚŝĞƐ͗
hŶĐŽŶĚŝƚŝŽŶĂůŐƌĂŶƚƐƉĂǇĂďůĞ
KƚŚĞƌůŝĂďŝůŝƚŝĞƐ
&ƵŶĚƐŚĞůĚĨŽƌŽƚŚĞƌƐ
>ŝĂďŝůŝƚǇĨŽƌůŝĨĞĞƐƚĂƚĞ
>ŝĂďŝůŝƚǇĨŽƌĐŚĂƌŝƚĂďůĞůĞĂĚĂŶĚƌĞŵĂŝŶĚĞƌƚƌƵƐƚƐ
>ŝĂďŝůŝƚǇĨŽƌĐŚĂƌŝƚĂďůĞŐŝĨƚĂŶŶƵŝƚŝĞƐ

dŽƚĂů>ŝĂďŝůŝƚŝĞƐ

 ϰϲϵ

Ͳ

EĞƚƐƐĞƚƐ͗
hŶƌĞƐƚƌŝĐƚĞĚͲ
ŽŵŵƵŶŝƚǇͬĂƌĞĂŽĨŝŶƚĞƌĞƐƚ
ŽŶŽƌĂĚǀŝƐĞĚ
ĞƐŝŐŶĂƚĞĚ
^ƵƉƉŽƌƚŝŶŐŽƌŐĂŶŝǌĂƚŝŽŶƐ
ĚŵŝŶŝƐƚƌĂƚŝǀĞ

 ϭϭϬ͕ϵϮϱ
 ϰϯϵ͕ϲϯϵ
 Ϯϰϵ͕ϯϲϲ

dŽƚĂůƵŶƌĞƐƚƌŝĐƚĞĚ

 ϴϬϳ͕ϳϱϵ

 ϰϲ͕ϯϬϱ

 ϴϱϰ͕Ϭϲϰ

dĞŵƉŽƌĂƌŝůǇƌĞƐƚƌŝĐƚĞĚ

 ϰϳ͕ϬϯϬ

 ϮϯϬ

ϰϳ͕ϮϲϬ

WĞƌŵĂŶĞŶƚůǇƌĞƐƚƌŝĐƚĞĚͲ
WĞƌƉĞƚƵĂůƚƌƵƐƚƐ

 ϭϮ͕ϲϴϰ

dŽƚĂůEĞƚƐƐĞƚƐ

 ϴϲϳ͕ϰϳϯ

 ϰϲ͕ϱϯϱ

dŽƚĂů>ŝĂďŝůŝƚŝĞƐĂŶĚEĞƚƐƐĞƚƐ

Ψ ϵϱϴ͕ϵϬϳ

Ψ ϰϳ͕ϮϱϮ

 ϭϭϬ͕ϵϮϱ
 ϰϯϵ͕ϲϯϵ
 Ϯϰϵ͕ϯϲϲ
ϰϲ͕ϯϬϱ
 ϳ͕ϴϮϵ

 ϰϲ͕ϯϬϱ
 ϳ͕ϴϮϵ



^ĞĞŝŶĚĞƉĞŶĚĞŶƚĂƵĚŝƚŽƌ͛ƐƌĞƉŽƌƚ͘
ͲϮϱͲ

ϭϮ͕ϲϴϰ
 ϵϭϰ͕ϬϬϴ
ΨͲ

Ψ ϭ͕ϬϬϲ͕ϭϱϵ



^dd>&KhEd/KE

ŽŶƐŽůŝĚĂƚŝŶŐ^ƚĂƚĞŵĞŶƚŽĨĐƚŝǀŝƚŝĞƐ
&ŽƌƚŚĞzĞĂƌŶĚĞĚĞĐĞŵďĞƌϯϭ͕ϮϬϭϳ
;/ŶdŚŽƵƐĂŶĚƐͿ

^ĞĂƚƚůĞ
&ŽƵŶĚĂƚŝŽŶ

^ƵƉƉŽƌƚŝŶŐ
KƌŐĂŶŝǌĂƚŝŽŶƐ

ůŝŵŝŶĂƚŝŽŶƐ

ŽŶƐŽůŝĚĂƚĞĚ
dŽƚĂů

hŶƌĞƐƚƌŝĐƚĞĚ
ZĞǀĞŶƵĞƐĂŶĚ^ƵƉƉŽƌƚ͗
ŽŶƚƌŝďƵƚŝŽŶƐĂŶĚĂŐĞŶĐǇĨƵŶĚƐ
>ĞƐƐĂŐĞŶĐǇĂŶĚ'ŝǀĞ/'

Ψϭϭϭ͕ϳϳϮ
 ;ϭϰ͕ϬϮϮͿ

Ψ ϰ͕ϱϰϬ

Ψ;ϭϯ͕ϯϳϰͿ

ΨϭϬϮ͕ϵϯϴ
 ;ϭϰ͕ϬϮϮͿ

dŽƚĂůĐŽŶƚƌŝďƵƚŝŽŶƐ

 ϵϳ͕ϳϱϬ

 ϰ͕ϱϰϬ

;ϭϯ͕ϯϳϰͿ

 ϴϴ͕ϵϭϲ

ŝǀŝĚĞŶĚĂŶĚŝŶƚĞƌĞƐƚŝŶĐŽŵĞ
'ĂŝŶƐŽŶŝŶǀĞƐƚŵĞŶƚƐ͕ŶĞƚ
ŚĂŶŐĞŝŶǀĂůƵĞŽĨĐŚĂƌŝƚĂďůĞŐŝĨƚ
ĂŶŶƵŝƚŝĞƐĂŶĚƚƌƵƐƚƐ
KƚŚĞƌŝŶĐŽŵĞ
dƌĂŶƐĨĞƌƐǁŝƚŚŝŶ
EĞƚĂƐƐĞƚƐƌĞůĞĂƐĞĚĨƌŽŵƌĞƐƚƌŝĐƚŝŽŶ

