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SECTION I: ACH-LEVEL
ACH

Cascade Pacific Action Alliance

Name

Winfried Danke

Phone
Number

360.539.7576 ext. 125

E-mail

dankew@crhn.org

Regional Health Needs Inventory
Assessing Regional Health Needs
Since its inception, Cascade Pacific Action Alliance (CPAA) has collected, aggregated, and analyzed data on a
county and regional level to inform decisions and guide action. CHOICE Regional Health Network (CHOICE),
the administrative support organization for CPAA, has more than two decades of experience leading
successful community engagement and regional health improvement efforts. CHOICE has a rich history of
using data and working collaboratively with the community to drive decision-making. In the last four years,
CHOICE has collaborated on a community health needs assessment with Providence Health System in both
Lewis and Thurston County that included five counties. CPAA also developed a broad regional health needs
inventory across seven counties in 2015 and updated it again in 2017. CPAA continued this data-driven
approach as it identified health priorities for the region and strategies for achieving its goals.
As CPAA identified regional health priorities and selected health improvement projects, it focused on
understanding the magnitude of need in its communities as well as the potential to address health
inequities, both of which rely on data about the region and disparities. Early examples of how CPAA utilized
data to direct resources to impact health are the design and implementation of two initial projects:


The Youth Behavioral Health Coordination Project seeks to reduce the unmet behavioral health
needs of school-aged youth by providing care coordination services to children identified in school
settings. The project aims to improve care coordination, increase access to healthcare and social
support services, prevent and mitigate adverse childhood experiences (ACEs), enhance educational
opportunities, and prevent chronic disease. The project is the flagship project for Washington
State, demonstrating a proof of concept that multiple partners from different community sectors,
including clinical and social services, can come together, plan, and implement a project that
addresses a community need utilizing data.



The Youth Marijuana Prevention and Education Program convenes public health, criminal
justice, education, and social service partners to share data, target priority populations, and
develop a 5-year strategic plan to reduce the number of youth using marijuana. Data analyzed for
this project includes the Healthy Youth Survey, discipline referrals, and the regional health needs
inventory, all of which were used to determine priority project strategies. This program addresses
mitigating ACEs and chronic disease prevention.
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Both efforts were selected with a strong reliance on data, specifically data collected through the CPAA’s
Regional Health Needs Inventory (RHNI) process (see details in next section, Data-Informed Decision
Making). CPAA is the only ACH that has two implemented health improvement projects still in operation,
including its initial pilot program. Both programs have achieved early results of improved health, including
having kept the level of youth marijuana use from increasing despite the legalization of marijuana.

Data-Informed Decision Making
This year, CPAA worked closely with Providence Center for Outcomes Research (CORE) to review the
aggregate data products provided by the Washington State Health Care Authority (HCA) and identify areas
where CPAA should focus its resources for the Medicaid Transformation Project. CORE provided a written
data summary, primarily focusing on the RHNI Starter Set files provided by HCA, and developed a summary
of measure performance using publicly available data to estimate CPAA’s performance on toolkit pay-forperformance measures to help us estimate where we need to improve and where there is potential
alignment. This document was a crosswalk of project outcome measures, data sources, and interventions
to ensure the project portfolio will meet outcome goals.
CPAA determined that it would target efforts in areas where the region underperformed compared to the
state average and focus on areas where there was the greatest need for improvement. Table 1 illustrates
several areas where our region is performing below the state average.
TABLE 1 – CPAA LOW PERFORMANCE MEASURES 2016

SEE APPENDIX A – RHNI MEASURE PERFORMANCE TABLE
As a result of the analysis, we identified target populations and project areas that would address gaps and
have the deepest impact for populations that most need an intervention. As a proxy to identify areas where
there are significant health disparities, CPAA looked at Medicaid claims data and mortality rates in counties
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by census tracts to identify specific target populations and sub-regions for our projects. We believe by
addressing health disparities, health equity will improve in our community. This information was reviewed
by our project work groups, which also considered pay-for-performance metrics associated with the various
Medicaid Transformation project areas, and then identified preliminary target populations and sub-regions
to focus interventions.
By looking at the data summary provided by CORE, we were able to identify synergies in and among project
areas. We looked at the performance of our region against a large number of metrics and data presented
this summer (updated Regional Health Needs Assessment) and chose to continue with six project areas.
CPAA has used claims-based data products to identify major Medicaid providers in the region. CPAA has
active participation by major Medicaid providers in its work groups, on the regional coordinating council
and governing board, and in response to a Request for Qualifications that was issued earlier this summer to
gauge provider interest in and readiness for the Medicaid Transformation. CPAA is keenly aware that the
successful transformation of our region’s health system requires the active participation of major Medicaid
providers. We are confident we have the right partners at the table.

Data Sets & Analytics Informing Decision Making
CPAA has used a wide range of data sets and data sources to identify regional health needs and inform
project selection and planning. CPAA relied on updated regional health needs data as well as a data review
by CORE. In addition, CPAA gathered primary data through community surveys, provider focus groups, and
local community meetings, bringing together clinical and social service providers and other stakeholders, to
assess local health needs and priorities and evaluate optional Medicaid Transformation projects.
CPAA also reached out to community partners to collect data and leverage existing analytical infrastructure
for project planning. We asked a wide range of other community partners to share their data on available
services in an effort to map our region’s assets in different project areas and received helpful information
from a variety of our partners. We sought information for the following project areas: care coordination
services, paramedic services, opioid response and substance use disorder services, and services aimed at
mitigating the effects of ACEs. The response of our community partners has been very positive to our
requests for data sharing and assistance with data analytics, and we plan to make data sharing a
requirement for participating providers.
The chart below illustrates the fundamental data sets and sources we have used throughout our planning
efforts.
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TABLE 2: DATA SETS AND SOURCES

CPAA has also identified gaps in data, outlined below, and is taking action to address data needs.
TABLE 3: DATA GAPS AND NEXT STEPS
Gaps Identified

Steps Taken

Next Steps

Access to cost data to perform cost-benefit
analyses for different interventions and target
populations, and to determine financial
implications for providers.

Requested cost data from state
and MCO partners.

Use funds flow calculator to
understand potential funding available
for partners; determine policy
implications that need to be elevated.

Inventory of existing community assets to
leverage in project design.

Work groups performing projectspecific asset mapping (e.g. Care
Coordination, Opioid Response,
etc.).

All work groups continue performing
asset mapping and regular updates of
regional health asset inventory.

Provider readiness assessment for project
implementation.

Request for Qualifications (RFQ)
sent to providers and Tribes to
assess readiness to implement
projects; distribution and
promotion of VBP provider survey.

Continue review of RFQ responses to
assess provider capabilities and gaps;
work with Qualis Health/Practice
Transformation Hub to assess provider
readiness/ continue review of VBP
survey results.

Granular data broken out by
age/gender/income/geography, especially for
teen pregnancy; obesity, mental health;
chemical dependency.

Working with CORE and potential
partnering providers to fill data
gaps.

Focus on teen pregnancy data and data
on homeless; explore whether local
health department partners can fill
data gaps.

Internal data analytics capacity.

Hired Data Manager, Data Analyst,
and contracted with CORE for
strategic data support; engaged
with WSHA to assess QBS business
intelligence tool to track provider
information.

Continue to build internal capacity to
help overcome data and analytics gaps;
explore data partnerships with other
ACHs, including exploration of use of a
third-party data aggregator to ensure
timely data.
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High-level Summary of Region’s Health Needs
Improving health equity is an overarching goal for CPAA that serves as a lens for all its work. The CPAA
region covers seven counties that include both rural and urban communities with approximately 600,000
residents, 30% Medicaid beneficiaries. According to the Robert Wood Johnson Foundation (RWJF) County
Health Rankings from 2017, six out of the seven counties rank below the 50th percentile of all counties
surveyed. While our rural communities are particularly affected, health disparities and poor health
outcomes extend across the region. For instance:






Premature death, or years of potential life lost before age 75, is higher in all the counties except for
Thurston, which is slightly lower than the state rate.
Percentage of adults reporting fair or poor health is higher in all the counties except for Thurston.
Average number of physically unhealthy days reported in past 30 days is higher in all the counties
except for Thurston; however, it is slightly lower than the state rate.
Average number of mentally unhealthy days reported in past 30 days is higher in all the counties
except for Thurston County.
Percentage of live births with low birthweight (< 2,500 grams) is higher in Cowlitz, Grays Harbor,
and Pacific counties.1

TABLE 4: MORTALITY CPAA BY CENSUS TRACT 2006-2015

Areas in orange represent highest rate of mortality by county.

CPAA has reviewed the aggregate data
products provided by the Washington State
Health Care Authority (RHNI starter kit and
Healthier WA data dashboard), project toolkit
metrics, and mortality rates to inform the
project work groups (WGs) in the selection of
target populations and sub-regions. WGs are
using mortality data by US Census Tract as a
proxy for identifying health disparities and
identifying sub-regions for focused
interventions. The census tracts data for
mortality indicate that where a person lives is
a strong indicator for life expectancy.2 The
work groups have identified initial target
populations for each project area. They will
continue to narrow target populations during
implantation planning.

Medicaid Beneficiary Population Profile
Per the June 2016 HCA RHNI Starter Kit data and Healthier Washington Data Dashboard, CPAA covers
approximately 185,000 Medicaid members, or 9.8% of the Medicaid population statewide. This includes

1

RWJF, County Health Rankings, 2017
Dwyer-Lindgren L, Bertozzi-Villa A, Stubbs RW, Morozoff C, Mackenbach JP, van Lenthe FJ, Mokdad AH, Murray CJL.
2017. Inequalities in Life Expectancy Among US Counties, 1980 to 2014. Temporal Trends and Key Drivers. JAMA
Intern Med. 2017;177(7):1003–1011. doi:10.1001/jamainternmed.2017.0918
2
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Cowlitz, Grays Harbor, Lewis, Mason, Thurston, Pacific, and Wahkiakum counties. Almost 60% of CPAA’s
population resides within Thurston and Cowlitz counties. When compared to the statewide Medicaid
population, CPAA’s Medicaid population is:






Slightly more female (51.8%)
More white (71.3% compared to 57.0% statewide)
Less Hispanic (13.2% compared to 21.0% statewide)
Slightly older (57.9% adults compared to 54.0% statewide)
More English speaking (87.6% compared to 83.9% statewide)

In general, CPAA’s population is more vulnerable than the statewide average. CPAA has higher
unemployment (6.3% compared to 5.0% statewide)3, more people live in poverty (14.3% compared to
12.2% statewide)4, and the median household income is lower. The median household income for our rural
communities is almost a third lower than the Washington State average. Significant disparity exists,
especially in Pacific County ($37,684), Grays Harbor County ($43,538), and Lewis County ($44,100)
compared to the Washington State median household income of $61,062.5 Additionally, per the 2015 DSHS
Risk and Protection Profiles by County6, with the exception of Thurston County, our region has higher rates
of individuals receiving food stamps, a higher rate of children participating in Aid to Families programs, and
higher rates of students eligible for free and reduced price lunches. Alcohol and drug law related arrest
rates for adolescents ages 10-17 are higher in Cowlitz, Grays Harbor, and Lewis counties than in other
counties and statewide, although alcohol-related arrests for adults are lower in all counties than statewide.
Drug law violation arrests for adults are more than double the state rate in Cowlitz and Grays Harbor
counties.7
Looking at a Snapshot of Homelessness by household type in our seven county region in January 2016, a
report found over 18,700 total people either homeless or unstably housed; 3,000 of them were young
adults without children, and more than a quarter, 26%, were homeless, only using emergency shelter or
unsheltered. The CPAA region has the highest rate of homeless-to-total population of all the ACHs, with
one of every 30 people in the region being "Homeless or Unstably Housed”, compared to the state average
(one out of every 50 people)8.

TABLE 5: SNAPSHOT OF HOMELESSNESS BY HOUSEHOLD TYPE, NEW AND CONTINUING PERSONS,
JANUARY 2016
Homeless or Unstably Housed

Homeless only (Emergency Shelter or Unsheltered)

Cowlitz

4,840

873

Grays Harbor

2,900

883

Lewis

2,092

579

3

2015, Washington State Employment Security Department, current estimates, not seasonally adjusted.
2015, Census, Small Area Income and Poverty Estimates
5
U.S. Census Bureau, 2011-2015 American Community Survey 5-Year Estimates - CP03
6
2015 DSHS Risk and Protection Profiles by county
7
DSHS county profiles
8
Washington’s Homeless Housing and Assistance Program report, Prepared by DSHS Research and Data Analysis
Division for Washington State Department of Commerce. Dec 2016.
4
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Mason

2,230

531

Pacific

749

82

5,803

1952

103

18

18,717

4,918

Thurston
Wahkiakum
CPAA Region

Medicaid Beneficiary Population Health Status
The management of chronic diseases, including obesity and heart conditions, places a huge burden on our
region’s health care system. Overall, the percent of Medicaid patients within CPAA diagnosed with asthma,
diabetes, and depression is similar to statewide rates.9 However, adult and adolescent smoking and obesity
rates for the overall population are higher than the state average.10 Additionally, residents have less access
to exercise opportunities and healthy foods. Heart disease is the second largest leading cause of death in
the region across all counties.11 Additionally, CPAA has a high burden of adverse childhood experiences,
which are likely contributing to the prevalence of chronic disease and other poor health outcomes12.
Other key health metrics illustrate the elevated health needs of our Medicaid population:










Four percent of CPAA’s Medicaid population have seen a provider in the last year and have a
diagnosis of asthma, with rates being slightly higher for females (5%), AI/AN and black members
(5%) and non-Hispanic ethnicity (5%). Note 9.2% of the overall population within CPAA report
having asthma (BRFSS, 2013-2015).
Four percent of CPAA’s Medicaid population have seen a provider in the last year and have a
diagnosis of diabetes, with slightly higher rates for AI/AN, Asian, NH/PI members (5%). Note 8.5% of
the overall population within CPAA report having diabetes (BRFSS, 2013-2015).
Eleven percent of CPAA’s Medicaid population have seen a provider in the last year and have a
diagnosis of depression, with rates being higher for females (14%); AI/AN and NH/PI (10%), and
White (13%) members; non-Hispanic ethnicity (13%)
Mental health is also a concern, with adults and adolescents reporting higher rates of poor mental
health than statewide. Adolescent depression is of particular concern, with 35-41% of adolescents
within CPAA’s counties reporting depression symptoms within the past year.13
Approximately 11 percent of all Medicaid opioid users are within CPAA, slightly higher than CPAA’s
share of Medicaid members overall. Of CPAA’s Medicaid opioid users, 61% are female, 77% are
non-Hispanic white, and 41% are between ages 20-39. The majority (88%) of CPAA’s Medicaid
opioid users have no cancer history, and approximately 22% have used opioids for more than 30
days. Approximately 7% of CPAA’s Medicaid members with a diagnosis history of opioid abuse /
dependence have received medication-assisted treatment with buprenorphine, and approximately
17% with methadone. 14

9

Healthier Washington Data Dashboard
BRFSS and HYS surveys
11
Analysis, Interoperability and Measurement, Washington Health Care Authority, 02/2017.
12
Health, Safety & Resilience (2015); Foundations for Health Equity; Statewide Summary Fall 2014/2015
13
2013-2015 BRFSS and 2016 HYS surveys.
14
HCA RHNI “Starter Kit” data files
10
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Teen pregnancy and unintended pregnancy rates are higher than statewide, and the percentage of
CPAA’s population using LARC is lower than statewide.15

Existing Health Care Medicaid Providers
CPAA identified the major Medicaid providers in the CPAA region by looking at the providers serving
Medicaid beneficiaries and those that had the highest number of Medicaid claims. The Washington State
Health Care Authority provided the information.16 These providers provide direct care to the majority of
Medicaid patients for primary care, behavioral health, chemical dependency, emergency services, critical
access, and acute services.

Major Medicaid Clinical Providers and Payers
The following table and chart summarizes our research of major Medicaid clinical providers and payers by
county.
TABLE 6: MAJOR MEDICAID CLINICAL PROVIDERS AND PAYERS
Counties

Primary Care or FQHCs

Behavioral Health or Chronic Disease

Cowlitz
38,569
Medicaid
Enrollees






Cowlitz Family Health Center
Child and Adolescent Clinic
Cowlitz Indian Tribal Health
Kaiser







Columbia Wellness
A First Place
Awakenings
Community Health on Broadway
Cowlitz Family Health Center

Grays Harbor
27,988
Medicaid
Enrollees





Sea Mar CHC
Roger Saux Health Center
Family Practice Center of Grays
Harbor
Chehalis Tribal Wellness Center
Summit Pacific Health Care Clinic
Elma Family Medicine
McCleary Healthcare Clinic
Aberdeen Medical
Lighthouse Family Clinic
William Steven Hutton, MD
ESD 113
Valley View Health Centers
Chehalis Children's Clinic
NW Pediatric Center
Steck Medical Group
ESD 113
Riffe & Randle
MGH - Shelton Family Medicine
Mountain View Women's Health
Clinic
Squaxin Medical Clinic
Skokomish Health Clinic
MGH - Oakland Bay Pediatrics









Behavioral Health Resources
Sea Mar CHC
ESD 113
Evergreen Treatment Services
Lifeline Connections
Integrated Health Services
Summit Pacific Medical Center







Cascade Mental Health Care
Eugenia Center
ESD 113








Squaxin Chemical Dependency
ESD 113
Skokomish Tribe Social Services
Behavioral Health Resources



Lewis
28,021
Medicaid
Enrollees

Mason
19,706
Medicaid
Enrollees

15
16





















Hospitals & Major Health
Systems

PeaceHealth St. John
Medical Center





Grays Harbor
Community Hospital
Summit Pacific
Medical Center

Providence Centralia
Hospital
Morton General
Hospital

Mason General
Hospital (MGH)

2015, WA DOH First Steps and HCA RHNI “Starter Kit” data files.
HCA Provider Reports, Aug and Sept 2017
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Counties

Pacific
7,133 Medicaid
Enrollees

Thurston
68,280
Medicaid
enrollees

Wahkiakum
1,126 Medicaid
Enrollees

Primary Care or FQHCs



















MGH – Olympic Physicians
ESD 113
Shoalwater Bay Tribal Clinic
Valley View Health Center
Ocean Beach Medical Clinic
Willapa Family Medicine
Cowlitz Family Health Center
ESD 113
Sea Mar CHC
Valley View Health Centers
Olympia Family Medicine
Nisqually Tribal Clinic
Olympia Pediatrics
ABC Pediatrics
Providence Rochester Family
Medicine
Providence Medical Group SW
ESD 113
Cowlitz Family Health Center

Behavioral Health or Chronic Disease

Hospitals & Major Health
Systems






Willapa Counseling Center
Shoalwater Bay Tribal Clinic
Cowlitz Family Health Center
ESD 113









Behavioral Health Resources
NW Resources
Capital Recovery Center
Community Youth Services
St. Peter Chemical Dependency
Center
Evergreen Treatment Services
Sea Mar CHC
ESD 113











Ocean Beach
Hospital
Willapa Harbor
Hospital

St Peter Hospital
Capital Medical
Center

Wahkiakum County Health &
Human Services
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TABLE 7: MEDICAID PAYER PERCENT OF COUNTY TOTAL

Payers, % of County Total
100

1.4
1.3

90

14.5

17.6

5.8
5.3

80

2.9

1.7

15.3

Percent

70
60

21.6

9

12.3
0.1

19.9

38.8

50
40

16.4

7.6
6.7

8.9

15.1

18.8

16.4

0.4
2.6
14.7

8.4

19.2
Amerigroup

19.9

19.8

15.5

7.9
3.5

11.6

19.5

Coordinated Care
Other FFS & HH

37.2

United Healthcar

30

CHPW
46.6

41

20

44.7

37.2

35.5

31.3

Pacific

Thurston

Molina
25.9

10
0
Cowlitz

Grays
Harbor

Lewis

Mason

Wahkiakum

Existing Community-Based Resources
We have conducted a preliminary landscape analysis of community-based organizations that distinguishes
organizations by sector and county. While each individual sector contains a broad description of services
offered to Medicaid beneficiaries, we understand that community-based organizations are vastly diverse in
size, scope, and function. With this in mind, we will expand upon our landscape analysis by including
specific information about each organization and how to best engage with the Transformation. Expanding
the development of linkages with clinical providers is crucial to improving health outcomes and successful
transformation of the healthcare system, particularly for Medicaid beneficiaries. Below is a preliminary list
of existing community-based resources we have identified that have engaged in local community forums
and project planning or responded to our region’s Medicaid Transformation specific Request for
Qualifications. We will continue to build out this resource inventory. The majority of the following
organizations serve the most vulnerable populations.

TABLE 8: SOCIAL SERVICES AND COMMUNITY-BASED ORGANIZATIONS (CBOS) IN THE CPAA REGION
Counties
Cowlitz

Local Forums Partners










Cowlitz Public Health & Social
Services
WSU Extension
SWBH Ombudsman
Retired physician
Foster parent
A Guardian Ad Litem
Family Health Center rep (no longer
on board)
PeaceHealth St. John Medical Center
(may be gone)
City of Kalama council member

Work Group Members










Longview Housing Authority
Lower Columbia CAP
Olympic Area Agency on Aging SW
WA
Department of Early Learning
NAMI SW WA
Cowlitz 2 Fire & Rescue
Arcora
United Way
Change Addiction Now

RFQ Responses






Crisis Clinic
Area Agency on
Aging &
Disabilities of
SW WA
Housing
Opportunities of
SW WA
Lower Columbia
CAP
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Counties

Local Forums Partners



Work Group Members

RFQ Responses


Local developmental disabilities
advocate
Other community members





Grays
Harbor



Grays Harbor Public Health & Social
Services





Lewis







Pacific














Thurston















Mason

Centralia College
Lewis County Public Health
Human Response Network
Housing Resource Center of Lewis
Pope’s Kids Place

Mason Matters
Mason County Public Health
Pioneer Middle School
Mason Transit Authority
United Way Mason County
GRuB
Community Youth Services
South Sound Seniors
Habitat for Humanity
Family Education & Support Services
Catholic Community Services
Pacific County Public Health & Human
Services
Boys and Girls Club
Children’s Advanced Center
WHMA Food Bank
Timberland Regional Library
CAC of Grays Harbor
NW Justice
South Bend School
ESD 112
Fostering Together
Boys & Girls Club
Basics NW
Evergreen TX Services
Thurston Transit Oriented
Development






























Noble
Foundation
Youth and
Family LINK
Community
House on
Broadway
Cowlitz Family
Health Center
Crisis Clinic
Coastal
Community
Action Program
(CCAP)
CR-ESD 113

Coastal Community Action Program
(CCAP)
Grays Harbor Youth Center
Olympic Area Agency on Aging SW
WA
Department of Early Learning
Arcora
United Way
Enterprise for equity
Olympic Area Agency on Aging SW
WA
Department of Early Learning
Pope’s Kids Place
Arcora
United Way
Enterprise for equity
Riverside Fire Authority
Children’s Home Society of WA –
Parents for Parents
Olympic Area Agency on Aging SW
WA
Crisis Clinic
Department of Early Learning
Arcora
United Way
Enterprise for equity
Mason County Fire District #4






Crisis Clinic
Child Care
Action Council
CR-ESD 113

Coastal Community Action Plan
Olympic Area Agency on Aging SW
WA
Department of Early Learning
Arcora
United Way
Enterprise for Equity




Crisis Clinic
CR-ESD 113

Child Care Action Council
Children’s Home Society of WA –
Parents for Parents




Crisis Clinic
Lacey Fire
District #3










Crisis Clinic
Lewis County
Health
Partnership
Lewis County
Public Health
CR-ESD 113
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Counties

Local Forums Partners





Thurston County Chamber of
Commerce
Tumwater School District
United Way of Thurston County
The Community Foundation of South
Puget Sound
Olympia Safe Streets
Thurston County Public Health & Social
Services
TOGETHER!
GRuB




Wahkiakum Health & Human Services
ESD 112







Wahkiakum

Work Group Members

















Thurston Thrives
Planned Parenthood
Olympic Area Agency on Aging SW
WA
Interfaith works
Crisis Clinic
Department of Early Learning
Northwest Venture Philanthropy
Panorama City
Arcora
Olympia Fire Station 1
United Way
Enterprise for equity
Olympic Area Agency on Aging SW
WA
Department of Early Learning
Arcora
United Way

RFQ Responses








Thurston County
Public Health
Department
CR-ESD 113

Crisis Clinic
Area Agency on
Aging &
Disabilities of
SW WA
Youth and
Family LINK

How Community-Based Organizations Serve the Medicaid Population
The CPAA region is home to a number of community-based organizations that serve the Medicaid
population as noted in Table 8 above. Examples of the type of services provided to Medicaid beneficiaries
include housing, justice, social services, workforce, food assistance, transportation, utilities, referral help,
and childcare assistance. Listed below are community-based organizations that submitted a response to
CPAA’s RFQ, thus indicating their interest in participating in the Medicaid Transformation Project, and the
estimated number of Medicaid beneficiaries served by these organizations in 2016.
TABLE 9: COMMUNITY BASED ORGANIZATIONS
Community-Based
Organization

Service Area

Estimated Number of Medicaid
Beneficiaries Served in 2016

Area Agency on Aging &
Disability of SW WA

Cowlitz, Wahkiakum

Not currently reported

Capital Region – Education
Service District 113

Grays Harbor, Lewis, Mason,
Thurston, & Pacific

42,979 youth17

Coastal Community Action
Program

Grays Harbor, Pacific

Not currently reported

Crisis Clinic

Cowlitz, Grays Harbor, Lewis,
Mason, Pacific, Thurston,
Wahkiakum

7,958 individual served in 2016. Of
these, 2,448 (31%) were Medicaid
members*

17

OSPI total enrollments by County CY 2016. Enrollees in Medicaid Programs by County. Sep, 2017
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Community-Based
Organization

Estimated Number of Medicaid
Beneficiaries Served in 2016

Service Area

Lacey Fire District

Thurston

11,501 Medicaid members in the
City of Lacey18

Lewis County Public Health
Dept.

Lewis

27,719 Medicaid Members19

Longview Housing Authority

Cowlitz

1,768 families at 2.40 persons per
household.20 The organization
served an estimated of 4,240
individuals

Lower Columbia Coastal Action
Program

Cowlitz

Not currently reported

Noble Foundation

Cowlitz

Not currently reported

Thurston County Public Health
Dept.

Thurston

71,303 Medicaid Members21

Youth and Family Link

Cowlitz, Wahkiakum

Not currently reported

*Number of estimated Medicaid lives served based on direct report from the organization

Area Agency on Aging & Disability of SW WA
The Area Agency on Aging & Disabilities of Southwest Washington works in partnership with service
providers to provide a comprehensive, easily accessible, and coordinated system of home and communitybased services for seniors, family caregivers, adults living with a disability, and their families.

Capital Region – Education Service District 113
CR-ESD 113 serves school districts in five counties by helping them provide high quality, cost effective
services, provide equal educational opportunities for all children, provide cooperative and information
services to schools, act as a liaison between the local schools and the Office of the Superintendent of Public
Instruction, and provide local programs as required by the state.

Coastal Community Action Program
CCAP creates opportunities for people to prosper personally though a variety of programs and services such
as weatherization, job training and placement, housing, energy assistance, and transportation.

Crisis Clinic
The Crisis Clinic provides 24/7 phone support for those in crisis to listen, intervene, inform, and provide
referrals through trained volunteer professionals.

18

Enrollees in Medicaid Programs by County. Sep, 2017
Ibid
20
US Census QuickFacts. Population estimates, 2016
21
Enrollees in Medicaid Programs by County. Sep, 2017
19
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Lacey Fire District
The Lacey Fire District provides emergency transportation to all community members in Lacey, including
those who are most vulnerable.

Lewis County Public Health
Lewis County Public Health protects and improves the health of all Lewis County residents through
foundational public health services such as assessment, monitoring, and enforcement, public policy
development, and through additional evidence-based programs that support particularly vulnerable
populations.

Housing Opportunities of SW Washington
HOSWWA creates strong, vibrant, and healthy communities by providing housing, hope, and opportunity.

Lower Columbia Community Action Program
Lower Columbia CAP creates opportunities for people to prosper personally though a variety of programs
and services such as weatherization, job training and placement, housing, energy assistance, and
transportation.

Noble Foundation
The Noble Foundation provides financial education and counseling to consumers. The Noble Foundation
also supports authentic community engagement that gives voice to people who have historically
experienced disparities.

Thurston County Public Health Department
Thurston County Public Health protects and improves the health of all Thurston County residents through
foundational public health services such as assessment, monitoring and enforcement, public policy
development, and through additional evidence-based programs that support particularly vulnerable
populations.

Youth and Family Link
Youth and Family Link works with youth and families in the home, community, or school to engage and link
them to appropriate services and resources.

Access to Care and Greatest Barriers to Accessing Health Care and Support
Services
Access to adequate health care is problematic throughout the region but is particularly severe in our rural
communities, where the number of health care providers is well below the Washington State average. As of
January 2017, Pacific and Lewis counties were considered medically underserved areas, and Mason, Grays
Harbor, and Cowlitz counties all had multiple designated health professional shortage areas.22 Due to not
having access to services, several health indicators are lagging. For instance, well child visits for children

22

Source: Department of Health, Health Professional Shortage Areas

Page 16 of 213

Cascade Pacific Action Alliance – Medicaid Transformation Revised Project Plan – December 15, 2017
ages 3-6 are lowest in Grays Harbor (52%), compared to 59% for CPAA and 61% statewide.23 The Healthier
Washington Data Dashboard, July 2015 – June 2016, details the following key statistics: routine care for
adults with diabetes (e.g., blood sugar testing, eye exams, kidney disease screening) is slightly better for
CPAA than statewide, however Mason, Grays Harbor, and Thurston counties all have lower rates. For
immunization measures, CPAA’s immunization performance lags slightly behind statewide, with substantial
county level variation. For instance, childhood immunization rates for the general population (by age 2)
range from 15% in Pacific to 31% in Thurston (compared to 33% statewide). Additionally, adolescent TdaP
and MCV1 immunization rates for the general population range from 38% in Pacific to 67% in Wahkiakum
(compared to 60% statewide). Dental utilization is lower for the overall Medicaid population of all ages,24
due to not having access for preventative care because providers do not take Medicaid or the community
health centers are overwhelmed with demand and scheduling months out for restorative care.
With access to health care being a significant challenge across the region, it follows that emergency
department utilization is higher than statewide (57 visits per 1,000 member months compared to 51
statewide), as is the rate of potentially avoidable ED visits (approximately 17% of ED visits are potentially
avoidable; Cowlitz (19%), Mason (21%), and Pacific counties (18%) have higher rates than the statewide
rate of 17%). Overall ED utilization is highest in Mason and Grays Harbor counties.25
In the CPAA region, the health care system is highly fragmented, resulting in poor transitions of care and
reduced health outcomes as patients struggle to navigate a confusing health system. Care for individuals
with complex health needs, who require assistance from multiple service systems (medical, behavioral
health, and social services) is a significant challenge in this fragmented system. Service providers often do
not know of each other, are unable to share relevant information, and cannot work together to improve
health outcomes. This is of particular concern for individuals suffering from mental health and chemical
dependency issues who require cross-sector assistance. Developing an integrated system of care is crucial
for the region to have improved health care outcomes and reduce barriers to health care access.
Qualitative data is important to consider in the assessment of barriers. Five focus groups of Medicaid
beneficiaries were conducted across the region to identify their greatest challenges to staying healthy and
regaining health. Participants identified the following barriers to better health: a lack of access to care,
minimal coordination by providers, and high costs. CPAA has begun to use this information during its
planning process and will continue to solicit input from those whom we serve through our Consumer
Advisory Committee and other means (e.g., surveys, community meetings, etc.).

Capacity or Access Gaps
There is a capacity shortage for multiple health services in our region. For instance, there is a lack of
capacity and access for Medicaid patients to behavioral health, chemical dependency, primary care,
and specialty care. The total number of Medicaid beneficiaries with co-occurring conditions for the
CPAA region is over 154,000, almost 21,000 (14%) of them with substance use disorder (SUD)
issues.26

23

Healthier Washington Data Dashboard, July 2015 – June 2016.
HCA RHNI “starter kit” data files and the Washington Dental Foundation Oral Health data summary.
25
Healthier Washington Data Dashboard, Jan - Dec 2016.
26
HCA. Cat 1 Behavioral Health and Chronic Conditions
24
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The percentage of Medicaid members 20 years and older who had an ambulatory or preventive visit
in the CY 2016 was 74% in the region, with just 72% in Thurston county. The state average is 76%.27
There is a nursing shortage across our region. Respondents from the CPAA region have reported
experiencing exceptionally long delays in filling professional positions in the past 3-4 months:
chemical dependency professional or substance abuse and behavioral disorder counselor (32%), 20%
Mental Health counselor (20%) and registered nurse (16%).28 There are not enough dental providers
willing to see Medicaid patients. There is a lack of care coordinators able to meet the demands of the
region, and there are insufficient resources to pay for these services. There are similar capacity
issues in the social services sector: too few community health workers are available to meet the
multiple needs of Medicaid patients. There is a lack of affordable housing in several areas of the
region. There is a significant lack of transportation to access care, especially in rural areas.
Ultimately, there is a lack of coordination for many of the available services and resources to best
serve patients. CPAA is working to addresses these gaps through the Transformation Project. These
gaps and capacities shortages have been confirmed repeatedly through consumer focus groups and
the Consumer Advisory Committee. Please see Appendix B and C.
APPENDIX B – RHNI DATA SUMMARY
APPENDIX C – FOCUS GROUP SLIDE DECK

ACH Theory of Action and Alignment Strategy
Vision for Health System Transformation
The purpose of the Cascade Pacific Action Alliance (CPAA), an Accountable Community of Health (ACH), is
to improve community health and safety through cross-sector, region-wide collaboration. CPAA has
identified three overarching goals that align closely with Healthier Washington’s priorities and the Triple
Aim:

27
28

Healthier Washington Dashboard, CY 2016
Washington State Health Workforce Sentinel Network, Sep – Oct 2017
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TABLE 10 – RHIP GOALS AND HEALTH PRIORITIES

By addressing these five priority areas through high-impact strategies detailed in the CPAA’s Regional
Health Improvement Plan (RHIP), CPAA will achieve its overarching goals. CPAA is deeply rooted in the
collective impact framework and builds on decades of regional cross-sector collaboration, predating the
formation of the Alliance. CPAA looks to the Medicaid Transformation as an opportunity to accelerate
health system transformation through targeted investments. However, we are aware that realizing our
region’s vision will require sustained collective action across the region for many years to come, likely many
decades. Our region has adopted a long-term view and has deliberately committed itself to working
“upstream” to improve community health, not just health care. While the Medicaid Transformation will
have an important catalytic function, CPAA and its partners will have to pursue collaborative initiatives that
tackle important population health issues, such as providing safe, affordable housing, making
transportation more accessible in our rural areas, and creating employment opportunities. These activities
fall largely outside of the Medicaid Transformation, yet our region plans to tackle these important social
determinants of health over the coming years. In short, CPAA’s change horizon and commitment to
collective cross-sector health improvement goes well beyond the five-year duration of the Medicaid
Transformation.

Strategies to support regional needs and priorities
CPAA went through a yearlong planning process to identify strategies that are aligned with the priorities
and health care needs of our region. By implementing these strategies, we expect to improve health
outcomes for the residents in our region. We expect the funding from the Medicaid Transformation Project
to help CPAA meet these goals. The Medicaid Transformation Project is a large body of work; however, it
constitutes only a part of our overall change agenda. Thus, we fully expect to implement strategies outside
of the Transformation Project to transform the whole health system and to focus on upstream
interventions to a greater degree than is possible through the Medicaid Transformation.
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The table below summarizes key strategies for each shared health priority area:
Improve Healthcare
Access

Improve Care
Coordination &
Integration

Prevent & Manage
Chronic Disease

Prevent and Mitigate
Adverse Childhood
Experiences (ACES)

Enhance
Economic &
Educational
Opportunities

Top Identified Strategies “Prior to the Transformation”






Activity: Joint
regional
recruitment plan
Program: Develop
ARNP residency
program
Systems: Develop
Tele-medicine
network










System: Care Traffic
Control
System: Behavioral
Health Integration
Program:
Community Care
Center
Program: Wellness
Center
System:
Community-based
Paramedicine
System:
Community Health
Workers



Systems: Improve
access to chronic
disease selfmanagement
programs









Activity: Coordinate
NEAR Speakers
bureau
Systems: Increase
access to home
visiting programs
Systems: Expand
Kinship Care
Program
Systems: Develop
Trauma Informed
Communities



Systems:
Support
individuals in
obtaining &
maintaining
employment
and livable
income

Current Implemented Strategies Align with RHIP


Youth Behavioral
Health
Coordination Pilot



Youth Marijuana
Prevention and
Education Program

Medicaid Transformation Project Areas Align with RHIP





Bi-Directional
Integration of Care
and Primary Care
Community-based
Care Coordination
Transitional Care





Chronic Disease
Prevention &
Control
Addressing the
Opioid Health Crisis



Reproductive and
Maternal/Child
Health

CPAA is in a unique position as an ACH because it already has concrete successful implementation
experience within the ACH framework. As previously mentioned, CPAA has used braided funding from
multiple sources such as foundations, state contracts, health plans, and community partners to successfully
identify needs and undertake two projects, the Youth Behavioral Health Coordination Project and the Youth
Marijuana Prevention and Education Program (for a project summary see pp. 1-2). Both programs have
seen successful and exemplify CPAA’s reliance on data, strong collaborative partnerships in the region,
emphasis on sustainability and ability to braid funding, and focus on concrete projects serving vulnerable
populations.
APPENDIX D – YOUTH BEHAVIORAL HEALTH COORDINATION PROJECT REPORT
APPENDIX E – YOUTH MARIJUANA PREVENTION AND EDUCATION PROGRAM REPORT
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Medicaid Transformation Project Plan Portfolio
The following provides an overview of the projects CPAA will implement within its project plan portfolio
approach (see next section for details).

Project Plan Portfolio
Domain 2: Care Delivery Redesign
☒ 2A: Bi-Directional Integration of Physical and Behavioral Health through Care Transformation
(required)
☒ 2B: Community-Based Care Coordination
☒ 2C: Transitional Care
☐ 2D: Diversions Interventions
Domain 3: Prevention and Health Promotion
☒ 3A: Addressing the Opioid Use Public Health Crisis (required)
☒ 3B: Reproductive and Maternal and Child Health
☐ 3C: Access to Oral Health Services
☒ 3D: Chronic Disease Prevention and Control

Portfolio Approach to Project Selection
CPAA selected high-impact projects to improve community health through cross-sector collaboration and
shared action. In selecting these projects, the following criteria were considered:
TABLE 11 - FIRST TIER PROJECT SELECTION CRITERIA

Alignment

Actionable

True Need

Impact Potential

Role Clarity

•Does it align with CPAA
mission, value, and
need?

•Is it an “actionable”
strategy (what is being
changed and where
that will happen)?
•Can it start up and
achieve results
quickly?

•Does it connect to a
maginutude of need
"without duplication of
existing efforts"?

•Can it demonstrate an
impact to regional
health systems
transformation that
advances health
equity?
•Does it have the
potential to improve
the health of large
numbers of Medicaid
beneficiaries?

•Does CPAA have a
clearly identified role?

CPAA used this set of criteria to consider Medicaid Transformation projects. CPAA augmented its project
selection process with updated regional health needs data, conducted a public online survey that showed
community members are greatly interested in a more coordinated care system, and received project
selection recommendations from its work groups and local community forums in each of the seven
counties coming together within the CPAA. Additionally, CPAA reviewed the Medicaid Transformation
project metrics to determine likely goal attainment and the breadth of the required Transformation work.
Earlier this summer, the CPAA Board, following a corresponding recommendation of the broader regional
coordinating council, approved the planning of all eight Medicaid Transformation project areas with the
caveat that the council and board would review the progress made with project planning for all eight
projects in the fall before making a final determination about project selection.
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From the beginning, CPAA has applied a portfolio approach to health system transformation; i.e., CPAA has
selected projects that build upon and complement each other. To implement this approach, each work
group conducted an environmental scan to identify existing community resources in each project area.
Work groups collected information that included current activities, lead partners, and funding streams.
CPAA continued to utilize this approach over the summer. Work groups also used a Request for
Qualifications (RFQ) process to identify interests in and capacity for Transformation projects among
providers in the region. Each work group then reviewed this information to identify gaps and to develop
strategies that leverage existing resources to the greatest extent possible.
Once work groups identified community needs that were supported by data, they sought to identify
transformative projects that would build on existing capacities and assets, maximize resources, have
significant impact, and had the potential to be sustained. To ensure alignment across work groups, the
CPAA Support Team, which meets monthly, has coordinated the work of the project work groups. The
Support Team includes the Chairs of all work groups and ensures the projects complement each other and
strategies are aligned across the region. In addition to Support Team review, CPAA’s Clinical Provider
Advisory Committee provides clinical oversight over all project work groups and ensures the project
approaches are feasible from a provider perspective and coordinated across projects. CPAA’s Consumer
Advisory Committee ensures all projects are responsive to consumer needs and build off each other from a
consumer perspective. Both committees met in October for an introduction to and initial review of the
proposed project portfolio.
Over the summer, the council and board also educated itself about the financial details of the Medicaid
Transformation. With the help of finance experts, including the COO of a large MCO and technical
assistance from OHSU, CPAA analyzed the probability of financial success under both the Pay-for-Reporting
and Pay-for-Performance conditions and developed corresponding financial models that have sought to
predict the likely amount of funds earned over the 5-year performance period.
In the fall, the council and board reviewed the recommendations from the work groups and the Support
Team, along with updated data for the region and insights gained from our financial models. The council
and board were also briefed on the work of the Finance Committee, which had developed a proposed
funds flow by use category and organization type for the Medicaid Transformation project. This
information, along with a review of project metrics, augmented the council and board’s data sets for
project selection.
Our work over the summer resulted in the following expanded set of decision-making criteria:
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TABLE 12 – SECOND TIER PROJECT SELECTION CRITERIA
Second Tier Project Selection Criteria

Sustainability
•Will the impact be
lasting?

Earning
Potential
•What resources
can we realistically
obtain to do the
work?

Provider
Readiness and
Capacity
•How feasible is the
project?

Transformation
Power
•What will be the
impact of the
project?

Applying the above set of second tier criteria across all eight Medicaid Transformation projects resulted in
the selection of the following six projects:







2A Clinical Integration
2B Community-based Care Coordination
2C Transitional Care
3A Opioid Response
3B Reproductive and Maternal & Child Health
3D Chronic Disease Prevention & Control

The following graphic summarizes CPAA’s project selection process.
TABLE 13 – PROJECT SELECTION PROCESS
Project Selection Process
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Portfolio Wide Shared Interventions, Resources, and Infrastructure
Ensuring interventions are shared across projects will be pivotal to achieve system-wide transformation and
maximum impact for Medicaid beneficiaries. Our approach to developing an integrated project portfolio is
rooted in the understanding that the interventions in the project portfolio are interconnected and focused
on bringing patient-centered, whole-person care to the forefront. The table below identifies interventions,
resources, and infrastructure that will be shared throughout the project portfolio and describes how they
will be shared across projects.
TABLE 14 – SHARED INTERVENTIONS
Project Area
2A: BiDirectional Care
Integration

2B: Communitybased Care
Coordination

Evidence-based
Approaches
1. Collaborative Care
Model (CoCM)
2. Enhanced, off-site
collaboration; Enhanced
on-site collaboration;
Co-located, integrated
care

Project
Overlap
Direct: 2B,
2C, 3A, 3D
Indirect: 3B

2. Pathways Community
HUB

Direct: 2B,
2C, 3A, 3B,
3D

How Interventions Will Be Shared
All project areas will overlap with Project 2A due to overlapping
target populations. Through care delivery redesign, we are
expecting Medicaid beneficiaries identified throughout the
project portfolio will use the primary care setting as one access
point to care. The core principles of collaborative care include
population-based care, a patient-centered approach,
measurement-based treatment to target, evidence-based
treatment, and accountable care. These elements will be shared
across projects and target populations. When the CoCM is
implemented, all Medicaid beneficiaries, particularly those with
or at-risk for behavioral health conditions, including mental
illness and/or substance use disorder (SUD), have the potential
to receive care under this model. Target populations in 2B, 2C,
3A, 3D, and in an inferred way, 3B, will be shared when
accessing primary care.
2A & 3A: Best practices for SUD treatment can be found in the
CoCM. Patients on medication-assisted treatment (MAT) can
receive necessary follow-up, psychosocial therapy, and
promotion of medication adherence by a collaborative care
team composed of a PCP, behavioral health manager, and
psychiatric consultant.
2A & 2C: Patients transitioning out of incarceration, acute care,
intensive care, or institutional settings will likely need to access
and establish a PCP and additional mental health services, both
of which will be provided in the CoCM. These patients may
overlap with project 2A if multiple chronic diseases and/or
behavioral needs are present.
2A & 3D: Within the CoCM, patients will receive prevention,
education, and treatment for chronic diseases, especially those
with multiple chronic diseases. The link between chronic
disease and mental illness is also well established. These
populations may receive care in the CoCM.
All project areas will likely overlap with Project 2B due to
overlapping target populations. The Pathways Community HUB
will be primarily targeted at Medicaid beneficiaries with one or
more chronic disease(s) or behavioral health challenges.
Achieving patient-centered, whole-person care means
understanding that clinical health is only a fraction of overall
health, and accessing non-clinical services shows how the
Pathways HUB will have benefit to patients across the
continuum of target populations identified in each project area.
2B & 2A, 3A, 3B, 3C, 3D: Target populations across these project
areas will access clinical services with the potential for being
referred to the Pathways HUB.
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Project Area

Evidence-based
Approaches

Project
Overlap

2C: Transitional
Care

1. Reduce Acute Care
Transfers
2. Transitional Care
Model (TCM)
3. The Care Transitions
Intervention (CTI)
4. Care Transitions
Interventions in Mental
Health

2B, 3A

3A: Opioid
Response

1. Harm Reduction
2. MAT

2A, 2B, 2C,
3B, 3D

3B:
Reproductive
and
Maternal/Child
Health

1.

