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Building upon Phase I and Phase II Certification and Project Plan submissions, the Implementation Plan provides a further detailed roadmap on Medicaid Transformation project implementation activities. The Implementation Plan contains two components:

· Project work plans. Work plans are a key component of the Implementation Plan. ACHs must detail key milestones, work steps to achieve those milestones, deliverables, accountable ACH staff and partnering provider organizations, and timelines from DY2, Q3 to DY5. 

· Portfolio narrative. ACHs must respond to a set of questions, included in these instructions, which detail implementation approach and activities with partnering providers and coordination with health systems and community capacity building and other initiatives across their portfolio of projects between DY2, Q3 through DY3, Q4. The intent of describing roles and activities for a narrow timeframe is to capture concrete examples of implementation steps as they get underway, while not overly burdening ACHs to report on the full timeframe of Medicaid Transformation, or the full scope of work by partnering providers.

ACHs will be asked to report against progress in the Implementation Plan, and project risks and mitigation strategies in future Semi-annual Reports. Successful completion of the Implementation Plan is a key P4R deliverable and an opportunity for ACHs to earn incentive payments in DY 2. 

Work Plan Template. The Implementation Plan Work Plan Template (Excel workbook) provided by HCA is for use by ACHs in completing the Work Plan component of the Implementation Plan. ACHs may submit an alternative work plan format; however, ACHs must meet the minimum requirements outlined below, and provide complete responses to all questions in the Portfolio Narrative section.

File Format and Naming Convention. ACH submissions will be comprised of at least two documents: the Work Plan (in Microsoft Excel or Word, or Adobe Acrobat) and Portfolio Narrative (in Microsoft Word). Use the following naming convention:
· Work Plan(s): ACH Name.IP.Work Plan.Project Identifier.10.1.18.
· Depending on the approach, ACHs may choose to submit separate work plan documents by project area(s). Please indicate in the work plan naming convention the project areas included in the Work Plan. 
· Portfolio Narrative: ACH Name.IP.Portfolio Narrative.10.1.18

Submission. Submissions are to be made through the Washington Collaboration, Performance, and Analytics System (WA CPAS), found in the folder path “ACH Directory/Implementation Plan.”

Deadline. Submissions must be uploaded no later than 3:00 pm PT on October 1, 2018. Late submissions will not be accepted.

Questions. Questions regarding the Implementation Plan Template and the application process should be directed to WADSRIP@mslc.com.
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[bookmark: _Toc513559140]Instructions
ACHs must submit a work plan with information on current and future implementation activities. This work plan acts as an implementation roadmap for ACHs, and provides HCA insight into ACH and partnering provider implementation activities. Based on the review of the work plan, HCA should be able to understand:
· Key milestones. 
· Work steps the ACH or its partnering providers will complete to achieve milestones.
· Key deliverables/outcomes for each task.
· The ACH staff and/or partnering provider organization[footnoteRef:2] accountable for completion of the work step, and whether it is the ACH staff or the partnering provider organization that is leading the work step, or whether responsibilities are shared. [2:  Partnering provider organizations must include both traditional and non-traditional providers. Traditional providers are those traditionally reimbursed by Medicaid (e.g. primary care providers, oral health providers, mental health providers, hospitals and health systems, nursing facilities, etc.). Non-traditional providers are those not traditionally reimbursed by Medicaid (e.g. community-based and social organizations, corrections facilities, Area Agencies on Aging, etc.).] 

· Timeline for completing action steps and milestones.

Format. Recognizing that implementation planning is underway, HCA is providing ACHs with the option of completing: 
(1) HCA’s template work plan in the attached Excel format, or 
(2) An ACH-developed format 

If an ACH chooses to use its own format, the ACH must communicate to the Independent Assessor its intention to submit the work plan in an alternative format by July 31, 2018. ACHs are not required to submit their work plan for approval. However, ACHs can voluntarily submit their alternative template to the Independent Assessor if they have concerns with, or questions about, meeting expectations. All questions and correspondence related to alternative formats should be directed to the Independent Assessor (WADSRIP@mslc.com). 