 ϭϯ͕ϴϯϮ
 ϵϳ͕ϴϯϲ

ϴϬϮ
 ϱ͕ϴϬϲ

 ;ϭϴϰͿ
 ϭ͕Ϯϰϲ
 ϳϳϵ
 ϭϬ͕ϴϬϳ

 ϭ͕ϲϲϳ
 ;ϳϳϵͿ
ϭϭϳ

;ϭ͕ϰϲϴͿ

dŽƚĂůZĞǀĞŶƵĞƐĂŶĚ^ƵƉƉŽƌƚ

 ϮϮϮ͕Ϭϲϲ

 ϭϮ͕ϭϱϯ

;ϭϰ͕ϴϰϮͿ

 Ϯϭϵ͕ϯϳϳ

ǆƉĞŶƐĞƐ͗
'ƌĂŶƚƐ
/ŶǀĞƐƚŵĞŶƚŵĂŶĂŐĞŵĞŶƚĂŶĚƚƌƵƐƚĞĞĨĞĞƐ
^ƵƉƉŽƌƚĞǆƉĞŶƐĞƐ

 ϵϮ͕ϱϮϲ
 ϰ͕ϳϯϵ
 ϭϮ͕ϵϳϱ

 ϭϱ͕ϲϵϰ
 ϱϮϮ
 ϯ͕ϮϬϳ

;ϭϯ͕ϯϳϰͿ
;ϭ͕ϰϲϴͿ

 ϵϰ͕ϴϰϲ
 ϱ͕Ϯϲϭ
 ϭϰ͕ϳϭϰ

dŽƚĂůǆƉĞŶƐĞƐ

 ϭϭϬ͕ϮϰϬ

 ϭϵ͕ϰϮϯ

;ϭϰ͕ϴϰϮͿ

 ϭϭϰ͕ϴϮϭ

ŚĂŶŐĞŝŶhŶƌĞƐƚƌŝĐƚĞĚEĞƚƐƐĞƚƐ

 ϭϭϭ͕ϴϮϲ

 ;ϳ͕ϮϳϬͿ

 ϭϬϰ͕ϱϱϲ

 ϭϲ͕Ϯϯϰ
 ϭϭ

ϯϰϳ

 ϭϲ͕ϱϴϭ
 ϭϭ

 ϭϰ͕ϲϯϰ
 ϭϬϯ͕ϲϰϮ
 ;ϭϴϰͿ
 ϭ͕ϰϰϱ
 ϭϬ͕ϵϮϰ

dĞŵƉŽƌĂƌŝůǇZĞƐƚƌŝĐƚĞĚ
ZĞǀĞŶƵĞƐĂŶĚ^ƵƉƉŽƌƚ͗
ŽŶƚƌŝďƵƚŝŽŶƐ
'ĂŝŶŽŶŝŶǀĞƐƚŵĞŶƚƐ
ŚĂŶŐĞŝŶǀĂůƵĞŽĨĐŚĂƌŝƚĂďůĞŐŝĨƚ
ĂŶŶƵŝƚŝĞƐĂŶĚƚƌƵƐƚƐ
EĞƚĂƐƐĞƚƐƌĞůĞĂƐĞĚĨƌŽŵƌĞƐƚƌŝĐƚŝŽŶ
ĂŶĚƚƌĂŶƐĨĞƌƐ
ŚĂŶŐĞŝŶdĞŵƉŽƌĂƌŝůǇZĞƐƚƌŝĐƚĞĚ
EĞƚƐƐĞƚƐ

 ϰ͕ϯϱϴ

 ϰ͕ϯϱϴ

 ;ϭϬ͕ϴϬϳͿ

 ;ϭϭϳͿ

 ;ϭϬ͕ϵϮϰͿ

 ϵ͕ϳϵϲ

ϮϯϬ

 ϭϬ͕ϬϮϲ

WĞƌŵĂŶĞŶƚůǇZĞƐƚƌŝĐƚĞĚ
ZĞǀĞŶƵĞƐĂŶĚ^ƵƉƉŽƌƚ͗
ŚĂŶŐĞŝŶǀĂůƵĞŽĨĐŚĂƌŝƚĂďůĞŐŝĨƚ
ĂŶŶƵŝƚŝĞƐĂŶĚƚƌƵƐƚƐ

 ϭ͕ϱϭϬ

 ϭ͕ϱϭϬ

ŚĂŶŐĞŝŶWĞƌŵĂŶĞŶƚůǇZĞƐƚƌŝĐƚĞĚ
EĞƚƐƐĞƚƐ

 ϭ͕ϱϭϬ

 ϭ͕ϱϭϬ

dŽƚĂůŚĂŶŐĞŝŶEĞƚƐƐĞƚƐ

 ϭϮϯ͕ϭϯϮ

 ;ϳ͕ϬϰϬͿ

EĞƚĂƐƐĞƚƐ͕ďĞŐŝŶŶŝŶŐŽĨǇĞĂƌ

 ϳϰϰ͕ϯϰϭ

 ϱϯ͕ϱϳϱ

EĞƚƐƐĞƚƐ͕ŶĚŽĨzĞĂƌ

Ψϴϲϳ͕ϰϳϯ

Ψ ϰϲ͕ϱϯϱ

^ĞĞŝŶĚĞƉĞŶĚĞŶƚĂƵĚŝƚŽƌ͛ƐƌĞƉŽƌƚ͘
ͲϮϲͲ

Ͳ

 ϭϭϲ͕ϬϵϮ
 ϳϵϳ͕ϵϭϲ

ΨͲ

Ψϵϭϰ͕ϬϬϴ