2A, 2B, 3A

2.

3.

3D: Chronic
Disease
Prevention &
Control

Recommendations
to Improve
Preconception
Health
Home visiting for
pregnant mothers
and families
Bright futures or
EMHI

1. Chronic Care Model

2A,2B, 3A,
3B

How Interventions Will Be Shared
2B & 2C: Patients transitioning out of incarceration, acute care,
intensive care, or institutional settings will require access to
additional services outside of the clinical arena. Implementing
the Pathways HUB model will provide an avenue for patients in
the clinical setting to access social services.
2C & 2B: Patients with multiple chronic diseases and/or
behavioral health concerns will be directed from the Pathways
HUB to a variety of clinical settings. As these patients enter the
clinical arena, they may require several care transitions to
receive the appropriate care before transitioning to the home.
The transitional care models target high-risk older adults,
people with serious mental illness, and patients in a residential
care setting. Ultimately, 2C interventions may prevent hospital
readmissions and emergency department utilization for people
originally referred to clinical settings by the Pathways HUB.
2C & 3A: Patients presenting in clinical settings with cooccurring SUD and SMI may overlap with the target population
for 3A and will be served through the Care Transitions
Interventions in Mental Health model for Project 2C.
2A: Patients with OUD seeking medication-assisted treatment
(MAT) can receive induction, necessary follow-up, psychosocial
therapy, and promotion of medication adherence by a
collaborative care team composed of a PCP, behavioral health
manager, and psychiatric consultant.
2B: OUD is a chronic and relapsing disease. People experiencing
OUD greatly benefit from being in a structured intervention
that is community-based and helps navigate complex care
systems.
2C: People with OUD typically fall out of care due to lack of
support needed to transition from hospitalization and inpatient
treatment to after care. This intervention will help to usher
people into the next phase of treatment and provide additional
structure and support.
3B: A large portion of women dependent on opioids in the
CPAA are of child bearing age. This population is often
overprescribed opiates post-delivery as well. A large portion of
infants born in the CPAA have neonatal abstinence syndrome at
birth. Focus on this population is critical if we are to change
prescribing practices and impact maternal and child health.
3D: OUD is a chronic relapsing disease and a behavioral health
challenge. Patients identified with chronic disease will benefit
from the Chronic Care Model.
2A: Medicaid beneficiaries will benefit from integrated clinical
care and support families in primary care and behavioral health
settings to have better health.
2B: At-risk pregnant patients are one of the target populations
for RMCH and would align strongly with RMCH due to the
pregnancy pathway that is also included in the Pathways model.
3A: Some women who have a substance use disorder become
pregnant and need additional supports to have a healthy baby.
The Opioid Response project is strongly aligned with making
sure we have healthy families and reduced ACEs.
2A: Within the CoCM, patients will receive prevention,
education, and treatment for chronic diseases. There is a strong
link between chronic disease and mental illness. Integrated care
will ensure a whole-person approach to treatment.
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Project Area

Evidence-based
Approaches

Project
Overlap

How Interventions Will Be Shared
2B: The Pathways Community HUB will primarily target
Medicaid beneficiaries with one or more chronic disease(s) or
behavioral health challenges, sharing a targeted population
with Chronic Disease.
3A: Patients receiving care through MAT and Harm Reduction
can be monitored and referred for medical and behavioral
health screenings during evidenced-based interventions.
3B: Children suffering from ACES at 6+ are 4.6 times more likely
to suffer from chronic disease. Screenings of mothers and
children can identify those suffering from chronic disease and
engage through the Chronic Care Model.

In order to achieve synergies between selected projects and create sustainability, it is vital for CPAA to
invest in shared infrastructure, resources, and systems across projects to the greatest extent possible.
Three key investment areas stand out: financing, workforce, and health information technology and health
information exchange capabilities (population health management systems). See Required Health Systems
and Community Capacity (Domain 1) Focus Areas below for details of planned portfolio-wide investments in
these three areas. Capacity building in these areas will require coordination and collaboration beyond our
region. We are working with other ACHs and statewide partners to identify opportunities to leverage
strategic investments beyond our region.
TABLE 15 – SHARED INVESTMENT AND INFRASTRUCTURE
Project Areas

2B-CBCC

2C-TC

3A-OUR

3B-RMCH

3D-CDCP

Value-Based Payment
Training for Partnering Providers about Value-Based Payment
Convening Payers to Align Expectations for Providers & Outcomes
Bridge Funding for Partnering Providers to Make Transition to VBP
Identify and work with agencies such as QUALIS and the Practice
Transformation Hub to prepare providers for VBP
Collaborate with existing forums to include Clinical Provider and Consumer
Committee and project specific work groups
Workforce
Formal Survey Partnering Providers about Workforce Needs
Expanding Telehealth Capacity
Tuition Support for Key Shortage Areas
Expanding the Number of Community Health Workers
Partnering with Schools for Internships or Implementing Instruction for
Evidence-Based Models of Care
Expanding the Use of Family Members as Caregivers
Learning Collaboratives for Partnering Providers
Onsite Trainings for Partnering Providers (potentially partner with medical
societies or provider associations for provider CME credits) training may
include evidence-based treatment, trauma informed practices, cultural
competency, tribal affairs, and health equity.
Population Health Management Systems

2A-CI

Required Investment or Infrastructure

X
X
X
X

X
X
X
X

X
X
X
X

X
X
X
X

X
X
X
X

X
X
X
X

X

X

X

X

X

X

X
X
X

X

X

X
X

X

X
X

X
X

X
X

X
X
X

X

X

X
X

X
X

X
X

X
X
X

X
X

X
X

X
X
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Project Areas

2B-CBCC

2C-TC

3A-OUR

3B-RMCH

3D-CDCP

Formal Inventory of Partnering Providers about Existing HIT usage and capacity
HIT Systems that Support Partnering Providers to Participate in VBP and that
Allow for Cross-System Data Sharing (between partnering providers, between
partnering providers and MCOs, and HCA)
Invest in the interoperability of existing systems to enhance data sharing.
Potential alignment areas include One Health Port, Clinical Data Repository,
and connecting partners to EDIE/PreManage systems, EPIC, and others to
support streamlined data sharing and improved efficiencies for providers.
Provider Registries
Care Coordination Software
Identify gaps in workflow, referral management, and scheduling practices

2A-CI

Required Investment or Infrastructure

X
X

X
X

X
X

X
X

X
X

X
X

X

X

X

X

X

X

X
X

X
X
X

X

X

X
X

X

Region-wide Health Outcomes Improvement
It is the synergy of multiple projects within the CPAA portfolio that will lead to measurable improvements
in region-wide health outcomes. While the CPAA has used data and stakeholder input to identify specific
population groups who experience health disparities, the factors driving poor health for individuals across
our region are varied and complex and cannot be changed with any single intervention. By using the
Medicaid Transformation to jump-start and manage a suite of systems changes, we are investing in a broad
shift towards whole-person care across the entire region.
Clinical settings may see the most profound shifts in care delivery, but integrating physical and behavioral
health and better connecting them to community-based organizations providing social services will change
all systems involved in these new relationships. Most importantly, the experience of patients will change,
increasing the ease with which they navigate the various systems that can meet their needs and get the
help they need to be more engaged in managing their own care. The workforce in clinical and communitybased organizations will utilize new workflows that are more effective and efficient for the patient and will
operate from a trauma-informed lens. These systems of care, working in a more integrated way, will
produce better outcomes for patients, leading to savings that will be captured and reinvested in ongoing
improvements to these local systems. As these systems converge through project work around patientcentered outcomes and regional systems capacity improvement, data streams will become increasingly
integrated, increasing the analytical capacity of CPAA to monitor changes and identify needed changes in
near real-time.
Each individual project contributes to the overall impacts that will change region-wide health outcomes. Bidirectional Integration of Care brings together providers serving a large portion of Medicaid clients to
support and incentivize their individual transitions towards integration of physical and behavioral health
needs. Our Chronic Disease and Maternal & Child Health projects build on this collaboration to transform
clinical settings to also improve the care provided to patients with chronic disease, to women of
reproductive age, and to children. The collaboration among clinical providers and CPAA will also inform
how our other projects link in and integrate with the clinical setting to create optimal workflows for Care
Coordination, Opioid Response, and Transitions of Care.
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The Care Coordination project will implement a new health information software platform that will support
region wide improvement. Rather than looking at aggregated populations, or at data from individual
providers, the care coordination software will allow the region to understand how individuals do or do not
access services to meet their health needs. In addition to being better for working with individuals and
getting them engaged in the services that can make a difference in their lives, this new view of our region
will be critical for understanding resource gaps, targets for quality improvement, and bright spots where
things are working well.
The adoption of value-based purchasing (VBP) will be an important driver toward improving region-wide
health outcomes. VBP arrangements reward providers for building, maintaining, and strengthening
effective clinical-community linkages. The more provider contracts are in value-based arrangements, the
greater the incentive to develop out bi-directional processes that connect medical care with communitybased services, especially social supports. Through our projects, CPAA will encourage partnering providers
to consider VBP contracts, and we may integrate VBP elements in our contracts with partnering providers.
Several projects work together to identify people wherever they are in the system and engage them in a
more proactive way. Through the Chronic Disease project, our work on a Mobile Integrated Health
(Community Paramedicine) system will get people with chronic conditions, behavioral health challenges,
and high social isolation out of emergency medical services and engaged in different levels of care that can
address their underlying concerns. In the Maternal & Child Health project, we will provide women and
children access to supports and services that increase the number of healthy planned pregnancies and
ensure children are getting the best possible preventative care. The Opioid Response project will
strengthen and link multiple systems, creating better access to treatment and reducing the impact of the
opioid epidemic in our region.
We know that to accomplish all of the CPAA’s regional health improvement goals, we need to work beyond
the Medicaid population and beyond the scope of the MTD project toolkit. Fortunately, the MTD allows us
to invest in systems changes and regional infrastructure that can impact all people in the region, leading to
broader impact on regional health outcomes. Finally, the MTD projects create regional savings and financial
mechanisms for capturing these savings and reinvesting them in our region through value-based payment
structures.

Advancing Region-wide Quality, Efficiency, and Effectiveness of Care
Processes
Advancing the quality, efficiency, and effectiveness of care processes is at the heart of CPAA’s Medicaid
Transformation project portfolio. CPAA has adopted overarching goals that reflect the Triple Aim: better
health and better care at less per-capita cost. As mentioned above, through our projects, we intend to
improve our implementation partners’ workflows and increase transparency among and coordination
between providers. Specifically, we are encouraging our partnering providers to adopt team-based, patientcentered approaches that coordinate care much better than is the case today. We are using strategic
investments in health information technology to help our partnering providers improve information sharing
with other care parties. This will not only improve patient care, but also reduce waste and duplication of
efforts, including costly medical procedures. And by fostering greater awareness of other care providers
engaged in care for the same patients, we are seeking to clarify who is on point to deliver which services
and thereby increase accountability.
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Our Care Coordination project serves as a primary example of systems transformation that puts the focus
of care processes on patients instead of organizations. Our Care Coordination project also exemplifies the
type of robust health information technology that will be used to monitor and analyze care processes with
an emphasis on continuous quality improvement. Table 14 below summarizes how each project included in
CPAA’s project portfolio will improve region-wide quality, efficiency, and effectiveness of care processes.
TABLE 16 – IMPROVEMENT OF REGION-WIDE QUALITY, EFFICIENCY, AND EFFECTIVENESS OF CARE
PROCESSES THROUGH MEDICAID TRANSFORMATION PROJECTS
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The value-based payment supports and mechanisms within each project in our project portfolio will
incentivize providers to focus on quality, efficiency, and effectiveness of their care processes. Since
payments will become increasingly dependent on outcomes, rather than volume of services delivered,
assuring quality will become increasingly important. The project work groups within CPAA create a
supportive context to learn collaboratively how others have improved efficiency and become more
effective in delivering positive patient outcomes.

Advancing Health Equity in the Community
Improving health equity is a fundamental value for CPAA, and analyses of populations experiencing various
health disparities have been an important part of the process to identify target populations for the various
projects. All project work groups have used mortality data by US Census Tract as a proxy for identifying
health disparities and identifying sub-regions for focused interventions. The census tracts data for mortality
indicate that where a person lives is a strong indicator for life expectancy. By focusing project resources on
populations experiencing disparities, we will improve health equity as we improve health outcomes for
those populations. Monitoring and evaluating our impact on equity will be an important and ongoing part
of our project management. In addition to monitoring changes in the disparities that caused us to identify
and select the various projects and specific target populations in the first place, we will monitor overall
reduction in health disparities through tracking changes in the rate of death across census tracts in our
region.
Through our projects, we will increase the understanding and appreciation of health equity among our
implementation partners. Exposure through training of our clinical and community-based providers to
trauma-informed care principles, population health concepts, and patient-centered care will be will be an
integral part of CPAA’s Medicaid Transformation projects. As multiple levels of staff within organizations
continually integrate services across organizational boundaries and think in terms of whole populations and
whole person care, improving health equity increasingly becomes a shared goal among all partners.
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Demonstrating a Role and Business Model as an Integral, Sustainable Part
of the Regional Health System
Since its inception, CPAA has emphasized adding value to the region’s health system. CPAA fills a critical
gap by providing a unique forum for regional cross-sector collaboration to improve health that is rooted in
our local communities. CPAA provides a structured framework for our region to align currently fragmented
care systems and improve health outcomes for our residents and communities. CPAA has played an
important information function, aggregating, organizing, and analyzing disparate data so our region can
assess health drivers and healthcare trends that have long-term impacts for the region. This information is
now available to inform our partners’ investment decisions. CPAA is becoming a clearinghouse for
population health information for our partners. Non-profit hospitals, community health centers, local
health jurisdictions, and other entities that periodically assess community health needs to inform their
strategic planning can all benefit from the data gathered and analyzed by CPAA. In the future, these entities
may contract with CPAA to provide up-to-date data and analytical expertise for their needs assessments.
CPAA has also proven its value as a resource aggregator. Our pilot projects demonstrate that CPAA can
attract new resources to the region to fill resource gaps and improve health. Since its inception, CPAA has
leveraged HCA seed funding with more than $779,382 in funding from other public and private sources.
There are other, perhaps more intangible, ways in which CPAA adds value to the regional health system; for
example, by promoting shared learning among our partners. Most importantly, however, CPAA adds value
to the regional health system by helping clinical providers make strong connections with community
resources. With the spread of value-base payment mechanisms, these clinical-community linkages will
become more and more important to the financial success of our clinical partners. Thus, CPAA is well
positioned to become an ever more valued, integral, and sustainable part of the regional health system.

Areas of Improvement Identified in Phase 2 Certification
In the category of “Theory of Action and Alignment Strategy”, CPAA received the following feedback from
HCA following Phase 2 ACH certification:
Category

Deficiencies

Considerations and Focus Areas for Project Plans.

Theory of Action
and Alignment
Strategy







Lack of clarity regarding the role of CPAA after DY5
and what will be different.
Lack of specificity regarding key variables that will
impact the ability to address the identified needs.

No additional focus areas identified.

As detailed above (see Vision for Health System Transformation), CPAA has adopted a long-term view that
focuses on upstream interventions to improve community health. In our region, efforts to improve
community health predate the arrival of the Medicaid Transformation Project by almost two decades, and
our region is committed to continue collective cross-sector health improvement well beyond the five-year
Medicaid Transformation. After the Medicaid Transformation, CPAA will continue to convene and focus
cross-sector stakeholders on aligned action to build on the health system transformation achieved through
the Medicaid Transformation. CPAA will continue to monitor the health needs of the region and our
region’s healthcare trends. And CPAA will continue to secure resources for the region to advance specific
health improvement initiatives that focus on prevention and early intervention. In short, CPAA will continue
to work toward the achievement of its overarching goals of better health, whole-person care, and smarter
spending.
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Key variables that will impact CPAA’s ability to address the identified needs include, but are not limited to,
provider capacity; existing assets in the region to leverage; effective community-clinical linkages; effective
alignment of change initiatives through a synergistic portfolio approach; availability of an effective and
efficient health technology infrastructure, including the ability to exchange relevant data across care
parties; availability of a sufficient number of trained workforce; and the speed and extent to which the shift
to value-based purchasing occurs as well as availability of funding to support health system transformation
in general.
PLEASE SEE APPENDIX F – COMPASS AND LOGIC MODEL

Governance
Overview of Governance Structure
CPAA is rooted in a distributed leadership model that includes cascading levels of governance. At the local
level, CPAA includes seven community forums -- broad-based coalitions of multi-sector stakeholders that
are county-based. Each of these local community forums send representatives to a regional coordinating
council that also includes other regional and statewide stakeholders. The CPAA Council is supported by the
Support Team, which includes a subset of council members, and prepares council meeting agendas and
other preparatory work for the council. Several project specific work groups report to the council.
In early 2017, CPAA incorporated as a single-member Limited Liability Corporation with CHOICE Regional
Health Network (CHOICE) as the sole member. We established the CPAA Board, which has final decisionmaking authority for CPAA, and a CPAA Council that serves in an advisory role to the board. The
composition of the board deliberately mirrors the cross-sector composition of the council, albeit with fewer
seats. Instead of more than 40 council members, the board has 19 director seats that reflect the diversity of
community sectors, partners, and geographic areas within the region. More than half the director seats are
non-clinical.
CPAA is building on CHOICE’s organizational experience and deep bench developed over the past twenty
years. As the sole member of the LLC, CHOICE appoints 51 percent of director seats including: behavioral
health provider, community hospital/critical access hospital, federally qualified health center/community
health center, health system, provider network/PCP, and public health. The council appoints the remaining
seats: at large, behavioral health organization, consumer or Medicaid beneficiary, criminal justice,
education, managed care organization, and social services. Tribes appoint a Tribal Government Services
Director.
Board directors engage with others in their sector, and they have the opportunity to caucus with their
sector before participating in decision-making. However, they have a fiduciary responsibility and a duty of
loyalty to the organization, not to the sector or the organization that employs the director. One way the
board engages with others in their sector is through council meetings that immediately precede board
meetings and include additional sector representatives. All directors are required to attend at least 50% of
council meetings so they hear the broader cross-sector discussions. More than 50 people have attended
the last several council meetings, and attendance continues to grow with the use of teleconferencing.
Directors also reach out to their sector between board meetings, and they work with other members of
their sector in work groups and local forums. This has proven to be an effective sector engagement
strategy. For instance, behavioral health providers throughout the region recently met in between board
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meetings to discuss their approaches to financial integration of managed care and articulated their
consensus position at a board meeting. Likewise, MCOs regularly caucus in between monthly CPAA
meetings, and our Tribal partners, some of whom actively participate in the council, regularly get together
to coordinate their perspective.

Oversight of Five Domains
Financial





CPAA’s Finance Committee meets regularly, solicits input from stakeholders, and reports to the board.
The committee is providing ongoing financial stewardship and is building financial plans to support the
accomplishment of CPAA’s mission. This includes budget development, review of financial statements,
drafting funds flows, allocation methodologies, and provider payment methodologies. The committee
ensures compliance with funder requirements and does its work with full transparency, i.e., committee
meetings are open to the public.
Wittenberg, LLC is providing bookkeeping and accounting services and assists with budgeting and funds
flow development.
The board has ultimate fiduciary responsibility for finances. It routinely receives financial updates from
the Finance Committee and approves the final budget. The board also approves funds flows, allocation
methods, and provider payment methodologies.

PLEASE SEE APPENDIX G – FINANCE COMMITTEE CHARTER

Clinical




The Clinical Provider Advisory Committee is composed of clinical providers from throughout the sevencounty region and includes different provider types. For a roster of current committee members, see
Appendix H. The committee provides advice and clinical oversight for projects; assesses clinical
implications and feasibility of work group products; ensures alignment, coordination, and integration of
clinical strategies across work groups; provides input on project design; oversees provider engagement
activities; assesses workforce and value-based purchasing implications of project plans; and serves as a
liaison with local and state clinical provider organizations. During the project implementation phase,
the committee will provide technical assistance as necessary to solve implementation problems with a
clinical lens.
CPAA hired an experienced Clinical Director with extensive clinical expertise and a strong background in
behavioral health integration. The Clinical Director oversees several project managers who are
responsible for the day-to-day management of Medicaid Transformation projects. The Clinical Director
is responsible for monitoring clinical outcomes and care delivery redesign in partnership with CPAA
leadership and clinical partners.

APPENDIX H – CLINICAL PROVIDER ADVISORY COMMITTEE ROSTER
APPENDIX I – CLINICAL PROVIDER ADVISORY COMMITTEE CHARTER

Community


CPAA uses cascading levels of community engagement to ensure community member/Medicaid
beneficiary input into project selection and planning and ongoing oversight. Community
members/consumers/Medicaid beneficiaries are engaged at the local (community forums) and regional
decision-making level (council and board), as well as in project work groups. Community
member/consumer/Medicaid beneficiary input into project selection also has occurred through
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surveys, focus groups, local community forums, CPAA Consumer Advisory Committee, and
council/board participation. We will continue to use these varied engagement methods going forward.
The Consumer Advisory Committee consists of individuals from a wide range of backgrounds and lived
experiences of health disparities. This includes rural and urban consumers with low-incomes and
consumers who experience a wide variety of adverse health conditions. For a roster of current
committee members, see Appendix J. The committee ensures that clinical considerations in project
design and implementation are balanced with the needs, interests, and perspectives of stakeholders
with a lived experience of health disparities. This includes, but is not limited to, Medicaid beneficiaries.
The committee applies a health equity lens to review and provide input on CPAA projects and
strategies.
CPAA has appointed two consumer representatives to its board and council, ensuring enhanced
community and consumer voice in decision-making.
A Community and Tribal Liaison, who reports to the CEO, assists CPAA in effective community and
Tribal engagement.

APPENDIX J – CONSUMER ADVISORY COMMITTEE ROSTER
APPENDIX K – CONSUMER ADVISORY COMMITTEE CHARTER

Data and Analytics







CORE is providing specialized data analytics services and advising CPAA on setting up an effective data
strategy and infrastructure.
A Data Analytics and IT Manager supervises a data team responsible for population health management
modeling, development, and management of clinical data collection and reporting systems, and
performing root causes analyses for quality metrics to recommend quality improvement strategies.
CPAA participates regularly in data conversations with other ACHs and state agencies to explore
statewide solutions to data challenges and secure resources to support data-driven decision-making
and formative evaluation.
CPAA is exploring a partnership with the Washington State Hospital Association to utilize the
association’s recently upgraded QBS reporting and business intelligence system for provider
performance reporting.

Program Management and Strategy Development







The CEO works with the council and the board to develop strategic direction and provide strategic
leadership.
Two Program Directors report to the CEO and oversee the Transformation projects. Several program
managers report to Program Directors and are responsible for supporting the planning and
implementation of Transformation projects.
Several support personnel provide administrative support to managers and directors.
An Operations Director, reporting to the CEO, oversees all internal agency operations, including HR and
Finance, and is responsible for facility management.
A Communications Specialist is responsible for ongoing reporting and bi-directional communications
with stakeholders and partners through newsletters, social media, and maintenance of CPAA website.

Significant Developments or Changes Since Phase 2 Certification
There have not been significant changes or developments related to the CPAA governance structure since
Phase II Certification.
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Areas of Improvements Identified in Phase 2 Certification
In the category of “Governance and Organizational Structure”, CPAA received the following feedback from
HCA following Phase II ACH certification:
Category

Deficiencies

Considerations and Focus Areas for Project Plans

Governance and
Organizational
Structure Feedback





Lack of clarity within the summary of current hired
staff and positions.

No additional focus areas identified.

The following table summarizes the various CPAA staff members and their roles in the organization. CPAA
plans to hire a manager for the Chronic Disease/Transitional Care project areas in early 2018.
TABLE 16 – CPAA STAFF
Name

Position

Role

Winfried Danke

CEO

Samantha Tatum

Operations Director

Provides strategic direction and oversight of the
organization.
Provides oversight of facilities, IT, operations, and finances.

Christina Mitchell

Clinical Programs Director

Jennifer Brackeen

Program Director

Matthew Shellhart

YMPEP Manager

Ivan Rodriguez

Data and IT Manager

Provides oversight of the Integration, Opioid, Chronic
Disease, and Transitional Care programs.
Provides oversight of Pathways and Maternal and Child
Health programs.
Manages the Youth Marijuana Prevention and Education
program.
Provides oversight of data analytics and IT.

Kyle Roesler

Care Integration Manager

Manages the Bi-Directional Integration of Care program.

Michael O’Neill

Pathways Hub Manager

Manages the Pathways program.

Malika Lamont

Opioid Response Manager

Manages the Opioid Response program.

Laura Spoor

Executive Assistant

Provides administrative support for the CEO

Shannon Linkous

Program Support Specialist

Megan Moore

Program Support Specialist

Karen Karnes

Administrative Support Specialist

Randolph Thomas

Data analyst

Provides administrative support for the Clinical programs
and director.
Provides administrative support for the Pathways and
Maternal and Child Health programs and director.
Provides administrative support for operations and the
director.
Provides data analytics for CPAA.

Evan Clayton

IT Administrator

Justin Wagaman

Community and Tribal Liaison

Carol Palay

Communications Specialist

Provides IT expertise to setup and maintain technology
systems within the organization.
Collaborates with the community and tribes to inform, make
recommendations, and gather input.
Provides communications expertise and supports
stakeholder, implementation partner, and community
engagement.

Partnering Provider Oversight
To ensure oversight of partnering provider participation and performance, CPAA is using a rigorous
project monitoring approach. The same approach will be employed across the entire portfolio of
projects. This includes entering into contracts that clearly spell out partnering providers’
responsibilities, including reporting requirements, and supports CPAA can offer as well as
employing project planning software and tools to lay out required deadlines, key tasks,
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subordinate tasks, and milestones. Each project implementation plan will define critical paths and
key dependencies. Key indicators will be determined for each project area that will serve as an
early warning system to detect when implementation challenges are encountered. A monthly
performance dashboard report will compare actual performance of key indicators against targets
within and across all project areas. This will allow the project managers as well as the CPAA
Support Team, which includes the chairs of each project work group, to identify both
implementation problems and early wins.
CPAA has hired dedicated support staff for each project area (project managers). It is the
responsibility of the project managers to stay in close contact with all partnering providers in their
respective project area. Specifically, the project managers are responsible for:


Identifying support needs of partnering providers throughout the duration of the
Transformation;



Serving as subject matter experts for partnering providers or, if additional expertise is
required, identify and facilitate external subject matter experts providing enhanced
technical assistance to partnering providers; and



Monitoring overall partnering provider performance toward milestones and performance
metrics (see below for details).

Project implementation monitoring is closely tied to performance monitoring of partnering
providers.
CPAA will set up a progressive implementation and performance monitoring structure with tiered
interventions up to termination of partnering provider contracts. This will include regular meetings
with our partnering providers to assess implementation progress and challenges. If project
implementation progress becomes questionable or is delayed, the project manager will inform his
or her immediate supervisor (Clinical Director or Program Director) of the concern. The senior
project management team will assess the severity of the situation. When possible, we will seek to
mitigate the risk or delay by providing technical assistance to help the partnering provider/s to get
back on track. This will include seeking advice from clinical experts, including Provider Champions
serving on the CPAA Clinical Provider Advisory Committee. The partnering provider and CPAA will
agree on an action plan (Performance Improvement Plan) to resolve the issue or renegotiate the
contract deliverables, if necessary. In severe cases or if the technical assistance does not correct
the problem, we will escalate the issue to our Clinical Provider Advisory Committee for a more
comprehensive review. The committee may identify additional problem solution strategies, ask
other Provider Champions to intervene, help access additional external technical assistance
resources, or engage other key stakeholders in addition to affected providers to remedy the cause
of delays. If the problem cannot be resolved, is of a major magnitude, or involves key partners that
serve large numbers of Medicaid beneficiaries, the CPAA Council and Board will be informed. The
board will make the final decision about modifying or terminating contracts with partnering
providers.
Access to timely and relevant data will be critical to our ability to monitor project implementation
and support continuous improvement. Measurement is an integral part of quality improvement.
We will enter into a contract with each partnering provider that will detail the provider’s
responsibilities, including the nature and scope of investments to be made; implementation of the
key components of each selected approach; adherence to project guidelines, policies and
procedures, and protocols; the target population(s) and any geographic sub-regions on which the
Page 36 of 213

Cascade Pacific Action Alliance – Medicaid Transformation Revised Project Plan – December 15, 2017
interventions will be focused; reporting requirements (milestones and outcome metrics as well as
frequency of reports); participation in peer learning collaboratives; and payment modalities.
Partnering providers will be required to submit performance information monthly. We are
exploring utilizing the Washington State Hospital Association’s (WSHA) updated QBS business
intelligence system to capture and analyze provider data that is not already reported through
other systems. Our goal is to place minimal reporting burdens on our partnering providers while
providing CPAA with an effective performance monitoring tool that provides us with timely
performance data so that we can actively monitor and track partnering provider performance. QBS
is easy to populate by our partners (including automated data uploads) and easy for us to analyze
(inbuilt reporting tools, including comparison of actual achievement against goals, trend
information over time, and comparative performance evaluation across providers). We plan to
augment this information system through less frequent region-wide data reports on key regional
performance measures, including claims-based data. The latter may require us to contract with a
third-party data aggregator with sufficient data analytics capability to validate and augment the
performance information reported by our providers through the QBS system.
CPAA will be using data from the above sources and analytical tools to issue regular reports to
participating providers. These reports will serve two purposes: 1) inform providers on where to
target their efforts; and 2) advise providers on progress toward meeting required objectives. For
example, if a provider is working to reduce readmissions, CPAA will need to advise practices on
clients with high hospital admission rates and clients with conditions that put them at high risk for
readmission. This will enable provider practices to proactively engage these clients and provide
care and patient education interventions to reduce the incidence of readmissions. Second, CPAA
will need to report to provider practices their overall progress on meeting the required metrics for
each project. For example, CPAA will need to monitor hospital utilization to determine
readmission rates and will need to correctly associate individual clients with responsible practices.
CPAA, or its designated partner, will provide regular reports (e.g., quarterly) to providers for this
purpose.
In general the reports will be issued to the providers monthly based on data submitted by the
providers via the QBS system per their contractual reporting requirements and, when available,
region-wide data reports. However, if providers submit performance information more frequently,
they will have the ability to access reports more frequently than monthly. This may be an option in
particular for larger facilities that can take advantage of automated data uploads. We will explore
the feasibility of automated data uploads for all partnering providers regardless of organization size.
However, at this time, to balance our need for timely performance information on the one hand,
with a manageable reporting burden on the other hand, to ensure provider buy-in and participation,
we anticipate requiring monthly performance reports from our implementation partners.
The reports provided by CPAA to partnering providers will include both outcome measures defined
by HCA within the Medicaid Transformation Project and intermediate measures (process measures
and milestones) to track progress toward desired outcomes. Given the nature of some of the
intermediate measures, e.g., number of providers trained, number of guidelines implemented, etc.,
requiring reporting more frequently than monthly may add little value.
The reports will compare each provider’s performance against agreed upon targets and across
providers (comparative performance information) through charts and tables, including trendline
charts. This will provide vital performance feedback to our implementation partners and allow CPAA
to identify leading and lagging providers.
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As detailed above, when a provider or a group of practices is not making adequate progress on
meeting key milestones and metrics, CPAA will reach out to the provider in question and develop a
plan of action with the provider to remedy identified gaps or barriers. For example, CPAA and the
provider might agree to additional workforce training to assure best practices are fully employed
in working with the target population.
We may also partner lagging providers with leading ones to spur the dissemination of best practices
and support rapid cycle performance improvement.
In addition to these monthly performance reports, CPAA program staff and clinical experts (e.g.,
clinical provider champions, contracted clinical TA providers, etc.) will obtain real-time partnering
provider data by working with providers on continuous quality improvement. Supporting providers
in using their own data to drive quality improvement using the clinic’s EHR will allow our
implementation partners to monitor day-to-day progress toward goal achievement in real time.
Similarly, providers will have access to real-time data linked to emergency room utilization through
the Emergency Department Information Exchange (EDIE). PreManage, which builds on the EDIE
system, provides certain care coordination information for ED high-utilizers in real time. We will
have to explore to what degree this information is available for “rising risk” populations, a likely
target population for our care coordination efforts, and whether CPAA can gain access to these
clinical data sets. Through the Pathways HUB, CPAA will have access to real-time data for individuals
whose care is coordinated through the HUB and its community-based care coordination partners.
We plan to use the expertise of our clinical providers and MCO partners to explore the feasibility
of utilizing the above-mentioned tools, as well as identifying other resources, to augment the
monthly provider performance reports. It may be that collecting data more frequently than
monthly may not be useful for the types of performance metrics required to monitor ongoing
provider performance, as opposed to guiding program interventions that will benefit greatly from
access to real-time data. For instance, an EDIE data stream can help identify our target population,
so that we can triage or reach out to those individuals and provide direct services without delay. A
monthly report would be sufficient to show how many members of our target population were
seen in the ED that month and if ED utilization is changing over time.
Finally, CPAA will convene all partnering providers once per quarter to participate in a peer
learning collaborative. Partnering providers will have the opportunity to share successes as well as
raise implementation challenges that the partners can then engage on jointly to resolve. Likely,
these meetings will result in the identification of additional technical assistance needs of
partnering providers, on which CPAA will follow up accordingly. This learning collaborative will
provide an important peer support function to our partnering providers and prove essential for
the continuous improvement of our project.
In the event that a partnering provider ceases to continue participation in the Medicaid
Transformation Project, the contract between CPAA and the partnering provider will be terminated
in writing according to the terms of the contract. We will request an exit interview with the provider
to determine what led to the discontinuation of participation so that we can potentially mitigate
against other partnering providers experiencing similar challenges that may lead to their
withdrawing from the project.
To fill the vacancy, a Request For Proposals (RFP) will be issued to recruit a new or existing
partnering provider able to assume the work of the terminated partnering provider. In issuing the
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RFP, we will be following the same transparency guidelines as during the original RFP process (e.g.,
notice and response periods, broad distribution using multiple distribution methods, etc.).
Likewise, the review and selection of a new or existing partnering provider will follow the same
process as during the evaluation of original RFP responses, and the same selection criteria will be
applied. The Support Team will review applications and make a recommendation to the board.
The board will approve the new or existing partnering provider that best meets the qualifications
outlined in the RFP. Once a new or existing partnering provider has been selected to fill the vacancy,
CPAA will enter into a new contract with the partnering provider or expand the existing contract, as
the case may be. The contract or contract amendment will detail all deliverables, timelines,
milestones, performance metrics, reporting requirements, payments, etc. for this particular body of
work, similar to the contracts with other partnering providers.
If the board is unable to identify a new or existing partnering provider to assume the work of the
terminated partnering provider, the board will determine if continued participation in the affected
project is feasible by assessing how large of an impact the continued vacancy will have on meeting
project deliverables. If the board concludes that the affected project cannot be continued, the CPAA
CEO will notify the State Health Care Authority.

APPENDIX L – REQUIRED GOVERNANCE CHART
APPENDIX M – ORGANIZATIONAL CHART
APPENDIX N – PROJECT MONITORING CHART

Community and Stakeholder Engagement and Input
Process for Soliciting Robust Public Input into Project Selection and
Planning
For CPAA, successful community engagement is achieved when diverse community members, including
Medicaid beneficiaries, and organizations representing different community perspectives actively
participate in collaborative regional health improvement and when the community voice meaningfully
informs the work of CPAA. Indicators of success include the number of community members and
organizations representing diverse community perspectives that actively participate in CPAA meetings,
broad representation of community members and community organizations from across the region, and
sustained, consistent participation. Another key indicator is the degree to which CPAA decisions and actions
reflect the needs and interests of the community.
CPAA engages the community and stakeholders in many ways. At the local level, community forums bring
together a broad range of community members and organizations, typically monthly, in all seven counties
that CPAA covers. Some of these community forums have hundreds of participants and robust public input
is invited. All are cross-sectoral. Local community forum meetings provide an opportunity to learn about
CPAA and inform CPAA decision making, including Medicaid Transformation project selection and planning.
At the regional level, the CPAA Coordinating Council gathers monthly. The council provides an opportunity
for a broad cross-section of the community to come together, including organizational representatives and
members of the public, to shape CPAA project selection and planning. Over the last few months, CPAA has
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seen attendance at its council meetings increase to well over 50 individuals, including a number of guests
from throughout the region.
Leading up to the initial selection of Medicaid Transformation projects this summer, CPAA engaged the
community and stakeholders in the following ways:
1. In April and May of 2017, CPAA presented the project options to each local community forum and
asked the forums to provide a prioritized list of projects based on local needs. The top priorities
from each local forum were then presented to the council and board during the project area
selection process.
2. Questions and concerns from local forum attendees were brought to CPAA staff meetings, CPAA
support team meetings, and CPAA Work Group meetings where they helped to inform our project
planning efforts.
3. CPAA asked its work groups to assess and recommend potential Transformation projects.
4. CPAA held focus groups with consumers in five of the seven counties covered by CPAA.
5. In July 2017, CPAA appointed a consumer representative to both its board and council to ensure a
consistent consumer voice in CPAA decision making.
6. CPAA conducted an online community survey to learn about the public’s preferences about
projects under the Medicaid Transformation. CPAA sent out the survey to local community forums
and all other CPAA email lists. The survey was also posted online via social media and the CPAA’s
website. The survey was open for use from 3/27/2017 to 5/22/2017, and 53 responses were
received.
7. CPAA invited public comments on project selection through its website and social media platforms
beginning March 2017. Most recently, CPAA published a draft version of the project plan online for
public comment. Public comment will be considered beyond the application deadline to inform
implementation planning.
APPENDIX O – REQUIRED: EVIDENCE OF COMMUNITY ENGAGEMENT
The CPAA Council and Board considered community and public input at the June and October 2017 board
meetings during project selection.
Since the preliminary project selection, CPAA has engaged in project design and planning through its work
groups. Work groups are open to the public, and work group meetings are announced to the public through
email and the CPAA website. A broad range of stakeholders has engaged in this planning work, including
council and board members, but so have many organizations that neither serve on the council nor the
board. As a result, our reach into the broader community has increased. We have attempted to recruit
consumers to our work groups, but have found it challenging to engage consumers in a consistent way. One
of the principal barriers is the time commitment required and the relatively abstract nature of the planning
work to date (health data review, performance metrics review, financial modeling, target population
assessment, etc.). We anticipate that consumers will engage in greater numbers and more consistently as
the body of work becomes more concrete during project implementation planning.
In the meantime, CPAA established a Consumer Advisory Committee. With the help of our stakeholders and
partners, we recruited a dozen consumers to the committee from several counties and backgrounds. All of
them are Medicaid beneficiaries. We are continuing our outreach to potential committee members to
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ensure representation from throughout the region. The committee formally met in October, approved a
charter, and engaged in a discussion of key health barriers based on the findings of our consumer focus
groups earlier this year. The committee will play a vital role reviewing project design options and assisting
with project implementation planning going forward. Committee members have agreed to meet monthly
to provide timely input and design assistance to the project work groups.
CPAA is offering stipends and other financial incentives to support consumer engagement. Consumer focus
group participants received a $25 gift card, food was provided, and the meetings were held after regular
business hours. Similarly, members of the Consumer Advisory Committee are given a stipend of $45 every
month if they attend a CPAA meeting and are reimbursed for their travel. Meeting times are based on the
consumers’ availability, with a call-in option for those who cannot attend in person, and food and
refreshments are provided at committee meetings. A challenge, however, is that state funding does not
cover these expenses, and we have to find other sources of funding for stipends, food, etc. We are seeking
private contributions to help support these expenses.
In October, the council and board undertook another review of its potential Medicaid Transformation
project portfolio. In public meetings, the council and board reviewed the project planning efforts of the
various work groups to date and considered additional financial information that had not been available in
June. The council meeting was attended by over 40 stakeholders and partners, and the board had 10
members present. The council and board ranked all eight Medicaid Transformation projects and selected
six projects for the CPAA project portfolio going forward.

Examples of At Least Three Project Plan Elements Shaped by Community
Input
The following examples demonstrate how community input has informed CPAA’s project plan:
1. Both our consumer focus groups and local community forums prioritized care coordination as a key
strategy. Correspondingly, the CPAA Council and Board ranked community-based care coordination
as the top Domain 2 optional project area. Care coordination will be emphasized throughout our
entire project portfolio as a foundational strategy for all projects.
2. Insufficient access to healthcare services has consistently been identified as a key barrier by
consumers and our local community forums. This is a particular challenge for our rural
communities. Consequently, we are emphasizing in our project design creative ways to expand
access to healthcare services. This includes shared workforce strategies and telehealth options.
3. Maternity and child health strategies are integral to our region’s project portfolio. Our
communities and stakeholders have consistently articulated that better health for our communities
must necessarily start with healthier children and families. Consequently, CPAA has a strong
commitment to this project area.
4. The community paramedicine strategy was selected due to the high level of interest from the
community. In our region, several communities are actively exploring starting up community-based
ED diversion programs, with local fire and EMS taking the lead. When CPAA had to reduce its
project portfolio this fall, community paramedicine was retained as a high-interest area for our
community through the Chronic Disease Prevention and Control project.
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Public Engagement Processes
CPAA will continue its emphasis on community engagement and public input throughout the
Transformation. To engage the public, we will pursue a number of different strategies at multiple
levels. This includes efforts to meet consumers and other members of the public where they are as
well as making CPAA meetings as open, participatory, and transparent to the public as possible.
The following is a list of public engagement strategies we intend to deploy:
1. All CPAA meetings, with the exception of board executive sessions, are open to the public.
2. At council meetings, the public is welcome to participate actively in discussions and
shaping recommendations for actions from the council to the board.
3. At board meetings, the public has the opportunity to comment. Public comments are
considered by the board and entered into the meeting record.
4. The public is welcome to participate in all CPAA work groups and assist with project design
and implementation planning.
5. The public is encouraged to participate actively in each of the seven local community
forums.
6. CPAA will maintain consumer representation on its board and council.
7. Community and Tribal Liaison will work with the consumer representatives in between
council and board meetings to make sure they are informed and able to participate fully.
8. CPAA will continue to convene its Community Advisory Committee. During project
implementation planning, the committee will gather monthly to review and shape project
designs and implementation plans.
9. CPAA will continue to offer stipends and cover travel expenses in the form of mileage
reimbursement to make engagement easier for consumers.
10. CPAA will use online, phone, and print surveys to gather consumer feedback and input on
specific project design elements and obtain general community feedback. We will utilize
our partnerships with community clinics, hospitals, and community-based direct service
organizations (foodbanks, Head Start, etc.) to distribute printed surveys or questionnaires
to the public at locations where Medicaid beneficiaries access services.
11. CPAA will maintain bi-directional communication channels, including the CPAA website
with a feedback form and social media, to allow for the meaningful exchange of ideas,
suggestions, and concerns from the public during project planning and implementation.
12. CPAA will continue to post drafts of major documents (ACH certification applications,
Project Plan, etc.) on its website for public comment in addition to sending advance draft
copies of such documents to its work groups, committees, and council and board
members for comment.
13. CPAA will host an annual community summit to update the public on the progress made
with Medicaid Transformation planning and implementation and allow for public input
and feedback.
14. CPAA will continue to interpret official documents related to project plans and CPAA
health improvement efforts so that they can be understood by the public.
15. CPAA will publically post progress reports about the Medicaid Transformation project, e.g.,
on its website and in newsletters, which will be interpreted for the public.
16. CPAA will build out “ground up” ways to engage the public, such as visits to local health
fairs and public forums, to solicit feedback.
17. Community and Tribal Liaison will take a lead role in ensuring effective public engagement
and connection to local communities.
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Local County Government Engagement
CPAA has engaged local county government since its inception, building on the strong relationships
established by CHOICE. Local Health Jurisdictions have been key partners in the development of CPAA,
including the formation, maintenance, and build-out of our local community forums. In many communities,
they remain the key conveners of diverse community partners. Elected county officials serve on the CPAA
Council, with one reserved seat per county. Two elected officials (one county commissioner) serve on the
CPAA Board, as do the directors of most public health departments in the region. In addition, the CEO
meets with local county government representatives, including county commissioners, on a regular basis to
ensure local government engagement. This includes presentations to county boards of health to keep them
informed about CPAA and the Medicaid Transformation. Most recently, CPAA has focused its engagement
of county commissioners on the financial integration of managed care. CPAA sought to understand local
government’s key concerns and interests in this arena. To this end, CPAA engaged with county
commissioners and other local government representatives in council and board meetings as well as in
between meetings. In the end, our region’s elected officials decided not to pursue mid-adoption.
CPAA will maintain its consistent contact and consultation with local county governments as key
stakeholders and partners throughout the Transformation period and beyond. We will do so through all of
the engagement strategies discussed above and at both the local and regional levels. We will also make
sure that our Medicaid Transformation project portfolio reflects the prevention, early intervention, and
population health focused needs and interests of local governments and includes local county government
as vital implementation partners. With this in mind, CPAA has allocated funds in its 5-year budget for the
financial support of local community forum hosting and management.

Areas of Improvements Identified in Phase 2 Certification
In the category of “Community and Stakeholder Engagement”, CPAA received the following feedback from
HCA following Phase II ACH certification:
Category

Deficiencies

Considerations and Focus Areas for Project Plans

Community and
Stakeholder
Engagement







Lack of specificity regarding barriers to
engagement.
Lack of clarity regarding points of accountability
were for the communication strategy.



Would appreciate more focus on the broader
spectrum of providers engaged through
outreach.
Would appreciate more clarity regarding
consumer input to inform ACH decisions.