Minimum Requirements. Using HCA's template or an ACH-developed format, ACH must identify work steps to convey the work that is happening in the region. ACH Implementation Work Plans must meet the following minimum requirements, regardless of the format selected:
· Milestones: Work plans must address all milestones for a given project, categorized in three stages (Planning, Implementation, Scale & Sustain). The milestones are based on the Medicaid Transformation Project Toolkit, and are included in these instructions. In the development of the Implementation Plan Template, HCA reviewed all milestones in the Medicaid Transformation Project Toolkit and updated or omitted some milestones for the sake of clarity and applicability.
· Beyond the milestones, ACH work plans must address additional, self-identified milestones and associated work steps to convey the work happening in their regions. 
· Work plans that respond only to the milestones associated with the Toolkit below will not be sufficient.
· Work Steps: For each milestone, identify key tasks necessary to achieve the milestone. 
· Health Systems and Community Capacity Building. Work steps should include the collaborative work between HCA, the ACHs and statewide providers (e.g., UW, AWPHD) on health systems and community capacity building (HIT/HIE, workforce/practice transformation, and value-based payment).
· Health Equity. Equity considerations should be an underlying component of all transformation activities. Work steps should include activities related to health equity (e.g. conducting provider training to address health equity knowledge/skills gaps, distributing health equity resources). 
· Key Deliverables/Outcomes: For each work step, identify concrete, specific deliverables and expected outcomes.
· Health Systems and Community Capacity Building. Key deliverables/outcomes should reflect the collaborative work between HCA, the ACHs and statewide providers (e.g., UW, AWPHD) on health systems and community capacity building (HIT/HIE, workforce/practice transformation, and value-based payment).
· Health Equity. Equity considerations should be an underlying component of all transformation activities. Key deliverables/outcomes should reflect or be informed by health equity considerations (e.g., committee charter that acknowledges health equity goals).
· ACH Organization: For each work step, identify ACH staff role (e.g., Executive Director, Project Manager, Board Chair) who will be primarily accountable for driving progress and completion. ACH staff may also include contractors and volunteers. Contractors and volunteers should be identified at the organization level. If the ACH organization is not primarily accountable for the work step, “None” is an appropriate response.
· Partnering Provider Organization: For each work step, identify partnering provider organization(s) (e.g., Quality Care Community Health Center) that will be primarily accountable for driving progress and completion. If there are multiple partnering provider organizations, but a lead partnering provider organization is coordinating efforts, identify all organizations and designate the lead partnering provider organization as “Lead.” If a partnering provider organization is not primarily accountable for the work step, “None” is an appropriate response.
· Timeline: For each work step, identify the timeframe for undertaking the work. Identify completion of the work step at a calendar quarter level. (The timeline for the completion of the milestone, as reflected in the Toolkit, has been included for reference.)
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[bookmark: _Toc513559142]Project 2A: Bi-Directional Integration of Physical and Behavioral Health through Care Transformation

	Stage 1: Planning Milestones

	· Identify work steps and deliverables to implement the transformation activities and to facilitate health systems and community capacity building (HIT/HIE, workforce/practice transformation, and value-based payment), and health equity. (Completion no later than DY 2, Q3.)
· For 2020 adopters of integrated managed care: Ensure planning reflects timeline and process to transition to integration of physical and behavioral health including: engage and convene County Commissioners, Tribal Governments, Managed Care Organizations, Behavioral Health and Primary Care providers, and other critical partners. (Completion no later than DY 2, Q4.) 




	Stage 2: Project Implementation Milestones

	· Develop guidelines, policies, procedures and protocols (Completion no later than DY 3, Q1.)
· Develop continuous quality improvement strategies, measures, and targets to support the selected approaches. (Completion no later than DY 3, Q2.)
· Ensure each participating provider and/or organization is provided with, or has secured, the training and technical assistance resources and HIT/HIE tools necessary to perform their role in the integrated care activities. (Completion no later than DY 3, Q4.)
· Obtain technology tools needed to create, transmit, and download shared care plans and other HIE technology tools to support integrated care activities. (Completion no later than DY 3, Q4.)
· Provide participating providers and organizations with financial resources to offset the costs of infrastructure necessary to support integrated care activities. (Completion no later than DY 3, Q4.)




	Stage 3: Scale & Sustain Milestones

	· Implement fully integrated managed care (applicable to regions that did not pursue early or mid-adopter status). (Completion no later than DY 4, Q1.)
· Increase use of technology tools to support integrated care activities by additional providers/organizations. (Completion no later than DY 4, Q4.)
· Identify new, additional target providers/organizations. (Completion no later than DY 4, Q4.)
· Employ continuous quality improvement methods to refine the activities, updating approaches and adopted guidelines, policies and procedures as required. (Completion no later than DY 4, Q4.)
· Provide ongoing supports (e.g., training, technical assistance, learning collaboratives) to support continuation and expansion; Leverage regional champions and implement a train-the-trainer approach to support the spread of best practices. (Completion no later than DY 4, Q4.)
· Educate and facilitate use of collaborative care codes to sustain investments made to support integrated care activities. (Completion no later than DY 4, Q4.)
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	Stage 1: Planning Milestones

	· Identify work steps and deliverables to implement the transformation activities and to facilitate health systems and community capacity building (HIT/HIE, workforce/practice transformation, and value-based payment), and health equity. (Completion no later than DY 2, Q3.)



	Stage 2: Project Implementation Milestones

	· Develop guidelines, policies, procedures and protocols. (Completion no later than DY3, Q1.)
· Develop continuous quality improvement strategies, measures, and targets to support the selected approaches. (Completion no later than DY 3, Q2.)
· Create and implement checklists and related documents for care coordinators. (Completion no later than DY 3, Q4.)
· Implement selected pathways from the Pathways Community HUB Certification Program or implement care coordination evidence-based protocols adopted as standard under a similar approach. (Completion no later than DY 3, Q4.)
· Develop systems to track and evaluate performance. (Completion no later than DY 3, Q4.)
· Hire and train staff. (Completion no later than DY 3, Q4.)
· Implement technology enabled care coordination tools, and enable the appropriate integration of information captured by care coordinators with clinical information captured through statewide health information exchange. (Completion no later than DY 3, Q4.)
· Conduct a community awareness campaign. (Completion no later than DY 3, Q4.)



	Stage 3: Scale & Sustain Milestones

	· Expand the use of care coordination technology tools to additional providers and/or patient populations. (Completion no later than DY 4, Q4.)
· Employ continuous quality improvement methods to refine the model, updating model and adopted guidelines, policies and procedures as required. (Completion no later than DY 4, Q4.)
· Provide ongoing supports (e.g., training, technical assistance, learning collaboratives) to support continuation and expansion. (Completion no later than DY 4, Q4.)
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	Stage 1: Planning Milestones

	· Identify work steps and deliverables to implement the transformation activities and to facilitate health systems and community capacity building (HIT/HIE, workforce/practice transformation, and value-based payment), and health equity. (Completion no later than DY 2, Q3.) 



	Stage 2: Project Implementation Milestones

	· Develop guidelines, policies, procedures and protocols. (Completion no later than DY3, Q1.)
· Develop continuous quality improvement strategies, measures, and targets to support the selected approaches. (Completion no later than DY 3, Q2.)
· Ensure each participating provider and/or organization is provided with, or has secured, the training and technical assistance resources necessary to follow the guidelines and to perform their role in the approach in a culturally competent manner. (Completion no later than DY 3, Q4.)
· Implement bi-directional communication strategies/interoperable HIE tools to support project priorities (e.g., ensure care team members, including client and family/caregivers, have access to the electronic shared care plan). (Completion no later than DY 3, Q4.)
· Establish mechanisms for coordinating care management and transitional care plans with related community-based services and supports such as those provided through supported housing programs. (Completion no later than DY 3, Q4.)
· Incorporate activities that increase the availability of POLST forms across communities/agencies (http://polst.org/), where appropriate. (Completion no later than DY 3, Q4.)
· Develop systems to monitor and track performance. (Completion no later than DY 3, Q4.)