As detailed above, there are a number of barriers to effective community and stakeholder engagement.
These include economic barriers (a lack of financial resources to participate in community meetings), time
restraints (many people are busy with the demands of daily living, and if meetings are held during the
workday, many residents are unable to attend because they cannot take time off from work), and other
barriers (e.g., lack of paid childcare, language differences, etc.). In addition, the relatively abstract nature of
the planning work to date (health data review, performance metrics review, financial modeling, target
population assessment, etc.) has made it difficult for consumers to engage. We have taken steps to address
these barriers. For instance, CPAA is offering stipends and mileage reimbursements to consumers who
participate in meetings, meetings are kid-friendly, i.e., consumers are welcome to bring their children, food
and refreshments are offered at meetings, call-in options are made available, and we are scheduling
consumer-specific meetings at times that accommodate their schedules based on their availability.
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As detailed above, consumer input informs CPAA decision-making through surveys, focus groups, the
Consumer Advisory Committee, and representation of consumers at the highest decision-making levels, i.e.,
council and board designated seats for consumers.
For details regarding the engagement of providers, please see the Partnering Providers section in Section II
of the Project Plan.
APPENDIX O – REQUIRED: EVIDENCE OF COMMUNITY ENGAGEMENT

Tribal Engagement and Collaboration
Identification of Tribal Priorities
CPAA has emphasized Tribal engagement since Phase I Certification. Leading up to the Phase 1 Certification,
CPAA established a work group that designed the CPAA’s governance structure, including the governing
board. The health director of the Skokomish Indian Tribe served on the work group and was instrumental in
helping CPAA design a legal entity governing board structure that reserves one of 19 seats for a Tribal
Government Services Director. In March 2017, the CPAA Board approved the Model ACH Tribal
Collaboration and Engagement Policy. CPAA has endeavored to go beyond this policy to achieve authentic
and meaningful engagement of Tribes.
All seven federally recognized tribes in the CPAA region have been invited to participate in work groups and
Transformation project design. In addition, since adoption of the Model ACH Tribal Collaboration and
Engagement Policy, CPAA has focused on establishing a Committee of Tribes. In June 2017, CPAA
contacted, per letter and email, the chairpersons and health directors of all seven federally recognized
Tribes in the region with a request that each Tribe name a representative to serve on the committee. We
have followed up our written request for participation in the committee with personalized outreach to
Tribes to understand any concerns about participating in the committee.
In response to this request, the Cowlitz Indian Tribe’s Director of Health and Human Services, along with
the Tribal Chair of the Shoalwater Bay Tribe and the Cowlitz Indian Tribe requested, in recognition of the
sovereign status of Indian Nations, that each Tribe be represented with a separated director seat on the
board. In July, the board heard directly from the Cowlitz Indian Tribe Health Director on the issue. On
August 10, the council expanded membership to all seven Tribes in the CPAA region.
While CPAA has not yet filled the Tribal Government Services board director seat, we have continued to
build relations with Tribal partners and engage Tribal health leaders. We have seen increased engagement
of Tribes over the last several months. This includes visiting Tribal health facilities to learn about Indian
healthcare providers (IHCPs), attending Tribal events, and working with Tribal health leaders to shape the
selection and design of the Transformation projects. In May 2017, the Board visited the wellness center of
the Confederated Tribes of the Chehalis. The Health Director of the Confederated Tribes of the Chehalis
attended CPAA community events, and she and the health directors of the Cowlitz Indian Tribe and the
Skokomish Tribe attended the June 2017 Council meeting when preliminary Transformation project areas
were selected. Most recently, with the help of one of our clinical Provider Champions, we met with a
physician from the Nisqually Indian Tribe, which resulted in subsequent meetings with Nisqually Indian
Tribe health staff.
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In October, CPAA staff visited with the Nisqually Indian Tribe Health Services Director to learn about tribal
health priorities. Previously, we met with Steve Kutz, Cowlitz Indian Tribe Health and Human Services
Director, Tribal Council member, and Chair of the American Indian Health Commission for Washington
State, to learn about the Cowlitz Indian Tribe’s health priorities. Mr. Kutz agreed to lead a training of the
CPAA Board on Indian health issues later this year. In November 2017, CPAA held its monthly council and
board meetings at the community center and wellness center of the Confederated Tribes of the Chehalis.
The Tribe’s clinic director shared with the council and board how the Confederated Tribes of the Chehalis
provide community-based healthcare to Tribal members. She also presented on the Tribes’ health
priorities. See Table 16 below for details.
Engaging with Tribes appropriately and respectfully requires an understanding of each Tribe’s unique
circumstances, needs, and interests. CPAA is committed to meeting each Tribe on their own terms. CPAA is
cognizant that successful Tribal engagement requires time and deliberate effort. In order to create greater
capacity for a customized, individualized approach, CPAA has hired a Community and Tribal Affairs Liaison.
The liaison has begun reaching out to Tribal health directors and Tribal councils to start conversations
around strengthening the partnership between CPAA and Tribes in the region. He has revised CPAA’s Tribal
engagement plan, and has set up Tribal health trainings and discussions for our board and council as well as
meetings between CPAA staff, board members, and Tribal partners.

How Tribal Priorities Have Influenced the Project Plan
Since its inception, CPAA has sought to include the IHCPs in our region in its planning and development
process. Following a regional workshop by the American Indian Health Commission at the Chehalis
Confederated Tribes in June 2016, CPAA has seen improved Tribal engagement. In particular, the
Skokomish Tribal Health Director began attending council meetings and advised CPAA on effective Tribal
engagement, including guidance with the development of the legal entity structure.
Following site visits to the Skokomish Tribal Health Center and the Wellness Center of the Confederated
Tribes of the Chehalis, the health directors of both Tribes have regularly participated in council meetings.
Over the summer of 2017, the health director of the Cowlitz Indian Tribe also attended council meetings.
All three health directors attended and provided input into council deliberations about regional priorities
and project selection, culminating in the June council meeting when the CPAA reviewed a host of different
data points and selected Medicaid Transformation projects for its Medicaid Transformation project
portfolio. For example, we heard from the Skokomish Tribe that HIT/HIE is a priority, which we will take
into account as we move forward.
In addition, we have interest from Tribes as a result of the Request for Qualifications for Transformation
project idea, which was sent to all of the Tribes in the region. Specifically, the Nisqually Indian Tribe
expressed interest in participating in three Transformation projects. Please see Appendix P.
APPENDIX P – REQUEST FOR QUALIFICATION SUMMARY
Tribal health leaders have engaged in work groups and community events. The Tribal Health Director of the
Confederated Tribes of the Chehalis attended work sessions of the Opioid Response Work Group. The
Health Director of the Confederated Tribes of the Chehalis participated in a community event in Grays
Harbor County in May 2017 that explored the different Medicaid Transformation project areas and resulted
in a recommendation of priority projects for the CPAA Council’s consideration.
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In an effort to incorporate Tribal health priorities into the Medicaid Transformation planning more
systematically, CPAA contacted the health directors of all seven federally recognized Tribes with a request
to share their top health priorities for consideration by work groups in the project design. Table 16 below
outlines the top health priorities of the four Tribes in the region that have responded to our information
request:

Nisqually

Behavioral Health and Physical Health Integration
Increasing Access to Traditional Healing
Access to Dental
Upgrading and Updating Electronic Health Records
Access to Mental Health
Mitigating Adverse Childhood Experiences/ Generational Trauma
Provider Retention
Health Education/Health Ownership

Cowlitz

Chehalis

Top Reported Health Priorities












Skokomish

TABLE 17: TOP REPORTED HEALTH PRIORITIES*







*Top Health Priorities are not comprehensive and do not represent official tribal government positions. CPAA has not yet received
responses from every Tribe in the region.

Examples of at Least Three Key Elements How Tribal Input Informed
Project Plan
The following examples demonstrate how Tribal input has informed CPAA’s project plan:
1. Many Tribes struggle with the consequences of a long history of trauma including abuse, violence,
neglect, and discrimination. Generational trauma is a form of adverse childhood experiences
(ACEs), which substantially increase the risk of long-lasting adverse health outcomes for affected
individuals. The need for trauma-informed communities in general and trauma-informed
healthcare in particular to avoid traumatizing or re-traumatizing patients is great. CPAA is
emphasizing raising awareness and building resilience in individuals and communities as a
foundational strategy in all of its projects to counter ACEs and historical trauma.
2. Behavioral health and physical health integration is a priority need for many of our Tribal partners.
Some Tribes have made impressive gains toward successful integration; others still need to better
integrate behavioral and physical health. CPAA has adopted bi-directional integration of behavioral
and physical health as a cornerstone project. We will explore how we can partner with Tribes to
learn from their successes and achieve better health integration throughout the region. This will
include partnering with the statewide Tribal ACH, particularly if it focuses on bi-directional
integration of behavioral and physical health.
3. The ability of different care partners to communicate effectively and efficiently across a continuum
of care is essential to behavioral and physical health integration, more effective transitions of care,
and improved care coordination in general. Building on our Tribal partners’ identified need for
improved electronic health records, CPAA has emphasized supporting health information
technology investments in its project plan. Substantial funds have been set aside for investments in
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health information technology (see Domain 1 investments below). A planned assessment of EHR
systems in use in the region will include the Tribes.
4. While not included explicitly in the list of top Tribal health priorities above, many Tribes suffer from
a disproportionate chronic disease burden. This has consistently been articulated in CPAA’s
conversations with Tribes and is reflected in their top diagnoses codes, which we are now
gathering. Recently, one Tribe reported hypertension, diabetes, and cholesterol as three of their
top five diagnoses codes. Chronic disease prevention and control is one of the project areas
selected by CPAA under the Medicaid Transformation. Using a health equity lens, CPAA plans to
target areas within the region that have a high prevalence of chronic disease, including Tribal lands.

Tribal Statements of Support for the ACH
Statements of support for CPAA from two Tribes in the region are attached.

Areas of Improvement identified in Phase II Certification
In the category of “Tribal Engagement and Collaboration”, CPAA received the following feedback
from HCA following Phase II ACH certification:
Category

Deficiencies

Tribal
Engagement
and
Collaboration



None

Considerations and Focus Areas for
Project Plans

CPAA needs to build relations
with Quinault Indian Nation,
Shoalwater Bay Tribe, and
Squaxin Island Tribe.

CPAA is encouraged to
continue discussing an
approach to board
representation, considering a
number of Tribes have taken
the position that every Tribe
must have a seat on the CPAA
ACH Board.

Over the last few months, CPAA has continued to reach out to all federally recognized Tribes in the region,
including the Quinault Indian Nation, Shoalwater Bay Tribe, and Squaxin Island Tribe. We have done so
through multiple emails and phone calls. One challenge in the engagement of the Quinault Indian Nation
has been that the Tribe’s health director position has been vacant. Our contact with the Shoalwater Bay
Tribe has included phone conversations with both the Tribal Chair and the Tribe’s health director. In
November, the Shoalwater Bay Tribe health director joined the CPAA Council meeting by phone. She has
also discussed some of the Tribe’s health priorities with CPAA (not yet included in table above). The Squaxin
Island Tribe has not yet responded to our engagement requests.
Additionally, the CPAA Board has continued its discussion of inclusion of all Tribes in the region on the CPAA
Governing Board. As a next step, the board intends to reach out to the Tribal Councils of all seven Tribes to
engage in a conversation how best to accommodate the request of several Tribes for board representation
while meeting board director participation requirements.
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APPENDIX Q – TRIBES LETTERS OF SUPPORT

Funds Allocation
Funds Flow Oversight
CPAA is committed to ongoing financial stewardship and transparency of DSRIP funds and is actively
building and preserving the financial resources necessary to support the accomplishment of its mission,
both long term and short term. The CPAA Finance Committee has primary accountability for ensuring
oversight of CPAA finances. Committee members are nominated by CPAA Directors and appointed by the
CPAA Board once a year, or more frequently if needed to fill a vacancy. Finance Committee members may
include qualified non-CPAA Board Directors; however, at least 50% of the committee members must be
CPAA Board Directors. The Finance Committee is chaired by the Board Treasurer. The duties of the Finance
Committee include, but are not limited to:







Developing an annual operating budget for CPAA in collaboration with CHOICE staff
Monitoring adherence to the budget, with reports to the Board of Directors provided no less than
quarterly
Proposing long-range financial goals
Developing multi-year operating budgets that integrate strategic plan objectives and initiatives with
identified sustainability needs
Assisting with identifying future and current financial risks
Developing financial policies

There are 19 board of director seats that reflect the diversity of community sectors, partners, and
geographic areas within the region. More than half the director seats are non-clinical. As the sole member
of the CPAA LLC, CHOICE appoints 51 percent of director seats, including a behavioral health provider, a
community/critical access hospital, a federally qualified health center/community health center, a health
system, a provider network/PCP, and public health. The CPAA Council, an advisory panel that makes
recommendations to the CPAA Board, appoints the remaining seats: at large, behavioral health
organization, consumer or Medicaid beneficiary, criminal justice, education, managed care organization,
and social services. The Tribes appoint a Tribal Government Services Director. Directors are also
encouraged to reach out to their sector between board meetings, and they work with other members of
their sector in work groups and local forums. This has proven to be an effective sector engagement
strategy.
In April 2017, the CPAA Board adopted a detailed conflict of interest policy (see Appendix R) and
implemented an annual disclosure of board directors’ conflicts of interest. The policy is intended to address
personal and organizational level conflicts that may arise while serving as a fiduciary of CPAA, especially as
it may relate to managing the funds flow process. The CPAA Board has the ultimate decision making
authority on which of our implementation partners will receive funding through the Medicaid
Transformation. Payment will be tied to our project partners’ performance, which will be compared against
contractually agreed upon project implementation milestones, pay for reporting requirements, and project
outcome metrics. Once providers meet deliverables, the Financial Executor is notified by CPAA to process
payment. For monitoring purposes, the CPAA Board will receive monthly activity reports on provider
activities, as well as semi-annual payment reports from the Financial Executor.
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CPAA has established a well-defined process and matrix of authority for decision making. As illustrated in
the decision-making flow chart (see Appendix S), information flows through a hierarchical pathway
including work groups; local forums; support teams; the CPAA Council, Executive Committee, and Finance
Committee. The CPAA Board of Directors makes final, legally binding decisions on all matters related to
CPAA, including management and oversight of the funds flow process for DSRIP funds and the distribution
of funds earned by the ACH. The CHOICE Board may override CPAA LLC decisions if they interfere with
CHOICE’s non-profit status. The attached Authorization Matrix (see Appendix T) further illustrates CPAA’s
disciplined approach to decision-making.
APPENDIX R – CPAA CONFLICT OF INTEREST POLICY
APPENDIX S – DECISION MAKING FLOW CHART
APPENDIX T – AUTHORIZATION MATRIX

CPAA has generally adopted the CHOICE Network’s Accounting and Financial Policy & Procedures.
Highlights of policies and procedures, as applicable to CPAA, include:
Review and Update: Annual review of existing Financial and Accounting Policies for completeness
and necessary revisions. If revisions are necessary, an updated version of the Financial and
Accounting Policies will be presented to the Finance Committee for approval. If the proposed
changes are material in nature, the Finance Committee will submit a recommendation to the board
to approve the proposed material changes.
Transparency: All CPAA meetings are open to the public, except executive sessions of the board.
Pending decisions will be published for public comment in advance and the public has the ability to
comment at all meetings, including board meetings. Finance Committee and board meeting
minutes and financial statements will be made available to Transformation partners and posted on
the CPAA website for review by the general public. In the event audited financial statements
become available, those documents may be available for inspection, pending approval of release
by the board.
Budget Revision: Budget revision may be initiated in the event of substantial deviations greater
than 10% of the agency’s board approved annual budget. Management will work with the finance
committee to generate a revised budget. After review, the Finance Committee will recommend the
revised budget to the Board of Directors for review and adoption.
Financial Performance: Monthly and year-to-date statements of financial performance versus
budget, will be produced, distributed, and reviewed, with both the management team and Finance
Committee involved in the review process. The Finance Committee will review financial reviews
quarterly financial statements against the budget. Expenditures over set thresholds as defined in
the authorization matrix receive the appropriate levels of approval, i.e., expenditures not included
in the budget and expenses over $5,000.
Financial investments have been made to date to enhance accounting capabilities by upgrading the existing
accounting system, hire an Administrative Support Specialist to strengthen existing financial controls,
increase engagement of the Operations Director, and to contract the accounting firm of Wittenberg, CPA to
ensure general oversight and integrity of financial systems.
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Significant Changes Since ACH Phase 2 Certification
In late October, HCA announced that DY1 project incentive funds may be reduced by up to 36% due to
insufficient state matching funds. CPAA has developed a preliminary funds flow allocation with an assumed
DY1 project funds reduction of 27% based on a revised estimate by HCA. It is unclear whether there will be
a reduction in project incentive funds in later years. CPAA has budgeted conservatively, assuming a 27%
funding reduction annually over the five-year Transformation Project period.

Significant Changes to ACH Funding Stream Tracking Mechanism
There have been no significant changes to the CPAA’s tracking mechanism to account for various funding
streams since Phase 2 certification.

Project Design Funds
CPAA’s approach to using Phase I Design Funds has remained unchanged. In keeping with our Phase I
certification, we have used Phase I Design Funds as follows:









Project Planning and Development: $54,356 – Salary and Fringe of Executive Director, Program
Director, Program Support Specialists, and Operations Management to oversee project planning
and development. $230,098 of Phase I funds remaining in this category.
Engagement: $37,061– Meeting space and personnel expense of Executive Director, Program
Director, Program Support Specialists, and Community and Tribal Liaison to engage with
community stakeholders and partners including providers, consumers, and Tribal officials.
$156,885 of Phase I funds remaining in this category.
ACH Administration/Project Management: $27,178 – Salary and Fringe of Executive Director,
Program Director, Program Support Specialists, and Operations Management to oversee the
administration of Phase II certification and provide logistical support for meetings. $115,049 of
Phase I funds remaining in this category.
Information Technology: $44,103 – Purchase of five new computer workstations and installation of
additional wiring in expanded office space. $10,897 of Phase I funds remaining in this category.
Health Systems & Community Capacity Building: $20,241 – Salary and Fringe of Executive Director
and Program Director to facilitate work groups that assess capacity gaps within the region. $94,131
of Phase I funds remaining in this category.
Other: $64,132 – Utilities, lease, supplies, travel, office furniture, and minor space improvements.
$145,869 of Phase I funds remaining in this category.

CPAA estimated the 5-year cost of administering the Transformation at $8.15 million, of which $1 million is
covered through Phase I Design Funds. This assumed CPAA engaging in eight Transformation projects. The
recent and potential future reductions in project incentive funds have led CPAA to reduce its project
portfolio to six projects. ACH administrative expense projections have not been updated, but will likely not
be directly proportional due to fixed expenses independent of the number of projects selected. Phase II
Design Funds will be used beginning in 2nd quarter DY 2, when we anticipate the greatest need for
increased administrative capacity to support project planning and implementation. We will use
progressively fewer Phase II Funds over the subsequent years of the Transformation. This approach is in
line with our commitment to achieve long-term sustainability.
To fund the $2.15 million balance of the projected administrative budget, CPAA will allocate a small portion
of DY 1-2 project incentive funds supplement Project Design Funds. This will leave 100 percent of DY 3-5
project incentive funds available for distribution to participating providers.
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The following budget, which the board approved on July 31, 2017, shows the total estimated cost of the
Transformation, as well as how much will be funded by either Phase II Design Funds or DY 1-2 project
incentive funds.











ACH Project Plan Development in DY 1 is completely funded by Phase I Design Funds.
Engagement throughout the Transformation project will cost approximately $304,736, of which
$188,320 will be funded with Phase II Design Funds. The funds will pay for a portion of the
Community and Tribal Liaison ($110,623), convening and training of community stakeholders and
Tribal partners ($37,200), and outreach and travel throughout the region ($40,497).
ACH Administration and Project Management is expected to cost approximately $4,336,403
throughout the Transformation. A total of $3,097,448 will be funded by Phase II Design Funds.
Phase II Design Funds will fund 3.05 FTE of executive and administrative staff, and 8.65 FTE of
project management staff to run the Transformation projects. Total personnel cost funded by
Phase II Design Funds is $2,016,015. Phase II Design Funds to administer the Transformation also
include consulting support of $483,000, technical and clinical training of $10,000, travel throughout
the region to support project partners at $48,000, legal fees of $10,000, and contracted
administrative services of $530,433.
Information Technology is estimated to cost $1,138,444, of which $744,138 will be funded by
Phase II Design Funds. This includes 2.8 FTE of analytical and technical staff at $500,958,
improvements in administrative systems for project management and data analysis at $36,000, and
$207,180 in costs associated with the increase in data capacity for CPAA.
Health Systems and Community Capacity Building is expected to cost approximately $919,407, of
which $600,716 will be funded through Phase II Design Funds. These costs are related primarily to
project management staff engaging with contracted providers to assess capacity gaps throughout
the region and develop mitigation strategies.
Other expenses include the cost to operate an expanded facility during the Transformation. Such
costs include anticipated utilities and lease expense of $226,382, Business and Occupation (B&O)
taxes on Phase II Design Funds of $75,000, equipment purchases of $37,300, and other expenses
including insurance, fees, and licenses at $30,696. Phase II Design Funds will pay for $369,378 of
the total estimated expenses of $454,808.

Funds Flow Distribution
Describe the ACH’s funds flow distribution. In the narrative response, address the following:
• Attest to whether all counties in the corresponding Regional Service Areas (RSAs) have submitted a
binding letter of intent (LOI) to integrate physical and behavioral health managed care.
YES

NO
X
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• Attest to whether the ACH region has implemented fully integrated managed care.
YES

NO
X

• If the ACH attests to having implemented fully integrated managed care, provide date of
implementation.
DATE (month, year)

NA

• If the ACH attests to not having implemented fully integrated managed care, provide date of
projected implementation.
DATE (month, year)

January, 2020

Describe how Project Incentive funds are anticipated to be used throughout the Transformation. Provide a
narrative description of how funds will be distributed across use categories and by organization type. (Refer
to the Funds Distribution tabs of the ACH Project Plan Supplemental Data Workbook for use categories and
organization types to inform the narrative response below and supplement the percentages given in the
Workbook.)
•
•
•

Project Incentive funds
Managed Care Integration Incentive funds (if LOI and implementation are expected)
Reinvestment funds

Using the Funds Distribution tabs of the ACH Project Plan Supplemental Data Workbook, project funding
by use category as a percent by year and funding by/for organization type as a percent by year. (not
counted toward word count)
Prior to addressing allocation of DSRIP funds, the Finance Committee adopted the following principles to
guide its deliberations:










Support sustainability of the project
Improve health equity/reduce health disparities
Address social determinants of health to the greatest extent possible
Provide sufficient incentive for providers (clinical and non-clinical) to participate
Reward relative contribution to desired outcomes
Invest in rural and urban areas
Invest in all seven counties
Reward truly transformative efforts over marginal improvements
Establish a regional Wellness Fund (Innovation Fund) to support investments in key health
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improvement areas
On October 13, 2017, the council recommended, and the board approved, proposed DSRIP Project
Incentive Funds allocations by use category and organization type with the understanding that both fund
allocations are preliminary only and represent CPAA’s current best thinking. It is anticipated these fund
allocations will change when CPAA completes its project implementation planning, as project designs and
the overall project portfolio composition will drive fund allocations.
In developing allocations, the Finance Committee contemplated the following questions:





Is available funding sufficient to pursue eight projects? Will funding be spread too thinly to
achieve transformational impact and meet performance metrics?
Should CPAA reduce the number of optional projects chosen?
How will a 27% DY 1 funding reduction, and potential future year reductions of similar
magnitude, impact the participation of partnering providers?
Does the funding reduction necessitate the establishment of a large reserve? If so, should this
reserve be separate and distinct from a customary reserve covering unanticipated events?

The CPAA proposed funds flow establishes eight use categories: ACH Administration and Project
Management; Project Engagement, Participation, and Implementation; Provider Performance and Quality
Incentive Payments; Financial Stability Through Value-Based Payment; Population Health Management; and
Workforce. The Finance Committee recommended, and the Board of Directors approved, two additional
use categories:



An Innovation Fund to finance new approaches addressing health disparities, social
determinants of health, and wellness; and
A Reserve/Contingency Fund for unforeseen events. If not expended by the end of DY 5,
remaining reserve funds will be distributed to partnering providers and the regional innovation
fund per a detailed reserve use and distribution policy to be developed in the near future.

CPAA is adopting a conservative budgeting approach and assuming a 27% reduction in funding for all five
years, not just DY 1, until such time as HCA provides additional information on funds availability in the out
years. Additionally, CPAA assumes conservative achievement in pay-for-reporting and pay-for-performance
metrics so as not to overcommit funds. Lastly, CPAA will identify a portion of the future funding reduction
assumption as a potential adjustment to maximum revenue, in the event HCA is able to secure non-federal
funds to qualify for additional federal matching dollars, and the funding reduction is not as severe as
anticipated. Given the highly uncertain nature of this funding, it will not be included in the budget or funds
flow projections directly, but rather will be monitored “below the line” as potential additional revenue.

Allocation by Use Category
In developing allocations, CPAA considered the longitudinal progression of transformation activity, and
aligned funding allocations with activities. Funding in the early years emphasizes engagement and
infrastructure investment, whereas in the later years funding for performance and innovation increases.
The use category allocations consider the following:
Project Management and Administration (PM&A): The cost of managing and administering the portfolio of
projects (e.g., project management personnel costs, consumable supplies, etc.). The majority of the
operations budget is funded by Design Funds. A portion of DY 1 and DY2 Project Incentive Funds are
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allocated to PM&A, enough to fund ACH operations for the duration of the project. Therefore, no DY 3-5
project funds are required.
Project Engagement, Participation, & Implementation: The cost of identifying, recruiting and receiving
participation commitments from partnering providers. The majority of Project Incentive Funds are
dedicated to activities directly related to project planning and implementation during DY 1 and 2. By
allocating funds to partnering organizations, CPAA plans to leverage limited resources to encourage active
partner involvement, both programmatic and financial.
The majority of funds for project engagement are needed in DY 1, when substantial efforts to engage with
Medicaid as well as non-Medicaid and Tribal partners will take place. Engagement funding needs
substantially diminish thereafter. Funds allocated to project engagement, participation, and
implementation include contributions to each of the seven county-based community forums.
Provider Performance and Quality Incentives:
As providers become engaged in the project in DY 1, payment emphasis shifts to performance and quality
incentives, i.e., payment for achievement of milestones and performance outcome goals. Increasing
provider performance payments over the course of the demonstration incentivizes providers to maximize
performance against agreed upon targets, including when payments shift from P4R to P4P.
Health Systems and Community Capacity Building (Domain 1): This investment area includes the following
three use categories: Investments in Financial Stability through VBP (payments to key implementation
partners, such as hospitals, to offset losses incurred as a result of Transformation activities), Population
Health Management (health information technology investments), and Workforce (investments to expand
workforce capacity). Investments in all three use categories are emphasized in DY1-2 and receive
diminished funding thereafter. For investments in Population Health Management and Workforce, this
reflects the need to quickly build up the infrastructure necessary to implement the Transformation projects
successfully. Likewise, financial Stability through VBP payments are reduced over time as providers
subjected to the greatest disruption from transition to VBP adapt to VBP purchasing and adapt their
business models.
Innovation Fund: Funds are allocated to provide an opportunity for new approaches and new partners
in healthcare delivery to address health disparities. Potential types of innovations could include funding
projects that address social determinates of health, such as housing and transportation for vulnerable
populations. The fund is initially seeded with 10% of overall funding in DY 1-2. Thereafter, contributions
to the fund increase up to 20% of overall funding as other funding needs diminish (e.g., project
management and administration, provider engagement, financial stability through VBP, etc.).
Reserve/Contingency: Established during DY1-4 and capped at $5M, reserve funds are intended to
cover unanticipated costs and events. No contributions to reserves/contingency is planned for DY 5.
Unused reserve funds will be distributed to partners and the innovation fund at the end of the
Transformation.
The following table details CPAA’s preliminary allocation of project inventive funds by use category.
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TABLE 18 ALLOCATION OF PROJECT FUNDS BY USE CATEGORY
Use Category

DY1 - 2017

5-Year Total

Project Management and Administration

10%

4%

Provider Engagement, Participation and Implementation

30%

8%

Provider Performance and Quality Incentive Payments

8%

43%

Financial Stability Through VBP (Domain 1)

4%

3%

Population Health Management (Domain 1)

25%

19%

Workforce (Domain 1)

8%

6%

Innovation Fund

10%

15%

Reserve/Contingency

5%

2%

The following chart illustrates the preliminary funds flow by use category over the 5-year Transformation
period.
TABLE 19 CPAA DSRIP PROJECT FUNDS FLOW
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See Supplemental Workbook for more allocation details.

Distribution by Organization Type
Proposed allocation between organization types was developed based on the expected flow of activities
(see Funds Flow by Use Categories). At this time, the current allocations are preliminary only and need to
be reviewed and adjusted as we get closer to contracting with partnering providers.
CPAA staff and consultants developed a proposed approach to funds allocation by organization type for
review by the Finance Committee. Proposed allocations between organization types are based on the
expected flow of activities (see Funds Flow by Use Categories). We recognized that each organization type
may receive allocations from one or more use categories so as to ensure alignment between funding and
activity. In developing the proposed funds flow, the group was guided by the following considerations:
Project Management and Administration (PM&A)
 100% of DY1 and DY2 Project Management and Administration funds are allocated to CPAA to
supplement Design Funds ($6M) designated for ACH operations.
 These amounts are adequate to fund the ACH for the duration of the project, therefore no DY3-DY5
project funds will be allocated to PM&A.
Project Engagement, Participation, & Implementation
 While Medicaid providers likely comprise the majority of partnering organizations, non-Medicaid
providers will likely require proportionally more engagement and implementation assistance, thus
the 40% allocation is higher than might otherwise be assumed.
 Medicaid providers are likely more engaged and will therefore require less outreach, but
implementation needs may be still be significant.
 As Tribal participation is required under the Transformation, 10% of Project Engagement,
Participation, & Implementation is allocated to ensure appropriate engagement.
Provider Performance and Quality Incentive
 The performance and quality metrics will largely be driven by traditional Medicaid providers, and
they likely will comprise a larger proportion of partners, thus the 60% allocation of Performance
and Quality Incentive Funds.
 Non-Medicaid providers, however, will be key contributors to ultimate ACH performance and
therefore are allocated 30%.
 Likewise, Tribes will be expected to play a proportional role in the success of the Transformation
and are therefore allocated a commensurate share of available funds.
Financial Stability through VBP
 Medicaid providers will be subject to the greatest financial disruption from transition to VBP
contracting and therefore will require the most stabilization assistance during the transition.
 Investments will be made in CPAA to support its role in advancing VBP capabilities among
partners.
Population Health Management
 Medicaid providers will be providing the largest proportion of services and will be central to the
coordination efforts. Therefore, the IT investment is expected to be greater to support the
volumes.
Page 56 of 213

Cascade Pacific Action Alliance – Medicaid Transformation Revised Project Plan – December 15, 2017



At the same time, non-Medicaid providers and Tribes will need to be integrated into the IT
infrastructure, necessitating proportional investment of DY1 IT funds.
Investments will be made in CPAA to support its role in developing a Population Health
Management strategy.

Workforce
 Medicaid providers will be providing the largest proportion of services and will likely require more
assistance in developing the workforce to support service delivery under VBP.
 Non-Medicaid provider and Tribal workforces will also require development, but likely
proportionally less due to less labor-intensive involvement in care delivery.
 Investments will be made in CPAA to support its role in developing a workforce training strategy.
Innovation Fund
 Whereas Medicaid providers are allocated the larger share of performance and quality incentives,
non-Medicaid providers are allocated the majority of the Innovation funds, as they will likely be
involved in the more innovative strategies to address health disparities and social determinants of
health.
Reserve
 Reserve funds not to exceed $5M, or roughly 2% of total projected funds, will be held by CPAA for
distribution as needed to address unforeseen circumstances. Unused reserve funds will be
distributed to partners at the end of the Transformation.

TABLE 20 – DSRIP PROJECT FUNDS ALLOCATION BY ORGANIZATION TYPE FOR DY 1
CASCADE PACIFIC ACTION ALLIANCE
DSRIP PROJECT FUNDS ALLOCATION BY ORGANIZATION TYPE
DY1 ONLY

TOTAL
ACH

18.3%

Medicaid Providers

47.4%

Non-Medicaid Providers

28.0%

Tribes/ITU

6.4%

Other

0.0%
100.0%

The following chart illustrates the preliminary funds flow by organization type for DY 1 of the
Transformation.
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TABLE 21 – FUND ALLOCATION BY ORGANIZATION TYPE

Fund Allocation By Organization Type - DY1 Only
Tribes/ITU
7%

Other
0%

ACH
18%

Non-Medicaid
Providers
28%

Medicaid
Providers
47%

Based on the guiding principles outlined above, the allocation of project funds to individual partnering
organizations will contemplate the value of the project, target population, level of resource and
commitment by partner, readiness and expertise, financial resources, and impact of implementation.
The specific allocation algorithm(s) will be addressed by the Finance Committee in the near future.

Integrated Managed Care Incentive Funds
Given that the region will not pursue mid-adoption, no Integrated Managed Care Incentive Funds will be
available and no effort has been made to identify how such funds would be used or invested.

Value Based Payment Incentive Funds
CPAA has not yet defined allocation of Value Based Payment Incentive funds. The Finance Committee will
address this issue at its earliest opportunity, in conformity with the funds flow guiding principles.

Required Health Systems and Community Capacity (Domain 1)
Focus Areas for all ACHs
Domain 1 Strategies
How Domain 1 Capacity Building Supports All Selected Projects
The purpose of the Cascade Pacific Action Alliance (CPAA), an Accountable Community of Health (ACH), is
to improve community health and safety through cross-sector, region-wide collaboration. CPAA has
identified three overarching goals that align closely with Healthier Washington’s priorities and the Triple
Aim:
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Improve health. Improve health equity and health outcomes for all residents in our communities,
with a focus on addressing the social determinants of health.
Whole person care. Keep residents healthy as long as possible and address all health needs with a
focus on prevention and early interventions.
Smarter spending. Reduce per capita health care costs while improving the quality of care provided
to residents in our communities.

To achieve these goals, the health care system will need to be transformed from a system that prioritizes
the medical treatment of acute healthcare problems to one that is willing to make the long-term
investment necessary to improve population health by focusing on prevention and early intervention. This
shift will require significant adjustments in healthcare payments as the system shifts from paying for
volume to paying for value, in workforce as the health care community shifts to person-centered, teambased care that recognizes the important linkages to community-based services and supports, and in the
use of health information technology as the essential bridge and connector between systems. To address
our community goals, CPAA has identified priorities and selected projects through a data-driven process
that focused on the magnitude of need in its communities as well as the priorities of the state. Further, the
planning for our projects addresses these three foundational, cross-cutting areas—workforce, value-based
payment, and health information technology—that are essential to the success of our projects.
CPAA has convened four work groups tasked with developing, planning, and implementing strategies for
the six projects:
Work group
Domain 2/Combined Work group

Opioid Response Work group
ACEs Work group/RMCH
Oral Health Work group

Projects Addressed
Bi-directional Integration of Care and Primary Care
Community-Based Care Coordination
Transitional Care
Chronic Disease Prevention and Control
Addressing Opioid Use
Reproductive and Maternal & Child Health
Access to Oral Health

Work groups include representatives of provider practices, hospitals, community health centers, MCOs,
behavioral health agencies, public health, and a broad range of community-based organizations, including
social service agencies, and provided input on Domain 1 topics and project design as described below.

Investments or Infrastructure Required to Carry Out Transformation
Projects
The following table lists the required investments and/or infrastructure to implement our region’s project
portfolio successfully. CPAA will expand on this list during implementation planning as additional
infrastructure investments are identified.
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TABLE 22 – REQUIRED INVESTMENT OR INFRASTRUCTURE
Project Areas

2B-CBCC

2C-TC

3A-OUR

3B-RMCH

3D-CDCP

Value-Based Payment
Training for Partnering Providers about Value-Based Payment
Convening Payers to Align Expectations for Providers & Outcomes
Bridge Funding for Partnering Providers to Make Transition to VBP
Identify and work with agencies such as QUALIS and the Practice
Transformation Hub to prepare providers for VBP
Collaborate with existing forums to include Clinical Provider and Consumer
Committee and project specific work groups
Workforce
Formal Survey Partnering Providers about Workforce Needs
Expanding Telehealth Capacity
Tuition Support for Key Shortage Areas
Expanding the Number of Community Health Workers
Partnering with Schools for Internships or Implementing Instruction for
Evidence-Based Models of Care
Expanding the Use of Family Members as Caregivers
Learning Collaboratives for Partnering Providers
Onsite Trainings for Partnering Providers (potentially partner with medical
societies or provider associations for provider CME credits) training may
include evidence-based treatment, trauma informed practices, cultural
competency, tribal affairs, and health equity.
Population Health Management Systems
Formal Inventory of Partnering Providers about Existing HIT usage and capacity
HIT Systems that Support Partnering Providers to Participate in VBP and that
Allow for Cross-System Data Sharing (between partnering providers, between
partnering providers and MCOs, and HCA)
Invest in the interoperability of existing systems to enhance data sharing.
Potential alignment areas include One Health Port, Clinical Data Repository,
and connecting partners to EDIE/PreManage systems, EPIC, and others to
support streamlined data sharing and improved efficiencies for providers.
Provider Registries
Care Coordination Software
Identify gaps in workflow, referral management, and scheduling practices

2A-CI

Required Investment or Infrastructure

X
X
X
X

X
X
X
X

X
X
X
X

X
X
X
X

X
X
X
X

X
X
X
X

X

X

X

X

X

X

X
X
X

X

X

X
X

X

X
X

X
X

X
X

X
X
X

X

X

X
X

X
X

X
X

X
X
X

X
X

X
X

X
X

X
X

X
X

X
X

X
X

X
X

X
X

X

X

X

X

X

X

X
X

X
X
X

X

X

X
X

X

Value-Based Payment Strategies
Approach to Implementing and Supporting VBP Strategies in All Projects
CPAA has a multi-pronged approach to implementing and supporting VBP strategies across the projects. A
key component to its approach is active engagement of key stakeholders. First, CPAA maintains a regional
coordinating council, community forums in each of the seven counties coming together under CPAA, as well
as the work groups described above, dedicated to designing and implementing each project, including a
focus on value-based purchasing. Among others, these groups include representatives from MCOs,
hospitals, and provider groups who, through this process, have developed a solid understanding of VBP
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concepts and their importance to assuring successful project implementation. This level of community
engagement creates a solid foundation for future VBP developments.
Second, CPAA, and its administrative organization, CHOICE Regional Health Network, is recognized as a
trusted convener to tackle challenging health care system issues in our region. We have extensive
experience bringing diverse groups together to address difficult systemic issues by developing collaborative
solutions. CPAA will build on this reputation and the extensive relationships in the community that have
been formed through CHOICE’s regional health improvement work over the last two decades to explore,
develop, and implement innovations in how services are funded.
Third, the CPAA region has extensive experience piloting innovative care coordination projects:


In 2015, HCA designated CPAA as one of only two Pilot ACHs in the state. CPAA started the
Youth Behavioral Health Care Coordination Program, a pilot program to demonstrate the
effectiveness of regional collaboration across community sectors. The project was initiated
with SIM grant dollars; however, we were soon able to leverage this seed funding with
funds from other sources, including from key project implementation partners,
demonstrating strong local support for and buy-in into the program. The project is
currently funded through braided funding from Behavioral Health Organizations, schools,
philanthropy, and the state. In its third year of implementation, the project has been
expanded from one to four pilot schools in four counties, showing promising initial results.

Among the many health improvement projects CHOICE has launched and sustained over the years,
the following stand out:


Emergency Department Consistent Care Program: For over a decade, CHOICE partnered
with a number of hospitals and health plans to establish, operate, and jointly fund an
emergency department diversion program that reduced avoidable ED visits by more than
50%. The program was transitioned to area hospitals in 2015 and has been sustained at our
largest tertiary hospital, Providence St. Peter Hospital in Olympia, ever since.



Cardiac and Stroke Response: Over the course of several years, CHOICE worked with rural
hospitals and the largest tertiary hospital in the region to establish standard protocols for
the treatment of stroke and cardiac arrest. The project resulted in stroke and STEMI
certification of partner hospitals; the standardized treatment protocols are still being
followed today, saving lives.

In sum, our region has a proven track record of being able to sustain health improvement projects
by demonstrating both quality improvements and savings to local organizations, who then have
been willing to provide ongoing funding to sustain the projects. CPAA believes demonstrating costeffectiveness will be key to encouraging funders to consider and adopt new, VBP approaches
during the life of the project.
CPAA intends to work closely with state health care purchasing agencies as we move to adopt VBP
approaches. For example, if existing contractual payment mechanisms pose a barrier to implementing VBP
innovations, CPAA may convene meetings with payers to discuss how these barriers might be mitigated.
CPAA also recognizes that it is difficult for state agencies or MCOs to establish different payment
mechanisms for just one ACH. To address this, CPAA will work with other ACHs to determine opportunities
for shared approaches that support streamlined, statewide VBP solutions.
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How CPAA Supported and/or Promoted Distribution of 2017 Provider VBP Survey
A CPAA representative, Tammy Moore with Summit Pacific Medical Center, serves on the statewide VBP
Task Force and helped design the 2017 VBP Survey. CPAA supported the distribution of the survey by
sending email messages to its clinical partners with a link to the survey, urging our clinical partners to
participate. CPAA distributed the survey twice by email blast, and CPAA followed up with HCA staff to learn
which providers had responded to the survey. We then made personal phone calls to key clinical provides
in the region to ensure their participation in the survey. Finally, we followed up with reminders to complete
the survey by email and in personal meetings with some of the region’s CEOs. As a result of these
concerted efforts, the CPAA region had the highest response rate to the survey of all ACH regions.

Current state of VBP Among CPAA’s Providers and Provider Expectations for VBP in
the Next 12 Months
Based on VBP survey results, 15 of 21 (71%) respondents currently have some form of revenue through VBP
categories 2C-4B from Commercial, Other Government, Medicare, and Medicaid revenue streams. Twentythree percent, 19%, and 10% of survey respondents who have experience with VBP ranked their experience
as positive, neutral and negative, respectively. CPAA has discussed the current state of VBP in the work
groups and with key stakeholders. Participants estimate that up to 25% of current medical contracts in the
CPAA region have VBP elements. However, actual VBP penetration rate may vary substantially from clinic to
clinic. Healthier Washington’s Value Based Roadmap adopted the framework created by the Centers for
Medicare and Medicaid Services (CMS) to categorize value-based payment strategies. They range from
categories 1 to 4, with each category including greater degrees of sophistication. To reach its purchasing
goal, HCA expects 90 percent of state-financed healthcare payments to providers will be in CMS categories
2c-4b by 2021. While MCOs do have sub-capitation arrangements with a few larger, risk-bearing providers,
most arrangements are fee-for-service, “Category 2” contracts that provide incentives for meeting specified
quality objectives. Work group members, including providers, understand that an expanded set of VBP
arrangements will be designed during the 2018 planning year. Participants have expressed considerable
interest in using Medicaid Transformation project funds to incentivize movement toward meeting project
objectives. While three providers are planning for their engagement to stay the same over the next 12
months, the majority of providers are planning to increase VBP engagement. For example, 10 providers
plan to increase by up to 10%, four respondents plan to increase by 10-24%, two respondents plan to
increase by 25-50%, and one respondent reported increasing VBP engagement by more than 50%.

Partnering Provider Barriers and Enablers to VBP Adoption
Based on VBP survey data, we identified a preliminary understanding of current enablers and barriers to
participating in VBP. The responses with the highest frequency for providers receiving VBP from any payer
that was an enabler or barrier to participation in VBP are outlined in the table below.
TABLE 23. VALUE-BASED PURCHASING ENABLERS AND BARRIERS IDENTIFIED THROUGH VBP SURVEY







Top 6 Enablers
Development of medical home culture w/ engaged providers
Trusted partnerships and collaboration w/ payers
Aligned quality measurements and definitions
Aligned incentives and/or contract requirements
Common clinical protocols and/or guidelines associated w/
training for providers
Access to comprehensive data on patient populations (e.g.,
demographics, morbidity data)








Top 6 Barriers
Lack of availability of timely patient/population cost data to assist
w/ financial management
Lack of interoperable data systems
Lack of consumer engagement
Misaligned incentives and/or contract requirements
Misaligned quality measurements and definitions
Differing clinical protocols and/or guidelines associated w/
training for providers
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In addition, each work group convened by CPAA provided input on Domain 1 enablers, barriers, and
strategies. Table 22 below summarizes the input provided for value-based purchasing. The table reveals
themes that recur in multiple projects, which reflects the overlap among some projects that serve some of
the same populations and employ similar strategies (e.g., Community-Based Care Coordination, Transitional
Care, and Chronic Disease Prevention and Control). All work groups highlighted some of the current VBP
efforts, especially those between MCOs and larger provider groups. They also shared some of the same
concerns about barriers to implementation that will need to be addressed in the planning year. The need
for accurate, timely, shared data to support VBP efforts was viewed as the principal challenge.
TABLE 24 - VALUE-BASED PURCHASING ENABLERS AND BARRIERS IDENTIFIED BY WORK GROUPS
#

Project

Value-Based Purchasing
Enablers:




FQHCs: ~25% funding is moving to VBP: e.g., withholds, HEDIS incentives
BHO: using incentives to meet performance metrics
MCOs: doing some withholds, incentives to meet metrics, and sub-capitation for selected
providers. Planning for bundled payments

Barriers:

Bi-directional Integration
of Care and Primary Care
2A

 Collaborative Care
model to integrate PC
and BH









Data: assuring clean, accurate data that parties can support will be crucial to enabling VBP
mechanisms.
Attribution: need to assure accurate, agreed upon patient-provider attribution to support VBP
mechanisms. PCP and BH assignments should be coordinated
Registries: providers need access to accurate registries
Bridge Funding: assure bridge funding in transition to VBP
Penalties: assure VBP doesn’t penalize providers by increasing patient volumes or reducing
revenues
Small providers and rural areas: patient volumes are too low to bear risk
Provider Engagement: given day-to-day priorities, it’s difficult engage providers in VBP.
Fidelity: can we reimburse practices for fidelity to evidence-based practices?