	Stage 3: Scale & Sustain Milestones

	· Increase scope and scale, expand to serve additional high-risk populations, and add partners to spread approach to additional communities. (Completion no later than DY 4, Q4.)
· Employ continuous quality improvement methods to refine the model, updating model and adopted guidelines, policies and procedures as required. (Completion no later than DY 4, Q4.)
· Provide ongoing supports (e.g., training, technical assistance, learning collaboratives) to support continuation and expansion. (Completion no later than DY 4, Q4.)
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	Stage 1: Planning Milestones

	· Identify work steps and deliverables to implement the transformation activities and to facilitate health systems and community capacity building (HIT/HIE, workforce/practice transformation, and value-based payment), and health equity. (Completion no later than DY 2, Q3.) 



	Stage 2: Project Implementation Milestones

	· Develop guidelines, policies, procedures and protocols. (Completion no later than DY 3, Q1.)
· Develop continuous quality improvement strategies, measures, and targets to support the selected approaches. (Completion no later than DY 3, Q2.)
· Ensure participating partners are provided with, or have access to, the training and technical assistance resources necessary to follow the guidelines and to perform their role in the approach in a culturally competent manner. (Completion no later than DY 3, Q4.)
· Implement bi-directional communication strategies/interoperable HIE tools to support project priorities (e.g., ensure team members, including client, have access to the information appropriate to their role in the team). (Completion no later than DY 3, Q4.)
· Establish mechanisms for coordinating care management plans with related community-based services and supports such as those provided through supported housing programs. (Completion no later than DY 3, Q4.)



	Stage 3: Scale & Sustain Milestones

	· Expand the model to additional communities and/or partner organizations. (Completion no later than DY 4, Q4.)
· Employ continuous quality improvement methods to refine the approach, updating the approach and adopted guidelines, policies and procedures as required. (Completion no later than DY 4, Q4.)
· Provide ongoing supports (e.g., training, technical assistance, learning collaboratives) to support continuation and expansion. (Completion no later than DY 4, Q4.)
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	Stage 1: Planning Milestones

	· Identify work steps and deliverables to implement the transformation activities and to facilitate health systems and community capacity building (HIT/HIE, workforce/practice transformation, and value-based payment), and health equity. (Completion no later than DY 2, Q3.) 



	Stage 2: Project Implementation Milestones

	· Develop guidelines, policies, procedures and protocols. (Completion no later than DY3, Q1.)
· Develop continuous quality improvement strategies, measures, and targets to support the selected approaches. (Completion no later than DY 3, Q2.)
· Convene or leverage existing local partnerships to implement project. (Completion no later than DY 3, Q2.)
· Implement selected strategies/approaches across the core components: 1) Prevention; 2) Treatment; 3) Overdose Prevention; 4) Recovery Supports. (Completion no later than DY 3, Q4.)
· Monitor state‐level modifications to the 2016 Washington State Interagency Opioid Working Plan and/or related clinical guidelines, and incorporate any changes into project implementation plan. (Completion no later than DY 3, Q4.)
· Develop a plan to address gaps in the number or locations of providers offering recovery support services, (this may include the use of peer support workers). (Completion no later than DY 3, Q4.) 



	Stage 3: Scale & Sustain Milestones

	· Increase scale of activities by adding partners and/or reaching new communities under the current initiative (e.g. to cover additional high needs geographic areas), as well as defining a path forward to deploy the  partnership's expertise, structures, and capabilities to address other yet‐to‐emerge public health challenges. (Completion no later than DY 4, Q4.)
· Review and apply data to inform decisions regarding specific strategies and action to be spread to additional settings or geographical areas. (Completion no later than DY 4, Q4.)
· Convene and support platforms to facilitate shared learning and exchange of best practices and results to date (e.g., the use of interoperable HIE by additional providers providing treatment of persons with OUD). (Completion no later than DY 4, Q4.)
· Provide or support ongoing training, technical assistance, and community partnerships to support spread and continuation of the selected strategies/approaches. (Completion no later than DY 4, Q4.)
· Provide ongoing supports (e.g., training, technical assistance, learning collaboratives) to support continuation and expansion. (Completion no later than DY 4, Q4.)
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	Stage 1: Planning Milestones

	· Identify work steps and deliverables to implement the transformation activities and to facilitate health systems and community capacity building (HIT/HIE, workforce/practice transformation, and value-based payment), and health equity. (Completion no later than DY 2, Q3.) 



	Stage 2: Project Implementation Milestones

	· Develop guidelines, policies, procedures and protocols. (Completion no later than DY3, Q1.)
· Develop continuous quality improvement strategies, measures, and targets to support the selected approaches. (Completion no later than DY 3, Q2.)
· Ensure each participating provider and/or organization is provided with, or has secured, the training and technical assistance resources necessary to follow the guidelines and to perform their role in the approach in a culturally competent manner. (Completion no later than DY 3, Q4.)
· Implement bi-directional communication strategies/interoperable HIE tools to support project priorities (e.g., ensure care team members, including client and family/caregivers, have access to the care plan). (Completion no later than DY 3, Q4.)
· Establish mechanisms, including technology-enabled, interoperable care coordination tools, for coordinating care management and transitional care plans with related community-based services and supports such as those provided through supported housing programs. (Completion no later than DY 3, Q4.)
· Establish a rapid-cycle quality improvement process that includes monitoring performance, providing performance feedback, implementing changes and tracking outcomes. (Completion no later than DY 3, Q4.)



	Stage 3: Scale & Sustain Milestones

	· Increase scope and scale, expand to serve additional high-risk populations, and add partners to spread approach to additional communities. (Completion no later than DY 4, Q4.)
· Employ continuous quality improvement methods to refine the model, updating model and adopted guidelines, policies and procedures as required. (Completion no later than DY 4, Q4.)
· Provide ongoing supports (e.g., training, technical assistance, learning collaboratives) to support continuation and expansion. (Completion no later than DY 4, Q4.)
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	Stage 1: Planning Milestones

	· Identify work steps and deliverables to implement the transformation activities and to facilitate health systems and community capacity building (HIT/HIE, workforce/practice transformation, and value-based payment), and health equity. (Completion no later than DY 2, Q3.) 



	Stage 2: Project Implementation Milestones

	· Develop guidelines, policies, procedures and protocols. (Completion no later than DY3, Q1.)
· Develop continuous quality improvement strategies, measures, and targets to support the selected approaches. (Completion no later than DY 3, Q2.)
· Implement bi-directional communications strategies/interoperable HIE tools to support project priorities to support the care model. (Completion no later than DY 3, Q4.)
· Establish mechanisms for coordinating care with related community-based services and supports. (Completion no later than DY 3, Q4.)
· Develop workflows to operationalize the protocol, specifying which member of the care team performs each function, inclusive of when referral to dentist or periodontist is needed. (Completion no later than DY 3, Q4.)
· Establish referral relationships with dentists and other specialists, such as ENTs and periodontists. (Completion no later than DY 3, Q4.)
· Ensure each member of the care team receives the training and technical assistance resources necessary to follow the guidelines and to perform their role in the approach in a culturally competent manner. (Completion no later than DY 3, Q4.)
· Establish a rapid-cycle quality improvement process that includes monitoring performance, providing performance feedback, implementing changes and tracking outcomes. (Completion no later than DY 3, Q4.)
· Engage with payers in discussion of payment approaches to support access to oral health services. (Completion no later than DY 3, Q4.)



	Stage 3: Scale & Sustain Milestones

	· Increase scope and scale, expand to serve additional high-risk populations, and add partners to spread approach to additional communities. (Completion no later than DY 4, Q4.)
· Employ continuous quality improvement methods to refine the model, updating model and adopted guidelines, policies and procedures as required. (Completion no later than DY 4, Q4.)
· Provide ongoing supports (e.g., training, technical assistance, learning collaboratives) to support continuation and expansion. (Completion no later than DY 4, Q4.)
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	Stage 1: Planning Milestones

	· Identify work steps and deliverables to implement the transformation activities and to facilitate health systems and community capacity building (HIT/HIE, workforce/practice transformation, and value-based payment), and health equity. (Completion no later than DY 2, Q3.) 