Mitigation Strategies:





Convene key stakeholders (health plans, providers, etc.) to educate and work through challenging
issues
Bring payers together to “harmonize” systems; identify where efforts cross and attempt to
standardize processes across payers. Encourage health plans to work in concert with each other.
Vet new metrics; need to have metrics that crosswalk to CMS metrics
VBP may reimburse new workers, such as community health workers

Enablers:




Community-Based Care
Coordination

2B


Regional pathways HUB

FQHCs: ~25% funding is moving to VBP: e.g., withholds, HEDIS incentives
BHO: using incentives to meet performance metrics
MCOs: doing some withholds, incentives to meet metrics, and sub-capitation for selected
providers. Planning for bundled payments

Barriers:








Data: assuring clean, accurate data that parties can support will be crucial to enabling VBP
mechanisms.
Attribution: need to assure accurate, agreed upon patient-provider attribution to support VBP
mechanisms. PCP and BH assignments should be coordinated
Registries: providers need access to accurate registries
Bridge Funding: assure bridge funding in transition to VBP
Penalties: assure VBP doesn’t penalize providers by increasing patient volumes or reducing
revenues
Small providers and rural areas: patient volumes are too low to bear risk
Engagement: given day-to-day priorities, it’s difficult engage providers in VBP.
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#

Project

Value-Based Purchasing
Mitigation Strategies:






As a trusted “neutral” entity, CPAA is in an excellent position to serve as the HUB organization.
Convene key stakeholders (health plans, providers, etc.) to educate and work through challenging
issues
Bring payers together to “harmonize” systems; identify where efforts cross and attempt to
standardize processes across payers. Encourage health plans to work in concert with each other.
Vet new metrics; need to have metrics that crosswalk to CMS metrics
VBP may reimburse new workers, such as community health workers

Enablers:




FQHCs: ~25% funding is moving to VBP: e.g., withholds, HEDIS incentives
BHO: using incentives to meet performance metrics
MCOs: doing some withholds, incentives to meet metrics, and sub-capitation for selected
providers. Planning for bundled payments

Barriers:

Transitional Care
2C

 Interact 4.0
 Transitional care model
 Care transitions
intervention








Data: assuring clean, accurate data that parties can support will be crucial to enabling VBP
mechanisms.
Attribution: need to assure accurate, agreed upon patient-provider attribution to support VBP
mechanisms. PCP and BH assignments should be coordinated
Registries: providers need access to accurate registries
Bridge Funding: assure bridge funding in transition to VBP
Penalties: assure VBP doesn’t penalize providers by increasing patient volumes or reducing
revenues
Small providers and rural areas: patient volumes are too low to bear risk
Engagement: given day-to-day priorities, it’s difficult engage providers in VBP.

Mitigation Strategies:





Addressing the Opioid Use

3A

 Prevent Opioid
use/misuse
 Link to OUD with
treatment
 Overdose prevention
Recover: LT stabilization &
whole person care

Maternal and Child Health
 10 recommendations to
improve women’s health

Convene key stakeholders (health plans, providers, etc.) to educate and work through challenging
issues
Bring payers together to “harmonize” systems; identify where efforts cross and attempt to
standardize processes across payers. Encourage health plans to work in concert with each other.
Vet new metrics; need to have metrics that crosswalk to CMS metrics
VBP may reimburse new workers, such as community health workers

Enablers:

BHO shifting to tier-based reimbursement

Providence shifting physician compensation from FFS to VBP
Barriers:
 Need ways to bridge transition from FFS to VBP
 Need to assure VBP doesn’t penalize providers serving challenging clients
Mitigation Strategies:
 Convene key stakeholders (health plans, providers, etc.) to educate and work through challenging
issues
 Use project funds to promote increased flexibility in outreach and engagement approaches: e.g.,
mobile crisis and crisis solution centers
 VBP may reimburse new workers, such as community health workers
 Fund paramedicine to engage clients on the street
 Align payment streams from BHOs & MCOs
 Funding for services to incarcerated who are not Medicaid eligible
Enablers:
 PTCPI Grant: Child & Adolescent Clinic.
Barriers:
 Assure metrics for well-child visits are included in contracts
 Patient Attribution – how to correctly attribute patients to providers?
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#

Project
 Home visiting for 1st
time pregnancy
 Bright futures or EMHI

Value-Based Purchasing
 Some activities – e.g., home visits – aren’t tracked.
 How to help practices bridge the conversion from FFS to VBP?
 Can we reimburse practices for fidelity to evidence-based practices?
Mitigation Strategies:
 Convene key stakeholders (health plans, providers, etc.) to educate and work through challenging
issues
 Bring payers together to “harmonize” systems; identify where efforts cross and attempt to
standardize processes across payers. Encourage health plans to work in concert with each other.
 Use the flexibility associated with MDP funds to incentivize achievement of objectives
 Vet new metrics; need to have metrics that crosswalk to CMS metrics
 VBP may reimburse new workers, such as community health workers
Enablers:



FQHCs: ~25% funding is moving to VBP: e.g., withholds, HEDIS incentives
MCOs: doing some withholds, incentives to meet metrics, and sub-capitation for selected
providers. Planning for bundled payments

Barriers:

3D

Chronic Disease
Prevention and Control
 Chronic care model

 Data: assuring clean, accurate data that parties can support will be crucial to enabling VBP
mechanisms.
 Attribution: need to assure accurate, agreed upon patient-provider attribution to support VBP
mechanisms. PCP and BH assignments should be coordinated
 Registries: providers need access to accurate registries
 Bridge Funding: assure bridge funding in transition to VBP
 Penalties: assure VBP doesn’t penalize providers by increasing patient volumes or reducing
revenues
 Small providers and rural areas: patient volumes are too low to bear risk
 Provider Engagement: given day-to-day priorities, it’s difficult engage providers in VBP.
 Fidelity: can we reimburse practices for fidelity to evidence-based practices?
Mitigation Strategies
 Convene key stakeholders (health plans, providers, etc.) to educate and work through challenging
issues
 Bring payers together to “harmonize” systems; identify where efforts cross and attempt to
standardize processes across payers. Encourage health plans to work in concert with each other.
 Vet new metrics; need to have metrics that crosswalk to CMS metrics
 VBP may reimburse new workers, such as community health workers
 Work directly with other project areas to include Bi-Directional Integration and Care Coordination

Regional Strategies that Support Attainment of, and Readiness to, Achieve Statewide
VBP Targets, Including Plans for Partnering with MCOs and Provider Associations
The following summarizes CPAA’s strategies to support the attainment of, and readiness for, achieving
statewide VBP targets:




Continue to participate in the statewide VBP Task Force to (1) shape the further development of
VBP approaches; (2) learn about opportunities for ACHs to support and promote transition to VBP
arrangements; and (3) effectively support our providers in this transition.
Continue to work closely with our MCO partners during project implementation planning to make
sure project plans are designed such that they support providers transitioning to VBP arrangements
to the greatest extent possible. MCOs are represented on all of our project work groups, and one
work group is led by a MCO representative.
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Continue to work with statewide provider organizations to assess how best to support providers in
moving to VBP arrangements. This includes the Washington State Hospital Association, Washington
State Medical Society, Washington Chapter, American Academy of Pediatrics, and the two
Behavioral Health Organizations in the region.
Continue to engage with technical assistance providers that can help our providers move to valuebased care (see below for details). This includes working with Qualis Health and the DOH Practice
Transformation Hub to connect providers with vital VBP-related resources (assessments, guidance
documents, etc.).
Convene our MCO and provider partners at least annually to assess VBP penetration in our region,
determine whether we are on track to achieve VBP targets for our region, and engage in collective
problem solving, should our region fall behind.
Work with other ACHs to learn with and from each other about specific strategies that ACHs can
undertake to support the attainment of statewide VBP targets.

CPAA’s Role in Supporting Providers in Transition to VBP
The mitigation strategies identified in the table above point to specific roles CPAA can and will assume to
support the transition of providers to value-based payment arrangements. These roles are consistent with
the functions CPAA identified when reflecting on the value CPAA adds to the region and our collective
health system through the convening and support of cross-sector stakeholders and partners around aligned
action (see Attachment U). They include:







Information sharing: Educate providers on what different VBP arrangements exist and how entering
into these arrangements may affect their business.
HIT: CPAA will ensure that investments made to support HIT for the region support providers
participating in Value-Based Payment arrangements.
Linkages to TA resources: Connect providers to technical assistance resources that can help
providers assess their readiness and prepare them for transition to VBP arrangements.
Convening Payers and Providers: Bring MCOs and providers together to explore how systems can
be standardized and connected more effectively across payers to minimize the administrative
burden on providers.
Shared Learning: Convene providers, payers, and other key stakeholders to reflect on the VBP
transition process and engage in joint problem solving to help overcome challenges

APPENDIX U – CPAA VALUE PROPOSITION

Workforce Strategies
Preliminary Considerations and Approach to Adapting Workforce
Strategies Across All Selected Projects
Implementing service innovations will require significant shifts in workforce skills and preparation.
Transforming the service system to focus on and engage high needs clients with complex needs and
adverse social conditions will require sophisticated skills that will need to be continually honed. In addition,
the region has had long-standing shortages in key provider groups in specific rural areas. Meeting the
project objectives will require strategies to address these shortage areas.
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CPAA is aware that meeting our region’s health workforce needs is foundational to the success of the
Medicaid Transformation. After all, unless partnering providers have adequately trained personnel in
sufficient numbers, they are unable to achieve sustainable, community-based delivery system
transformation.
Given how resource intensive workforce development is, that it takes years to make effective changes in
the training and supply of a healthcare workforce, and given that a sophisticated and highly differentiated
workforce development eco-system already exists, CPAA has adopted a collaborative strategy for
workforce development. This implies working with key workforce development agencies in our region and
statewide to identify and leverage existing workforce development opportunities. It also necessitates
working with other ACHs and state agencies to adjust current workforce development and training systems
and explore shared workforce strategies (e.g., telehealth) to ensure that our region has a sufficient supply
of workers who have the knowledge and training to serve in roles required for the successful
implementation of our Transformation projects.

Identification of Workforce Needs and Assessment of Current Workforce
Capabilities, Capacity, and Gaps
In order to meaningfully support our partnering providers in meeting their workforce needs, CPAA requires
two information points: first, what are our partnering providers’ workforce needs to implement the
Transformation projects, and second, how do these needs compare to existing capabilities and capacities?
CPAA engaged with each of its project work groups to find answers to these questions. Table 21 below
summarizes workforce needs identified by our implementation partners. The table also identifies potential
mitigation strategies and how CPAA can support these strategies.
The table reveals themes that recur in multiple projects, which reflects the overlap among some projects,
serving some of the same populations and employing similar strategies (e.g., Community-Based Care
Coordination, Transitional Care, and Chronic Disease Prevention and Control). All work groups highlighted
the need for more training, with a particular focus on serving the most “challenging” clients with complex
needs.
TABLE 25. WORKFORCE ENABLERS AND BARRIERS IDENTIFIED BY WORK GROUPS
#

Project

Workforce
Enablers:

Bi-directional Integration of
Care and Primary Care
2A
 Collaborative Care model to
integrate PC and BH

 Extending hours in the ED for social workers and care coordination RNs has been beneficial.
 Some of the community colleges offer health care profession training

Organizations identifying provider champions and executive-level integration champions

Hiring behavioral health clinicians to improve care coordination and care integration

Hospitals and clinics partnering with behavioral health agencies to provide BH clinicians

Implementing tele-psychiatry
Barriers:
 Needed training:
o Patient engagement: training on effectively engaging complex patients, including
motivational interviewing. Home visits and consistent engagement are key. CHWs and
Medical Assistants should be target for training.
o Collaborative Care Model and care integration: staff roles and expectations
o Critical care, trauma informed
o Cultural competency
 Time: it’s difficult and costly for providers to break away for training.
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#

Project

Workforce
 Salaries for counseling and paraprofessional staff are too low, leading to rapid turnover.
 Provider shortages, especially in rural areas: PCPs, pediatrics, care coordinators/managers,
nurses, and social workers
 Excessive licensing requirements is a barrier in rural areas
 Sustainability: takes 5-10 years for workforce upgrades to pay off
 Need a physical person to provide care coordination, not a phone number or a hotline
Potential Mitigation Strategies:
 Scope of Practice: with a change in law, EMTs and Paramedics could assist with posthospital, follow-up home visit care
 Consider embedding partnering providers in clinics
 Telehealth to expand services to shortage areas
 Pharmacists: consider embedding in PCP practices.
 CHWs: consider creating local training programs (e.g. community colleges) for CHWs and
medical assistants
 Provider shortages: incentives, such as conditional scholarships or loan forgiveness
programs, for more professions. Recruiting rural providers can require recruiting the spouse
 Use VBP (MCOs) to fund some of these strategies by demonstrating savings
 Partner with colleges for internships
 Expand use of family members as care givers
 Potential CPAA Roles:
o Survey what workforce trainings are needed; conduct onsite group instead of individual
trainings
o Identify best practices and program modifications for rural areas
o Provide training specific to data collection and VBP in multiple, accessible locations
o Leverage Qualis Health and Transformation Hub as training resources
o Take advantage of BHO trainings of allied partners (e.g., around medications, best
treatment practices, etc.)
o Establish a learning collaborative of partnering providers
Enablers:
 ACH has considerable experience provide care coordination services through Thurston
County Project Access, the Mental Health Access Program that coordinated care for
individuals who were underinsured or had no insurance.
 Existing health homes program that provides case management and care coordination in
the region.
 Multiple organizations such as hospitals, clinics, and social service organizations providing
care coordination services.

2B

Community-Based Care
Coordination
Regional pathways HUB

Barriers:
 CHWs to provide wraparound services
 Regional network of care coordinators of CHWs
 Training and education needed for wide-range of professions on engaging and working with
individuals with complex, multiple needs and adverse social conditions
Potential Mitigation Strategies:
 Consider embedding partnering providers in clinics
 Telehealth to expand short resources
 CHWs: consider creating local training programs (e.g. community colleges) for CHWs and
medical assistants
 Potential CPAA Roles:
o CPAA, with the support of partnering providers, plans to serve as the Pathways HUB for
the region. The ACH has considerable experience in care coordination and is widely
viewed as a neutral party who can play that role

Transitional Care
2C

 Interact 4.0
 Transitional care model

Enablers:
• Re-hospitalization risk screening is occurring at hospitals in the region, supporting focus of
limited workforce on at-risk patients
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#

Project
 Care transitions
intervention

Workforce
• PSPH has dedicated staff running an active re-hospitalization avoidance program
• TML Area Agency on Aging is offering long-term services transitions support for older
patients
Barriers:
 Needed training:
o Patient engagement: training on effectively engaging complex patients, including
motivational interviewing. Home visits and consistent engagement are key. CHWs and
Medical Assistants should be target for training.
o Collaborative Care Model and care integration: staff roles and expectations
o Critical care, trauma informed
o Cultural competency
 Time: it is difficult and costly for providers to break away for training.
 Salaries for counseling and paraprofessional staff are too low, leading to rapid turnover.
 Provider shortages, especially in rural areas: PCPs, pediatrics, care coordinators/managers,
nurses, and social workers
 Excessive licensing requirements is a barrier in rural areas
 Sustainability: takes 5-10 years for workforce upgrades to pay off
 Need a physical person to provide care coordination, not a phone number or a hotline
Potential Mitigation Strategies:
 Scope of Practice: with a change in law, EMTs and paramedics could assist with posthospital, follow-up home visit care
 Telehealth to expand services to shortage areas
 Pharmacists: consider embedding in PCP practices.
 CHWs: consider creating local training programs (e.g. community colleges) for CHWs and
medical assistants
 Potential CPAA Roles:
o Survey what workforce trainings are needed; conduct onsite group instead of individual
trainings
o Advocate legislative change to expand first responders’ scope of practice
o Identify best practices and program modifications for rural areas
o Leverage Qualis Health and Transformation Hub as training resources
o Take advantage of BHO trainings of allied partners (e.g., around medications, best
treatment practices, etc.)
o Establish a learning collaborative of partnering providers
Enablers:

Addressing the Opioid Use
3a






Prevent Opioid use/misuse
Link to OUD with treatment
Overdose prevention
Recover: LT stabilization &
whole person care

 CPAA plan is aligned with the four areas targeted by State Opioid Response Plan
 HUB and Spoke model funded through the State Targeted Response reaches into part of the
CPAA region to increase access to MAT and working with practitioners in order to replicate
this model throughout the region.
 Identified providers willing to train others for MAT Buprenorphine waivers
 Family Practice Residency Program at St. Peter’s Family Practice requires waiver training for
all residence
Barriers:
 Need more MDs willing to prescribe Suboxone
 Inadequate understanding of trauma informed care
 Need for more crisis intervention skills for law enforcement and paramedics
 Harm reduction training for providers
 Need to address shortages in primary care, behavioral health, etc.
 Training to address stigma of drug use
Potential Mitigation Strategies:
 Increase training to providers:
o Prescribing Suboxone
o Trauma-informed care
o Crisis intervention and harm reduction for law enforcement and paramedics
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#

Project

Workforce
 Provider shortages: incentives, such as conditional scholarships or loan forgiveness
programs, for more professions. Recruiting rural providers can require recruiting spouses.
 Potential CPAA Roles:
 Survey what workforce trainings are needed; conduct onsite group instead of individual
trainings
 Leverage Qualis Health and Transformation Hub as training resources
 Take advantage of BHO trainings of allied partners (e.g., around medications, best
treatment practices, etc.)
 Establish a learning collaborative of partnering providers
Enablers:
 Some of the community colleges provide health care or community health worker training
 Existing home visiting capacity for Parents as Teachers and Nurse Family Partnership
 NEAR Master Trainers available, to provide trauma informed training.
Barriers:

Maternal and Child Health
3b

 10 recommendations to
improve women’s health
 Home visiting for 1st time
pregnancy
 Bright futures or EMHI

 Assure metrics for well-child visits are included in contracts
 Need to train practices on revenue cycle changes, chemical dependency, public health,
family planning (LARC)
 Shortages of certain professions, especially in rural areas.
Potential Mitigation Strategies:
 Increase training to providers:
o Family planning, including LARC
o Revenue-cycle changes
o Trauma-informed practices
o Chemical dependency
o Public health
 Provider shortages: incentives, such as conditional scholarships or loan forgiveness
programs, for more professions. Recruiting rural providers can require recruiting spouses.
 Potential CPAA Roles:
o Survey what workforce trainings are needed; conduct onsite group instead of individual
trainings
o Leverage Qualis Health and Transformation Hub as training resources
o Establish a learning collaborative
Enablers:
 Some of the community colleges offer health care profession training
 Local hospitals offering Wellness Programs which Diabetes Education, Counseling, Nutrition
and Support Groups
 ESD 112 and 113 embedding Nurse Case Management in schools to manage students with
chronic disease
 Health Home Programs offering free home visits in Thurston county to identify risk factors
that affect health

3D

Chronic Disease Prevention
and Control
 Chronic care model

Barriers:
 Needed training:
o Patient engagement: training on effectively engaging complex patients including
motivational interviewing. Home visits and consistent engagement are key. CHWs and
Medical Assistants should be target for training.
o Collaborative Care Model and care integration: staff roles and expectations
o Critical care, trauma informed
o Cultural competency
 Time: it’s difficult and costly for providers to break away for training.
 Salaries for counseling and paraprofessional staff are too low, leading to rapid turnover.
 Provider shortages, especially in rural areas: PCPs, pediatrics, care coordinators/managers,
nurses, and social workers
 Excessive licensing requirements: barrier in rural areas
 Sustainability: takes 5-10 years for workforce upgrades to pay off
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Project

Workforce
 Need a physical person to provide care coordination, not a phone number or a hotline
Potential Mitigation Strategies:
 CHWs: consider creating local training programs (e.g. community colleges) for CHWs and
medical assistants
 Scope of Practice: with a change in law, EMTs and paramedics could assist with posthospital, follow-up home visit care
 Telehealth to expand services to shortage areas
 Pharmacists: consider embedding in PCP practices.
 Provider shortages: incentives, such as conditional scholarships or loan forgiveness
programs, for more professions. Recruiting rural providers can require recruiting the spouse
 Use VBP (MCOs) to fund some of these strategies by demonstrating savings
 Partner with colleges for internships
 Expand use of family members as care givers
 Potential CPAA Roles:
o Survey what workforce trainings are needed; conduct onsite group instead of individual
trainings
o Identify best practices and program modifications for rural areas
o Provide training specific to data collection and VBP in multiple, accessible locations
o Leverage Qualis Health and Transformation Hub as training resources
o Take advantage of BHO trainings of allied partners (e.g., around medications, best
treatment practices, etc.)
o Establish a learning collaborative of partnering providers

Going forward, CPAA will work with its partnering providers in each of the project work groups to build on
this initial assessment and determine with greater specificity the exact nature of unmet workforce needs as
they relate to the selected projects and barriers (including scope of practice, healthcare provider billing
issues, and other regulations). Each project team will complete this assessment by the end of DY2, Q2. As
we negotiate a specific scope of work with each partnering provider, we will be able to aggregate the
unmet workforce needs and barriers for all of our partners, which in turn will allow us to articulate to our
regional and statewide partners what investments need to be made to help us meet this need. This will
occur over all six selected project areas as we strive to develop an integrated, mutually reinforcing project
portfolio. The CPAA Support Team, which is made up of the chairs of each of our work groups and other
CPAA leaders, will have a pivotal role in this data aggregation process because they look across all project
domains. As a result, it should become very clear what CPAA’s region-wide needs are regarding workforce
capacity, skills, training, retraining, and certifications. CPAA will incorporate recommendations meeting the
need (regional vs statewide solutions) into its implementation plan in DY2, Q4. Per our preliminary funds
flow model developed in connection with this application, 6% of project incentive funds have been
allocated for workforce development activities under the Transformation Project.
For instance, while we know today that our region will need to develop a greater supply of Community
Health Workers (CHWs) to implement the community-based care coordination project (Pathways), we do
not know how many CHWs are required to be trained and subsequently hired by our project partners. As
we engage in deeper project implementation planning and further clarify the exact scope and reach of the
project, phased over time, we will be able to determine with great specificity the gap in our region’s current
capacity and capabilities. This will enable us to engage with our regional and statewide partners to
investigate whether existing training programs can be expanded (“enlarge existing pipelines”), existing
training programs can be connected differently (“reroute existing pipelines”), and/or new workforce
development opportunities can be created (“lay new pipelines”).
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How CPAA is Prioritizing the Advancement of Statewide and Regional
Innovations and Approaches in Workforce Capacity Development Through
Existing Workforce Initiatives and Resources
We are beginning by learning which agencies can help us with our region’s workforce development, what
programs and services they offer, and how we can best engage with these resources. To strengthen our
relationship with workforce development, the CPAA Executive Director has joined the board of the Pac
Mountain Regional Workforce Development Council, which extends across five of the seven counties
coming together under CPAA. We are also partnering with other ACHs, in particular with Greater Columbia
ACH, to coordinate our workforce development efforts. In addition, we have begun to reach out to state
agencies and other statewide organizations to assess workforce development options. For instance, we are
in conversation with the Healthy Generations Foundation about training CHWs for the CPAA region in
support of the Pathways model. Again, this exploration will likely be expanded to include other ACHs that
have similar training needs to develop a statewide, unified approach that takes advantage of economies of
scale. We have also engaged with the Department of Health Practice Transformation Support Hub. CPAA
has close working relations with the Hub’s regional coach, who has willingly shared assessment tools and
reports with CPAA to assist with regional planning. We anticipate deepening our working relationship with
Qualis Health, the technical assistance provider engaged by DOH for this work. In the coming weeks, we will
expand our engagement with other existing workforce initiatives and resources that can help with
addressing specific elements of our overall workforce development needs, such as linguistically and
culturally appropriate care, health literacy, and health equity. The latter is of particular importance to our
region, as we aspire to improve health in particular for those members of our community who are most
vulnerable.
To stay connected to workforce best practices and statewide priorities in the region and state,
representatives of CPAA will participate throughout the Medicaid Transformation in statewide sharing
opportunities or learning collaboratives as HCA provides those technical resources.

Population Health Management Systems
Preliminary Considerations and Approach for Expanding, Using,
Supporting, and Maintaining Population Health Management Systems
Across All Selected Projects
CPAA believes that access to accurate, timely data will be a cornerstone for enabling successfully
implementation of all selected Medicaid Transformation projects and for achieving the goals of value-based
payments. Any investments in HIT need to be made with this in mind. At a minimum, CPAA will need to
address the following data needs, either directly or through strategic partnerships:


Client registries: it will be critical for CPAA to identify those clients most likely to benefit from specific
project interventions. Several of the projects aim to reduce utilization, such as inpatient readmissions
and ED visits. CPAA will need to be able to analyze utilization data to identify those individuals who are
frequent utilizers of those services so they can enroll them in interventions, such as Pathways HUB,
chronic care management, and transitions. If CPAA is unable to identify those clients, they will be
unable to assure that efforts and resources are dedicated to serving them, making it difficult to achieve
the waiver goals. Ideally, the data should include utilization data from non-medical systems (e.g.,
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behavioral health, local jails, and long-term care), as well as medical data. For example, DSHS’s PRISM
can provide a cross-system, integrated picture of individual clients who would meet this objective well.
Monitoring: CPAA will need to generate regular reports on our project performance metrics. This is a
crucial activity, as it provides feedback to participating providers about how they are progressing
against performance metrics. It also supports continuous quality improvement (CQI), training activities,
and serves as an early indication that CPAA and our partnering providers are meeting the metrics (or
not) to qualify for incentive funding. This will require access to cross-system utilization data (e.g.,
hospital admits, BH visits, etc.) as well as the ability to attribute patients to provider practices. This last
requirement is important to CQI, but is a complex issue that could be handled in several different ways;
however, any approach would still require tracking provider visits by unduplicated patients.
Reporting: CPAA will need the ability to use data to report on its progress meeting performance
metrics. This would entail rolling up and customizing the data required for meeting the monitoring
function described above.

Given its importance to project success, CPAA intends to invest a significant portion of its funding on
supporting and strengthening IT systems to support the above functions. Per our preliminary funds flow
model developed in connection with this application, 19% of project incentive funds have been allocated
for investments in population health management systems under the Transformation Project.
While the list of specific investments in population health management systems will be finalized during
project implementation planning in the next few months and the allocation of funds to this use category
could change, we anticipate making targeted, catalytic investments to help our partnering providers solve
their central information problem: to know which other providers are involved in the care of their
patient/client and to exchange relevant health information for their shared patients/clients efficiently and
effectively.
We also plan to invest in a business intelligence solution that can help fill data gaps that are vital for
monitoring and managing the performance of our partnering providers. Partnering providers will be
required to submit performance information monthly. We are exploring utilizing the Washington Hospital
Association’s (WSHA) updated QBS business intelligence system to capture and analyze provider data that
is not already reported through other systems. Our goal is to place minimal reporting burdens on our
partnering providers while providing CPAA with an effective, performance-monitoring tool that provides us
with timely performance data at the provider level. We plan to augment this information system with less
frequent region-wide data reports on key regional performance measures, including claims-based data. The
latter may require us to contract with a third-party data aggregator with sufficient data analytics capability
to validate and augment the performance information reported by our providers through the QBS system.

How CPAA will Work with Partnering Providers to Identify Required
Population Health Management Systems Needs and Assess Current
Population Health System Capabilities, Capacity and Gaps
CPAA has already begun an assessment of Population Health Management System capabilities, capacities,
gaps, and potential mitigation strategies to ensure successful project implementation. Each work group,
which includes a wide variety of potential partnering providers, has identified existing Health
Management System capacities in the region. Table 22 below summarizes the input provided by the work
groups. Members observed that there are existing platforms used in the region that can serve as building
blocks for a more coordinated system. Specifically, EDIE (Emergency Department Information Exchange)
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has been an invaluable tool for informing providers about emergency department utilization and
facilitates timely interventions in many cases. Members also noted that PreManage (which builds on EDIE)
has been a useful platform for developing and sharing care plans that promote coordination of care.
Premanage will be considered as an option for the Community-Based Care Coordination project, which
will be based on the Pathways HUB model. Other large provider organizations use a diverse array of IT
platforms; however, Kaiser Permanente and about 40% of hospital systems employ EPIC. Table 22 also
describes important gaps, emphasizing the need for solutions that will provide CPAA and its participating
providers with timely, accurate data to support coordination of care.

TABLE 26. HEALTH MANAGEMENT SYSTEMS ENABLERS AND BARRIERS IDENTIFIED BY WORK GROUPS
#

Project

Health Management Systems
Capacities:






EDIE: for ED visits. Widely available and easily accessed
Premanage: may be a helpful platform for coordinating care plans
Avatar: widely used in BH agencies.
EPIC: used in ~40% of hospital systems
PRISM: provides comprehensive picture of care across multiple systems.

Gaps:

Bi-directional
Integration of Care
and Primary Care
2A
 Collaborative Care
model to integrate
PC and BH

 Global data: to effectively manage projects, CPAAneeds a comprehensive, timely,
integrated picture of claims. Crucial for patient registries, risk stratification, and
monitoring.
 Attribution: it’s difficult to accurately attribute patients and providers. MCO Enrollment
churn makes attribution of outcomes challenging.
 Provider data: how will ACHs access individual provider data to pay participating
providers? While PRISM offers a comprehensive picture, access is restricted.
 EHRs: there are multiple platforms and versions making it impossible to aggregate data.
Also, EHRs don’t handle non-medical data (e.g., BH, dental, LTC)
 IT security
 Links: how to link existing systems, e.g., EDIE, patient registries, to other EHRs?
 Bi-directional: sharing information between primary care and behavioral health is difficult.
Often there are cultural (not legal) barriers posed to sharing information.
Potential Mitigation Strategies:
 Implement Key Data Strategies:
o Identify target population (patients) = patient registries
o Stratify patients (by highest need and engagement potential)
o Engage patients (across systems)
 Use Qualis Health HIT assessment tool to survey current state
 Develop a data dictionary for shared definition of metrics
 Explore contracting with third party to collect and analyze timely data. Consider NW RHN,
as they mine data for PH and hospitals in much of the CPAA region
 Potential CPAA Roles:
o Develop an inventory of EHRs partnering providers are using
o Assess which Transformationmetrics partnering providers are already tracking
o Assess whether partnering providers are using the same definitions of metrics
o Establish agreement between providers (and MCOs) on what data needs to be shared
o Support multi-directional communication between parties: HCA, providers, MCOs
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#

Project

Health Management Systems
Capacities:






EDIE: for ED visits. Widely available and easily accessed
Premanage: may be a helpful platform for coordinating care plans
Avatar: widely used in BH agencies.
EPIC: is used in ~40% of hospital systems
PRISM: provides comprehensive picture of care across multiple systems.

Gaps:

Community-Based
Care Coordination
2B
 Regional pathways
HUB

 Cross-system view: to effectively do care coordination, CPAA needs timely access to a
comprehensive view of patients, the systems serving them, and their utilization. This is
necessary to identify and target HUB services to those with the most complex profiles and
broadest system involvement. PRISM, or a similar dataset, might serve this purpose.
 Timely utilization data: need a timely, integrated picture of claims to track utilization,
provide feedback to providers, and monitor progress toward meeting metrics.
 Attribution: to provide Pathways care coordination, it will be crucial to understand each
participating client’s principle service providers.
 Links: how to link existing systems, e.g., EDIE, patient registries, to other EHRs?
Potential Mitigation Strategies:





Use Qualis Health HIT assessment tool to survey current state
Develop a data dictionary for shared definition of metrics
Explore use of PRISM or similar platform to support HUB functions
Explore contracting with third-party to collect and analyze timely data. Consider NW RHN
as they mine data for PH and hospitals in much of the CPAA region

 Telehealth care
 Potential CPAA Roles:
o Inventory what EHRs partnering providers are using
o Assess which -Transformation metrics partnering providers are already tracking
o Assess whether partnering providers are using the same definitions of these metrics
o Establish agreement between providers (and MCOs) on what data needs to be shared
o Support multi-directional communication between parties: HCA, providers, MCOs
Capacities:






Transitional Care
2C

 Interact 4.0
 Transitional care
model
 Care transitions
intervention

EDIE: for ED visits. Widely available and easily accessed
Premanage: may be a helpful platform for coordinating care plans
Avatar: widely used in BH agencies.
EPIC: is used in ~40% of hospital systems
PRISM: provides comprehensive picture of care across multiple systems.

Gaps:

Image Trend: EHR that DOH uses and other Fire Departments that talks to EDIE & EPIC in
real time

Concern about giving paramedics and ambulatory staff access to see certain health
information

Can CPAA consider a common platform that allows paramedics, fire department, etc. to
see/share information
Potential Mitigation Strategies:






Use Qualis Health HIT assessment tool to survey current state
Develop a data dictionary for shared definition of metrics
Explore contracting with third-party to collect and analyze timely data. Consider NW RHN
as they mine data for PH and hospitals in much of the CPAA region
Telehealth
Potential CPAA Roles:
o Inventory what EHRs partnering providers are using
o Assess which Transformation metrics partnering providers are already tracking
o Assess whether partnering providers are using the same definitions of these metrics
o Explore use of PRISM or similar platform to support HUB functions
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#

Project
o
o

Health Management Systems
Establish agreement between providers (and MCOs) on what data needs to be
shared
Support multi-directional communication between parties: HCA, providers, MCOs

Capacities:


Addressing the
Opioid Use

3A

 Prevent Opioid
use/misuse
 Link to OUD with
treatment
 Overdose
prevention
 Recover: LT
stabilization &
whole person care

Prescription Monitoring Program (PMP) system currently in place, but not widely used
providers.
Screening, Brief Intervention and Referral to Treatment (SBIRT) is an evidence-based
model currently being used by limited providers due to time constraints.

Gaps:
 Need to adapt HIT to mobile settings
 Privacy and sharing rules often pose a barrier, in practice, if not legally
 Data sharing is costly and inefficient
 Need to find ways to share data across EHR systems
 Public Health needs access to certain data: client registries and connections, registry of
client diagnosis for assessment
 Jail/law enforcement data sharing with providers that could be beneficial
 Consider telehealth with incarcerated clients
 Connect law enforcement with Behavioral Health to address client needs
Potential Mitigation Strategies:




Explore technologies to provide mobile access to data
Explore ways to share data between law enforcement, corrections, BH, and medical
systems to enable timely, appropriate interventions
Enable EDs to view SUD prescriptions so medication isn’t prescribed that could cause
adverse effects

Capacities:
 Surveys: BRFFS and Healthy Youth surveys
 Depression screens
 WAIIS: immunization registry, Child Profile.
Gaps:
Maternal and Child
Health

3B

 10
recommendations
to improve
women’s health
 Home visiting for
1st time pregnancy
Bright futures or
EMHI

3D

Chronic Disease
Prevention and
Control







Need more patient registries
Standardize EHRs
Nurse family partnerships and Home Visiting data are not widely available.
Using data to manage risk is difficult
WA State doesn’t have a culture of sharing data.

Potential Mitigation Strategies:







Explore expanding access to nurse family partnership and home visiting datasets
Use Qualis Health HIT assessment tool to survey current state
Develop a data dictionary for shared definition of metrics
Explore contracting with third-party to collect and analyze timely data. Consider NW
RHN, as they mine data for PH and hospitals in much of the CPAA region
Telehealth
Potential CPAA Roles:
o Inventory what EHRs partnering providers are using
o Assess which Transformation metrics partnering providers are already tracking
o Assess whether partnering providers are using the same definitions of these metrics
o Establish agreement between providers (and MCOs) on what data needs to be
shared
o Support multi-directional communication between parties: HCA, providers, MCOs

Capacities:
 Surveys: BRFFS and Healthy Youth surveys
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#

Project
 Chronic care model

Health Management Systems
 Depression screens
 WAIIS: immunization registry, Child Profile.
Gaps:






Need more patient registries
Standardize EHRs
Nurse family partnerships and Home Visiting data are not widely available.
Using data to manage risk is difficult
WA State doesn’t have a culture of sharing data.

Potential Mitigation Strategies:
 Implement Key Data Strategies:
o Identify target population (patients) = patient registries
o Stratify patients (by highest need and engagement potential)
o Engage patients (across systems)
 Use Qualis Health HIT assessment tool to survey current state
 Develop a data dictionary for shared definition of metrics
 Explore contracting with third-party to collect and analyze timely data. Consider NW RHN,
as they mine data for PH and hospitals in much of the CPAA region
 Potential CPAA Roles:
o Develop an inventory of EHRs partnering providers are using
o Assess which Transformation metrics partnering providers are already tracking
o Assess whether partnering providers are using the same definitions of metrics
o Establish agreement between providers (and MCOs) on what data needs to be shared
o Support multi-directional communication between parties: HCA, providers, MCOs

Going forward, CPAA will assess exiting EHR platforms currently in use in our region. Special emphasis will
be placed on understanding what EHR systems partnering providers are using and what options exist to
provide information exchange capabilities among these technology platforms. With regard to the latter, we
will work closely with the state to leverage statewide investments in Population Health Management
Systems, such as OneHealthPort, the Clinical Data Repository, etc. Our goal will be to help our
implementation partners, and by extension our region, build to the greatest extent possible on existing or
evolving technology infrastructure, rather than developing or buying such infrastructure ourselves. We
believe this will maximize the long-term sustainability of these investments beyond the Transformation
Project period.

How CPAA will Work with Partnering Providers, MCOs, and other
Stakeholders to Expand, Use, Support, and Maintain Population Health
Systems Across All Projects
As detailed above, health information technology (HIT) and effective health information exchange (HIE) are
vital to the success of the Medicaid Transformation. In recognition of this fact, CPAA partnering providers,
MCOs, and stakeholders have consistently articulated the need for timely, accurate information to support
the implementation efforts.
Through our project work groups, CPAA has begun to engage partnering providers, MCOs, and other
stakeholders in the assessment of our region’s existing HIT and HIE capabilities and their respective IT
needs (see Table 25 above). We anticipate deepening this exploration during our project implementation
planning over the next few months. All partnering providers will be asked how they intend to use
Population Health Systems to further the achievement of project goals and what specific support needs
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they have with regard to HIT/HIE. Similarly, we will ask our MCO partners to share with us what
investments they have made or are planning to make to strengthen Population Health Systems. The CPAA
Support Team will aggregate this information across all selected project areas and thus be able to establish
a comprehensive picture of HIT and HIE capabilities, capacities, and needs. We will use this assessment to
make strategic, targeted investments in Population Health Systems that benefit all projects and maximize
the projects’ collective impact. While no final decisions have been made, we may focus our investments on
partnering providers who play a key role in the attainment of our region’s performance goals under the
Medicaid Transformation (e.g., providers that are engaged in multiple project areas and serve a large
number of Medicaid beneficiaries) and/or to fill critical gaps in our region’s HIT/HIE infrastructure that
benefit all providers. Regardless, as mentioned above, with an eye toward long-term sustainability, CPAA
will seek to leverage statewide solutions and investments in HIT/HIE infrastructure and tools to the greatest
extent possible.
CPAA recognizes that HCA and other state agencies play the primary role in developing, aggregating, and
disseminating data that will be needed for project implementation. Therefore, CPAA anticipates it will need
to work closely and facilitate a continuing dialogue with state agencies as we move forward. To provide one
example, the Pathways HUB will require CPAA to identify clients who receive services from multiple
agencies, including HCA, Aging and Adult Services, Developmental Disabilities, Behavioral Health, and local
corrections. DSHS’s PRISM system already aggregates data across these systems and could be enormously
helpful in identifying clients with the most complex needs and the case managers/care coordinators already
serving them. This will enable the HUB to do effective cross-system care coordination, as required under
the model.
CPAA has also begun working closely with other ACHs to promote a coordinated, streamlined approach to
addressing IT needs. CPAA is committed to fostering a positive, collaborative conversation with ACHs and
state agencies to address the IT challenges before us.
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SECTION II: PROJECT-LEVEL: Bi-Directional Care
Menu of Transformation Projects
Domain 2: Care Delivery Redesign
■ 2A: Bi-Directional Integration of Physical and Behavioral Health through Care Transformation
(required)
☐ 2B: Community-Based Care Coordination
☐ 2C: Transitional Care
☐ 2D: Diversions Interventions
Domain 3: Prevention and Health Promotion
☐ 3A: Addressing the Opioid Use Public Health Crisis (required)
☐ 3B: Reproductive and Maternal and Child Health
☐ 3C: Access to Oral Health Services
☐ 3D: Chronic Disease Prevention and Control

Project Selection & Expected Outcomes (2,000 words)
Project Description and Justification
Abstract
Bi-directional care integration is the integration of behavioral health services into the primary care setting
and the integration of primary care services into the behavioral health setting. CPAA intends to address the
physical and behavioral health needs of children and adults through an integrated system of care that
focuses on whole-person health. Moving into an integrated system, based on Collaborative Care principles,
will change the dynamics of health care teams such that providers will use shared care plans, track
treatments in new patient registries, use evidence-based screening tools and treatment, and receive
reimbursement for quality of care and clinical outcomes through value-based payment. Medicaid
beneficiaries will benefit from these practice transformations by receiving whole-person care that is
dedicated to covering physical and behavioral health conditions as well as improving care coordination to
address the social determinants of health. By implementing Collaborative Care principles, we aim to close
the gap between primary care and behavioral health, improve health outcomes and wellbeing for the most
vulnerable populations, and create sustainable, transformational change to the health care system.

Justification for Selecting Project and How It Addresses Regional Priorities
Bi-directional care integration is necessary for achieving full health system transformation, as integrated
care will serve as the foundation for improving primary care and access to behavioral health services,
lowering health care costs, and improving health outcomes. Through a whole-person approach to care,
providers will be able to overcome health sector silos by having an integrated network of providers and
improved care coordination across the entire health care spectrum.
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Behavioral health conditions often go untreated and get overlooked in the primary care setting due to
stigma, lack of screening, and lack of access to appropriate behavioral health care. Research shows that
people who suffer from one or more chronic diseases are more likely to suffer from depression, which
highlights the need for integrated care as this co-morbidity results in an estimated two to three times
higher health care costs.29,30 For example, research shows that “depression is found to co-occur in 17% of
cardiovascular cases, 23% of cerebrovascular cases, and 27% of patients with diabetes, and more than 40%
of individuals with cancer.”31 In 2010-11 state rankings, Washington ranked third for the percentage of
adults with any mental illness (AMI) and second for the percentage of adults with serious mental illness
(SMI) at 23.7% and 6.7%, respectively.32 These rates are even higher in the CPAA region. In FY 2015-2016,
individuals within the CPAA region diagnosed with mental illness, serious mental illness, and co-occurring
substance-use disorder and mental illness (SUD + MI) were 30.6%, 23%, and 9.3%, respectively.33
Providing whole-person care in the setting in which individuals are most likely to seek care is a key building
block for CPAA to achieve its overarching goals of improved health, better quality, and lowered costs.
Through local forums in the CPAA region and in collaboration with partnering providers, community
members, and managed care organizations (MCOs), five regional health priorities were identified. Four out
of five of these regional priorities address regional needs and community interests specific to this project:
improving access to health care (including adult and pediatric primary care and behavioral health),
improving care coordination & integration, preventing & managing chronic disease, and preventing and
mitigating adverse childhood experiences (ACEs).
CPAA has elected to use all of the “models” put forward in the project toolkit to ensure the full continuum
of primary care and behavioral health settings are working on integration approaches. Within the primary
care setting, CPAA will utilize the Collaborative Care Model (CoCM) and the Bree Collaborative Behavioral
Health Integration Recommendations as the evidence-based approaches for bi-directional care integration.
In the primary care setting, research supports the effectiveness of the CoCM in improving outcomes and
lowering costs for patients with common mental disorders such as depression when compared to usual
care.34,35 In behavioral health settings, primary care integration approaches focus on implementing off-site,
enhanced collaboration; co-located, enhanced collaboration; or co-located, integrated care, along with the
core principles of collaborative care. We anticipate implementing the aforementioned approaches in
primary care and behavioral health settings will result in improvements to a number of the metrics related
to this project and shared across other project areas, ultimately improving care and wellbeing for the
residents of the CPAA region.