	Stage 2: Project Implementation Milestones

	· Develop guidelines, policies, procedures and protocols. (Completion no later than DY 3, Q1.)
· Develop continuous quality improvement strategies, measures, and targets to support the selected approaches. (Completion no later than DY 3, Q2.)
· Implement disease/population‐specific Chronic Care Implementation Plan for identified populations within identified geographic areas, inclusive of identified change strategies to develop and/or improve:  
· Self‐Management Support 
· Delivery System Design 
· Decision Support 
· Clinical Information Systems (including interoperable systems)  
· Community‐based Resources and Policy  
· Health Care Organization 
(Completion no later than DY 3, Q4.)
· Implementation should ensure integration of clinical and community‐based strategies through communication, referral, and data sharing strategies. (Completion no later than DY 3, Q4.)



	Stage 3: Scale & Sustain Milestones

	· Increase scale of approach, expand to serve additional high‐risk populations, include additional providers and/or cover additional high needs geographic areas, to disseminate and increase adoption of change strategies that result in improved care processes and health outcomes. (Completion no later than DY 4, Q4.)
· Continue to employ continuous rapid cycle improvement processes/continuous quality improvement methods to refine change strategies and scale up implementation. (Completion no later than DY 4, Q4.)
· Provide or support ongoing training, technical assistance, learning collaborative platforms, to support shared learning, spread and continuation, and expansion of successful change strategies (e.g., the use of interoperable Clinical Information Systems by additional providers, additional populations, or types of information exchanged). (Completion no later than DY 4, Q4.)
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HCA is seeking a deeper understanding of ACH implementation planning across ACHs’ portfolio of projects for Medicaid Transformation. The questions below are intended to assess ACHs' preparation and current activities in key implementation areas that span the project portfolio. ACHs must provide clear explanations of the activities to be completed, timing of activities, and how they intend to progress the implementation of projects from DY 2, Q3 through DY 3, Q4. ACHs are required to provide responses that reflect the regional transformation efforts by either:
· The ACH as an organization,
· The ACH’s partnering providers, or
· Both the ACH and its partnering providers.

ACHs should read each prompt carefully before responding.

[bookmark: _Toc513559151]Partnering Provider Project Roles
HCA is seeking a more granular understanding of the Medicaid Transformation work being conducted by partnering provider organizations. Imagine the Independent Assessor is conducting a site visit with your partnering providers; how would a partnering provider organization explain its role in the transformation work. What does the provider need to be successful? 

Using at least four examples of partnering provider organizations, respond to the questions and provide a detailed description of each organization, and what each organization has committed to do to support of the transformation projects from DY 2, Q3 through DY 3, Q4. 

In total, examples must reflect: 
· A mix of providers traditionally reimbursed and not traditionally reimbursed by Medicaid.[footnoteRef:3] [3:  Traditional providers are those traditionally reimbursed by Medicaid (e.g. primary care providers, oral health providers, mental health providers, hospitals and health systems, nursing facilities, etc.). Non-traditional providers are those not traditionally reimbursed by Medicaid (e.g. community-based and social organizations, corrections facilities, Area Agencies on Aging, etc.).] 

· All projects in the ACH’s portfolio. 

	ACH Response

	Responses must cover the following:
· What is the name of the partnering provider organization?  
· What type of entity is the partnering provider organization?  
· In which project/project(s) is the partnering provider organization involved?
· What are the roles and responsibilities of the partnering provider organization from DY 2, Q3 through DY 3, Q4?  
· What key steps will the partnering provider organization take to implement projects (e.g., hiring of staff, training or re-training staff, development of policies and procedures to ensure warm hand-offs occur, acquiring and implementing needed interoperable HIT/HIE tools) within that timeframe?
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Explain how the ACH supports partnering providers in project implementation from DY 2, Q3 through DY 3, Q4. 

	ACH Response

	Responses must cover the following:
· What training and/or technical assistance resources is the ACH facilitating or providing to support partnering providers in implementation from DY 2, Q3 through DY 3, Q4? 
· How is training and/or technical assistance resources being delivered within that timeframe?
· How is the ACH engaging smaller, partnering providers and community-based organizations with limited capacity? 
· What activities and processes are coordinated/streamlined by the ACHs to minimize administrative burden on partnering providers (e.g., coordination of partnering provider contracts/MOUs)?
· How is the ACH coordinating with other ACHs in engaging partnering providers that are participating in project activities in more than one ACH? 
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Explain how the ACH ensures partnering providers are driving forward project implementation from DY 2, Q3 through DY 3, Q4.