29

Centers for Disease Control and Prevention. Mental Health and Chronic Diseases. NCCDPHP Issue Brief No. 2, October 2012. Accessed: November
2017. Available: https://www.cdc.gov/workplacehealthpromotion/tools-resources/pdfs/issue-brief-no-2-mental-health-and-chronic-disease.pdf
30 Bree Collaborative. Behavioral Health Integration Report and Recommendations, 2017. Accessed: November 2017. Available:
http://www.breecollaborative.org/wp-content/uploads/Behavioral-Health-Integration-Draft-Recommendations-2017-01.pdf
31 Centers for Disease Control and Prevention. Mental Health and Chronic Diseases. NCCDPHP Issue Brief No. 2, October 2012. Accessed: November
2017. Available:
32 Washington State Institute for Public Policy. Inpatient Psychiatric Capacity and Utilization in Washington State, February 2015. Accessed:
November 2017. Available: http://wsipp.wa.gov/ReportFile/1585/Wsipp_Inpatient-Psychiatric-Capacity-and-Utilization-in-WashingtonState_Report.pdf
33 Healthier Washington, Department of Social and Health Services Research and Data Analysis (RDA) ACH Profiles. Accessed: November 2017.
Available: https://www.hca.wa.gov/about-hca/healthier-washington/data-dashboard
34 Health Home Information Resource Center. The Collaborative Care Model: An Approach for Integrating Physical and Mentalh Health Care in
Medicaid Health Homes, May 2013. Accessed: November 2017. Available: https://www.medicaid.gov/state-resource-center/medicaid-statetechnical-assistance/health-homes-technical-assistance/downloads/hh-irc-collaborative-5-13.pdf
35 Archer J, Bower P, Gilbody S, Lovell K, Richards D, Gask L, Dickens C, Coventry P. Collaborative care for depression and anxiety problems. Cochrane
Database of Systematic Reviews 2012, Issue 10. Art. No.: CD006525. DOI: 10.1002/14651858.CD006525.pub2
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How Project Will Support Sustainable Health System Transformation for
the Target Population
Bi-directional care integration will support sustainable health system transformation for the chosen target
population by assisting providers to adopt a whole-person approach to care that is patient-centered and
focused on providing accountable care. This will require changes in partnering providers’ workflows,
business practices, and staffing patterns to support team-based care, treatment to target, and populationbased care. Investments in this project will be supported by the other projects that the CPAA is
implementing, including Community Care Coordination (Regional Pathways HUB), Transitional Care,
Reproductive and Maternal/ Child Health, Chronic Disease Prevention and Control, and Opioid Response.
The project metrics and populations targeted by these other project areas overlap those served under this
project, and many of their strategies will support success in this initiative as well. For example, the Chronic
Care Model has served as the conceptual base for several integrated care models by providing a clinical
framework that offers direct connections to community resources, better chronic disease education, and
use of patient registries to monitor and track patient data. CPAA anticipates interventions and resources
developed in this project also will be shared across other projects, therefore, benefiting target populations
in multiple project areas. For example, implementing pediatric integrated behavioral health care will aid in
early identification of behavioral health conditions. Once these investments have been made, they will
become permanent, as the care systems have become permanently reoriented to these new norms and
standard processes and procedures.
CPAA and its administrative partner, CHOICE Regional Health Network, have a proven track record
transitioning pilot projects, similar to this one, to ongoing programs in the region. CHOICE has
accomplished this by using collective impact and demonstrating cost-effectiveness to participating funders,
who then maintained funding for these efforts on a continuing basis. CPAA will apply this approach to
assure sustainability of bi-directional care integration post Transformation.

How CPAA Will Ensure Project Coordinates With and Does Not Duplicate
Existing Efforts
CPAA and CHOICE have worked closely with the community for over 20 years and are thus familiar with
both health care needs and existing services provided in the region. CPAA’s governance and advisory
structure bring to the table a wide-range of service providers, stakeholders, and organizational leaders in
the CPAA region, including the two Behavioral Health Organizations and all five Managed Care
Organizations that serve Medicaid beneficiaries. This broad range of partner representation already in
place throughout the CPAA structure enables us to hear real-time concerns about health issues, including
implementation of bi-directional care integration. There is a high level of understanding in the BiDirectional Care Integration Work Group of the need for more streamlined, cross-system coordination
without duplicating existing services, along with guidance on transforming individual organizations to meet
standards outlined in the Project Toolkit.
CPAA is taking great care to build upon our region’s collective work to improve bi-directional care
integration and avoid duplicative efforts and capacity for this project. This is in keeping with one of CPAA’s
foundational principles, namely to build upon existing assets in the region and strengthen existing
infrastructure and care systems to the greatest extent possible. Therefore, one of the first implementation
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steps in this project area will be to complete a current state assessment of integrated care across the
region by the end of Q1 2018 that will serve to provide a baseline understanding of the levels of integrated
care at our partnering providers. In addition, CPAA will continue coordinating with Qualis Health to compile
their integrated care data already being collected from the Patient Centered Medical Home-A (PCMH-A)
and Maine Health Access Foundation (MeHAF) assessments that identify the current state of care
integration in primary care clinics and behavioral health settings, respectively (see Appendix X). Data from
these assessments will assist with capacity building and be used to track, monitor, and coordinate
implementation efforts.
CPAA began taking stock of project areas in which partnering providers are planning to implement
interventions by opening a Request for Qualifications (RFQ) process that prompted providers to describe
new project ideas, how new projects will avoid duplicating efforts, and which partners are working in
collaboration. It has been well-communicated through project work groups and correspondence with
partners that Transformation funding can only be used for new projects and/or enhancing current projects.
To date, we have received 38 RFQ responses, of which 17 pertain to the bi-directional care integration
project area (see Appendix P).
Additionally, CPAA conducted a landscape analysis of major Medicaid providers and payers, as well as
public health departments in the region (see Appendix V). For providers, this includes dental, primary care,
FQHCs, hospitals, and major health systems. The purpose of this assessment is to better understand who
the major stakeholders are in the CPAA region, who is already engaged in the Transformation projects, and
who CPAA still needs to engage in the Transformation work. During a review of this tool by the CPAA
Council and Domain 2 Work Group, a number of key providers yet to be engaged were identified. To
populate this tool, we used Provider data supplied by the HCA and included providers in the table who
served approximately 90% of Medicaid beneficiaries in 2016. By analyzing the provider landscape, CPAA is
able to facilitate new partnerships between providers, keep track of individual provider’s initiatives, and
create new tools to monitor existing project efforts. CPAA is well positioned to develop oversight,
monitoring, and continuous quality improvement (CQI) mechanisms to assure timely implementation of
project interventions, and promote fidelity to evidence-based practices that do not duplicate efforts.
APPENDIX X – CPAA PCMH-A MEHAF REPORT
APPENDIX P – REQUEST FOR QUALIFICATIONS SUMMARY
APPENDIX V – MAJOR MEDICAID PROVIDERS

Anticipated Project Scope
Anticipated Target Population
Broadly, bi-directional care integration has the potential to serve all Medicaid beneficiaries, both children
and adults, with behavioral health conditions. In the primary care setting, this means particularly patients
suffering from depression or anxiety as well as serious mental illness, and in the behavioral health setting,
patients suffering from serious mental illness. In both settings, subset populations will be patients with
depression or serious mental illness who have one or more chronic conditions such as diabetes, asthma,
heart disease, or obesity. Populations with behavioral health conditions and co-morbidities will overlap
with the target populations from Project 3A, 3B, and 3D.
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CORE has conducted an analysis for CPAA that highlights sub-regions and subgroups with poorer health
outcomes or more limited access to services (see Appendix B). CPAA reviewed these CORE findings with the
project work groups and asked members to identify additional subgroups and sub-regions for further
consideration. Based on work group members’ feedback, we compiled the following qualitative list: people
who are homeless, individuals new to the area, those without a PCP using the ED as their main access point
for care, those with transportation barriers in urban and rural settings, patients in hospice seeking care,
Hispanic families with fear around accessing care, elderly individuals, young parents ages 18-24, and the
geographic area of East Lewis County.
In FY 2015-2016, a total of 170,627 Medicaid beneficiaries, both children and adults, were served jointly by
HCA-DSHS in the CPAA region. Based on a review of this data, we anticipate a maximum reach would
include just under 115,000 Medicaid beneficiaries with the following diagnoses:




52,175 diagnosed with mental illness (MI);
39,298 diagnosed with serious mental illness (SMI);
23,310 with SUD treatment need.36

One additional analysis to estimate the reach of this project focuses on cross-referencing data from the
HCA with utilization measures required for the Transformation. As described above, 115,000 individuals
were diagnosed with MI, SMI or SUD treatment need. In the CPAA region, 74% of adult Medicaid
beneficiaries accessed preventive/ambulatory health services. As a proxy measure, implementation of this
project has the potential to reach 85,000 adults and children accessing preventive/ambulatory services.
CPAA notes that bi-directional care integration represents several gradations of effort, ranging from better
coordination between distinct primary care and BH practices, to on-site integration of PCP and BH services.
We estimate that, by the end of the project period, approximately 85,000 potential patients will receive
some level of integrated care.
APPENDIX B – RHNI_CORE MEMO AND DATA SUMMARY

Involvement of Partnering Providers
CPAA is keenly aware that we need to engage the right providers in order to meet our region’s
transformation goals. With that in mind, CPAA has conducted three efforts to identify partnering providers:
1) a Request for Qualifications (RFQ) to identify and engage partnering providers; 2) a table that includes
providers who served approximately 90% of Medicaid beneficiaries in 2016; and 3) a table that includes
community-based organizations and social services in each county that have already been engaged (see
Appendix W).
There is strong support from most of the major Medicaid providers in the CPAA region for implementing bidirectional care integration including our region’s three Federally Qualified Health Centers (FQHCs). The
clinical providers identified in the CORE analysis represent the main clinical access points for Medicaid
beneficiaries. With strong involvement from our clinical partners across the region, we can expect to serve
a large population of Medicaid beneficiaries, specifically the target populations detailed above, which is
critical for the success of this project. Many of our clinical partners have engaged with CPAA from the start
and have been involved in work groups to design this project application. This project promotes and

36

Healthier Washington, Department of Social and Health Services Research and Data Analysis (RDA) ACH Profiles. Accessed: November 2017.
Available: https://www.hca.wa.gov/about-hca/healthier-washington/data-dashboard
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supports specific changes in clinical delivery that have a strong evidence base for improving patient
outcomes. Additionally, our clinical partners implementing this project will follow the evidence-based
models outlined in the Project Toolkit, which are the proven strategies for achieving care delivery redesign.
CPAA continues to engage non-clinical partners with the understanding that their involvement will play a
key role in achieving the required level of integrated care. Future work will involve strengthening
partnerships between our clinical and non-clinical partners.
CPAA confirms all partnering providers listed in the Partnering Provider tab of the ACH Project Plan
Supplemental Data Workbook expressed interest in serving as a partnering provider. All partnering
providers referenced submitted responses to CPAA's RFQ. For a complete list of responses to the RFQ,
please see Appendix P, "Request for Qualification Summary".

APPENDIX W – COMMUNITY BASED ORGANZATION TABLE

Level of Impact
When considering the level of impact for this project’s anticipated target population, our initial analysis
focused on identifying providers that serve 90% of Medicaid beneficiaries in the CPAA region. By outlining
the providers that are serving the majority of Medicaid beneficiaries, we expect to reach the maximum
number of patients, and therefore maximizing the level of impact. Further analysis of the CPAA region
allowed us to better understand diagnostic data related to this project and to highlight health trends in
specific demographics and individual counties. For example, ED utilization per 1000 member months is
highest in Mason, Grays Harbor, Lewis, and Pacific counties,37 which may correlate with a subgroup of
patients presenting in the ED without a PCP or a lack of access to primary care. By focusing on these
counties to reduce ED utilization, we can maximize the level of impact for Medicaid beneficiaries and
reduce county metrics to match the State average.
Additionally, CPAA harnessed the local knowledge of our provider networks to suggest subgroups and subregions within each county that suffer from health disparities and lack of access to care. From this local
knowledge, we learned that East Lewis County in particular is disproportionately affected by limited access
to care.
One additional method that helped us understand this project’s level of impact was detailed by our
partnering providers in their RFQ responses. For each RFQ response, providers listed the anticipated target
population that would be served, allowing us to further identify regions and populations suffering from the
greatest health disparities. Up to this point, all of the activities and analysis regarding target populations
were designed to give us the most comprehensive picture of where the health care needs and the patient
populations are the greatest. Further refinement of our target population will take place during the
planning phase through continued work with our partnering providers, supported by further analysis by our
data contractor, CORE.

How CPAA Will Ensure Health Equity is Addressed in the Project Design
Addressing health equity has been built into the CPAA’s general approach to the Medicaid Transformation
projects. CPAA is developing an adaptation of health equity tools used by other organizations, such as

37

Healthier Washington Data Dashboard. Accessed: November 2017. Available: https://www.hca.wa.gov/about-hca/healthier-washington/datadashboard
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King38 and Multnomah39 counties, that will inform the methods behind finalizing target populations and
implementing specific project area interventions. By analyzing health outcome data with our clinical and
non-clinical partners in the project work groups, we are able to focus our intervention efforts on reaching
populations that experience geographic barriers and those underserved by the health care system. The
process by which we gathered local knowledge on subgroups and sub-regions speaks to our effort to better
understand health disparities in our region. For example, we learned that patients receiving treatment for a
chronic disease may have an undiagnosed mental health condition, which untreated can result in the
increased use of emergency departments.
We are engaging consumers in our region to help with the identification and selection of the right target
population/s for this and our other project areas. In late October, consumers from throughout the sevencounty region came together within the CPAA Consumer Advisory Committee to advise on project planning
methods and activities to date.
We are consulting with our Tribal partners, some of whom have been involved in our work groups, to
ensure health equity is thoroughly considered in our project planning and implementation. For instance, we
recently met with the health director of the Nisqually Indian Tribe to learn about the Tribe’s greatest health
needs. As a result of these ongoing consultations, the list of priority target populations and interventions
may change, reflecting more fully health equity considerations.

Project’s Lasting Impacts and Benefit to the Region’s Overall Medicaid
Population
During DY 2, CPAA will formalize commitments with partnering providers on implementing project-specific
interventions. Implementing bi-directional care integration will have lasting practice transformation effects
that will result from a shift in “practice as usual.” Moving into an integrated system will change the
dynamics of health care teams such that providers will start using shared care plans, tracking treatments in
new patient registries, using new evidence-based screening tools and treatment, and receiving
reimbursement for quality of care and clinical outcomes through value-based payment. Medicaid
beneficiaries will benefit from these practice transformations by receiving whole-person care that is
dedicated to covering physical and behavioral health conditions as well as improving care coordination to
address the social determinants of health.
CPAA will be a driving force behind this collective effort by tracking project implementation progress and
individual project metrics. As providers implement integrated care throughout the Transformation, the
door will open for further cross-project collaboration that will more effectively serve Medicaid patients
entering the health care system from different access points.
Building on infrastructure already in place, providers have the opportunity to demonstrate how systemwide transformation in care delivery will result from investments in workforce, value-based payment, and
population health management. Investments in the three Domain 1 areas will directly translate into lasting
impact for patients. After the Transformation period, these investments will result in overarching

38

Healthy King County Coalition. Accessed: November 2017. Available:
https://static1.squarespace.com/static/5919f644cd0f68629f3f6499/t/59af39dabe42d610797aa8d3/1504655838013/2016-Equity-ImpactAssessment-Tool_FINAL-1+%284%29.pdf
39
Multnomah County. Equity and empowerment Lens. Accessed: November 2017. Available: https://multco.us/diversity-equity/equity-andempowerment-lens
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infrastructure and capacity changes necessary to support care delivery redesign long-term. Additionally, the
change to fully integrated managed care will coincide with care integration efforts at the clinical level, and
CPAA anticipates that once these major changes are made to both business and clinical practices, the
system will be permanently reset and interventions will be sustained beyond the Transformation period.
CPAA and CHOICE have proven track records for developing innovative projects with pilot funding and
developing ways to sustain these efforts into the future. Key to our success is our ability to demonstrate to
stakeholders, including hospitals and CBOs, that the project has enabled the stakeholders to achieve
efficiencies, improve outcomes, or avert future costs. We expect this experience, along with the trusted
relationships we have already built with providers in our region, will support our ability to a develop path
toward sustainability for this project.

Implementation Approach and Timing (Supplemental Workbook
Tabs)
See 2A Implementation Approach tab in ACH Project Plan Supplemental Data Workbook for a brief
description of how CPAA will accomplish each set of project milestones in Stage 1, Stage 2, and Stage 3.

Partnering Providers (500 words + Supplemental Workbook Tabs)
How CPAA Has Included Partnering Providers That Collectively Serve a
Significant Portion of the Medicaid Population
CPAA is well positioned to bring major partnering providers in the region together to create collective
impact. A principal asset in this engagement process is the well-established provider relationships CHOICE
has cultivated over the last two decades; a number of key Medicaid providers are members of CHOICE,
including two of the region’s three Federally Qualified Health Centers (Valley View Health Center and Sea
Mar) and all of the region’s hospitals in five of the seven counties covered by CPAA, including our largest
tertiary hospital, Providence St. Peter Hospital. From the beginning, CPAA has included a broad range of
providers in its work across our seven-county region, including providers that collectively serve a significant
portion of the Medicaid population.
CPAA convened a Bi-Directional Care Integration Work Group and has been meeting at least monthly to
collect information and design the project plan. The work group includes representatives from mental
health, substance abuse treatment, and primary care organizations from every county in the region.
Members have played an active role in project design and on the development of this application and are
fully engaged in the bi-directional care integration project.
To ensure a significant portion of the Medicaid population will be served in this Transformation, CPAA
partnered with CORE to analyze provider claims data provided by the HCA to develop a landscape analysis
of the major Medicaid providers and payers as well as public health departments in the CPAA region. This
list has been cross-referenced with RFQ responses received from partners to ensure a significant portion of
Medicaid recipients can be reached through the partners engaged in each project. For providers, this
includes dental, primary care, FQHCs, hospitals, and major health systems. The purpose of this tool is to
better understand who the major stakeholders are in the CPAA region, who is already engaged in
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Transformation projects, and whom we still need to contact for engagement. To populate this tool, we
used Provider data supplied by HCA and included providers who collectively served approximately 90% of
Medicaid beneficiaries in 2016. By analyzing the provider landscape, CPAA can engage and connect
stakeholders with the goal of creating new partnerships and coordinating intervention efforts. The CPAA is
well positioned to facilitate new partnerships between providers, keep track of individual provider
initiatives, and create new tools to monitor existing project efforts.

Process for Ensuring Partnering Providers Commit to Serving the Medicaid
Population
As previously mentioned, CPAA conducted a Request for Qualifications (RFQ), prompting providers to
describe the target population and estimated number of Medicaid lives served. This preliminary
information is the first step in understanding which Medicaid populations will be served and will allow us to
further the conversation about choosing specific target populations. In DY 2, we will secure formal
commitments from our partnering providers to implement the evidence-based approaches outlined in the
project toolkit that will include a commitment to serve specific Medicaid populations. These commitments
will be made in the form of contracts with partnering providers that specify the specific scope of work for
each implementation partner, reporting requirements, and payment arrangements. CPAA will monitor
these commitments by tracking progress on project implementation and outcomes for performance
metrics per agreed upon contracts with partnering providers. Additionally, CPAA will ensure providers
interested in participating in the Transformation that have a lower than average Medicaid population
commit to increasing their access to the Medicaid population.

Process for Engaging Partnering Providers That are Critical to the Project’s
Success, and Ensuring That a Broad Spectrum of Care and Related Social
Services are Represented
CPAA engages key partnering providers in the Transformation in various ways. A number of key
implementation partners already serve on our project work groups. Work groups consist of individuals from
partnering organizations, including large and small, urban and rural clinical providers that encompass
behavioral health and primary care, social services, community-based organizations, MCOs, and public
health departments.
At work group meetings, we identify gaps in our partner participation by asking our members to identify
missing organizations and individuals to ensure thorough representation from all necessary health and
social service organizations. One method we have employed to identify key service providers yet to engage
is a comparison of RFQ responses received and major Medicaid providers identified in the region. This has
allowed us to make connections with new providers as well as prompt existing partnering providers to
submit a RFQ response for bi-directional care integration. To date, we have received 38 RFQ responses, of
which 17 pertain to the bi-directional care integration project area.
Finally, the CPAA Council includes members from different health and social services organizations. CPAA
does extensive outreach to organizations that need to be involved and is asking existing partners, including
our Provider Champions – clinicians who have agreed to assume a leadership role in liaising with our
provider community – to bring other providers to the table that are essential to project success. CPAA’s
approach to governance and project management relies on strong provider engagement. All five work
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groups, the Support Team, and the Council include key partners representing different practices and
organizations.

How CPAA is Leveraging MCO’s Expertise in Project Implementation, and
Ensuring There is No Duplication
MCOs have been active participants in the all work groups, the Clinical Advisory Committee, and the CPAA
Council and Board of Directors. MCO representatives have contributed to the identification of regional
health priorities, have provided input into the project planning process, and will continue to be key
partners throughout Transformation implementation. CPAA encourages MCO representatives to share
developments in their organizations regarding VBP strategies, moving to fully integrated managed care, and
any additional guidance for working with providers at the clinical level on integrated care.
MCOs are critical to the success of this project, as we need to ensure payment mechanisms are aligned with
and support our project interventions. All five MCOs that serve our region have participated in the CHOICEled regional health improvement work over the years and, moving forward, we anticipate that the MCOs
will play an active role in the Medicaid Transformation project planning and implementation. This will
ensure there is good coordination between payers, their expertise is leveraged, and duplication will be
avoided.
APPENDIX BB – MCO REPRESENTATIVE AND ORGANIZATIONS

Regional Assets, Anticipated Challenges, and Proposed Solutions
(1,000 words)
Assets CPAA and Regional Partnering Providers Will Bring to the Project
One of the principal assets CPAA brings to this project is CHOICE’s broad and well-established network of
positive, collegial relationships with clinical providers, community-based organizations, and health plans
developed over more than two decades of community-led health improvement and collective action. In its
project planning and implementation, CPAA can readily build on this strong, trusting foundation.
Partnering providers throughout the CPAA region bring a wealth of knowledge from many different sectors
of health care, urban and rural perspectives, and small clinics to large hospital systems. The amount of inkind time contributed through work groups and advisory groups is substantial and demonstrates the deep
commitment of our partners. Our implementation partners have shown consistent engagement in project
work groups, advisory committees, and the council and board of directors. Additionally, the major Medicaid
providers in the CPAA region continue to express their commitment to this ongoing collaborative effort.
Several of our partnering providers already have VBP contracts in place; this creates a foundational
platform for increasing the number of contracts in value-based arrangements. Partners currently
implement aspects of integrated care to varying degrees. For example, Valley View Health Center began
implementing the Collaborative Care Model in 2009 and has demonstrated success in operationalizing the
model, shown ability to scale the model, and reflects satisfaction with outcomes from implementation. In
addition to Valley View implementing collaborative care, they are also working with the largest behavioral
health providers in the CPAA region to partner in co-location and shared learning around integration. Valley
View is sharing clinic space with Behavioral Health Resources and Cascade Mental Health. Providence St.
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Peter Hospital offers behavioral health integration as part of their Family Medicine Residency Program
which follows the Collaborative Care Model and uses a patient registry provided by the AIMS Center.
Cowlitz Family Health Center has provided integrated behavioral health care in its primary care practice
since 2009, and bi-directional primary care and substance use disorder treatment since 2015. CPAA will
work with these partners to help facilitate information sharing with other providers on their experiences
and expertise with implementing collaborative care.
Another key asset supporting project readiness is that all partnering providers who are interested in
implementing collaborative care principles have existing EHR systems, some of which may have
interoperability with other data systems.

Challenges to Improving Outcomes and Lowering Costs for Target
Population and Strategy to Mitigate Risks and Overcome Barriers
There are a number of challenges and barriers to overcome in order to achieve the intended project
outcomes. Broadly speaking, these fall into two categories: (1) general challenges and barriers, and (2)
project-specific challenges and barriers.

General Challenges and Barriers
All Transformation projects require:


Data: CPAA must have access to timely, accurate data to:
o

Identify/refine target populations, partnering providers, and interventions, and

o

Monitor the performance of our partnering providers under the Transformation to
determine partner compensation, course correct if milestones and performance metrics
are not being achieved, and conduct continuous quality improvement efforts.



Health Information Systems: Our partnering providers must have the ability to exchange
information about patients and care plans in order to avoid care gaps and duplication of services.
Currently, there is no consistent standard and/or IT system for information sharing in our region,
especially between providers that serve patients with multiple chronic illnesses and behavioral
health conditions.



Workforce: Our partnering providers must have access to the right workforce to implement the
evidence-based interventions in the chosen project areas. This includes personnel with the right
general professional qualifications, expertise and experience in the project area, and training in the
specific methods and approaches of the chosen interventions. Ensuring ready access to this
workforce is a major concern, especially in rural, under-resourced areas.



Finances: Our partners need to be clear on:
o

Fund flows, i.e., they need to understand when, how and how much they will be paid in
order to inform their decision-making about investments in the Transformation.

o

Financial sustainability, i.e., they need to understand what payment mechanisms are being
developed to sustain their investments beyond the Transformation. The principal barrier in
this arena is the fact that the vast majority of purchasing activities occur in other venues
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and are controlled by other parties. Most medical purchasing is conducted by MCOs, while
behavioral health services are currently purchased under the rubric of BHOs.

Project-Specific Challenges and Barriers
In addition to these general challenges and barriers, there are a number of project-specific challenges and
barriers to overcome. The following is a list of selected key challenges and barriers specific to bi-directional
care integration:






Workflow Changes
o Restructuring care teams to fit the Collaborative Care Model;
o Establishing a starting point for implementing integrated care;
o Establishing clear language around goals, mutual trust, effective communication, and
measurable processes and outcomes within care teams;
o Behavioral health providers finding physical space for co-located, integrated care;
o Primary care providers enhancing their level of care around behavioral health services;
o Establishing effective change management techniques for organizations and clinicians.
Health Information Technology
o Access to timely, accurate data on project metrics to allow for more immediate quality
improvement;
o Lack of interoperability between partnering providers’ different EHR systems;
o Data tracking and reporting deficiencies of EHR systems;
o Documenting and tracking behavioral health information due to deficiencies with EHRs;
o Implementing and managing new patient registries for Collaborative Care and determining
logistics of data entry;
o Using technology for effective team-based care.
Lack of Provider Capacity
o Recruitment
 Long vacancies for necessary positions include registered nurses, medical
assistants, mental health counselors, clinical social workers, and substance
abuse/behavioral health counselors;40
 Lack of attractive hiring incentives;
 Specific shortages in primary care physicians, psychiatrists, and behavioral health
clinicians, particularly in rural areas;
 Lack of funding to support new staff.
o Retention
 Provider dissatisfaction;
 Limited ongoing training;
 Not clearly managing changes to roles and responsibilities.
o Training
 Developing workforce training plans tailored to support the implementation of
each project;
 Coordinating retraining efforts for providers to meet the demands of
workflow/care delivery redesign;

40

Washington Sentinel Network. Health Workforce Council 2016 Annual Report. Accessed: November 2017. Available:
http://www.wtb.wa.gov/Documents/HWCReport-FINAL.pdf
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Ensuring that various training needs are being met across all providers and hospital
administrators;
 Establishing effective scheduling methods between behavioral health clinicians and
PCPs;
 Coordinating training efforts with HCA, DOH, Qualis Health, and the AIMS Center.
Value-based Purchasing (VBP)
o Understanding the provider capacity gaps in effectively engaging in VBP contracts;
o Developing methods to support providers in increasing VBP contracts in primary and
behavioral health care;
o Ensuring organizations and clinicians are trained on implementing new collaborative care
codes for Medicaid;
o Understanding what the critical VBP competencies are across different VBP arrangements;
o Developing a smooth transition to fully-integrated managed care.

CPAA Strategy for Mitigating the Identified Risks and Overcoming Barriers
The following table lists various mitigation strategies to address the identified challenges and barriers.
As new information is released from the HCA and MCO partners, CPAA will continue to develop additional
mitigation strategies with our project work groups and advisory committees.
TABLE 2A-1 MITIGATION STRATEGIES
Barrier

Potential Solutions

Data

 Partner with CORE, state and providers to identify/refine target
populations, partnering providers, and interventions (underway)
 Partner with providers and MCOs to obtain close to real-time provider
performance information; explore contracting with a third-party data
aggregator with data analytics capabilities (underway).

Health
Information
Systems

 Partner with state, MCOs, providers, and other ACHs in developing
interoperability between health information systems; expedite planning for
and implementation of clinical integration of behavioral health.

Workforce

 Invest in training of partnering providers in evidence-based
methods/models
 Explore shared workforce options, e.g., through telehealth

Finances

 Funds Flows: Work with CPAA Finance Committee to clarify funds flows
(underway)
 Financial Sustainability: Work with payers (health plans and state) to
support transition to value-based purchasing; state needs to adjust
contracting w/ MCO who in turn modify provider payment approaches
accordingly

Workflow
Changes

 Contract with the AIMS Center to provide training and technical assistance
for implementing collaborative care principles, restructuring care teams,
and using patient registries
 Coordinate with Qualis Health on implementing PCMH-A and MeHAF
assessments that lead to quality improvement and workflow changes
(underway)
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 Establish collaborative care champions at each partnering provider to
establish a clear plan for integrating care
 Develop guidance on change management principles for partnering
providers
Health
Information
Technology

 Develop an inventory of partnering providers’ EHR systems to help CPAA
and partners develop creative solutions to data sharing challenges
 Develop guidance on overcoming restrictions of behavioral health
information for care teams
 Work closely with the AIMS Center on evaluating options for patient
registries, effectively using patient registries, and understanding logistics of
data entry (underway)

Lack of
Provider
Capacity

 Develop guidance on effective ways to restructure care teams and modify
roles and responsibilities of care team members
 Ensure providers have the necessary training and expertise to effectively
manage workflow changes associated with collaborative care

Value-based
Purchasing

 Continue promoting VBP across the region particularly for VBP contracts in
relation to collaborative care
 Communicate clear guidance on transitioning from fee-for-service
contracts to VBP contracts
 Identify provider capacity gaps in effectively engaging in VBP contracts
 Target Transformation resources to support development of VBP
arrangements

Monitoring and Continuous Improvement
Plan for Monitoring Project Implementation Progress, Including Addressing
Delays in Implementation
CPAA will implement a rigorous project monitoring approach to implementation of the project.
The same approach will be employed across the entire portfolio of projects. This includes entering
into contracts that clearly spell out partnering providers’ responsibilities, including reporting
requirements, and supports CPAA can offer as well as employing project planning software and
tools to lay out required deadlines, key tasks, subordinate tasks, and milestones. Each project
implementation plan will define critical paths and key dependencies. Key indicators will be
determined for each project area that will serve as an early warning system to detect when
implementation challenges are encountered. A monthly performance dashboard report will
compare actual performance of key indicators against targets within and across all project areas.
This will allow the project managers as well as the CPAA Support Team, which includes the chairs
of each project work group, to identify both implementation problems and early wins.
CPAA has hired dedicated support staff for each project area (program managers). It is the responsibility of
the program managers to stay in close contact with all partnering providers in their respective project area.
Specifically, the project managers are responsible for:


Identifying support needs of partnering providers throughout the duration of the Transformation;
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Serving as subject matter experts for partnering providers or, if additional expertise is required,
identify and facilitate external subject matter experts providing enhanced technical assistance to
partnering providers; and
Monitoring overall partnering provider performance toward milestones and performance metrics
(see below for details).

Project implementation monitoring is closely tied to performance monitoring of partnering providers. The
next section of the project plan discusses in detail how CPAA will monitor the performance of individual
partnering providers. The data reporting and analytics tools used to hold individual partnering providers
accountable to agreed upon deliverables will provide CPAA also with a clear sense about the project’s
overall implementation progress, as individual provider performance data rolls up into a region-wide
performance summary. See next section for details.

Plan for Monitoring Continuous Improvement, Supporting Partnering Providers, and
Determining Whether or Not CPAA is on Track to Meet Expected Outcomes
CPAA will set up a progressive implementation and performance monitoring structure with tiered
interventions up to termination of partnering provider contracts. This will include regular meetings with
our partnering providers to assess implementation progress and challenges. If project implementation
progress becomes questionable or is delayed, the project manager will inform his or her immediate
supervisor (Clinical Director or Care Coordination & Educational Programs Director) of the concern. The
senior project management team will assess the severity of the situation. When possible, we will seek to
mitigate the risk or delay by providing technical assistance to help the partnering provider/s to get back on
track. This will include seeking advice from clinical experts, including Provider Champions serving on the
CPAA Clinical Provider Advisory Committee. The partnering provider and CPAA will agree on an action plan
(Performance Improvement Plan) to resolve the issue or renegotiate the contract deliverables, if
necessary. In severe cases or if the technical assistance does not correct the problem, we will escalate the
issue to our Clinical Provider Advisory Committee for a more comprehensive review. The committee may
identify additional problem solution strategies, ask our Provider Champions to intervene, help access
additional external technical assistance resources, or engage other key stakeholders in addition to affected
providers to remedy the cause of delays. If the problem cannot be resolved, is of a major magnitude or
involves key partners that serve large numbers of Medicaid beneficiaries, the CPAA Council and Board will
be informed. The board will make the final decision about modifying or terminating contracts with
partnering providers.
Access to timely and relevant data will be critical to our ability to monitor project implementation and
support continuous improvement. Measurement is an integral part of quality improvement. We will enter
into a contract with each partnering provider that will detail the provider’s responsibilities, including the
nature and scope of investments to be made; implementation of the key components of each selected
approach; adherence to project guidelines, policies and procedures, and protocols; the target population(s)
and any geographic sub-regions on which the interventions will be focused; reporting requirements
(milestones and outcome metrics as well as frequency of reports); participation in peer learning
collaboratives; and payment modalities.
Partnering providers will be required to submit performance information monthly. We are exploring
utilizing the Washington Hospital Association’s (WSHA) updated QBS business intelligence system to
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capture and analyze provider data that is not already reported through other systems. Our goal is to place
minimal reporting burdens on our partnering providers while providing CPAA with an effective
performance monitoring tool that provides us with timely performance data, so that we can actively
monitor and track partnering provider performance. QBS is easy to populate by our partners (including
automated data uploads) and easy for us to analyze (inbuilt reporting tools, including comparison of actual
achievement against goals, trend information over time, and comparative performance evaluation across
providers). We plan to augment this information system through less frequent region wide data reports on
key regional performance measures, including claims-based data. The latter may require us to contract
with a third-party data aggregator with sufficient data analytics capability to validate and augment the
performance information reported by our providers through the QBS system.
CPAA will be using data from the above sources and analytical tools to issue regular reports to participating
providers. These reports will serve two purposes: 1) inform providers on where to target their efforts; and
2) advise providers on progress toward meeting required objectives. CPAA or its designated partner will
provide regular reports (e.g., quarterly) to providers for this purpose. When a provider or a group of
practices is not making adequate progress on meeting key milestones and metrics, CPAA will reach out to
the provider in question and develop a plan of action with the provider to remedy identified gaps or
barriers. For example, CPAA and the provider might agree to additional workforce training to assure best
practices are fully employed in working with the target population.
In general the reports will be issued to the providers monthly based on data submitted by the
providers via the QBS system per their contractual reporting requirements and, when available,
region-wide data reports. However, if providers submit performance information more frequently,
they will have the ability to access reports more frequently than monthly. This may be an option in
particular for larger facilities that can take advantage of automated data uploads. We will explore
the feasibility of automated data uploads for all partnering providers regardless of organization size.
However, at this time, to balance our need for timely performance information on the one hand,
with a manageable reporting burden on the other hand, to ensure provider buy-in and participation,
we anticipate requiring monthly performance reports from our implementation partners.
The reports provided by CPAA to partnering providers will include both outcome measures defined
by HCA within the Medicaid Transformation Project and intermediate measures (process measures
and milestones) to track progress toward desired outcomes. Given the nature of some of the
intermediate measures, e.g., number of providers trained, number of guidelines implemented, etc.,
requiring reporting more frequently than monthly may add little value.
The reports will compare each provider’s performance against agreed upon targets and across
providers (comparative performance information) through charts and tables, including trendline
charts. This will provide vital performance feedback to our implementation partners and allow CPAA
to identify leading and lagging providers.
As detailed above, when a provider or a group of practices is not making adequate progress on
meeting key milestones and metrics, CPAA will reach out to the provider in question and develop a
plan of action with the provider to remedy identified gaps or barriers. For example, CPAA and the
provider might agree to additional workforce training to assure best practices are fully employed
in working with the target population.
We may also partner lagging providers with leading ones to spur the dissemination of best practices
and support rapid cycle performance improvement.
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In addition to these monthly performance reports, CPAA program staff and clinical experts (e.g.,
clinical provider champions, contracted clinical TA providers, etc.) will obtain real-time partnering
provider data by working with providers on continuous quality improvement. Supporting providers
in using their own data to drive quality improvement using the clinic’s EHR will allow our
implementation partners to monitor day-to-day progress toward goal achievement in real time.
Similarly, providers will have access to real-time data linked to emergency room utilization through
the Emergency Department Information Exchange (EDIE). PreManage, which builds on the EDIE
system, provides certain care coordination information for ED high-utilizers in real time. We will
have to explore to what degree this information is available for “rising risk” populations, a likely
target population for our care coordination efforts, and whether CPAA can gain access to these
clinical data sets. Through the Pathways HUB, CPAA will have access to real-time data for individuals
whose care is coordinated through the HUB and its community-based care coordination partners.
We plan to use the expertise of our clinical providers and MCO partners to explore the feasibility
of utilizing the above-mentioned tools, as well as identifying other resources, to augment the
monthly provider performance reports. It may be that collecting data more frequently than
monthly may not be useful for the types of performance metrics required to monitor ongoing
provider performance, as opposed to guiding program interventions that will benefit greatly from
access to real-time data. For instance, an EDIE data stream can help identify our target population,
so that we can triage or reach out to those individuals and provide direct services without delay. A
monthly report would be sufficient to show how many members of our target population were
seen in the ED that month and if ED utilization is changing over time.
Additionally, CPAA will convene all partnering providers once per quarter to participate in a peer learning
collaborative. Partnering providers will have the opportunity to share successes as well as to raise
implementation challenges that the partners can then engage on jointly to resolve. Likely, these meetings
will result in the identification of additional technical assistance needs of partnering providers, on which
CPAA will follow up accordingly. This learning collaborative will provide an important peer support function
to our partnering providers and prove essential for the continuous improvement of our project.

Plan for Addressing Strategies That are Not Working or Not Achieving Outcomes
A similar approach will be used to assess overall progress of project initiatives and the efficacy of strategies
within those initiatives. CPAA will use its quarterly performance reports along with semi-annual reports
provided by the state with key metrics to determine whether the project initiative as a whole is on track
and/or whether specific strategies within project areas are working as intended.
If the reports indicate one or more strategies within the project area are not working, CPAA will convene
key stakeholders to assess the reasons for the lack in effectiveness. This will include partnering providers,
Provider Champions (Clinical Provider Advisory Committee), consumers (Consumer Advisory Committee),
and subject matter experts (e.g., technical assistance providers). Based on this analysis, a recommendation
will be made whether to continue the strategy in question with a revised approach or whether to
discontinue the strategy in favor of a different one. The decision to change the approach or pursue a
different strategy altogether rests with the CPAA Board based on a discussion and recommendation by the
CPAA Council. However, given their key implementation role, any decision to change elements of a
strategy or switch out an entire strategy will require the consent of our partnering providers. It may also
require the approval of the state. If the CPAA Board authorizes a different approach or strategy, the project
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implementation plan will be revised accordingly and CPAA will enter into a new or revised contract with
partnering providers as the case may be.
Similarly, if the reports indicate an entire project initiative is not achieving desired outcomes, CPAA will
convene partnering providers, Provider Champions (Clinical Provider Advisory Committee), consumers
(Consumer Advisory Committee), and subject matter experts (e.g., technical assistance providers) to
analyze why the initiative is not effective. Every effort will be made to explore whether adjusting program
elements or switching out certain strategies may lead to goal accomplishment. This may include consulting
with other ACHs that work in a similar project area and are achieving success.
If the group believes changes to the project initiative will rectify the performance problem, a
corresponding recommendation will be made to the CPAA Council, which will then discuss the matter and
make a recommendation to the CPAA Board. Final decision-making rests with the board. As with switching
out a specific strategy or changing a project approach within a project area, any such change requires the
consent of our partnering providers that will need to implement the revised set of strategies. State
approval may also need to be obtained. Assuming everyone approves the revised strategies, a detailed
revised implementation will be developed with clear milestones, performance metrics, etc.
If, however the group of key stakeholders concludes that the project initiative is irreparably compromised
and no change in strategies will likely lead to success, a recommendation to discontinue the work in the
project area altogether will be made to the CPAA Council. The Council will discuss the matter and make a
recommendation to the CPAA Board, which will make the final decision.

Project Metrics and Reporting Requirements
Attest that the ACH understands and accepts the responsibilities and requirements for reporting on all
metrics for required and selected projects. These responsibilities and requirements consist of:



Reporting semi-annually on project implementation progress.
Updating provider rosters involved in project activities.
YES
X

NO

Relationships and Other Initiatives
Attest that the ACH understands and accepts the responsibilities and requirements of identifying initiatives
that partnering providers are participating in that are funded by the U.S. Department of
Health and Human Services and other relevant delivery system reform initiatives, and ensuring these
initiatives are not duplicative of DSRIP projects. These responsibilities and requirements consist of:



Securing descriptions from partnering providers in DY 2 of any initiatives that are funded by the
U.S. Department of Health and Human Services and any other relevant delivery system reform
initiatives currently in place.
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Securing attestations from partnering providers in DY 2 that submitted DSRIP projects are not
duplicative of other funded initiatives, and do not duplicate the deliverables required by the
other initiatives.
If the DSRIP project is built on one of these other initiatives, or represents an enhancement of
such an initiative, explaining how the DSRIP project is not duplicative of activities already
supported with other federal funds.

YES
X

NO

Project Sustainability (500 words)
CPAA’s Strategy for Long-Term Project Sustainability and Impact on
Washington’s Health System Transformation Beyond the Demonstration
Period
There is great interest in this project in our region and key stakeholders already made substantial
investments to improve bi-directional care integration that will be leveraged by this project. Building on
infrastructure already in place, providers have the opportunity to demonstrate how system-wide
transformation in care delivery will result from investments in workforce, value-based payment, and
population health management. After the Transformation period, these investments will result in the
overarching infrastructure and capacity changes necessary to support ongoing care delivery redesign.
Additionally, the change to fully integrated managed care will coincide with care integration efforts at the
clinical level, and CPAA anticipates that once these major changes are made to both business and clinical
practices, the system will be sustained beyond the Transformation period.
CPAA anticipates further development of VBP approaches will support the sustainability of the project. As
these approaches are developed, CPAA will work with MCOs to communicate to providers the direction in
which VBP is headed with the goal of delivering accountable care that results in improvements to projectspecific metrics and HEDIS measures. One of the models selected for this project, the Collaborative Care
Model, is an outcome-based strategy, and recently HCA has approved new collaborative care billing codes
to support the financial sustainability of this team-based approach. Ideally, partnering providers who elect
to implement this strategy will have a greater opportunity to influence regional achievement for the project
outcomes. To that end, CPAA will consider advocating for additional improved methods of funding in the
Medicaid program to support efforts that demonstrate success.
Healthier Washington sought provider participation in an annual VBP survey to assist HCA in tracking
progress of statewide implementation of VBP contracts. CPAA supported this effort by encouraging
regional partners to complete the survey. Approximately 25% of all survey respondents throughout the
state came from our region. Based on VBP survey data, we identified a preliminary understanding of
current VBP practices, barriers, and 12-month VBP plans. For example, the three responses with the highest
frequency for providers receiving VBP from any payer that enabled participation in VBP include:
development of medical home culture with engaged providers; aligned quality measurements and
definitions; and trusted partnerships and collaboration with payers. The top three reported barriers
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included lack of interoperable data systems, lack of availability of timely patient/population cost data to
assist with financial management, and misaligned incentives and/or contract requirements. The vast
majority of providers are planning to increase VBP engagement within 12 months by up to 10% while one
provider reported increasing VBP engagement by more than 50%. This readiness to embrace value-base
care in our region will serve to support the long-term sustainability of this project.
Finally, CHOICE Regional Health Network and CPAA existed before the Medicaid Transformation and will
continue to pursue their long-term goals after the Transformation project is completed. CPAA and CHOICE
represent a tested framework for regional collaboration that will endure, which will be critical to the
sustainability of this project. Both have proven track records of developing innovative projects with pilot
funding and then developing ways to sustain these efforts into the future. Key to our success has been our
ability to demonstrate to stakeholders, including hospitals and CBOs, that the project has enabled the
stakeholders to achieve efficiencies, improve outcomes, or avert future costs. In the Youth Behavioral
Health Coordination Project, CPAA worked with the school system, Behavioral Health Organizations, and
medical clinics to help with project development, cost-share on program costs, and create last partnerships.
CPAA will continue building on the engagement of social services providers and community-based
organizations by facilitating partnerships between clinical and non-clinical providers. Given the importance
of this project area to the core mission of many of CPAA’s health partners, it is highly likely that our key
partners will continue their investments in this project area beyond the duration of the Medicaid
Transformation.
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SECTION II: PROJECT-LEVEL: Care Coordination
Menu of Transformation Projects
Domain 2: Care Delivery Redesign
☐ 2A: Bi-Directional Integration of Physical and Behavioral Health through Care Transformation
(required)
X
2B: Community-Based Care Coordination
☐ 2C: Transitional Care
☐ 2D: Diversions Interventions
Domain 3: Prevention and Health Promotion
☐ 3A: Addressing the Opioid Use Public Health Crisis (required)
☐ 3B: Reproductive and Maternal and Child Health
☐ 3C: Access to Oral Health Services
☐ 3D: Chronic Disease Prevention and Control

Project Selection & Expected Outcomes
Project Description and Justification
Abstract
CPAA defines care coordination as “the deliberate organization of patient care activities between two or
more participants (including the patient) involved in a patient’s care to facilitate the appropriate delivery of
health services.41” Physical health, behavioral health and social support systems historically do not
coordinate their services well. Numerous barriers prevent patients moving seamlessly from one service
system to another. Our region seeks to improve the care coordination that is occurring between systems of
care by implementing the Pathways Community HUB. The HUB is an evidence-based model to improving
care coordination by working with care coordinators to identify high-risk individuals, complete a
comprehensive health assessment, identify risk factors, and determine what standardized “pathways” a
care coordinator should employ with the individual. By implementing this model, we aim to strengthen the
coordination of care between different entities in the community to improve the health outcomes of the
most vulnerable in the region.