	ACH Response

	Responses must address both traditional and non-traditional Medicaid providers and cover the following:
· What are the ACH's project implementation expectations for its partnering providers from DY 2, Q3 through DY 3, Q4?
· What are the key indicators used by the ACH to measure implementation progress by partnering providers within that timeframe? 
· What specific processes and tools (e.g., reports, site visits) does the ACH use to assess partners against these key implementation progress indicators?
· How will the ACH support its partnering providers (e.g., provide technical assistance) if implementation progress to meet required project milestones is delayed? 
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Explain how the ACH ensures partnering providers avoid duplication while promoting synergy with existing state resources from DY 2, Q3 through DY 3, Q4.

	ACH Response

	Responses must cover the following: 

Project 2A
· What are the programs or services the ACH has identified to facilitate alignment with, but not duplicate, other bi-directional integration efforts in the state?

Project 3A
· What are the programs or services the ACH has identified to facilitate alignment with, but not duplicate, other state efforts to reduce opioid-related morbidity and mortality through strategies that target prevention, treatment, and recovery supports?

	
For ACHs implementing Project 2B
· How does the ACH align referral mechanisms and provider engagement strategies with the Health Homes and First Steps Maternity Support Services program? 
· What other programs or services has the ACH identified to facilitate alignment with, but not duplicate, other state efforts to improve care coordination?
· How is the ACH’s approach aligned with MCO care coordination contract requirements? 

For ACHs implementing Project 2C
· How does the project align with or enhance related initiatives such as Health Homes or other care/case management services, including those provided through the Department of Corrections?
· What additional programs or services has the ACH identified to facilitate alignment with, but not duplicate, other state efforts to improve transitional care services?

For ACHs implementing Project 2D
· What are the programs or services the ACH has identified to facilitate alignment with, but not duplicate, other state efforts to promote appropriate use of emergency care services and person-centered care? (e.g., the Washington State Hospital Association’s “ER is for Emergencies” and “Seven Best Practices” initiatives.) 

For ACHs implementing Project 3B
· How do the ACH’s partnering providers align with and avoid duplication of Maternal Support Services? How will the project strengthen or expand current implementation of Home Visiting Models?
· What other programs or services has the ACH identified to facilitate alignment with, but not duplicate, other state efforts to improve access to high quality reproductive and maternal/child health care?

For ACHs implementing Project 3C
· What are the programs or services the ACH has identified to facilitate alignment with, but not duplicate, other state efforts to improve access to oral health services?

For ACHs implementing Project 3D
· What are the programs or services the ACH has identified to facilitate alignment with, but not duplicate, other state efforts to improve chronic disease management and control?
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Explain how the region is advancing Value-based Care objectives. 

	ACH Response

	Responses must cover the following:
· What actionable steps are partnering providers taking from DY 2, Q3 through DY 3, Q4 to move along the VBP continuum? Provide three examples. 
· What is the role of the region's provider/practice champions as it relates to providing guidance to regional partners in support of value-based care goals?




Regional Readiness for Health Information Technology (HIT) / Health Information Exchange (HIE)
Explain how the region is advancing HIT/HIE objectives.

	ACH Response

	Responses must cover the following:
· What actionable steps are the ACH taking to facilitate information exchange between providers at points of care?  Provide three examples.
· How is the ACH leveraging Transformation incentives, resources, and activities to support statewide information exchange systems?




[bookmark: _Toc513559156]Technical Assistance Resources and Support
Describe the technical assistance resources and support the ACH requires from HCA and other state agencies to successfully implement selected projects.

	ACH Response

	Response should cover the following:
· What technical assistance or resources have the ACH identified to be helpful? How has the ACH secured technical assistance or resources?
· What technical assistance or resources does the ACH require from HCA and other state agencies?
· What project(s)/area(s) of implementation would the ACH be interested in lessons learned or implementation experience from other ACHs?
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