Justification for Selecting Project and How It Addresses Regional Priorities
Improving care coordination is a critical priority for the region due to disparities in many of the social
determinants of health. The Robert Wood Johnson Foundation County Health Rankings analyze a full
spectrum of health determinants. The counties in the CPAA region have a very poor average ranking – the
second worst among Washington State’s ACHs. Higher unemployment, higher percent of children living in
poverty and in single parent households, higher percentages of obesity and smoking, and care providers

41

Chapter 2. What is Care Coordination?. Content last reviewed June 2014. Agency for Healthcare Research and
Quality, Rockville, MD. http://www.ahrq.gov/professionals/prevention-chroniccare/improve/coordination/atlas2014/chapter2.html
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stretched to serve many more people per provider are some of the clear examples of disparities in the
CPAA region compared to the state42.
The challenge of having many social and health problems with more limited resources to address them
than other parts of the state is well understood among CPAA members. We know we need to do more with
less, and we have prioritized improving coordination and collaboration across sectors and services to
achieve this. Community-based care coordination is a strategy that helps leverage our limited resources to
deliver whole-person care and become more effective and efficient at improving health outcomes. In
addition, community-based care coordination helps simplify the complex web of services provided to
individuals with complex needs.
The Pathways Community HUB model aligns with all five shared regional health priorities identified by
CPAA: improve healthcare access, improve care coordination and integration, prevent and manage chronic
disease, prevent and mitigate adverse childhood experiences, and enhance economic and educational
opportunities (See Appendix F). There is a body of research that supports the effectiveness of the Pathways
approach43, 44, 45, 46. In addition, the model is consistent with CPAA’s history and approach to addressing
community-based health needs.
Based on our region’s needs, CPAA considers care coordination an essential strategy that can improve
health outcomes and generate systems savings in short to medium time frames. In 2016, CPAA received
technical assistance to simulate the impact of several broad health improvement strategies through the
Rethink Health model. Experts in using the model helped develop reasonable assumptions about the region
to run in the model. Results showed care coordination has the most promise for rapid return on investment
(See Appendix Y).
APPENDIX F – CPAA COMPASS AND LOGIC MODEL
APPENDIX Y – RETHINK HEALTH MODELING

How Project Will Support Sustainable Health System Transformation for
the Target Population
The Care Coordination Medicaid Transformation Project will support sustainable health system
transformation for the selected target population/s by creating a new structure, the Pathways HUB, which
interconnects providers to an enhanced workforce of care coordinators and introduces standardized health

42

See County Health Rankings and Roadmaps.
Redding S, Conrey E, Porter K, et al. Pathways Community Care Coordination in Low Birth Weight Prevention. J
Matern Child Health 2015;19(3):643-50. First online: 20 August 2014.
http://link.springer.com/article/10.1007/s10995-014-1554-4.
43

44

Zeigler BP, Carter E, Redding S, et al. Care Coordination: Formalization of Pathways for Standardization and
Certification. National Science Foundation Grant Award No. CMMI- 1235364.
https://www.rockvilleinstitute.org/files/Care_Coordination_Formalization_of_Pathways_
for_Standardization_and_Certification.pdf.
45
Alley DE, Asomugha CN, Conway PH, et al. Accountable health communities: addressing social needs through
Medicare and Medicaid. N Engl J Med 2016 Jan 7;374(1):8-11. PMID:26731305.
46
Zeigler B, Redding S, Leath B, et al. Guiding principles for data architecture to support the Pathways Community
HUB Model. eGEMs (Generating Evidence & Methods to improve patient outcomes) 2016;4(1):Art. 1.
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information systems and processes for care coordination. Increased care coordination outcomes will lead
to less costly care for individual patients by preventing more serious symptoms from occurring and
mitigating the impact of existing symptoms. This will lead to overall savings for providers. The value-based
payments embedded within the Pathways model will lead to sustainable financing for care coordination
services delivered through the HUB system. As care providers become accustomed to working with care
coordinators through the Pathways model, the changes will become hard coded into their operations,
creating lasting impact on the care target populations receive.
CPAA and its administrative support organization, CHOICE Regional Health Network, have successfully
transitioned pilot projects to ongoing programs by demonstrating value and cost-effectiveness to funders.
We intend to use data generated by the Pathways HUB to make the case for continued funding post
Transformation.

How CPAA Will Ensure Project Coordinates With and Does Not Duplicate
Existing Efforts
Although care coordination is not new to the CPAA region, the Pathways Community HUB model is a new
model for our providers. There can only be one certified HUB per service area, and there are no existing
HUBs or organizations pursuing certification in our region. Through the CPAA Council, local forums, and the
Care Coordination Work Group, CPAA has ensured there is widespread awareness that we are undertaking
this project, with CPAA serving as the HUB Administrator. CPAA created an open Request for Qualifications
(RFQ) process to solicit project ideas from providers for this and other Medicaid Transformation project
areas, notifying all council and work group members of the opportunity and asking them to share the RFQ
with colleagues in their local communities. The RFQ process allowed interested organizations to begin
coordinating with us to align their efforts through this project. We will conduct an environmental scan in
early 2018 that will specifically study care coordination services in the region to ensure that the Care
Coordinating Agencies we work with through Pathways are not duplicating existing care coordination
services. In early meetings of the Care Coordination Work Group, we identified a need for the Pathways
project to avoid duplication with the Health Homes model of care coordination that is already implemented
across Washington State. Health Homes providers participate in the Care Coordination Work Group, and
CPAA will continue to work with these agencies to ensure we target different populations and develop a bidirectional referral process between Health Homes and Pathways.

Anticipated Project Scope
Anticipated Target Population
The Medicaid Transformation Toolkit suggests a broad population for this project, namely Medicaid
beneficiaries with one or more chronic diseases or conditions, mental illness/depressive disorders, or
moderate to severe substance use disorder and at least one health risk factor. Based on feedback from the
creator of the Pathways model, Dr. Sarah Redding, we are aware of the need to set a narrower population
target that will be used during initial start-up implementation of the model, and then scale up and include
additional target populations over time. The Care Coordination Work Group has had multiple meetings to
explore viable target populations. Knowing we want to avoid overlap with the Health Homes population
(the most acute patients, top 1% of Medicaid service utilizers), and we want to create systems cost savings
with this project by connecting with people before their health conditions become costly and difficult to
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manage, we are focusing on Medicaid beneficiaries who represent the next level of rising risk below the
most costly and most acute patients served by Health Homes.
To further refine our target population, the Care Coordination Work Group has identified several more
specific population sub-groups that we can combine with a broad focus on co-occurring physical and
behavioral health concerns. We identified pregnant mothers, homeless individuals, and frequent EMS
utilizers as populations we are particularly concerned with that could lead to significant savings in our
region as we improve health outcomes with the Pathways model. The Care Coordination Work Group will
make final determinations about the initial group to target during implementation planning and which
populations should be added, as we expand the capacity of our region to serve additional clients. This
process will be informed by data generated by Providence CORE, our strategic data analytics partner,
identifying high needs groups likely to benefit from care coordination. Current data analysis suggests that
up to 37% of the Medicaid beneficiaries in our region, or 55,200 people, could benefit from the program.
Based on uptake rate of the Health Homes program, we project reaching up to 2% of the total Medicaid
population, or 3,800 Medicaid beneficiaries, during the demonstration period. Please see the “Level of
Impact” section below for further details.

Involvement of Partnering Providers
The Community Based Care Coordination project requires strong involvement from referral sources, Care
Coordinating Agencies, and payers to create a coherent and effective implementation of the Pathways
Community HUB model. There is also a need to understand and act on input from consumers and other
stakeholders who understand the current flaws in existing care coordination efforts. CPAA has made
concerted efforts to involve all of these perspectives into the project plan design process.
The Care Coordination Work Group has brought many of the region’s major Medicaid providers together to
discuss needs and the fitness of the Pathways model for our region. Since expanding the work group to
consider all Domain 2 projects and the Chronic Disease Project, hundreds of organizational stakeholders
have provided input on appropriate target populations, assets, challenges, strategies, and other
considerations for implementation of the Pathways model.
Clinical providers, who are likely referral sources and potential Care Coordinating Agencies, help us
understand what sub-populations of their clients have the most need for care coordination and identify
some of the barriers for accessing services that care coordination could alleviate if done well. Non-clinical
providers, also likely referral sources and potential Care Coordinating Agencies, help us understand the
needs and challenges to successfully navigate across multiple organizations and systems of care. MCOs’
input has helped highlight value-based payment opportunities and potential for savings created by the
Pathways model. MCOs are also an important partner for the long-term sustainability of the model,
indicating their interest in potentially becoming payers for Pathways outcome-based payments.
CPAA has conducted a Request for Qualifications (RFQ) process to understand the interest of project
partners in specific projects. Twenty out of 37 RFQ responses received list care coordination as an area of
interest, indicating widespread support for the project among partners. Comparing the RFQ responses to
the analysis of major Medicaid providers in the region, conducted by CORE, we are confident we can
develop relationships with an adequate number of Care Coordinating Agencies to meet our population
target goals (see Appendix P).
CPAA confirms all partnering providers listed in the Partnering Provider tab of the ACH Project Plan
Supplemental Data Workbook expressed interest in serving as a partnering provider. All partnering
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providers referenced submitted responses to CPAA's RFQ. For a complete list of responses to the RFQ,
please see Appendix P, "Request for Qualification Summary".

APPENDIX P – REQUEST FOR QUALIFICATIONS SUMMARY

Level of Impact
Although we will conduct further data analysis in demonstration year two to finalize the specific population
we will target during project start-up, the Care Coordination Work Group has had several conversations to
develop our strategic thinking regarding where we can achieve the greatest impact with this project. Within
clinical setting, patients with chronic conditions, such as congestive heart failure, can generate significant
costs. Through review of the pay for performance project metrics, we identified a need to focus on people
with co-occurring diagnoses of behavioral and physical health conditions. The table below shows that cooccurring diagnoses are more prevalent than diagnoses with a singular behavioral health concern.
TABLE 2B-1 CPAA DIAGNOSIS RATES
Category

Count

Percent (total n = 150,321)

SUD only

5,484

3.65%

SUD + 1 chronic condition

4,763

3.17%

SUD + more than 1 chronic condition

10,585

7.04

All SUD (total)

20,832

13.86%

MH only

12,598

8.38%

MH + 1 chronic condition

10,731

7.14%

MH + more than 1 chronic condition

19,187

12.76%

All MH (total)

42,516

28.28%

SUD + MH only

2,179

1.45%

SUD + MH + 1 chronic condition

2,510

1.67%

SUD + MH + more than 1 chronic condition

7,422

4.94%

All SUD + MH (total)

12,111

8.06%

Health Care Authority Category 1 Behavioral Health and Chronic Conditions, 2016

When considering the impact of this project during the Transformation period, we must be realistic about
the time it will take to implement the model and build out the caseload. Based on the recent
implementation and scaling of Health Homes, we anticipate standardizing access to treatment through the
Pathways model for up to 2% of our Medicaid population, approximately 3,800 people, during the
Transformation period. With this level of reach during the Transformation period, we will embed the
systems changes the model creates into several large Medicaid providers and demonstrate the
effectiveness of the model, creating the momentum towards continued spread and scale of the model to
reach more Medicaid beneficiaries over time.
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Another way the Care Coordination project has focused on maximizing impact is through creating synergies
between this project and the other areas of our overall Medicaid Transformation portfolio. The target
populations the Care Coordination Workgroup has identified will directly tie patients served by our
Pathways project to the other projects. Focusing on people with co-occurring physical and behavioral
health needs connects with the Bi-directional Integration project and the Opioid Response project. The
high-risk OB population connects with the Reproductive Maternal and Child Health Project. The homeless
population connects with the Care Transitions project. The population of frequent EMS utilizers connects
with the Community Paramedicine work within our Chronic Disease project.
The Care Coordination Work Group will continue to analyze the level of impact through this project by
strategically selecting target populations for the start-up and scaling of our Pathways model
implementation. We will use data from our environmental scan to model where we are likely to find
specific population groups, what providers would make ideal Care Coordinating Agencies to reach the
desired populations, and what case load targets we should set to achieve a meaningful impact during the
Transformation period. Measurement data generated as a part of the Pathways model implementation will
be used throughout the Transformation to monitor and assure target impacts are achieved.

How CPAA Will Ensure Health Equity is Addressed in the Project Design
Both the Pathways model and the CPAA process for identifying target populations have a strong grounding
in health equity. The Pathways model puts the people served at the center of care and empowers them to
meet their own goals. By providing someone with a single contact who can help them navigate multiple
complex systems and advocate for them along the way, clients are more likely to access the services they
need to be healthy and have more personal capacity to engage in their own care. CPAA’s target population
identification process has focused on understanding health disparities so we can implement Pathways for
populations that have a deeper need for additional supports.
One strategy for understanding health equity in relation to this project has been to analyze potential target
populations through an equity lens. Differences in mortality rates across census tracts in the region were
taken as a proxy measure for health equity, and a map was generated to identify the areas in each county
with the highest concentrations of disparities. In these census tracts with high rates of death, people die at
around twice the rate compared to census tracts with low rates of death. People in census tracts with high
rates of death also experience higher concentrations of many poor social determinants of health, such as
higher poverty, lower educational attainment, less access to transportation and employment, and higher
concentrations of risk factors such as tobacco use and obesity.
We plan to use the Mortality Map (see Appendix Z) by Census Tract as an important decision making tool
when selecting Care Coordinating Agencies to ensure we are accounting for health equity in the
populations we target with this project.
Employing Community Health Workers (CHWs) as care coordinators represents another important and
effective strategy for addressing health equity by providing more culturally competent and linguistically
relevant care. As CPAA implements the HUB, efforts will be made to hire individuals who reflect the
diversity of the target populations served. CHWs hired by the project will be drawn from the communities
where clients are served and demonstrate an understanding of local, cultural norms.
APPENDIX Z – MORTALITY RATE DISPARITY MAP
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Project’s Lasting Impacts and Benefit to the Region’s Overall Medicaid
Population
The Care Coordination project creates lasting benefits to the overall population by establishing effective
structures for care coordination that transform how care is delivered in the CPAA region. The patientcentered way referrals are made, the population health management data system established by the HUB,
the standardization of effective practices supported through training and technical assistance, the ability to
identify and refer people to other appropriate programs (such as Health Homes), and the adjustment of
business models to embrace value-based purchasing all represent substantial changes in workflows that
will not revert to the way they were after the Transformation period ends. As major Medicaid providers see
the benefit to their clients who are engaged in Pathways, they will recognize the value in expanding
Pathways to serve additional clients. Some providers will recognize the opportunity to meet value-based
contracting goals with MCOs through Pathways, and will become payers for specific pathways, further
supporting sustainability of the model. As MCOs see the data on how Pathways contributes to reaching
value-based purchasing goals, they will expand their role as payers into the Pathways HUB, creating
sustainable funding that can grow as additional populations are reached. As Medicaid beneficiaries receive
Pathways services and realize the benefits of whole person, truly coordinated care, demand for the services
from the overall Medicaid population will expand. The Care Coordination Project is a self-reinforcing anchor
strategy for CPAA, shifting the entire delivery system towards better care that effectively delivers improved
outcomes and reduces the overall cost to our Accountable Community of Health, its partners, stakeholders,
and communities served.

Implementation Approach and Timing (Supplemental Workbook
Tabs)
See 2B Implementation Approach tab in ACH Project Plan Supplemental Data Workbook for a brief
description of how CPAA will accomplish each set of project milestones in State 1, Stage 2, and Stage 3.

Partnering Providers (500 words + Supplemental Workbook Tabs)
How CPAA Has Included Partnering Providers That Collectively Serve a
Significant Portion of the Medicaid Population
CPAA is well positioned to bring major partnering providers in the region together to create collective
impact. A principal asset in this engagement process is the well-established provider relationships CHOICE
has cultivated over the last two decades; a number of key Medicaid providers are members of CHOICE,
including two of the region’s three Federally Qualified Health Centers (Valley View Health Center and Sea
Mar) and all of the region’s hospitals in five of the seven counties covered by CPAA, including our largest
tertiary hospital, Providence St. Peter Hospital. From the beginning, CPAA has included a broad range of
providers in its work across our seven-county region, including providers that collectively serve a significant
portion of the Medicaid population.
CPAA convenes a Care Coordination Work Group and has been meeting at least monthly to collect
information and design the project plan. The work group includes representatives from physical and
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behavioral health, as well as social service organizations from every county in the region. Members have
played an active role in project design and the development of this application and are fully engaged in the
care coordination project.
To ensure a significant portion of the Medicaid population will be served in this Transformation, CPAA
partnered with CORE to analyze which providers serve the majority of Medicaid clients (see Appendix V).
This list has been cross-referenced with RFQ responses received from partners to ensure a significant
portion of Medicaid recipients can be reached through the partners engaged in each project.
For providers, this includes dental, primary care, FQHCs, hospitals, and major health systems. The purpose
of this assessment is to better understand who the major stakeholders are in the CPAA region, who is
already engaged in Transformation projects, and who still needs to be contacted to engage. To populate
this tool, we used Provider data supplied by the HCA and included providers who collectively served
approximately 90% of Medicaid beneficiaries in 2016. By analyzing the provider landscape, CPAA can
engage and connect stakeholders with the goal of creating new partnerships and coordinating intervention
efforts. The CPAA is well positioned to facilitate new partnerships between providers, keep track of
individual provider’s initiatives, and create new tools to monitor existing project efforts.
The Care Coordination project in particular has also ensured participation from social service agencies such
as Community Action Programs and housing providers who serve clients with limited income who are likely
to also be Medicaid recipients. Across all seven counties, at least one health provider or social service
agency for each county that serves a large portion of Medicaid clients has indicated interest in the Care
Coordination project. Please see the section above, “Involvement of Participating Providers,” for additional
details.
APPENDIX V – MAJOR MEDICAID PROVIDERS

Process for Ensuring Partnering Providers Commit to Serving the Medicaid
Population
As previously mentioned, CPAA conducted a Request for Qualifications (RFQ), prompting providers to
describe the target population and estimated number of Medicaid lives served. This preliminary
information is a first step to understanding what Medicaid populations providers intend to serve, which in
turn helps to inform our conversation about choosing specific target populations.
The Care Coordination Project will take a phased approach to implementing the project, initially starting
with CPAA serving as the HUB and up to six Care Coordinating Agencies (CCAs), and increasing the number
of CCAs and caseloads within each CCA after the initial start-up period. Partnering providers interested in
the initial start-up include major Medicaid providers. Contracts with CCAs will include a commitment to
serve the Medicaid population as an additional assurance. In DY 2, we will secure formal commitments
from our partnering providers to implement the evidence-based approaches outlined in the project toolkit
that will include a commitment to serve specific Medicaid populations. CPAA will monitor this commitment
by tracking progress on project implementation and outcomes for performance metrics. Additionally, CPAA
will ensure providers interested in participating in the Transformation that have a lower than average
Medicaid population commit to increasing their access to the Medicaid population.
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Process for Engaging Partnering Providers That are Critical to the Project’s
Success, and Ensuring That a Broad Spectrum of Care and Related Social
Services is Represented
CPAA engages key partnering providers in the Transformation in various ways. A number of key
implementation partners serve on our project work groups. Work groups consist of individuals from
partnering organizations, including large and small, urban and rural clinical providers that encompass
behavioral health and primary care, social services, community-based organizations, MCOs, and public
health departments.
At work group meetings, we identify gaps in our partner participation by asking our members to identify
missing organizations and individuals to ensure thorough representation from all necessary health and
social service organizations. One method we have employed to identify key service providers yet to engage
is a comparison of RFQ responses received and major Medicaid providers identified in the region. This has
allowed us to make connections with new providers as well as prompt existing partnering providers to
submit a RFQ response for bi-directional care integration.
Additionally, the CPAA Council includes members from different health and social services organizations.
CPAA does extensive outreach to organizations that need to be involved and is asking existing partners,
including our Provider Champions – clinicians who have agreed to assume a leadership role in liaising with
our provider community – to bring other providers to the table that are essential to project success. CPAA’s
approach to governance and project management relies on strong provider engagement. All five work
groups, the Support Team, and the Council include key partners representing different practices and
organizations.
Convening the Care Coordination Workgroup and conducting the RFQ process have already brought
widespread engagement into the design of the project. The Clinical Provider and Consumer Advisory
Groups are additional resources we will continue to use throughout implementation planning, start-up, and
scaling of the project. As we continue working with clinical and social service providers as referral sources
and Care Coordinating Agencies, the variety of organizations involved helps us keep our perspective broad
and focused on the patient experience and outcomes we are working to achieve. As we complete our
current state assessment and select Care Coordinating Agencies for the initial start-up, the Care
Coordination Work Group will identify engagement gaps of social service providers and additional Medicaid
providers that should be included as the project scales up and expands. The Pathways Program Manager
will be responsible for engaging additional providers as necessary.

How CPAA is Leveraging MCO’s Expertise in Project Implementation and
Ensuring There is No Duplication
MCOs have been active participants in the all work groups, the Clinical Advisory Committee, and the CPAA
Council and Board of Directors. MCO representatives have contributed to the identification of regional
health priorities, have provided input into the project planning process, and will continue to be key
partners throughout Transformation implementation. Content experts from MCOs have joined the Care
Coordination Work Group as active members and have made themselves available to CPAA staff for
additional requests for information. CPAA encourages MCO representatives to share developments in their
organizations regarding VBP strategies, moving to fully integrated managed care, and any additional
guidance for working with providers at the clinical level on integrated care.
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MCOs are critical to the success of this project, as we need to ensure payment mechanisms are aligned with
and support our project interventions. All five MCOs that serve our region have participated in the CHOICEled regional health improvement work over the years and, moving forward, we anticipate that the MCOs
will play an active role in the Medicaid Transformation project planning and implementation. This will
ensure there is good coordination between payers, their expertise is leveraged, and duplication will be
avoided.
APPENDIX BB – MCO REPRESENTATIVE AND ORGANIZATIONS

Regional Assets, Anticipated Challenges, and Proposed Solutions
Assets CPAA and Regional Partnering Providers Will Bring to the Project
One of the principal assets CPAA brings to this project is CHOICE’s broad and well-established network of
positive, collegial relationships with clinical providers, community-based organizations, and health plans
developed over more than two decades of community-led health improvement and collective action. In its
project planning and implementation, CPAA can readily build on this strong, trusting foundation.
Partnering providers throughout the CPAA region bring a wealth of knowledge from many different
sectors of health care, urban and rural perspectives, and small clinics to large hospital systems. These
partners have shown consistent engagement in project work groups, advisory committees, and the
council and board of directors.
CPAA and its project partners have brought together significant resources to ensure this project is well
designed and effectively implemented. CPAA’s Care Coordination Work Group convenes a wide variety of
subject matter experts and key stakeholders who have contributed hundreds of hours of in-kind time to the
project. This widespread engagement will ensure Care Coordinating Agencies can easily interact with
referral sources and get to full caseloads early in project implementation. CPAA is also developing
relationships with national experts in the Pathways model to ensure we avoid common pitfalls and have
adequate guidance for implementing the model to fidelity. CPAA is in the process of exploring a contract
with Foundation for Healthy Generations, Pathways Community HUB Institute, and Care Coordination
Systems to provide technical assistance in tailoring the implementation of Pathways to our region, training
care coordinators and supervisors in the Pathways model, successfully completing the rigorous HUB
certification process, and implementing a health information technology platform to support Care
Coordination Agencies and the HUB. CPAA also makes use of the wide variety of data sources available to
inform planning and has partnered with CORE to strengthen our analytical capacity. CPAA has engaged in a
dialog with other ACHs working on the Pathways strategy to learn from their experiences and explore
opportunities to create statewide economies of scale with the infrastructure that will be built for this
project (e.g. training capacity, software platform, contracting with MCOs as payers).

Challenges to Improving Outcomes and Lowering Costs for Target
Population and Strategy to Mitigate Risks and Overcome Barriers
General Challenges and Barriers
All Transformation projects require:


Data: CPAA must have access to timely, accurate data to:
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o

Identify/refine target populations, partnering providers, and interventions, and

o

Monitor the performance of our partnering providers under the Transformation to
determine partner compensation, course correct if milestones and performance
metrics are not being achieved, and conduct continuous quality improvement
efforts.



Health Information Systems: Our partnering providers must have the ability to exchange
information about patients and care plans in order to avoid care gaps and duplication of
services. Currently, there is no consistent standard and/or IT system for information sharing
in our region, especially between providers that serve patients with multiple chronic illnesses
and behavioral health conditions.



Workforce: Our partnering providers must have access to the right workforce to implement
the evidence-based interventions in the chosen project areas. This includes personnel with
the right general professional qualifications, expertise and experience in the project area,
and training in the specific methods and approaches of the chosen interventions. Ensuring
ready access to this workforce is a major concern, especially in rural, under-resourced areas.



Finances: Our partners need to be clear on:
o

Fund flows, i.e., they need to understand when, how, and how much they will be
paid in order to inform their decision-making about investments in the
Transformation.

o

Financial sustainability, i.e., they need to understand what payment mechanisms are
being developed to sustain their investments beyond the Transformation. The
principal barrier in this arena is the fact that the vast majority of purchasing activities
occur in other venues and are controlled by other parties. Most medical purchasing
is conducted by MCOs, while behavioral health services are currently purchased
under the rubric of BHOs.

Project-Specific Challenges and Barriers
In addition to these general challenges and barriers, there are a number of project-specific challenges
and barriers to overcome. The following is a list of selected key challenges and barriers specific to care
coordination:






Complexity: The geographic make-up and inclusion of many distinct communities within the
CPAA region will require a thoughtful approach to scaling and spreading the reach of the project
to ensure we maximize potential impact on the target population for the region as a whole. With
many rural areas with low population density, limited workforce, and large geographical
distances between patients and the services they need, the CPAA region is a complex
environment in which to implement the Pathways model.
Care Coordination Workforce: The existing workforce of community health workers, who the
Pathways model is designed around, is small in the CPAA region. Care coordinators can be
recruited from within the region, but we will need to ensure we have robust training available
since most workers will be new to the role.
Pathways Software Platform: While Pathways can be implemented using paper records for
reporting, it is much more efficient to utilize a sophisticated software platform capable of taking
real-time data from CCAs across the region. Additional software features are desirable to create
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interoperability with other providers’ electronic medical records and other health information
technology that are already deployed across the region.
Sustainable Funding for Pathways: Braiding funding sources to create sustainable funding for
the outcome based payments in the Pathways model is the final major challenge.

TABLE 2B-2 MITIGATION STRATEGIES
Barrier

Potential Solutions

Data

 Partner with CORE, state, and providers to identify/refine target
populations, partnering providers, and interventions (underway)
 Partner with providers and MCOs to obtain close to real-time
provider performance information; explore contracting with a thirdparty data aggregator with data analytics capabilities (underway).

Health Information
Systems

 Partner with state, MCOs, providers, and other ACHs in developing
interoperability between health information systems; expedite
planning for and implementation of clinical integration of behavioral
health.

Workforce

 Invest in training of partnering providers in evidence-based
methods/models
 Explore shared workforce options, e.g., through telehealth

Finances

 Funds Flows: Work with CPAA Finance Committee to clarify funds
flows (underway)
 Financial Sustainability: Work with payers (health plans and state)
to support transition to value-based purchasing; state needs to
adjust contracting w/ MCO who in turn modify provider payment
approaches accordingly
 The Rockville Institute provides a rigorous HUB certification process
that CPAA will follow. This process is designed to mitigate most of
the common challenges HUBs face during start-up.
 Additionally, we will use technical assistance from national
Pathways model and community health worker experts to inform
our planning and implementation.
 We will support community health worker workforce expansion and
training in two phases.
o Initially we will contract to provide training to an initial cohort
of care coordinators provided by experts in the Pathways
model.
o In the second phase, HUB staff will become certified to
provide training in our region and beyond.
 Care Coordination Systems has developed a software platform
specifically for the Pathways model and has implemented it in 44
sites across the nation. We are working with CCS to license their
platform, provided that their product meets the unique needs of our
region and can be secured at a sustainable price point. This includes
efforts to integrate the CCS platform with other large IT systems in
Washington State.

Complexity

Care Coordination
Workforce

Pathways Software
Platform
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Sustainable Funding
for Pathways

 To ensure sustainable funding for outcome-based payments, CPAA
will work with MCOs as partners throughout the Transformation
period to demonstrate the value of the model in producing value for
patients and to negotiate the role of MCOs as payers within the
model. The data generated by the Pathways model will be used to
justify specific levels of outcome-based payment and will create
accountability MCOs can rely on.
 In addition to MCOs, we will work with providers interested in
outcomes for specific Pathways, state agencies, and other potential
payers to develop a robust braided system of sustainable funding.

Monitoring and Continuous Improvement
Plan for Monitoring Project Implementation Progress, Including Addressing
Delays in Implementation
CPAA will implement a rigorous project monitoring approach to implementation of the project. The same
approach will be employed across the entire portfolio of projects. The same approach will be employed
across the entire portfolio of projects. This includes entering into contracts that clearly spell out partnering
providers’ responsibilities, including reporting requirements, and supports CPAA can offer as well as
employing project planning software and tools to lay out required deadlines, key tasks, subordinate tasks,
and milestones. Each project implementation plan will define critical paths and key dependencies. Key
indicators will be determined for each project area that will serve as an early warning system to detect
when implementation challenges are encountered. A monthly performance dashboard report will compare
actual performance of key indicators against targets within and across all project areas. This will allow the
project managers as well as the CPAA Support Team, which includes the chairs of each project work group,
to identify both implementation problems and early wins.
CPAA has hired dedicated support staff for each project area (project managers). It is the responsibility of
the project managers to stay in close contact with all partnering providers in their respective project area.
Specifically, the project managers are responsible for:


Identifying support needs of partnering providers throughout the duration of the Transformation;



Serving as subject matter experts for partnering providers or, if additional expertise is required,
identify and facilitate external subject matter experts providing enhanced technical assistance to
partnering providers; and



Monitoring overall partnering provider performance toward milestones and performance metrics
(see below for details).

Project implementation monitoring is closely tied to performance monitoring of partnering providers. The
next section of the project plan discusses in detail how CPAA will monitor the performance of individual
partnering providers. The data reporting and analytics tools used to hold individual partnering providers
accountable to agreed upon deliverables will provide CPAA also with a clear sense about the project’s
overall implementation progress, as individual provider performance data rolls up into a region-wide
performance summary. See next section for details.
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Plan for Monitoring Continuous Improvement, Supporting Partnering
Providers, and Determining Whether or Not CPAA is on Track to Meet
Expected Outcomes
CPAA will set up a progressive implementation and performance monitoring structure with tiered
interventions up to termination of partnering provider contracts. This will include regular meetings with
our partnering providers to assess implementation progress and challenges. If project implementation
progress becomes questionable or is delayed, the project manager will inform his or her immediate
supervisor (Clinical Director or Care Coordination & Educational Programs Director) of the concern. The
senior project management team will assess the severity of the situation. When possible, we will seek to
mitigate the risk or delay by providing technical assistance to help the partnering provider/s to get back on
track. This will include seeking advice from clinical experts, including Provider Champions serving on the
CPAA Clinical Provider Advisory Committee. The partnering provider and CPAA will agree on an action plan
(Performance Improvement Plan) to resolve the issue or renegotiate the contract deliverables, if
necessary. In severe cases or if the technical assistance does not correct the problem, we will escalate the
issue to our Clinical Provider Advisory Committee for a more comprehensive review. The committee may
identify additional problem solution strategies, ask our Provider Champions to intervene, help access
additional external technical assistance resources, or engage other key stakeholders in addition to affected
providers to remedy the cause of delays. If the problem cannot be resolved, is of a major magnitude or
involves key partners that serve large numbers of Medicaid beneficiaries, the CPAA Council and Board will
be informed. The board will make the final decision about modifying or terminating contracts with
partnering providers.
Access to timely and relevant data will be critical to our ability to monitor project implementation and
support continuous improvement. Measurement is an integral part of quality improvement. We will enter
into a contract with each partnering provider that will detail the provider’s responsibilities, including the
nature and scope of investments to be made; implementation of the key components of each selected
approach; adherence to project guidelines, policies and procedures, and protocols; the target population(s)
and any geographic sub-regions on which the interventions will be focused; reporting requirements
(milestones and outcome metrics as well as frequency of reports); participation in peer learning
collaboratives; and payment modalities.
Partnering providers will be required to submit performance information monthly. We are exploring
utilizing the Washington Hospital Association’s (WSHA) updated QBS business intelligence system to
capture and analyze provider data that is not already reported through other systems. Our goal is to place
minimal reporting burdens on our partnering providers while providing CPAA with an effective
performance monitoring tool that provides us with timely performance data, so that we can actively
monitor and track partnering provider performance. QBS is easy to populate by our partners (including
automated data uploads) and easy for us to analyze (inbuilt reporting tools, including comparison of actual
achievement against goals, trend information over time, and comparative performance evaluation across
providers). We plan to augment this information system through less frequent region-wide data reports on
key regional performance measures, including claims-based data. The latter may require us to contract
with a third party data aggregator with sufficient data analytics capability to validate and augment the
performance information reported by our providers through the QBS system.
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CPAA will be using data from the above sources and analytical tools to issue regular reports to participating
providers. These reports will serve two purposes: 1) inform providers on where to target their efforts; and
2) advise providers on progress toward meeting required objectives. For example, if a provider is working
to reduce readmissions, CPAA will need to advise practices on clients with high hospital admission rates
and clients with conditions that put them at high risk for readmission. This will enable provider practices to
proactively engage these clients and provide care and patient education interventions to reduce the
incidence of readmissions. Second, CPAA will need to report to provider practices their overall progress on
meeting the required metrics for each project. For example, CPAA will need to monitor hospital utilization
to determine readmission rates and will need to correctly associate individual clients with responsible
practices. CPAA or its designated partner will provide regular reports (e.g., quarterly) to providers for this
purpose.
In general the reports will be issued to the providers monthly based on data submitted by the
providers via the QBS system per their contractual reporting requirements and, when available,
region-wide data reports. However, if providers submit performance information more frequently,
they will have the ability to access reports more frequently than monthly. This may be an option in
particular for larger facilities that can take advantage of automated data uploads. We will explore
the feasibility of automated data uploads for all partnering providers regardless of organization size.
However, at this time, to balance our need for timely performance information on the one hand,
with a manageable reporting burden on the other hand, to ensure provider buy-in and participation,
we anticipate requiring monthly performance reports from our implementation partners.
The reports provided by CPAA to partnering providers will include both outcome measures defined
by HCA within the Medicaid Transformation Project and intermediate measures (process measures
and milestones) to track progress toward desired outcomes. Given the nature of some of the
intermediate measures, e.g., number of providers trained, number of guidelines implemented, etc.,
requiring reporting more frequently than monthly may add little value.
The reports will compare each provider’s performance against agreed upon targets and across
providers (comparative performance information) through charts and tables, including trendline
charts. This will provide vital performance feedback to our implementation partners and allow CPAA
to identify leading and lagging providers.
As detailed above, when a provider or a group of practices is not making adequate progress on
meeting key milestones and metrics, CPAA will reach out to the provider in question and develop a
plan of action with the provider to remedy identified gaps or barriers. For example, CPAA and the
provider might agree to additional workforce training to assure best practices are fully employed
in working with the target population.
We may also partner lagging providers with leading ones to spur the dissemination of best practices
and support rapid cycle performance improvement.
In addition to these monthly performance reports, CPAA program staff and clinical experts (e.g.,
clinical provider champions, contracted clinical TA providers, etc.) will obtain real-time partnering
provider data by working with providers on continuous quality improvement. Supporting providers
in using their own data to drive quality improvement using the clinic’s EHR will allow our
implementation partners to monitor day-to-day progress toward goal achievement in real time.
Similarly, providers will have access to real-time data linked to emergency room utilization through
the Emergency Department Information Exchange (EDIE). PreManage, which builds on the EDIE
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system, provides certain care coordination information for ED high-utilizers in real time. We will
have to explore to what degree this information is available for “rising risk” populations, a likely
target population for our care coordination efforts, and whether CPAA can gain access to these
clinical data sets. Through the Pathways HUB, CPAA will have access to real-time data for individuals
whose care is coordinated through the HUB and its community-based care coordination partners.
We plan to use the expertise of our clinical providers and MCO partners to explore the feasibility
of utilizing the above-mentioned tools, as well as identifying other resources, to augment the
monthly provider performance reports. It may be that collecting data more frequently than
monthly may not be useful for the types of performance metrics required to monitor ongoing
provider performance, as opposed to guiding program interventions that will benefit greatly from
access to real-time data. For instance, an EDIE data stream can help identify our target population,
so that we can triage or reach out to those individuals and provide direct services without delay. A
monthly report would be sufficient to show how many members of our target population were
seen in the ED that month and if ED utilization is changing over time.
Additionally, CPAA will convene all partnering providers once per quarter to participate in a peer learning
collaborative. Partnering providers will have the opportunity to share successes as well as to raise
implementation challenges that the partners can then engage on jointly to resolve. Likely, these meetings
will result in the identification of additional technical assistance needs of partnering providers, on which
CPAA will follow up accordingly. This learning collaborative will provide an important peer support function
to our partnering providers and prove essential for the continuous improvement of our project.

Plan for Addressing Strategies That are Not Working or Not Achieving
Outcomes
A similar approach will be used to assess overall progress of project initiatives and the efficacy of strategies
within those initiatives. CPAA will use its quarterly performance reports along with semi-annual reports
provided by the state with key metrics to determine whether the project initiative as a whole is on track
and/or whether specific strategies within project areas are working as intended.
If the reports indicate that one or more strategies within the project area are not working, CPAA will
convene key stakeholders to assess the reasons for the lack in effectiveness. This will include partnering
providers, Provider Champions (Clinical Provider Advisory Committee), consumers (Consumer Advisory
Committee), and subject matter experts (e.g., technical assistance providers). Based on this analysis, a
recommendation will be made whether to continue the strategy in question with a revised approach or
whether to discontinue the strategy in favor of a different one. The decision to change the approach or
pursue a different strategy altogether rests with the CPAA Board based on a discussion and
recommendation by the CPAA Council. However, given their key implementation role, any decision to
change elements of a strategy or switch out an entire strategy will require the consent of our partnering
providers. It may also require the approval of the state. If the CPAA Board authorizes a different approach
or strategy, the project implementation plan will be revised accordingly and CPAA will enter into a new or
revised contract with partnering providers as the case may be.
Similarly, if the reports indicate that an entire project initiative is not achieving desired outcomes, CPAA
will convene partnering providers, Provider Champions (Clinical Provider Advisory Committee), consumers
(Consumer Advisory Committee), and subject matter experts (e.g., technical assistance providers) to
analyze why the initiative is not effective. Every effort will be made to explore whether adjusting program
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elements or switching out certain strategies may lead to goal accomplishment. This may include consulting
with other ACHs that work in a similar project area and are achieving success.
If the group believes changes to the project initiative will rectify the performance problem, a
corresponding recommendation will be made to the CPAA Council, which will then discuss the matter and
make a recommendation to the CPAA Board (board membership overlaps the council). Final decisionmaking rests with the board. As with switching out a specific strategy or changing a project approach
within a project area, any such change requires the consent of our partnering providers that will need to
implement the revised set of strategies. State approval may also need to be obtained. Assuming everyone
approves the revised strategies, a detailed revised implementation will be developed with clear
milestones, performance metrics, etc.
If, however, the group of key stakeholders concludes that the project initiative is irreparably
compromised and no change in strategies will likely lead to success, a recommendation to
discontinue the work in the project area altogether will be made to the CPAA Council. The Council
will discuss the matter and make a recommendation to the CPAA Board, which will make the final
decision.

Project Metrics and Reporting Requirements
Attest that the ACH understands and accepts the responsibilities and requirements for reporting on all
metrics for required and selected projects. These responsibilities and requirements consist of:



Reporting semi-annually on project implementation progress.
Updating provider rosters involved in project activities.

YES
X

NO

Relationships with Other Initiatives
Attest that the ACH understands and
accepts the responsibilities and requirements of identifying initiatives that partnering providers are
participating in that are funded by the U.S. Department of Health and Human Services and other relevant
delivery system reform initiatives, and ensuring these initiatives are not duplicative of DSRIP projects.
These responsibilities and requirements consist of:





Securing descriptions from partnering providers in DY 2 of any initiatives that are funded by the U.S.
Department of Health and Human Services and any other relevant delivery system reform initiatives
currently in place.
Securing attestations from partnering providers in DY 2 that submitted DSRIP projects are not
duplicative of other funded initiatives, and do not duplicate the deliverables required by the other
initiatives.
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If the DSRIP project is built on one of these other initiatives, or represents an enhancement of
such an initiative, explaining how the DSRIP project is not duplicative of activities already
supported with other federal funds.

YES
X

NO

Project Sustainability
CPAA Strategy for Long-Term Project Sustainability and Impact on
Washington’s Health System Transformation Beyond the Demonstration
Period
There are a number of factors that make it highly likely that our region will be able to sustain this project
and provide lasting impact on Washington’s health system transformation beyond the Transformation
Project period:
1. The Pathways program will create lasting benefits that extend beyond the period of the
Medicaid Transformation. The HUB will establish braided funding that creates a lasting revenue
source for Care Coordinating Agencies and a clear value proposition for payers that seek to
purchase care based on value rather than volume. The HUB will also establish a robust data
platform that produces more detailed information about gaps in the overall system of care that
will inform future regional planning. The Pathways model will expand the employment of care
coordinators across the region, creating new job opportunities that can often be filled by
people without advanced degrees and who share the same lived experiences as the clients
being served. Additionally, clients of Pathways will receive help reducing a wide variety of risk
factors in their lives, leading to less likelihood of needing help after exiting Pathways services.
2. CPAA and CHOICE have a proven track record of developing innovative projects with pilot
finding and then developing ways to sustain these efforts into the future. Key to our success
has been our ability to demonstrate to stakeholders, including payers, clinical providers, public
health, and community-based organizations, that the project has enabled the stakeholders to
achieve efficiencies, improve outcomes, or avert future costs. Recent examples of such projects
include the Youth Behavioral Health Care Coordination Project, Youth Marijuana Prevention
and Education Project.
3. As detailed above, in the course of this project, important investments into our region’s health
system transformation will be made that provide lasting benefits. The improvements to key
health information systems; the expertise gained and skills built by training our partnering
providers’ workforce; the deep changes made to the workflows and business practices of our
partners in the course of this project; and the partnerships built and strengthened through the
collaborative planning and implementation of this project all combine to ensure that the
improvements resulting from project initiative will be ongoing and sustained by our partners.
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4. The HUB will create a sustainable financial structure for operation of the Pathways model
during the Transformation period. We will bring together a diverse group of payers to create
braided funding that pays for client outcomes. During the Transformation period, we will use
earned DSRIP dollars to help care coordinating organizations build their capacity, enabling them
to move to full VBP by the end of the Transformation period.
5. Our region will explore whether to establish a regional utility to make it possible for smaller
agencies, especially social service providers, to bill Medicaid or be reimbursed for services
rendered to Medicaid beneficiaries. Currently, many small providers are not equipped to
administer Medicaid billing and reimbursement due to high administrative burden and costs,
which limits their ability to provide services to the Medicaid population. CPAA may serve as a
regional back office for small providers to handle Medicaid billing and reimbursements, thereby
not only removing a major barrier to provider capacity expansion in our region, but also
providing a stable funding source for the Pathways Hub.
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SECTION II: PROJECT-LEVEL: Transitional Care
Menu of Transformation Projects
Domain 2: Care Delivery Redesign
☐ 2A: Bi-Directional Integration of Physical and Behavioral Health through Care Transformation
(required)
☐ 2B: Community-Based Care Coordination
X 2C: Transitional Care
☐ 2D: Diversions Interventions
Domain 3: Prevention and Health Promotion
☐ 3A: Addressing the Opioid Use Public Health Crisis (required)
☐ 3B: Reproductive and Maternal and Child Health
☐ 3C: Access to Oral Health Services
☐ 3D: Chronic Disease Prevention and Control

Project Selection & Expected Outcomes
Abstract
Our health care system is highly fragmented, resulting in poor transitions of care and reduced health
outcomes as patients struggle to navigate a confusing health system. Care for individuals with complex
health needs, who require assistance from multiple service systems (medical, behavioral health and social
services) is a significant challenge in this fragmented system. This is of particular concern for individuals
suffering from mental health and chemical dependency issues who require cross-sector assistance. Regionwide, emergency department utilization is still higher than the state average (57 visits per 1,000 member
months, compared to 51 visits statewide)47. We are aiming to improve transitions of care by implementing
Intervention to Reduce Acute Care Transfers, Transitional Care Model, The Care Transitions Intervention,
and Care Transitions Interventions in Mental Health set forth in the Medicaid Transformation Project
Toolkit to reduce unnecessary emergency department visits and readmissions. We aim to improve care
transitions so that community members are getting the right care in the right place at the right time.

Project Description and Justification
Justification for Selecting Project and How It Addresses Regional Priorities
Effective transitions of care play a pivotal role in health care systems for improving health outcomes,
reducing hospital readmissions, and reducing avoidable health care spending. There are numerous
potentially preventable causes of hospital readmissions such as poor planning for care transitions,
failure to ensure patients understand medication guidelines, premature discharges, and ineffective
communication between hospital staff, patients and caregivers.48 Poor transitions of care, especially in

47
48

Healthier Washington Dashboard
(Theresa Viggiano, 2012)
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community outpatient settings, are a major driver of costly emergency department visits and hospital
readmissions that could have been avoided. Improving transitional care services is necessary for health
system transformation and will reduce burdens in multiple health care settings including emergency
departments, outpatient clinics, and psychiatric settings.
Transitional care has been a focus for aligned action among health care providers in the CPAA region for a
number of years. Led by CHOICE Regional Health Network, the organization providing administrative
support to CPAA, our region has worked on improving transitions of care in community settings. The goal is
to improve connections between different care systems that are currently highly fragmented, including
acute care, behavioral health, primary care, home health and other social support services, such as housing
and transportation assistance, through standardized practices and procedures that support successful
transitions. Our region has identified the drivers of poor care transitions and developed a regional action
plan for improving transitions of care with key health care providers and payers.
The action plan includes five major action areas that need to be addressed in order to achieve better health
outcomes for patients, avoid preventable emergency department visits and hospital readmissions, and
reduce health care costs:
1. Target the intervention: Implement and apply a systematic screening in each hospital to
determine the risk of hospital readmission for all patients admitted and target the transitions
intervention at high-risk patients.
2. Identify key care providers: For identified high-risk patients, determine, document and
appropriately share key contact information with a focus on caregivers, primary care providers,
and care coordinators/case managers who have a close relationship with the high-risk patient.
Where available, involve the Pathways HUB care coordinator.
3. Notify key care providers: Contact primary care providers and other key care providers of highrisk patients as soon as possible after hospital admission to facilitate comprehensive care
planning and care plan sharing.
4. Coordinate transitions: Carry out warm handovers of high-risk patients from the hospital to
primary care or another medical provider willing to assume care, including timely access to
clinical records from the hospital stay.
5. Activate patients: Inform and involve in discharge and transitions care coordinators/case
managers who can effectively assists a high-risk patient’s safe transition and engagement with
necessary aftercare due to their existing working relationship with the patient.
The importance of improved transitional care was confirmed when CPAA conducted a regional health
needs assessment and identified five shared regional health needs as the collaborative’s focus areas:
improving healthcare access (provider capacity), improving care coordination and integration, preventing
and managing chronic disease, mitigating adverse childhood experiences, and enhancing educational and
economic opportunities. The first three strategic action areas in particular are central to improving
transitions of care.
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How Project Will Support Sustainable Health System Transformation for
the Target Population
The Transitional Care Project will support sustainable health system transformation for the selected target
population/s by adopting a multi-agency care team approach that is patient centered and focuses on
coordinating activities between different care parties around a shared care plan. This will require (1)
targeted investments in the capabilities of our partnering providers to exchange relevant care information
in a timely manner, (2) changes in partnering providers’ workflows, business practices, and staffing patterns
to support team-based care, (3) awareness of other care parties and the capacity to build strong working
relations among the multi-agency care team, and (4) payment mechanisms that support care coordination.
All of these changes are strongly connected with our Care Coordination Project 2B and will be supported by
the implementation of the Pathways model. Once these investments have been made, new capabilities
have been developed, and practice changes have been implemented, they will become permanent, as the
care systems have become permanently reoriented to these new norms and standard processes and
procedures.
CPAA has a proven track record of transitioning pilot projects, similar to this one, to ongoing programs in
the region. This has been accomplished by demonstrating effectiveness and cost-effectiveness to
participating providers, who then maintained funding for these efforts on a continuing basis. CPAA will
apply this approach to assure sustainability of transitional care improvements post-Transformation.

How CPAA Will Ensure Project Coordinates With and Doesn’t Duplicate
Existing Efforts
Improving transitional care depends vitally on establishing a coordinated approach across currently
fragmented care systems. Thus, the transitional care strategy is linked closely with behavioral and physical
health integration, care coordination between multiple delivery systems, and diversion interventions. The
CPAA partners who have been involved in project planning acknowledged this interdependence repeatedly.
As a result, four work groups that initially met independently to address their respective project areas
(behavioral health integration, community-based care coordination, transitional care, and chronic disease
prevention and control) soon came together and have since met as one integrated Domain 2 Work Group.
While CPAA is submitting separate project plans per the Project Plan submission guidelines, by design and
necessity, our project proposals are interlinked, coordinated with each other, and mutually reinforcing.
CPAA is taking great care to build upon our region’s collective work to improve transitions of care and avoid
duplicating existing efforts and capacity. This is in keeping with one of CPAA’s foundational principles,
namely to build upon existing assets and capacities in the region, and strengthen existing infrastructure and
care systems to the greatest extent possible. Therefore, one of the first implementation steps in this
project area will be an update of past assessments of our partnering providers’ existing care systems and
capabilities relating to care transitions. In this assessment, we can build on similar inventories compiled
over the past few years and our deep knowledge of existing care capabilities in our region due to CHOICE’s
health care improvement work over the last two decades. With a broad range of partner relationships in
place across the region, we anticipate being able to complete this analysis quickly.
CPAA began taking stock of project areas in which participating providers are planning to implement
interventions by opening a Request for Qualifications (RFQ) process that prompted providers to describe
new project ideas, how new projects will avoid duplicating efforts, and which partners are working in
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collaboration. It has been well-communicated through project work groups and correspondence with
partners that Transformation funding can only be used for new projects and/or enhancing current projects.
To date, we have received 38 RFQs in total, and 11 of those pertain to the transitional care project area
(see Appendix P).
Additionally, CPAA developed a landscape analysis of major Medicaid providers and payers, as well as
public health departments in the region (see Appendix V). For providers, this includes dental, primary care,
FQHCs, hospitals, and major health systems. The purpose of this assessment is to better understand who
the major stakeholders are in the CPAA region, who is already engaged in the Transformation projects, and
who CPAA still needs to engage in the Transformation work. During a review of this tool by the CPAA
Council and Domain 2 Work Group, a number of key providers yet to be engaged were identified. To
populate this tool, we used Provider data supplied by HCA and included providers who collectively served
approximately 90% of Medicaid beneficiaries in 2016. By analyzing the provider landscape, CPAA is able to
facilitate new partnerships between providers, keep track of individual provider initiatives, and create new
tools to monitor existing project efforts. CPAA is well-positioned to develop oversight, monitoring, and
continuous quality improvement (CQI) mechanisms to assure timely implementation of project
interventions, and promote fidelity to evidence-based practices that do not duplicate efforts.
APPENDIX P – REQUEST FOR QUALIFICATIONS SUMMARY
APPENDIX V – MAJOR MEDICAID PROVIDERS

Anticipated Project Scope
Anticipated Target Population
According to the project toolkit, the broad target population for the Transitional Care project are Medicaid
beneficiaries in transition from intensive settings of care or institutional settings, including beneficiaries
discharged from acute care to home or to supportive housing, and beneficiaries with SMI discharged from
inpatient care, or clients returning to the community from prison or jail.
CORE has conducted an analysis for CPAA that highlights sub-regions and subgroups with poorer health
outcomes or more limited access to services (see Appendix B). CPAA reviewed these findings with the
project work groups and asked members to identify additional subgroups and sub-regions for further
consideration. The work group identified the following list of potential target populations for this project:
people who are homeless, those without a PCP using the ED as their main access point for care, dual
eligible Medicaid and Medicare beneficiaries, individuals who are frequent users of emergency
departments, urgent cares, or inpatient hospitalizations, individuals involved with the juvenile justice
system, and isolated, rural communities.
Using available data, we anticipate that this project could reach up to 90,298 Medicaid beneficiaries with
the following diagnoses:

49



38,900 individuals with at least one chronic condition;



12,100 individuals with a substance use AND mental health diagnosis;49

HCA Cat 1 BH and CC data file
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39,298 individuals diagnosed with serious mental illness (SMI)50

We will refine the specific target population(s) for this project area during implementation planning to
include populations for plan all-cause 30-day readmissions, avoidable ED utilization, psychiatric inpatient
30-day readmission, and others. This will include an assessment of target populations identified in other
project areas in an effort to align project interventions across our entire project portfolio to the greatest
extent possible and achieve maximum synergies and impact. The total number of patients reached will
continue to be refined as we establish formal commitments with providers in DY2, Q2.
APPENDIX B – RHNI_CORE MEMO AND DATA SUMMARY

Involvement of Partnering Providers
CPAA has established a work group comprised of key providers and other stakeholders from throughout
the region to plan and develop the Transitional Care project. In establishing the work group, CPAA was able
to draw upon a large and diverse group of clinical and social service providers from within the region that
had previously implemented transitional care programs at their organizations.
CPAA is keenly aware that we need to engage the right providers in order to meet our region’s
Transformation goals. With that in mind, CPAA has conducted three efforts to identify partnering providers:
1) a Request for Qualifications (RFQ) to identify and engage partnering providers; 2) a table that includes
providers who served approximately 90% of Medicaid beneficiaries in 2016; and 3) a table that includes
community-based organizations and social services in each county that have been engaged (see Appendix
W).
The analysis of the largest Medicaid providers in the CPAA region by CORE is being used to systematically
approach and engage key Medicaid providers that serve large numbers of Medicaid beneficiaries but have
not yet responded to the RFQ. As CPAA finalizes the selection of specific target populations, we will further
refine this analytical tool to identify those key Medicaid providers that serve our prioritized project target
populations, especially those in prioritized sub-regions (e.g., Cowlitz, Lewis, Grays Harbor, Mason, Pacific,
and pocket areas of Thurston counties).
In order to meet our region’s transformation goals, CPAA will need to engage not only the main Medicaid
providers in our region, but also key social services providers that will have an impact on the metrics and
success of care transitions improvements. While our initial analyses and outreach focused on medical and
behavioral health providers, we are now reaching out to other provider types, such as skilled nursing
facilities, nursing homes, area agencies on aging, criminal justice partners, emergency medical services,
DSHS community service offices, local public health, Tribal and Indian Healthcare Providers, and other
community-based organizations. It is important that we focus on whole-person care to address transitional
care needs to truly make transformational, sustainable change. During the project implementation planning
phase, CPAA will expand this outreach to partnering providers to include these and other service agencies,
and we will make explicit connections to other Transformation project areas, such as community-based
care coordination, behavioral health care integration, reproductive and maternal/child health, and the
opioid response projects.

50

DSHS ACH Profiles. (FY 2016) https://www.hca.wa.gov/about-hca/healthier-washington/data-dashboard
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CPAA confirms all partnering providers listed in the Partnering Provider tab of the ACH Project Plan
Supplemental Data Workbook expressed interest in serving as a partnering provider. All partnering
providers referenced submitted responses to CPAA's RFQ. For a complete list of responses to the RFQ,
please see Appendix P, "Request for Qualification Summary".

APPENDIX W – COMMUNITY BASED ORGANIZATION TABLE

Level of Impact
Care transitions need improvement across the seven-county region. Our region has worked to strengthen
transitional care in community settings for a number of years already. With a 12 percent all-cause
readmission rate, the CPAA region is lower than the statewide average (15%), demonstrating we are
making progress through our collective efforts. However, our analysis of available data points to certain
geographic sub-regions requiring heightened attention because of, for instance, their elevated ED
utilization. Region-wide, emergency department utilization is still higher than the state average (57 visits
per 1,000 member months, compared to 51 visits statewide), and there are significant variations within
CPAA. For instance, ED utilization is highest in Mason and Grays Harbor counties, with 73 and 71 visits per
1,000 member months, respectively (Oct 2015 – Sept 2016, Healthier Washington Data Dashboard), and
16% of ED visits are considered potentially avoidable for adults 18+ (compared to 15% statewide).
Potentially avoidable ED visits for children in our region are also highest in Mason County at 26%.51 Thus,
we anticipate that special emphasis will be placed on targeting our interventions at those geographic areas
within our region while ensuring that the project is implemented across the region. By focusing on subpopulations and subgroups with the greatest health disparities, we will maximize the level of impact for
Medicaid beneficiaries and reduce county metrics to match state averages.
Similarly, our ongoing analysis of potential target populations for this project area is leading us to specific
communities within our region where members of the prioritized target population reside in larger
numbers. While it is too early for us to determine with certainty at this time in our project planning which
communities will require special attention based on the chosen target population/s, we anticipate that this
will become clear during our project implementation planning. If the data shows a specific ethnic group or
community has disproportionately higher hospital admissions, CPAA will target those populations who are
at highest risk.

How CPAA Will Ensure Health Equity is Addressed in the Project Design
As per the discussion above, our data analysis points us toward certain target populations and geographic
focus areas in the transitional care project. In keeping with the CPAA’s broader values, our work groups
explicitly considered health equity as a guiding principle. Specifically, the identification of potential target
groups in this project area was guided by an analysis of mortality data by census tracks as a proxy measure
for health disparities. Our project work group carefully considered this information by overlaying mortality
data with other health statistics, which led to the identification of the preliminary target populations above.
We are engaging consumers in our region to help with the identification and selection of the right target
population/s for this and our other project areas. In late October, we began to vet the work of the project

51

Healthier Washington Data Dashboard.
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work group through a conversation with consumers from throughout the seven-county region coming
together within the CPAA Consumer Advisory Committee. This will continue in the coming weeks and
months as we work with this committee more closely and seek to engage consumers in the project
implementation planning through surveys and community meetings.
We are consulting with our Tribal partners, some of whom have been involved in our work groups, to
ensure that health equity is thoroughly considered in our project planning and implementation. For
instance, we recently met with the health director of the Nisqually Indian Tribe to learn about the Tribe’s
greatest health needs. As a result of these ongoing consultations, the list of priority target populations and
interventions may change, reflecting more fully health equity considerations.
Finally, in keeping with CPAA’s commitment to adopt a health equity lens in our planning and
implementation of our project portfolio, we are equipping our project partners with information and
practical tools to help them keep health equity considerations front and center. For instance, we have used
our monthly shared learning sessions at CPAA Council meetings to conduct health equity trainings, and we
are developing a decision-making aid that our council, board, and work groups will use to integrate health
equity consideration into their decision-making formally.

Project’s Lasting Impacts and Benefit to the Region’s Overall Medicaid
Population
The investments in this project area will generate lasting impacts in a number of ways:
1. Workforce: We anticipate making targeted investments in the workforce of our region as part of
this project. This will include training partnering provider personnel in evidence-based strategies,
such as the Coleman Method, INTERACT, etc. Once partnering providers have been trained, the
expertise gained and the capacity built through these trainings will be available indefinitely as a
resource to our partnering providers and region.
2. Changes at the Practice Level: Similarly, we anticipate our partnering providers will make
structural changes in their business practices, staffing configurations, and workflows to conform to
the evidence-based models and strategies associated with the chosen interventions. Once these
changes have been made, they will be “hard-coded” into the service delivery infrastructure
(processes and procedures) and provide lasting benefits beyond the Transformation project
period. For instance, through this project, we anticipate that primary care providers will adopt a
standard scheduling practice of keeping appointment slots open every day for unexpected followup appointments with high readmission risk patients.
3. Health System Infrastructure: This project includes targeted investments in the ability of our
partnering providers to communicate with each other and exchange relevant patient information.
The exact nature of these investments will be determined during implementation planning and
will, in part, depend on investments the state is going to make in Health Information Exchange
systems. Regardless, once these infrastructure investments have been made, they will provide
benefits into perpetuity for our region to improve transitions of care specifically and care
coordination in general.
4. Partnerships: Through this project, partnering providers will learn what community resources and
services are available in the region to which they can turn and refer patients in need of social
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supports and other wrap-around services. Once awareness about available community resources
has been raised and interagency relationships have been established, these essential communityclinical linkages will be permanent and provide lasting benefits.
5. VBP: In part, the permanence of the transformation of partnering providers’ infrastructures,
systems and behaviors depends on sustainable payment mechanisms that carry this change into
the future beyond the Medicaid Transformation Project. The state’s commitment to changing its
healthcare purchasing from fee-for-service to value-base care will be a major supporting strategy
for sustaining the CPAA’s investments in a transformed healthcare delivery system through the
investment areas outlined above.
In sum, a number of mutually reinforcing mechanisms will ensure that the benefits of our investments in
improved transitional care will not be limited to the five-year Medicaid Transformation performance
period.
While our investments in this project area will be targeted at specific target populations as a subset of
Medicaid beneficiaries, the workforce trained, the workflows established, the infrastructure built, the
partner relations established, the financing mechanisms put into place, and the overall synergies
harnessed, are not exclusive to these prioritized populations. Rather, they will benefit all populations,
including the entire Medicaid population.

Implementation Approach and Timing (Supplemental Workbook Tabs)
See 2C Implementation Approach tab in ACH Project Plan Supplemental Data Workbook for a brief
description of how CPAA will accomplish each set of project milestones in State 1, Stage 2, and Stage 3.

Partnering Providers (500 words + Supplemental Workbook Tabs)

How CPAA Has Included Partnering Providers That Collectively Serve a
Significant Portion of the Medicaid Population
CPAA is well positioned to bring major partnering providers in the region together to create collective
impact. A principal asset in this engagement process is the well-established provider relationships CHOICE
has cultivated over the last two decades; a number of key Medicaid providers are members of CHOICE,
including two of the region’s three Federally Qualified Health Centers (Valley View Health Center and Sea
Mar) and all of the region’s hospitals in five of the seven counties covered by CPAA, including our largest
tertiary hospital, Providence St. Peter Hospital. From the beginning, CPAA has included a broad range of
providers in its work across our seven-county region, including providers that collectively serve a significant
portion of the Medicaid population.
CPAA convened a Transitional Care Work Group and has been meeting at least monthly to collect
information and design the project plan. The work group includes representatives from mental health,
substance abuse treatment, and primary care organizations from every county in the region. Members
have played an active role in project design and the development of this application and are fully engaged
in the Transitional Care project.
To ensure a significant portion of the Medicaid population will be served in this Transformation, CPAA
partnered with CORE to analyze provider claim data provided by the HCA to develop a landscape analysis of
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the major Medicaid providers and payers as well as public health departments in the CPAA region. This list
has been cross referenced with RFQ responses received from partners to ensure a significant portion of
Medicaid recipients can be reached through the partners engaged in each project.
For providers, this includes dental, primary care, FQHCs, hospitals, and major health systems. The purpose
of this assessment is to better understand who the major stakeholders are in the CPAA region, who is
already engaged in Transformation projects, and who still needs to be contacted to engage. To populate
this tool, we used Provider data supplied by the HCA and included providers who collectively served
approximately 90% of Medicaid beneficiaries in 2016. By analyzing the provider landscape, CPAA can
engage and connect stakeholders with the goal of creating new partnerships and coordinating intervention
efforts. The CPAA is well positioned to facilitate new partnerships between providers, keep track of
individual provider’s initiatives, and create new tools to monitor existing project efforts.

Process for Ensuring Partnering Providers Commit to Serving the Medicaid
Population
As previously mentioned, CPAA conducted a Request for Qualifications (RFQ) prompting providers to
describe the target population and estimated number of Medicaid lives served. This preliminary
information is a first step to understanding what Medicaid populations providers intend to serve, which in
turn helps to inform our conversation about choosing specific target populations.
In order to secure formal commitments for participation from implementation partners, CPAA will define
the specific scope of work for each partnering provider (what and where will investments be made);
reporting requirements of partnering providers (what measures and how frequently will reports be made);
and payment of partnering providers (how much and when payment occurs). Partnering providers will only
commit to participating in the Transformation if they are clear on expectations and can assess the risks and
rewards of their participation. CPAA will work with its Finance Committee and TA partners (e.g., Health
Management Associates, Manatt, etc.) to establish the necessary payment framework. CPAA will work with
its project work group to clarify the scope of work of prospective partnering providers. CPAA will utilize its
Support Team to assess partnering providers' scope of work across project areas. CPAA looks at the
Transformation projects as an integrated project portfolio; hence, our partnering providers will be asked to
engage in integrated project initiatives, rather than discreet, stand-alone projects. We are confident that
partnering providers will be able to make a firm commitment to participating in the Transformation once
they have a full understanding of their implementation role across the entire project portfolio.
In DY 2, we will secure formal commitments from our partnering providers to implement the evidencebased approaches outlined in the project toolkit that will include a commitment to serve specific Medicaid
populations. This will include entering into formal contracts with partnering providers. CPAA will monitor
this commitment by tracking progress on project implementation and outcomes for performance metrics.
Additionally, CPAA will ensure providers interested in participating in the Transformation that have a lower
than average Medicaid population commit to increasing their access to the Medicaid population.

Process for Engaging Partnering Providers That are Critical to the Project’s
Success, and Ensuring That a Broad Spectrum of Care and Related Social
Services are Represented
CPAA engages key partnering providers in the Transformation in various ways. A number of key
implementation partners serve on our project work groups. Work groups consist of individuals from
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partnering organizations, including large and small, urban and rural clinical providers that encompass
behavioral health and primary care, social services, community-based organizations, MCOs, and public
health departments.
We are systematically reaching out to key Medicaid providers that have neither participated in the project
planning so far, nor responded to the RFQ to ensure that they are aware of this project and engage in the
project planning and implementation going forward. A principal asset in this engagement process is the
well-established provider relationships that CHOICE Regional Health Network (which supports the CPAA
administratively) has cultivated over the last two decades. A number of key Medicaid providers are
members of CHOICE, including two of the region’s three Federally Qualified Health Centers (Valley View
Health Center and Sea Mar) and all of the region’s hospitals in five of the seven counties covered by CPAA,
including our largest tertiary hospital, Providence St. Peter Hospital.
In instances where engagement from missing key Medicaid partners should prove challenging, we will ask
our Provider Champions from the Clinical Provider Advisory Committee and Transitional Care Work Group,
to reach out to their peers at these key Medicaid provider organizations to begin the engagement process.
Additionally, we will reach out to our public health department directors to identify community partners
not yet engaged. We will then follow up with in-person visits to explain the project and answer any
questions for the targeted key providers.
In our outreach to missing social service providers, we can again draw on the CHOICE membership network,
which includes five of the seven local health jurisdictions in the CPAA region (public health and
social/human services departments at the county level). We can also build upon our extensive network of
partners in the region that have come together under the Transitional Care Work Group. Given the wellestablished relationships that we have been able to forge with these critical partners to date, we anticipate
that we will be able to engage any missing social service partners successfully. In sum, we are confident
that this systematic, personalized and multi-pronged approach that builds on well-established partnerships
in our region will result in the successful engagement of key Medicaid providers in our region as well as a
broad range of social service agencies that are essential for effective improvements in care transitions in
our region.

How CPAA is Leveraging MCO’s Expertise in Project Implementation, and
Ensuring There is No Duplication
MCOs have been active participants in the all work groups, the Clinical Advisory Committee, and the CPAA
Council and Board of Directors. MCO representatives have contributed to the identification of regional
health priorities, have provided input into the project planning process, and will continue to be key
partners throughout Transformation implementation. CPAA encourages MCO representatives to share
developments in their organizations regarding VBP strategies, moving to fully integrated managed care, and
any additional guidance for working with providers at the clinical level on integrated care.
MCOs are critical to the success of this project, as we need to ensure payment mechanisms are aligned with
and support our project interventions. All five MCOs that serve our region have participated in the CHOICEled regional health improvement work over the years and, moving forward, we anticipate that the MCOs
will play an active role in the Medicaid Transformation project planning and implementation. This will
ensure there is good coordination between payers, their expertise is leveraged, and duplication will be
avoided.
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APPENDIX BB – MCO REPRESENTATIVE AND ORGANIZATIONS

Regional Assets, Anticipated Challenges, and Proposed Solutions
Assets CPAA and Regional Partnering Providers Will Bring to the Project
One of the principal assets that CPAA brings to this project is a broad and well-established network of
positive, collegial relationships with clinical providers, community-based organizations, and health plans.
Over two decades, CHOICE has systematically identified health needs and convened key stakeholders to
understand and plan responses to those needs. Our region has successfully come together to develop
and run mental and oral health access projects, donated care programs, ED diversion interventions,
clinical quality improvement projects aimed at standardizing stroke and cardiac arrest treatment
protocols, and care transitions improvements, to name but a few. In its project planning and
implementation, CPAA can readily build on this strong foundation.
With regard to transitional care, our region can leverage other assets, too, thanks to our region’s
collaborative work over the last few years to improve transitions of care:


Our region has a solid understanding of the drivers of poor care transitions.



Our region has an agreed upon action plan to address key action areas required to achieve better
transitions of care.



Key project partners established the necessary data infrastructure to track community
transitions of care and assess the efficacy of intervention strategies:
o

The large hospitals in our region have been running readmission avoidance programs for
several years and thus have extensive experience and insights into what works and what
still needs to be improved in order to achieve better transitions of care.

o

Several MCOs have partnered with health care providers in our region to pilot innovative
care transitions improvement programs.

o

Qualis Health has provided quarterly reports for five of the seven counties in the CPAA
region, analyzing care transition trends for the Medicare population. These reports
provide important insights into care transition processes and key metrics for all
populations.

Collectively, these efforts have resulted in community care transitions improvements. As with selection
of the project target population(s), during implementation planning, CPAA will assess the portfolio of
interventions and assets that our region identifies for other Transformation project areas, in particular,
bi-directional integration of care, community-based care coordination, chronic disease, and opioid
response, to leverage the work in those areas and support this program initiative as well.
APPENDIX DD – REGIONAL CARE TRANSITIONS PLAN
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Challenges to Improving Outcomes and Lowering Costs for Target
Population and Strategy to Mitigate Risks and Overcome Barriers
There are a number of challenges and barriers to overcome in order to achieve the intended project
outcomes. Broadly speaking, these fall into two categories: (1) general challenges and barriers, and (2)
project-specific challenges and barriers.

General Challenges and Barriers
All Transformation projects require:


Data: CPAA must have access to timely, accurate data to:
o

Identify/refine target populations, partnering providers, and interventions, and

o

Monitor the performance of our partnering providers under the Transformation to
determine partner compensation, course correct if milestones and performance metrics
are not being achieved, and conduct continuous quality improvement efforts.



Health Information Systems: Our partnering providers must have the ability to exchange
information about patients and care plans in order to avoid care gaps and duplication of services.
Currently, there is no consistent standard and/or IT system for information sharing in our region,
especially between providers that serve patients with multiple chronic illnesses and behavioral
health conditions.



Workforce: Our partnering providers must have access to the right workforce to implement the
evidence-based interventions in the chosen project areas. This includes personnel with the right
general professional qualifications, expertise and experience in the project area, and training in
the specific methods and approaches of the chosen interventions. Ensuring ready access to this
workforce is a major concern, especially in rural, under-resourced areas.



Finances: Our partners need to be clear on:
o

Fund flows, i.e., they need to understand when, how, and how much they will be paid in
order to inform their decision-making about investments in the Transformation.

o

Financial sustainability, i.e., they need to understand what payment mechanisms are being
developed to sustain their investments beyond the Transformation. The principal barrier in
this arena is the fact that the vast majority of purchasing activities occur in other venues
and are controlled by other parties. Most medical purchasing is conducted by MCOs, while
behavioral health services are currently purchased under the rubric of BHOs.

Project-Specific Challenges and Barriers
In addition to these general challenges and barriers, there are a number of project-specific challenges
and barriers to overcome. The following is a list of selected key challenges and barriers specific to care
transitions:


Lack of Information: Notification of the patient’s key care contacts cannot occur because it is not
known who all of the caregivers and professionals are who are already working with the high-risk
patient (key care contacts) who presents at the hospital. This includes primary care providers and
other medical and behavioral health practitioner with whom the patient has an established,
ongoing care relationship, but also home health agencies and care coordinators/case managers
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working with a range of agencies (Area Agency on Aging, health plans, Health Home agencies,
behavioral health agencies, etc.) as well as family and paid caregivers.








Lack of Provider Capacity:
o

Hospital staff have no time to research who the high-risk patient’s key care contacts are
and struggle with making time for “warm handoffs”.

o

If there is no established primary care provider for high-risk patients, follow-up care can be
compromised because primary care providers may not accept new patients due to capacity
limitations.

Workflows:
o

Established workflows and quality improvement requirements of key care contact agencies
result in uncoordinated follow-up calls to patients that result in patient confusion and
reduced compliance.

o

Established workflows prevent high-risk patients to be seen for follow-up care by primary
care providers within the first few days after discharge; there are no appointments
available.

Information Sharing:
o

Clinical information about the hospital stay (discharge summaries) is not available in time
for follow-up care providers to consider in their care planning.

o

Social service providers, especially those assisting with patient care at home or in a skilled
nursing facility, do not have visibility into clinical data sets and cannot support clinical care
interventions and after care.

Patient Engagement:
o

Patients do not understand their critical role in supporting effective transitions of care,
e.g., through keeping scheduled follow-up appointments.

CPAA Strategy for Mitigating the Identified Risks and Overcoming Barriers
The following lists various mitigation strategies to address the identified challenges and barriers. Many of
the project-specific mitigation strategies have been developed and agreed upon by a broad range of
project partners that have come together under the CHOICE-led regional care transitions improvement
project.
TABLE 2C-1 MITIGATION STRATEGIES
Barrier
Data

Health
Information
Systems

Potential Solutions
 Partner with CORE, state and providers to identify/refine target populations,
partnering providers, and interventions (underway)
 Partner with providers and MCOs to obtain close to real-time provider
performance information; explore contracting with a third-party data
aggregator with data analytics capabilities (underway).
 Partner with state, MCOs, providers, and other ACHs in developing
interoperability between health information systems; expedite planning for
and implementation of clinical integration of behavioral health.
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Workforce

 Invest in training of partnering providers in evidence-based methods/models
 Explore shared workforce options, e.g., through telehealth

Finances

 Funds Flows: Work with CPAA Finance Committee to clarify funds flows
(underway)
 Financial Sustainability: Work with payers (health plans and state) to support
transition to value-based purchasing; state needs to adjust contracting w/
MCO who in turn modify provider payment approaches accordingly

Lack of
Information

 Long-term, community providers and care coordinators/case managers
education and activate patients to know and list their key care contacts;
share this info with their primary care providers (PCPs); and bring this info
with them if they must go to the hospital. Emphasize simple, low-tech
solutions.
 Hospitals and PCPs ask and record key contact info for high-risk patients.
 MCOs share info on PCP and care coordinators w/ hospital during
hospitalization (concurrent review), and share info on care coordinators with
PCP.
 Implementation of the Pathways care coordination model will improve
sharing of information across providers.

Lack of
Provider
Capacity

 Hospital staff are augmented with care coordination staff that are able to
research high-risk patients’ key care contacts and facilitate “warm handoffs”.
Includes care coordinators working through the Pathways project.
 Proactively establish relationships with key clinical partners that can provide
follow-up care for high-risk patients (e.g., community health centers).

Workflows

 Develop shared protocol for contacting high-risk patients after
hospitalization; coordinate follow-up calls to patients.
 PCPs reserve slots in their daily clinic schedule for unforeseen high-risk
patient follow-up visits.

Information
Sharing

 Agree on what data points and in what format care plan details will be
shared.
 Build automated hospitalization notification function into ED Info Exchange
(EDIE/PreManage).
 Hospitals and other key care contacts coach patients to bring hospital
discharge info with them to PCP follow-up appointments.
 Develop push/pull information sharing technology options with appropriate
safeguards for PCPs and other care parties.
 Community providers, care coordinators and hospitals develop standardized
information release forms and practices that facilitate bi-directional info
sharing.

Patient
Engagement

 Coach patients on the importance of keeping scheduled follow-up
appointments, bringing hospital discharge information to follow-up
appointments with other members of the care team, and taking an active
role in their recovery.

Page 131 of 213

Cascade Pacific Action Alliance – Medicaid Transformation Revised Project Plan – December 15, 2017

Monitoring and Continuous Improvement
Plan for Monitoring Project Implementation Progress, Including Addressing
Delays in Implementation
CPAA will implement a rigorous project monitoring approach to implementation of the project.
The same approach will be employed across the entire portfolio of projects. This includes entering
into contracts that clearly spell out partnering providers’ responsibilities, including reporting
requirements, and supports CPAA can offer as well as employing project planning software and
tools to lay out required deadlines, key tasks, subordinate tasks, and milestones. Each project
implementation plan will define critical paths and key dependencies. Key indicators will be
determined for each project area that will serve as an early warning system to detect when
implementation challenges are encountered. A monthly performance dashboard report will
compare actual performance of key indicators against targets within and across all project areas.
This will allow the project managers as well as the CPAA Support Team, which includes the chairs
of each project work group, to identify both implementation problems and early wins.
CPAA has hired dedicated support staff for each project area (program managers). It is the responsibility of
the program managers to stay in close contact with all partnering providers in their respective project area.
Specifically, the project managers are responsible for:


Identifying support needs of partnering providers throughout the duration of the Transformation;



Serving as subject matter experts for partnering providers or, if additional expertise is required,
identify and facilitate external subject matter experts providing enhanced technical assistance to
partnering providers; and



Monitoring overall partnering provider performance toward milestones and performance metrics
(see below for details).

Project implementation monitoring is closely tied to performance monitoring of partnering providers. The
next section of the project plan discusses in detail how CPAA will monitor the performance of individual
partnering providers. The data reporting and analytics tools used to hold individual partnering providers
accountable to agreed upon deliverables will provide CPAA also with a clear sense about the project’s
overall implementation progress, as individual provider performance data rolls up into a region wide
performance summary. See next section for details.

Plan for Monitoring Continuous Improvement, Supporting Partnering
Providers, and Determining Whether or Not CPAA is on Track to Meet
Expected Outcomes
CPAA will set up a progressive implementation and performance monitoring structure with tiered
interventions up to termination of partnering provider contracts. This will include regular meetings with
our partnering providers to assess implementation progress and challenges. If project implementation
progress becomes questionable or is delayed, the project manager will inform his or her immediate
supervisor (Clinical Director or Care Coordination & Educational Programs Director) of the concern. The
senior project management team will assess the severity of the situation. When possible, we will seek to
mitigate the risk or delay by providing technical assistance to help the partnering provider/s to get back on
track. This will include seeking advice from clinical experts, including Provider Champions serving on the
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CPAA Clinical Provider Advisory Committee. The partnering provider and CPAA will agree on an action plan
(Performance Improvement Plan) to resolve the issue or renegotiate the contract deliverables, if
necessary. In severe cases or if the technical assistance does not correct the problem, we will escalate the
issue to our Clinical Provider Advisory Committee for a more comprehensive review. The committee may
identify additional problem solution strategies, ask our Provider Champions to intervene, help access
additional external technical assistance resources, or engage other key stakeholders in addition to affected
providers to remedy the cause of delays. If the problem cannot be resolved, is of a major magnitude or
involves key partners that serve large numbers of Medicaid beneficiaries, the CPAA Council and Board will
be informed. The board will make the final decision about modifying or terminating contracts with
partnering providers.
Access to timely and relevant data will be critical to our ability to monitor project implementation and
support continuous improvement. Measurement is an integral part of quality improvement. We will enter
into a contract with each partnering provider that will detail the provider’s responsibilities, including the
nature and scope of investments to be made; implementation of the key components of each selected
approach; adherence to project guidelines, policies and procedures, and protocols; the target population(s)
and any geographic sub-regions on which the interventions will be focused; reporting requirements
(milestones and outcome metrics as well as frequency of reports); participation in peer learning
collaboratives; and payment modalities.
Partnering providers will be required to submit performance information monthly. We are exploring
utilizing the Washington Hospital Association’s (WSHA) updated QBS business intelligence system to
capture and analyze provider data that is not already reported through other systems. Our goal is to place
minimal reporting burdens on our partnering providers while providing CPAA with an effective
performance monitoring tool that provides us with timely performance data so we can actively monitor
and track partnering provider performance. QBS is easy to populate by our partners (including automated
data uploads) and easy for us to analyze (inbuilt reporting tools, including comparison of actual
achievement against goals, trend information over time, and comparative performance evaluation across
providers). We plan to augment this information system through less frequent region wide data reports on
key regional performance measures, including claims-based data. The latter may require us to contract
with a third-party data aggregator with sufficient data analytics capability to validate and augment the
performance information reported by our providers through the QBS system.
CPAA will be using data from the above sources and analytical tools to issue regular reports to participating
providers. These reports will serve two purposes: 1) inform providers on where to target their efforts; and
2) advise providers on progress toward meeting required objectives. For example, if a provider is working
to reduce readmissions, CPAA will need to advise practices on clients with high hospital admission rates
and clients with conditions that put them at high risk for readmission. This will enable provider practices
to proactively engage these clients and provide care and patient education interventions to reduce the
incidence of readmissions. Second, CPAA will need to report to provider practices their overall progress on
meeting the required metrics for each project. For example, CPAA will need to monitor hospital utilization
to determine readmission rates and will need to correctly associate individual clients with responsible
practices. CPAA or its designated partner will provide regular reports (e.g., quarterly) to providers for this
purpose.
In general the reports will be issued to the providers monthly based on data submitted by the
providers via the QBS system per their contractual reporting requirements and, when available,
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region-wide data reports. However, if providers submit performance information more frequently,
they will have the ability to access reports more frequently than monthly. This may be an option in
particular for larger facilities that can take advantage of automated data uploads. We will explore
the feasibility of automated data uploads for all partnering providers regardless of organization size.
However, at this time, to balance our need for timely performance information on the one hand,
with a manageable reporting burden on the other hand, to ensure provider buy-in and participation,
we anticipate requiring monthly performance reports from our implementation partners.
The reports provided by CPAA to partnering providers will include both outcome measures defined
by HCA within the Medicaid Transformation Project and intermediate measures (process measures
and milestones) to track progress toward desired outcomes. Given the nature of some of the
intermediate measures, e.g., number of providers trained, number of guidelines implemented, etc.,
requiring reporting more frequently than monthly may add little value.
The reports will compare each provider’s performance against agreed upon targets and across
providers (comparative performance information) through charts and tables, including trendline
charts. This will provide vital performance feedback to our implementation partners and allow CPAA
to identify leading and lagging providers.
As detailed above, when a provider or a group of practices is not making adequate progress on
meeting key milestones and metrics, CPAA will reach out to the provider in question and develop a
plan of action with the provider to remedy identified gaps or barriers. For example, CPAA and the
provider might agree to additional workforce training to assure best practices are fully employed
in working with the target population.
We may also partner lagging providers with leading ones to spur the dissemination of best practices
and support rapid cycle performance improvement.
In addition to these monthly performance reports, CPAA program staff and clinical experts (e.g.,
clinical provider champions, contracted clinical TA providers, etc.) will obtain real-time partnering
provider data by working with providers on continuous quality improvement. Supporting providers
in using their own data to drive quality improvement using the clinic’s EHR will allow our
implementation partners to monitor day-to-day progress toward goal achievement in real time.
Similarly, providers will have access to real-time data linked to emergency room utilization through
the Emergency Department Information Exchange (EDIE). PreManage, which builds on the EDIE
system, provides certain care coordination information for ED high-utilizers in real time. We will
have to explore to what degree this information is available for “rising risk” populations, a likely
target population for our care coordination efforts, and whether CPAA can gain access to these
clinical data sets. Through the Pathways HUB, CPAA will have access to real-time data for individuals
whose care is coordinated through the HUB and its community-based care coordination partners.
We plan to use the expertise of our clinical providers and MCO partners to explore the feasibility
of utilizing the above-mentioned tools, as well as identifying other resources, to augment the
monthly provider performance reports. It may be that collecting data more frequently than
monthly may not be useful for the types of performance metrics required to monitor ongoing
provider performance, as opposed to guiding program interventions that will benefit greatly from
access to real-time data. For instance, an EDIE data stream can help identify our target population,
so that we can triage or reach out to those individuals and provide direct services without delay. A

Page 134 of 213

Cascade Pacific Action Alliance – Medicaid Transformation Revised Project Plan – December 15, 2017
monthly report would be sufficient to show how many members of our target population were
seen in the ED that month and if ED utilization is changing over time.
Additionally, CPAA will convene all partnering providers once per quarter to participate in a peer learning
collaborative. Partnering providers will have the opportunity to share successes as well as to raise
implementation challenges that the partners can then engage on jointly to resolve. Likely, these meetings
will result in the identification of additional technical assistance needs of partnering providers, on which
CPAA will follow up accordingly. This learning collaborative will provide an important peer support function
to our partnering providers and prove essential for the continuous improvement of our project.

Plan for Addressing Strategies That are Not Working or Not Achieving
Outcomes
A similar approach will be used to assess overall progress of project initiatives and the efficacy of strategies
within those initiatives. CPAA will use its quarterly performance reports along with semi-annual reports
provided by the state with key metrics to determine whether the project initiative as a whole is on track
and/or whether specific strategies within project areas are working as intended.
If the reports indicate that one or more strategies within the project area are not working, CPAA will
convene key stakeholders to assess the reasons for the lack in effectiveness. This will include partnering
providers, Provider Champions (Clinical Provider Advisory Committee), consumers (Consumer Advisory
Committee), and subject matter experts (e.g., technical assistance providers). Based on this analysis, a
recommendation will be made whether to continue the strategy in question with a revised approach or
whether to discontinue the strategy in favor of a different one. The decision to change the approach or
pursue a different strategy altogether rests with the CPAA Board based on a discussion and
recommendation by the CPAA Council. However, given their key implementation role, any decision to
change elements of a strategy or switch out an entire strategy will require the consent of our partnering
providers. It may also require the approval of the state. If the CPAA Board authorizes a different approach
or strategy, the project implementation plan will be revised accordingly and CPAA will enter into a new or
revised contract with partnering providers as the case may be.
Similarly, if the reports indicate that an entire project initiative is not achieving desired outcomes, CPAA
will convene partnering providers, Provider Champions (Clinical Provider Advisory Committee), consumers
(Consumer Advisory Committee), and subject matter experts (e.g., technical assistance providers) to
analyze why the initiative is not effective. Every effort will be made to explore whether adjusting program
elements or switching out certain strategies may lead to goal accomplishment. This may include consulting
with other ACHs that work in a similar project area and are achieving success.
If the group believes changes to the project initiative will rectify the performance problem, a
corresponding recommendation will be made to the CPAA Council, which will then discuss the matter and
make a recommendation to the CPAA Board. Final decision making rests with the board. As with switching
out a specific strategy or changing a project approach within a project area, any such change requires the
consent of our partnering providers that will need to implement the revised set of strategies. State
approval may also need to be obtained. Assuming everyone approves the revised strategies, a detailed
revised implementation will be developed with clear milestones, performance metrics, etc.
If, however, the group of key stakeholders concludes that the project initiative is irreparably compromised
and no change in strategies will likely lead to success, a recommendation to discontinue the work in the
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project area altogether will be made to the CPAA Council. The council will discuss the matter and make a
recommendation to the CPAA Board, which will make the final decision.

Project Metrics and Reporting Requirements
Attest that the ACH understands and accepts the responsibilities and requirements for reporting on all
metrics for required and selected projects. These responsibilities and requirements consist of:



Reporting semi-annually on project implementation progress.
Updating provider rosters involved in project activities.

YES

NO
X

Relationships with Other Initiatives
Attest that the ACH understands and accepts the responsibilities and requirements of identifying initiatives
that partnering providers are participating in that are funded by the U.S. Department of
Health and Human Services and other relevant delivery system reform initiatives, and ensuring these
initiatives are not duplicative of DSRIP projects. These responsibilities and requirements consist of:






Securing descriptions from partnering providers in DY 2 of any initiatives that are funded by the U.S.
Department of Health and Human Services and any other relevant delivery system reform
initiatives currently in place.
Securing attestations from partnering providers in DY 2 that submitted DSRIP projects are not
duplicative of other funded initiatives, and do not duplicate the deliverables required by the
other initiatives.
If the DSRIP project is built on one of these other initiatives, or represents an enhancement of
such an initiative, explaining how the DSRIP project is not duplicative of activities already
supported with other federal funds.

YES
X

NO

Page 136 of 213

Cascade Pacific Action Alliance – Medicaid Transformation Revised Project Plan – December 15, 2017

Project Sustainability
CPAA’s Strategy for Long-Term Project Sustainability and Impact on
Washington’s Health System Transformation Beyond the Demonstration
Period
This project builds squarely on years of transitional care improvements in the region by health care
providers and social service agencies. There is great interest in this project area in our region and key
stakeholders have already made substantial investments to improve community transitions of care that will
be leveraged by this project. Given the importance of this project area to the core mission of many of
CPAA’s health partners, it is highly likely that our key partners will continue their investments in this project
area beyond the duration of the Medicaid Transformation. Additionally, CHOICE Regional Health Network
will be carrying forward this work with our partners beyond the Transformation period.
As previously detailed, in the course of this project important investments into our region’s health system
transformation will be made that provide lasting benefits. The improvements to key health information
systems; the expertise gained and skills built by training our partnering providers’ workforce; the deep
changes made to the workflows and business practices of our partners in the course of this project; and the
partnerships built and strengthened through the collaborative planning and implementation of this project
all combine to ensure that the improvements resulting from project initiative will be ongoing and sustained
by our partners. Additionally, systemic changes made through the Care Coordination project area to
implement the Pathways model will reinforce the changes made in this project area.
Lastly, the development of value-based payment contracts is critical to the long-term sustainability of this
and other Transformation projects. Our provider partners have consistently articulated that the absence of
viable payment models to support good transitions of care are a key barrier to improvements in this area.
Reliable funding streams to support transitional care tied to value-based care will be central to the longterm sustainability of our region’s investments in this project area. We are hopeful that the increased value
resulting from the project will be reflected in reimbursement rates and/or provider payments. CPAA will
consider advocating for improved methods of funding in the Medicaid program to support efforts that
demonstrate success.
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SECTION II: PROJECT-LEVEL: Addressing the Opioid Use Public
Health Crisis
Menu of Transformation Projects
Domain 2: Care Delivery Redesign
☐ 2A: Bi-Directional Integration of Physical and Behavioral Health through Care Transformation
(required)
☐ 2B: Community-Based Care Coordination
☐ 2C: Transitional Care
☐ 2D: Diversions Interventions
Domain 3: Prevention and Health Promotion
X 3A: Addressing the Opioid Use Public Health Crisis (required)
☐ 3B: Reproductive and Maternal and Child Health
☐ 3C: Access to Oral Health Services
☐ 3D: Chronic Disease Prevention and Control

Project Selection & Expected Outcomes
Abstract
The Cascade Pacific Action Alliance (CPAA) region has not been spared from the opioid epidemic plaguing
America. An increased number of legal opioid prescriptions combined with illegal drug use is overwhelming
the region’s health care, social services, and law enforcement systems. This project builds on our successes
and creates new opportunities to improve the lives of people experiencing opioid use disorder (OUD) and
the communities in which they live. Through this project, we aim to decrease the number of opioid
overdose deaths by increasing access to naloxone, and improve the systems of care for people experiencing
OUD, so that they can stabilize their physical health and address the underlying causes of their drug use.
This will be achieved by increasing access to evidence-based therapies delivered in a cohesive system by
providers that understand the role of trauma in Substance Use Disorder (SUD). Training will reduce stigma
and judgement with the goal of meeting the patients where they are in the cycle of behavior change. The
project will work with the Pathways Hub to create mechanisms to engage people with OUD with supports,
to help them maintain their recovery, and to improve their lives and the communities in which they live.

Project Description and Justification
Justification for Selecting Project and How It Addresses Regional Priorities
The CPAA region is significantly affected by the opioid epidemic and the resulting health and social impacts.
Approximately 11% of all Medicaid opioid users in the state live within the region, higher than the region’s
9% share of statewide Medicaid beneficiaries. Six of the seven counties in our region have an opioid
prescription rate higher than the statewide average, and many of the opioid prescription rates in the
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region’s rural counties are significantly higher than those in the most urban county in the state52. For
example, Wahkiakum County has 906.2 opioid prescriptions documented per 1,000 residents compared to
King County’s 636 opioid prescriptions per 1,000 residents. The high number of prescription opioids does
not account for the number of illicit opioids in the CPAA region. According to law enforcement evidence
reports, the number of illicit opioids has significantly increased over the last ten years53. Another indicator
of the large scale of the opioid epidemic in the region is the number of overdoses and the number of
overdose deaths due to opioids. In 2016, there were 694 opioid related deaths in Washington: 435 from
prescription opioids, 287 from heroin, and 87 from synthetic opioid overdose54. Cowlitz County has the
highest death rate, with a rate of 13.6 per 100,000, exceeding the Washington State average3. These high
rates of access to, use of, and impacts of OUD are compounded by low treatment rates reflected in regional
data: only approximately 7% of CPAA’s Medicaid members with a diagnosis history of opioid abuse or
dependence received medication assisted treatment with buprenorphine, and approximately 17% with
methadone.
The opioid epidemic has strained social services and contributed to workforce reduction. OUD throughout
CPAA has the greatest impact on people under the age 39,55,56 which coincides with the more productive,
working years of a person’s life. The progression of this crisis over the last ten years has severely impacted
the workforce due to reduction in engagement with education and work programs. An anecdotal example
that demonstrates larger economic issues and the cascading detrimental effects of OUD throughout our
region is the port in Cowlitz County having difficulty hiring employees who can pass a mandatory drug
test.
Addressing the opioid crisis and the urgent need of a more effective regional opioid response was identified
as a regional need when CPAA conducted its regional health needs assessment. The regional health needs
assessment led to the establishment of five priority shared regional health needs: improving healthcare
access (provider capacity), improving care coordination and integration, mitigating adverse childhood
experiences, preventing and managing chronic disease, and enhancing educational and economic
opportunities. While there is overlap between these five priorities and the Opioid Response project, there
are three notable key areas for alignment:
1. Improving Healthcare Access: Increase the co-location of services directly engaged with drug users
(i.e. syringe exchange) with healthcare and other services currently not well connected with opiate
users. Primary Care Providers (PCP) can increase harm reduction approaches with prevention and
treatment of communicable diseases and address other health issues that disproportionately impact
injection drug users (i.e. skin infections and communicable disease exposure).
2. Improving Care Coordination and Integration: Opioid users are generally difficult to treat within the
current fragmented care system. The Transformation is a unique opportunity to address these

52

DOH, W. S. (2017). Prescription Monitoring Program County Profiles CY 2014. Tumwater, WA: Washington State Department of Health.

53

WSP, F. L. (2017, October 24). Emerging Drug Trends. Olympia, WA, USA.
Washington Department of Health (2017). Opioid-related Overdose Deaths. Accessed: https://www.doh.wa.gov/Portals/1/Documents/Pubs/346083-SummaryOpioidOverdoseData.pdf
55
Green-Banta, C., & Kingston, S. (2016). Results from the 2015 Washington State Drug Injector Health Survey. Seattle: University of Washington.
56 Lamont, M. (2016, April 27). Harm Reduction and Syringe Exchange in Our Region. Olympia, WA, USA: Thurston County Syringe Exchange
Program.
54
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challenges and relieve the costly burden of ineffective, uncoordinated health care while improving
health outcomes for individuals and communities.
3. Mitigating Adverse Childhood Experiences (ACEs): Addressing the opioid crisis will prevent ACEs from
impacting future generations. Parents experiencing OUD can potentially expose their children to a
wide variety of trauma, including overdose and death. Educating providers to focus on prescribing
practices post-partum, naloxone distribution to reverse opioid overdoses, increased access to syringe
exchange programs to prevent the spread of communicable disease, and increased access to
Medication Assisted Treatment (MAT) are specific areas of opportunity to reduce ACEs and have a
positive impact on Maternal and Child Health.

How the Project Will Support Sustainable Health Systems Transformation
for the Target Population
The Opioid Response Medicaid Transformation Project will support sustainable health system
transformation for the chosen target population/s by assisting providers to adopt a whole-person approach
to care that is patient-centered and focused on providing accountable care. This will require changes in
partnering providers’ workflow, business practices, and staffing patterns to support team-based care,
treatment to target, and population-based care. Investments in this project will be supported by the other
projects that CPAA is implementing, including Bi-Directional Care Integration, Community Care
Coordination (Pathways HUB), and Maternal and Child Health. The project metrics and populations
targeted by these other initiatives overlap those served under this project, and many of their strategies will
support success in this initiative as well. CPAA anticipates interventions and resources developed in this
project, i.e. regionally organized prevention efforts and increasing access to care, also will be shared across
other projects, therefore benefiting target populations in multiple project areas. Once these investments
have been made, they will become permanent, as the care systems have become permanently reoriented
to these new norms and standard processes and procedures.
CPAA and its administrative partner, CHOICE Regional Health Network, have a proven track record
transitioning pilot projects to ongoing programs in the region. CHOICE has accomplished this by
demonstrating effectiveness and cost-effectiveness to participating funders, who then have maintained
funding for these efforts on a continuing basis. CPAA will apply this approach to assure sustainability of the
opioid response project post Transformation.

How CPAA Will Ensure Project Coordinates With and Does Not Duplicate
Existing Efforts
CPAA and CHOICE have worked closely with the community for over 20 years and are thus familiar with
both health care needs, and existing services provided in the region. CPAA’s governance and advisory
structure bring to the table a wide-range of service providers, stakeholders, and organizational leaders in
the CPAA region, including the two Behavioral Health Organizations and all five Managed Care
Organizations that serve Medicaid beneficiaries. This broad range of partner representation already in
place throughout the CPAA structure enables us to hear real-time concerns about health issues, including
implementation of opioid response.
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Improving opioid response vitally depends on establishing a coordinated approach across currently
fragmented care systems. CPAA is taking great care to build upon our region’s collective work to ensure the
Opioid Response project does not duplicate existing efforts and capacity. One way we are accomplishing
this is through the establishment and support of the Opioid Response Work Group, composed of individuals
experienced working with the region’s population most affected by the opioid crisis. The work group has
helped to develop this application. Furthermore, one of the first implementation steps in this project area
will be a thorough assessment of our partnering providers’ existing care systems and capabilities relating to
care coordination and opioid response services. Aggregating CHOICE’s healthcare improvement work over
the last two decades, we can build on inventories performed over the past few years and our deep
knowledge of existing care capabilities in our region. With a broad range of partner relationships across the
region solidly in place, we anticipate we will be able to complete this analysis quickly.
CPAA began taking stock of project areas in which partnering providers are planning to implement
interventions by opening a Request for Qualifications (RFQ) process that prompted providers to describe
new project ideas, how new projects will avoid duplicating efforts, and which partners are working in
collaboration. It has been well-communicated through project work groups and correspondence with
partners that Transformation funding can only be used for new projects and/or enhancing current projects.
To date, we have received 38 RFQ responses of which nine relate to the Opioid Response Project (see
Appendix P).
Additionally, CPAA conducted a landscape analysis of major Medicaid providers and payers, as well as
public health departments in the region (see Appendix V). For providers, this includes dental, primary care,
FQHCs, hospitals, and major health systems. The purpose of this assessment is to better understand who
the major stakeholders are in the CPAA region, who is already engaged in Transformation projects, and
who CPAA still needs to engage in the Transformation work. During a review of this tool by the CPAA
Council and Opioid Response Work Group, a number of key providers were identified that needed to be
added to the list. To populate this tool, we used Provider data supplied by the HCA and included providers
who collectively served approximately 90% of Medicaid beneficiaries in 2016. By analyzing the provider
landscape, CPAA is able to facilitate new partnerships between providers, keep track of individual provider
initiatives, and create new tools to monitor existing project efforts. CPAA is well positioned to develop
oversight, monitoring, and continuous quality improvement (CQI) mechanisms to assure timely
implementation of project interventions, and promote fidelity to evidence-based practices that do not
duplicate efforts.
APPENDIX P – REQUEST FOR QUALIFICATIONS SUMMARY
APPENDIX V – MAJOR MEDICAID PROVIDERS

Anticipated Project Scope
Anticipated Target Population
The Medicaid Transformation Toolkit identifies the following target population for opioid response:
Medicaid beneficiaries, including youth, who use, misuse, or abuse, prescription opioids and/or heroin.
Based on our analysis of the relevant date for our region and the work to date of the Opioid Response
project work group (which includes providers with extensive experience in the field), CPAA has identified
the following (unranked) list of potential target populations in this project area:
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Incarcerated populations
Injection drug users/individuals who utilize needle exchange programs
Individuals with Hepatitis C
Individuals with HIV/AIDS
Homeless populations
Pregnant and parenting women with OUD
Individuals with inadequate control of SUD and behavioral health issues (e.g., multiple ED visits and
hospital readmissions related to drug use)
Individuals living in rural areas with limited access to OUD treatment

We will refine the specific target population(s) for this project during implementation planning. This will
include an assessment of target populations identified in other project areas in an effort to align project
interventions across our entire project portfolio to the greatest extent possible and achieve maximum
synergies and impact. This will also include an analysis of sub-populations and sub-regions across project
areas.
As we narrow our target population(s), the following additional information will be considered: Intravenous
Drug User (IDU) efforts will be targeted in the counties with syringe exchange programs: Cowlitz, Grays
Harbor, and Thurston counties. Co-location of services is already occurring in Cowlitz County; the syringe
exchange program is now located in the Federally Qualified Health Center (FQHC). This type of co-location,
in a place where people already feel comfortable engaging in services, has proven a successful model in
other parts of the country for addressing health needs and engagement in behavioral health resources. We
anticipate the model will be pursued at the other syringe exchanges in our region as well. Jail populations
may be targeted for MAT, communicable disease testing, and linkage to treatment.
To determine the estimated reach of the project, the following table with diagnosis rate in the region is
helpful.
TABLE 3A-1 CPAA DIAGNOSIS RATES
Diagnosis
SUD only
SUD + 1 chronic condition
SUD + more than 1 chronic condition
All SUD (total)
MH only
MH + 1 chronic condition
MH + more than 1 chronic condition
All MH (total)
SUD + MH only
SUD + MH + 1 chronic condition
SUD + MH + more than 1 chronic condition
All SUD + MH (total)

CPAA Medicaid #
5,484
4,763
10,585
20,832
12,598
10,731
19,187
42,516
2,179
2,510
7,422
12,111

CPAA Medicaid Percentage
3.65%
3.17%
7.04
13.86%
8.38%
7.14%
12.76%
28.28%
1.45%
1.67%
4.94%
8.06%

Health Care Authority Category 1 Behavioral Health and Chronic Conditions, 2016

The table above suggests the maximum target population reach for evidence-based treatment is 5,484
Medicaid beneficiaries based on those currently diagnosed with a substance use disorder (SUD). This
population will need to be further refined to determine specific diagnosis and the patient’s motivation for
Page 142 of 213

Cascade Pacific Action Alliance – Medicaid Transformation Revised Project Plan – December 15, 2017
treatment. Effective prevention and identification programs will identify additional individuals who have
not yet been diagnosed.
TABLE 3A-2 ESTIMATED NUMBERS IN POTENTIAL TARGET POPULATIONS
Potential Target
Population

Estimated Number in Potential Target Population

Incarcerated
populations

In fiscal year 2017, the Washington State Department of Corrections reported 1,188 prison
admissions across CPAA’s 7-county region.57
The Washington State Office of Financial Management’s Crime Statistics Online tool reports
that in calendar year 2016, there were 1,108 prison admissions across CPAA’s 7-county
region.58 The same tool reports that the average daily population of all offenders in jail for
the 7-county region in 2016 was 1,280. This count includes data from county operated jails
and adult holding and detention facilities. This includes pre-trial inmates, as well as those
post-trial inmates waiting transportation to a state correctional facility.
The Washington State DSHS Community Risk Profiles indicate that in 2015, there were 6,122
prisoners ages 18+ from CPAA’s region in the state correctional system. 59
Incarceration rates are significantly higher in most of the CPAA region compared to the
state60, and the number of people arrested for drug-related offences in the CPAA region in
2015 was 1,751, which includes 121 youth.61
Additional work will be needed with subject matter experts and stakeholders to refine the
definition for the potential target population (e.g., should the focus be on those incarcerated
in local facilities, or on local residents who are incarcerated in state facilities, etc.) and
understand who might best be served by the project.

Injection drug users

Syringe exchange programs are currently in three of the seven CPAA counties: Cowlitz, Grays
Harbor, and Thurston. Based on injection patterns and syringe usage reported by these
syringe exchange program clients, we can conservatively estimate 3,224 injection drug
users.62 However, experienced staff at these programs suggest there are as many as four
injection drug users for every one person being served. Syringe exchange programs are often
located near county borders to maximize impact in our mostly rural region, and program
staff experience shows that the further a person has to travel, the more additional people
they are exchanging needles for. Focusing project area efforts on people utilizing needle
exchanges, where trusted relationships help facilitate Harm Reduction strategies and
connecting people who are ready to addiction recovery services and treatment, is an
additional way to reach people living in rural areas with limited OUD services.

57

Washington State Department of Corrections, Prison Admissions and Releases by County, 2006-2017.
http://www.doc.wa.gov/docs/publications/reports/200-RE001.pdf
58

Washington State Statistical Analysis Center, Criminal Justice Data Book. https://sac.ofm.wa.gov/data
WA DSHS Community Risk Profiles. https://www.dshs.wa.gov/sesa/research-and-data-analysis/county-and-state
60
WA DSHS Community Risk Profiles https://www.dshs.wa.gov/sesa/research-and-data-analysis/community-riskprofiles
61
WA DSHS Community Risk Profiles. https://www.dshs.wa.gov/sesa/research-and-data-analysis/county-and-state
62
2017 Syringe Exchange Health Survey
59
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Potential Target
Population

Estimated Number in Potential Target Population
The below maps indicate that heroin use has increased in some communities more than
others.63

Fatal overdoses involving heroin and/or
Rx-type opiates (unintentional)

Individuals with
Hepatitis C

According to the Washington Department of Health’s 2016 Communicable Disease Report,
there were 3 cases of acute Hepatitis C in CPAA’s 7-county region, and 928 cases of chronic
Hepatitis C.64

Individuals with HIV

Between 2011 and 2015, there were 103 newly diagnosed cases of HIV across CPAA’s 7county region, and 851 cumulative diagnoses between 1981 and 2015.65 The Department of
Health estimates the number of people in CPAA’s region living with HIV (all cases, including
AIDS) is 654.66 Although not all people with HIV/AIDS are injection drug users with SUD,

63

Maps taken from the University of Washington Alcohol & Drug Abuse Institute. Heroin Trends Across Washington
State, June 2013 Brief. http://adai.uw.edu/pubs/InfoBriefs/ADAI-IB-2013-02.pdf
64 Washington State Department of Health Communicable Disease Annual Report, 2016.
https://www.doh.wa.gov/DataandStatisticalReports/DiseasesandChronicConditions/CommunicableDiseaseSurveillanc
eData/AnnualCDSurveillanceReports
65
Washington State Department of Health HIV Surveillance Semiannual Report, 2016.
https://www.doh.wa.gov/Portals/1/Documents/Pubs/150-030-HIVSurveillanceSemiAnnualReport1-2016.pdf
66
Ibid.

Page 144 of 213

Cascade Pacific Action Alliance – Medicaid Transformation Revised Project Plan – December 15, 2017
Potential Target
Population

Estimated Number in Potential Target Population
people who inject drugs who have these infections are at a much higher risk of spreading
disease. The work group will continue to look at expanding syringe exchange services, as
providing new syringes helps prevent tissue and vein damage, prevents the sharing of
syringes, and provides safe disposal to reduce the rate of disease transmission.

Homeless
individuals

The Snapshot of Homelessness report across the seven-county region found that more than
18,700 people were homeless or unstably housed. One of every 30 people in the region is
homeless or unstably housed.67
For a Medicaid-specific estimate, RDA found that there were 4,420 adults in CPAA ages 1864 who had been homeless at least one month in the past year in 2015.68 This does not
include children, or those who may be at risk of homelessness.

Pregnant and
parenting women
with opioid use
disorder (OUD)

In fiscal year 2016, there were 3,242 female Medicaid members in CPAA’s region who had an
opioid abuse / dependence diagnosis (or 50% of all those with an opioid abuse / dependence
diagnosis).69 We can apply this rate to CPAA’s Medicaid members of reproductive age (ages
20-39) for an estimate of 1,773 women of reproductive age who have an opioid abuse /
dependence diagnosis.70
We are aware that our region has a high rate of maternal hospital stays with an opiate
related diagnosis,71 but we do not currently have exact data to identify the number of
pregnant or parenting women who have opioid use disorder and will look at alternate ways
to explore this population in more detail with our partners during implementation planning.

67

Washington’s Homeless Housing and Assistance Program report, Prepared by DSHS Research and Data Analysis
Division for Washington State Department of Commerce. Dec 2016.
68
Measure Decomposition file, provided by RDA, October 2017.
69
Data provided by HCA, RHNI “starter kit” data file, April 2017.
70
Ibid.
71
Washington State Office of Financial Management, Maternal and Newborn Inpatient Stays with a Substance Use or
Use-Related Diagnosis, February 2016.
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Potential Target
Population

Estimated Number in Potential Target Population

Untreated SUD and
behavioral health
issues

The best way to identify the number of individuals with untreated substance use disorder or
behavioral health conditions is by using the Mental Health Treatment and Substance Use
Disorder Treatment Penetration measures provided by RDA. This Medicaid data shows there
were 18,122 adults (age 18+) and 3,959 children (ages 6-17) in CPAA who have mental
health diagnoses and did not receive treatment in CY 2016. It also indicates that 9,431 adults
(age 18+) and 467 children (ages 6-17) have substance use disorder treatment needs and did
not receive services in CY 2016.72

People in rural
areas with limited
access to OUD
treatment

We do not currently have sufficiently granular data to be able to provide an estimated
number in this potential target population, as this depends on how we define rural areas in
our region, as well as how we define limited access.
We know what percentage of each county’s population is designated in a rural area,
according to one Department of Health methodology, and if we assume this applies
consistently to the Medicaid population (which it probably does not), we can create an
estimate for the number of Medicaid members living in rural areas. We can then apply the
rate of individuals with opioid use disorder diagnosis history to that estimate for a total
estimate of 2,468 members.73

72

Data provided by RDA, Toolkit Preliminary Baseline October 2017.
Estimates of population living in rural areas by county from Washington Department of Health.
https://www.doh.wa.gov/ForPublicHealthandHealthcareProviders/RuralHealth/DataandOtherResources/RuralHealth
Data 2016 Medicaid population by county from the Healthier Washington Data Dashboard. Rate of CPAA Medicaid
members with opioid use disorder diagnosis history taken from RHNI “starter set” data files provided by HCA, April
2017.
73
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Potential Target
Population

Estimated Number in Potential Target Population
Percent of
population
rural
(2010 census)

# of Medicaid
members in
the county
(Dec 2016)

# of Medicaid
members living
in rural areas

# of Medicaid
members living in
rural areas with
OUD diagnosis

Cowlitz

29%

37,375

10,727

375

Grays
Harbor

40%

26,944

10,805

378

Lewis

61%

26,979

16,376

573

Mason

64%

19,081

12,155

425

Pacific

65%

6,816

4,417

155

Thurston

21%

71,303

14,974

524

Wahkiakum

100%

1,072

1,072

38

70,524

2,468

TOTAL

189,570

As shown in the below graphs, the number of pregnant women and newborns addicted to opioids has
significantly increased in the last five years. People experiencing SUD have a higher rate of ACEs, and
treating maternal OUD and preventing overdose not only addresses the adult population but also prevents
adverse childhood experiences. Thus, the primary intervention is with the adult, but it is also a first step in
prevention with the child. Preventing the death of a parent, engaging the parent in treatment, and helping
create healthier families through that process builds familial resilience and protective factors for the child,
reducing ACEs and SUD in children.
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TABLE 3A-3 WA STATE MATERNAL STAYS WITH OUD AND NEWBORNS WITH DRUG WITHDRAWL

Although CPAA does not have a youth-specific OUD intervention in place yet, we are working to identify
prevention and recovery organizations and providers in our region that can do this work. This has been
challenging despite the obvious need for youth-specific treatment, as many providers are struggling to
recognize their connection to this project area. We intend to leverage our position as the lead organization
for of the region’s Youth Marijuana Prevention and Education Program and the strong relationships we
have established through that work with community partners to expand and incorporate SUD and, more
specifically OUD, into education and prevention efforts aimed at youth. We will also leverage our Youth
Behavioral Health Care Coordination Project infrastructure, which already connects at-risk youth with
unmet behavioral health needs to services. CPAA will continue to work to engage the youth-specific OUD
intervention response our region needs to address the opioid epidemic.
For opioid users, we believe that PRISM, or a similar tool, will enable CPAA to identify individuals with
profiles indicating risk for opioid usage, i.e., Medicaid beneficiaries with local incarcerations and multiple
ED visits for wound care or exposure to Hepatitis C. This will help focus our resources more effectively in
such a broad geographical area, pinpointing where to target resources to engage people and efficiently
coordinate their care. The outcomes we hope to achieve are increased engagement in health care, testing
and treatment for any communicable diseases, referral into treatment for those who are ready, and
decreased usage of the ED.
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Involvement of Partnering Providers
CPAA has established a work group comprised of key providers and other stakeholders from throughout
the region to plan and develop the Opioid Response project. For a list of work group members (see
Appendix AA). The work group came together in recognition of the fact they are all invested in improving
the region’s opioid response and they play a critical role in contributing to evidenced-based approaches.
In addition, CPAA has conducted two efforts to identify potential partnering providers: 1) a Request for
Qualifications (RFQ) was issued in August 2017 to identify and engage partnering providers; and 2) an
analysis was conducted by CORE to identify the key providers serving collectively 90% of Medicaid clients in
the region in 2016.
The analysis of main Medicaid providers in the CPAA region is now being used to systematically approach
and engage key Medicaid providers that serve large numbers of Medicaid beneficiaries but have not yet
responded to the RFQ. As CPAA finalizes the selection of specific target populations, we will further refine
this analytical tool to identify those key Medicaid providers that serve our prioritized project target
populations, especially those in prioritized sub-regions.
CPAA is keenly aware that we need to engage the right providers in order to meet our region’s
transformation goals. Clearly, this includes the main Medicaid providers in our region; however, this also
includes key social services providers such as public health, homeless outreach, and housing services that
are essential for successful opioid response improvements. While our initial analyses and outreach focused
on medical and behavioral health providers, we are now reaching out to business associations such as the
Olympia Downtown Association, criminal justice partners, and training programs to include Economic
Support Group of YWCA and Washington State Peer Counselor Programs. The opioid epidemic is many
faceted and impacts people from all walks of life. Involving these diverse partners will help standardize the
care people are given in settings outside of hospitals and create systems of support for people early on in
their recovery. During the project planning phase, CPAA will expand this outreach to partnering providers
to include these and other service agencies, and we will make explicit connections to other Transformation
project areas, such as community-based care coordination, bi-directional care integration, and maternal
and child health.
CPAA will continue to meet with providers, both one-on-one and during work group meetings, to develop
their project ideas and align them with the project fundamentals. Nine organizations proposed projects,
with many of the projects covering more than one project area. Note that while the proposals represent
preliminary ideas for consideration during the planning year, CPAA has made no commitments to support
any particular proposal at this time.
CPAA confirms all partnering providers listed in the Partnering Provider tab of the ACH Project Plan
Supplemental Data Workbook expressed interest in serving as a partnering provider. All partnering
providers referenced submitted responses to CPAA's RFQ. For a complete list of responses to the RFQ,
please see Appendix P, "Request for Qualification Summary".

APPENDIX AA – OPIOID RESPONSE WORK GROUP ROSTER
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Level of Impact
Opioid response needs improvement across the CPAA’s seven-county region. Thus, the level of impact of
this project is necessarily regional. This region-wide impact is supported by the fact that the project is part
of a synergistic project portfolio that CPAA is developing to achieve transformative health systems change
across the entire seven-county area.
Additionally, our analysis of available data points to certain geographic sub-regions requiring heightened
attention. The region has a particular area devastated by OUD, located in the southwest corner of Thurston
County and the Northwest corner of Lewis County. This geographic area has especially poor health
outcomes, due in part to high numbers of OUD and other social determinants of health. Pacific and
Wahkiakum counties, both rural areas highly saturated with opioid prescriptions and limited access to
services, also stand out as geographic sub-regions requiring focused efforts. Thus, we anticipate that special
emphasis will be placed on targeting our interventions at these geographic areas, while ensuring the
project is implemented across the region.
Similarly, our ongoing analysis of potential target populations for this project leads us to specific
communities within our region where members of the prioritized target population reside in larger
numbers. According to the Washington State Department of Health’s CHARS reporting system, in 2016,74
the region covered by CPAA paid nearly $17 million dollars for hospitalizations for poisoning and toxic
effects of drugs, and three of our area’s hospitals handled 90% of those cases: Providence St Peters
(Thurston County), Peace Health St. John (Cowlitz County), and Providence Centralia (Lewis County). An
analysis of the demographic make-up of these patients may lead to the identification of additional subpopulations and sub-areas in the region. We are waiting for data from the University of Washington
identifying where injection drug users are living in the CPAA region. As this additional information becomes
available, we will be able to narrow our target population(s) accordingly.

How CPAA Will Ensure Health Equity is Addressed in the Project Design
As per the discussion above, our data analysis points us toward certain target populations and geographic
focus areas in the opioid response project. After reviewing the data, our work group explicitly considered
health equity as a guiding principle, in keeping with the CPAA’s broader values. Specifically, the
identification of potential target groups in this project area was guided by an analysis of mortality data by
census tracks as a proxy measure for health disparities75 The Opioid Response Work Group carefully
considered this information by overlaying mortality data with other health statistics, which led to the
identification of the preliminary target populations mentioned above.
A key aspect of an equity approach with this project is addressing the role of stigma as one of the greatest
barriers when addressing SUD or the health and social issues associated with opioid use in order to achieve
recovery.76,77 CPAA seeks to transform how intervention, treatment, and support is provided to patients by
introducing training opportunities such as Intercultural Foundations, an ongoing program to help transform

74

(DOH W. , 2017)
In our view, elevated mortality is to be interpreted as the ultimate result of a host of health disparities experienced by sub-populations in a given
geographic area.
76
Harnish, S. (2015). Is There an Unmet need for Wound Care for people Who Inject Drugs in Thurston County? Olympia: Evergreen State College
(unpublished).
77 Green-Banta, C., & Kingston, S. (2016). Results from the 2015 Washington State Drug Injector Health Survey. Seattle: University of Washington.
75
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the way practitioners interact with the people seeking services. It focuses on bias training so practitioners
can recognize how their bias impacts the care they are giving.
CPAA is engaging consumers in our region to help with the identification and selection of the correct target
population/s for this and other project areas. In late October, the CPAA began to vet the work of the Opioid
Response Work Group through a conversation with consumers from throughout the seven-county region
coming together within the CPAA Consumer Advisory Committee. This will continue in the coming weeks
and months as we work with this committee more closely and seek to engage consumers in the project
implementation planning through surveys and community meetings.
We are also consulting with our Tribal partners, some of whom have been involved in our work groups, to
ensure that health equity is thoroughly considered in our project planning and implementation. For
instance, we recently met with the health director of the Nisqually Indian Tribe to learn about the Tribe’s
greatest health needs. As a result of these ongoing consultations, the list of priority target populations and
interventions may change, reflecting more fully health equity considerations.
Finally, in keeping with CPAA’s commitment to adopt a health equity lens in our planning and
implementation of our project portfolio, we are equipping our project partners with information and
practical tools to ensure health equity considerations are at the forefront of our regional health
improvement. For instance, we have used a monthly shared learning session at CPAA Council meetings to
conduct health equity trainings, and we are developing a decision-making aid that our council, board, and
work groups will use to formally integrate health equity consideration into their decision-making.

Project’s Lasting Impacts and Benefits to the Region’s Overall Medicaid
Population
The investments in this project area will generate lasting impacts in many ways:
1. Reducing Stigma: Expanding Medically Assisted Treatment and Harm Reduction Programs will
have lasting practice transformation effects, which may help reduce stigma.
2. Workforce: We anticipate making targeted investments in the workforce of our region as part of
this project. This will include training partnering provider personnel in evidence-based strategies,
such as Medical Assisted Treatment, integration of services, and harm reduction. Once
partnering providers are trained, the expertise gained and the capacity built through these
trainings will be available indefinitely as a resource to our partnering providers and region.
3. Changes at the Practice Level: Similarly, we anticipate our partnering providers will make
structural changes in their business practices, staffing configurations, and workflows to conform
to the evidence-based models and strategies associated with the chosen interventions. Once
these changes have been made, they will be “hard-coded” into the service delivery infrastructure
(processes and procedures) and provide lasting benefits beyond the Transformation project
period. For instance, through this project, we anticipate educating providers on standard
prescribing practices and alternative pain control will reduce opioid prescription rates that can
later lead to abuse or dependence.
4. Health System Infrastructure: This project includes targeted investments in the ability of our
partnering providers to communicate with each other and exchange relevant patient
information. The exact nature of these investments will be determined during implementation
planning and will, in part, depend on investments the state is going to make in Health
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Information Exchange systems. Regardless, once these infrastructure investments have been
made, they will provide benefits into perpetuity for our region to improve transitions of care
specifically and care coordination in general.
5. Partnerships: Through this project, partnering providers will learn what community resources
and services are available in the region to which they can turn and refer patients in need of social
supports and other wrap-around services. Once awareness about available community resources
has been raised and interagency relationships have been established, these essential
community-clinical linkages will be permanent and provide lasting benefits.
6. Standardizing care: Through this project, providers will be trained on prescribing approaches
with the adoption of a set of standards throughout the region and encouraged to enroll into the
Prescription Monitoring Program (PMP). Implementing the PMP will help reduce the number of
prescribed opioids, and improved screening in PCP settings and co-location of services will
engage people who use opioids and encourage them to begin treatment. This will lead to
improved quality of life by interrupting unhealthy use of opioids and injection drug use behaviors
which also carry added health risk, i.e. blood clots, communicable diseases, and soft tissue
infections. Naloxone distribution saves lives and healthcare dollars by reducing hospital
admissions and preventing complications. Monitoring data to track trends will enable services to
be responsive to the needs of each community.
7. VBP: In part, the permanence of the transformation of partnering providers’ infrastructures,
systems, and behaviors depends on sustainable payment mechanisms that carry this change into
the future beyond the Medicaid Transformation Project. The state’s commitment to changing its
healthcare purchasing from fee-for-service to value-base care will be a major supporting strategy
for sustaining CPAA’s investments in a transformed healthcare delivery system through the
investment areas outlined above.
In sum, a number of mutually reinforcing mechanisms will ensure the benefits of our investments in
improved opioid response will not be limited to the five-year Medicaid Transformation performance period.
While our investments in this project area will be targeted at specific target populations as a subset of
Medicaid beneficiaries, the workforce trained, the workflows established, the infrastructure built, the
partner relations established, the financing mechanisms put into place, and the overall synergies harnessed
are not exclusive to these prioritized populations. Rather, they will benefit all populations, including the
entire Medicaid population.

Implementation Approach and Timing (Supplemental Workbook
Tabs)
See 3A Implementation Approach tab in ACH Project Plan Supplemental Data Workbook for a brief
description of how CPAA will accomplish each set of project milestones in State 1, Stage 2, and Stage 3.
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Partnering Providers (500 words + Supplemental Workbook Tabs)
How CPAA Has Included Partnering Providers That Collectively Serve a
Significant Portion of the Medicaid Population
CPAA is well positioned to bring major partnering providers in the region together to create collective
impact. A principal asset in this engagement process is the well-established provider relationships CHOICE
has cultivated over the last two decades; many key Medicaid providers are members of CHOICE, including
two of the region’s three Federally Qualified Health Centers (Valley View Health Center and Sea Mar) and
all of the region’s hospitals in five of the seven counties covered by CPAA, including our largest tertiary
hospital, Providence St. Peter Hospital. From the beginning, CPAA has included a broad range of providers
in its work across our seven-county region, including providers that collectively serve a significant portion of
the Medicaid population.
With the help of CORE, we have identified key providers serving collectively 90% of Medicaid clients and
partners in the CPAA region. The following key Medicaid providers in our region have participated
consistently in the planning for the Opioid Response project: Behavioral Health Resources, Child and Family
Health Center in Cowlitz County, Evergreen Treatment Resources, Great Rivers BHO, Providence St. Peter's
Family Practice and Chemical Dependency Treatment Center, Public Health, Sea Mar, and Thurston-Mason
BHO. While these organizations regularly attend work group meetings, they have not yet submitted a
response to CPAA’s RFQ. The RFQ is ongoing, and CPAA will continue to engage organizations and providers
in the region for this project area.
Additionally, the following key Medicaid providers in our region have responded to date with an opioid
response project proposal in response to the CPAA’s Request for Qualifications (RFQ) that was issued over
the summer: Arcora, Capital Region ESD 113, Child and Adolescent Clinic, Cowlitz Family Health Clinic, the
Crisis Clinic, Mason General Hospital, Morton General Hospital, Providence Health and Services, Sea Mar
Community Health Centers, and Thurston County Health and Social Services (see Appendix P).

APPENDIX P – REQUEST FOR QUALIFICATIONS SUMMARY

Process for Ensuring Partnering Providers Commit to Serving the Medicaid
Population
As previously mentioned, CPAA began taking stock of project areas in which partnering providers are
planning to implement interventions by opening a Request for Qualifications (RFQ) process that prompted
providers to describe the target population and estimated number of Medicaid lives served. Partnering
providers for this project have a track record of serving Medicaid beneficiaries in the region. Although the
opioid crisis impacts all income levels, low-income communities are especially affected, and Medicaid
beneficiaries will be the focus of this project. We will secure formal commitments from our partnering
providers to implement the evidence-based approaches outlined in the project toolkit that include a
commitment to serve specific Medicaid populations. These commitments will be made in the form of
contracts with partnering providers that specify the specific scope of work for each implementation
partner, reporting requirements, and payment arrangements. CPAA will monitor these commitments by
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tracking progress on project implementation and outcomes for performance metrics per agreed upon
contracts with partnering providers.
We are confident this systematic, personalized, and multi-pronged approach will build on well-established
partnerships in our region and result in the successful engagement of key Medicaid providers in our region
as well as a broad range of social service agencies that are essential for successful opioid response.

Process for Engaging Partnering Providers That are Critical to the Project’s
Success, and Ensuring a Broad Spectrum of Care and Related Social
Services are Represented
CPAA engages key partnering providers in the Transformation in various ways. A number of key
implementation partners serve on our project work groups. Work groups consist of individuals from
partnering organizations, including large and small, urban and rural clinical providers that encompass
behavioral health and primary care, social services, community-based organizations, MCOs, and public
health departments.
We are now systematically reaching out to key Medicaid providers who have neither participated in the
project planning so far, nor responded to the RFQ to ensure that they are aware of this project and engage
in the project planning and implementation going forward. In instances where engagement from missing
key Medicaid providers should prove challenging, we will ask our Provider Champions, clinicians who have
agreed to assume a leadership role in liaising with our provider community, to reach out to their peers at
these key Medicaid provider organizations to begin the engagement process. We will follow up with inperson visits to explain the project and answer any questions the targeted key providers may have.
Concurrently, we are conducting an analysis of missing prevention and treatment organizations that are
essential to successful project planning and implementation. To date, the following agencies have
participated in project planning: Behavioral Health Resources, Child and Family Health Center in Cowlitz
County, Evergreen Treatment Resources, Great Rivers BHO, Providence St. Peter's Family Practice and
Chemical Dependency Treatment Center, Public Health, Sea Mar, and Thurston-Mason BHO.
In our outreach to missing social service providers, we can again draw on the CHOICE membership network,
which includes five of the seven local health jurisdictions in the CPAA region (public health and
social/human services departments at the county level). Given the well-established relationships we have
been able to forge with these critical partners in the opioid response improvement process, CPAA is highly
confident that we will be able to engage any missing social service partners successfully.

How CPAA is Leveraging MCO’s Expertise in Project Implementation, and
Ensuring There is No Duplication
MCOs have been active participants in the all work groups, the Clinical Advisory Committee, and the CPAA
Council and Board of Directors. MCO representatives have contributed to the identification of regional
health priorities, have provided input into the project planning process, and will continue to be key
partners throughout Transformation implementation. CPAA encourages MCO representatives to share
developments in their organizations regarding VBP strategies, moving to fully integrated managed care, and
any additional guidance for working with providers at the clinical level on integrated care.
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MCOs are critical to the success of this project, as we need to ensure payment mechanisms are aligned with
and support our project interventions. In the case of opioid care, multiple MCOs are engaged in the CPAA’s
project planning to date, most actively CHPW and Molina Healthcare. However, all five MCOs that serve our
region have participated in the CHOICE-led regional health improvement work over the years and, moving
forward, we anticipate that the MCOs will play an active role in the Medicaid Transformation project
planning and implementation. This will ensure there is good coordination between payers, their expertise is
leveraged, and duplication will be avoided.
APPENDIX BB – MCO REPRESENTATIVE AND ORGANIZATIONS

Regional Assets, Anticipated Challenges, and Proposed Solutions
Assets the CPAA and Regional Partnering Providers Will Bring to the
Project
One of the principal assets CPAA brings to this project is CHOICE’s broad and well-established network of
positive, collegial relationships with clinical providers, community-based organizations, and health plans
developed over more than two decades of community-led health improvement and collective action. In its
project planning and implementation, CPAA can readily build on this strong, trusting foundation.
Regarding opioid response, our region can leverage other assets, too, thanks to CPAA’s collaborative work.
The following assets have been identified by the Opioid Response Work Group to date in the form of
existing service providers in the CPAA region:














Eleven hospitals (Capital Medical Center, Grays Harbor, Legacy Salmon Creek, Mason General,
Morton General, Ocean Beach, Peace Health St. Johns Medical Center, Providence Centralia,
Providence St. Peter, Summit Pacific, and Willapa Harbor)
Numerous primary care offices and clinics
Four short or long-term inpatient chemical dependency programs (Harbor Crest, NW Indian
Treatment Center, Cowlitz Family Health Center, and Providence Centralia)
One licensed Opioid Treatment Program (OTP) (Evergreen Treatment Services)
Numerous outpatient chemical dependency treatment programs
Six multi-site behavioral health care organizations (Behavioral Health Resources, Great Rivers BHO,
Sea Mar, Thurston-Mason BHO, Cowlitz Family Health Center, and Valley View)
Numerous small behavioral health care provider groups and skilled professionals (psychologists,
psychiatrists, counselors, mental health workers, and social workers)
Three syringe exchange programs in Thurston, Cowlitz, and Grays Harbor counties.
Public Health Departments throughout the region are expanding their service provision around the
opioid issue; Mason and Cowlitz counties have received State Targeted Response grants.
Professional associations (Physicians of Southwest Washington and local chapters of Washington
Academy of Family Physicians, Washington State Medical Association, and Washington Association
of Nurse Practitioners)
Community service programs (Housing Opportunities of SW WA, Lower Columbia Community
Action Program, Youth and Family Link, the Family Support Center, Crisis Clinic, Thurston County
Together, Community Youth Services)
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Non-profit organizations (e.g. churches, Catholic Community Services, homeless shelters, food
banks, Sidewalk Homeless Services, Union Gospel Mission, Salvation Army, Safe Place, EGYHOP).
Government agencies which currently or potentially could provide relevant services include:
The seven County and 6 Tribal Health Departments (Skokomish, Squaxin Island, Nisqually, Chehalis,
Shoalwater Bay, Cowlitz)
First responders (police and fire departments)
Schools
County jails

TABLE 3A-4 – CPAA PARTNER ASSETS
Org Type
Community Based
Organizations

Entity Name
Housing Opportunities of SW
WA, Lower Columbia
Community Action Program,
Youth and Family Link, the
Family Support Center, Crisis
Clinic, Thurston County
Together, Community Youth
Services, Catholic Community
Services, Interfaith Works, food
banks, Sidewalk Homeless
Services, Union Gospel Mission,
Salvation Army, Safe Place,
EGYHOP

Asset Provided
Food, emergency shelter,
transportation, education,
drug prevention, and
support for Medicaid
beneficiaries and other
vulnerable populations
needing addition services

CPAA Location
All seven counties in
CPAA

Hospitals

Capital Medical Center, Grays
Harbor, Legacy Salmon Creek,
Mason General, Morton
General, Ocean Beach, Peace
Health St. Johns Medical Center,
Providence Centralia,
Providence St. Peter, Summit
Pacific, and Willapa Harbor

Medical care for Medicaid
beneficiaries, including
prevention, education, and
treatment

Cowlitz, Grays Harbor,
Mason, Pacific, and
Thurston counties

Behavioral Health

Behavioral Health Resources,
Great Rivers BHO, Sea Mar,
Thurston-Mason BHO, Cowlitz
Family Health Center, Willapa
Behavioral Health, Wahkiakum
County Health and Human
Services, and Valley View

Behavioral health services
and medication
management for Medicaid
beneficiaries with coexisting conditions, referral
services for primary care
and SUD providers

All seven counties in
CPAA

Syringe Exchange
Program

Thurston County Syringe
Exchange, Cowlitz Family Health
Center Syringe Exchange, Grays
Harbor County Syringe Exchange

Harm Reduction, i.e. free
needles, injection supplies,
and disposal of needles to
minimize risk of sharing
used syringes and reduce
spread of disease; wound
care; widespread
distribution of Naloxone;

Olympia, WA, Thurston
County; KelsoLongview, WA, Cowlitz
County; Aberdeen, WA,
Grays Harbor County
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Org Type

Entity Name

Tribal Government
including medical
clinics and
behavioral health
services

Chehalis Tribe, Cowlitz Tribe,
Nisqually Tribe, Shoalwater Bay
Tribe, Skokomish Tribe, Squaxin
Tribe, Quinault Tribe
Indian Treatment Center

Local Government
particularly public
health

Cowlitz County Government,
Grays Harbor County, Lewis
County, Mason County, Pacific
County, Thurston County,
Wahkiakum County

Medically Assisted
Treatment (MAT)
Providers

Evergreen Treatment Services
(only licensed opioid treatment
center), Harbor Crest (shortterm stabilization treatment
center).

Asset Provided
BH and recovery treatment
referrals; infectious disease
testing and counseling
Healthcare for members of
their communities; Tribal
governments are engaged
with their communities and
can identify local trends and
risks
Improve health through
promotion, prevention, and
education strategies; drives
public policy to reduce
health disparities and
stigma
MAT services reduce,
eliminate, or prevent the
use of opioids; MAT
prescribers use a variety of
medication to relieve
withdrawal symptoms and
psychological cravings that
cause chemical imbalances
in the body.

CPAA Location

Cowlitz, Grays Harbor,
Mason, Pacific, and
Thurston counties

All seven counties in
CPAA

Thurston County, Grays
Harbor County

We plan to augment this list of existing assets in the region with an online survey of key clinical and social
service providers early during implementation planning.

Challenges to Improving Outcomes and Lowering Costs for Target
Population and Strategy to Mitigate Risks and Overcome Barriers
There are many challenges and barriers to overcome in order to achieve the intended project outcomes.
Broadly speaking, these fall into two categories: (1) general challenges and barriers, and (2) project-specific
challenges and barriers.

General Challenges and Barriers
All Transformation projects require:
 Data: CPAA must have access to timely, accurate data to:
o

Identify/refine target populations, partnering providers, and interventions, and

o

Monitor the performance of our partnering providers under the Transformation to
determine partner compensation, course correct if milestones and performance
metrics are not being achieved, and conduct continuous quality improvement
efforts.

 Health Information Systems: Our partnering providers must have the ability to exchange
information about patients and care plans in order to avoid care gaps and duplication of services.
Currently, there is no consistent standard and/or IT system for information sharing in our region,
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especially between providers that serve patients with multiple chronic illnesses and behavioral
health conditions.
 Workforce: Our partnering providers must have access to the right workforce to implement the
evidence-based interventions in the chosen project areas. This includes personnel with the right
general professional qualifications, expertise and experience in the project area, and training in the
specific methods and approaches of the chosen interventions. Ensuring ready access to this
workforce is a major concern, especially in rural, under-resourced areas.
 Finances: Our partners need to be clear on:
o

Fund flows, i.e., they need to understand when, how and how much they will be paid
to inform their decision-making about investments in the Transformation.

o

Financial sustainability, i.e., they need to understand what payment mechanisms are
being developed to sustain their investments beyond the Transformation. The
principal barrier in this arena is the fact that the vast majority of purchasing activities
occur in other venues and are controlled by other parties. Most medical purchasing
is conducted by MCOs, while behavioral health services are currently purchased
under the rubric of BHOs.

Project-Specific Challenges and Barriers
In addition to these general challenges and barriers, there are a number of project-specific challenges and
barriers to overcome related to OUD behavior and stigma, resulting in a higher rate of morbidity and
mortality at large and in the CPAA region. The following is a list of selected key challenges and barriers
specific to opioid response:


Geography: The large geographical distance between people needing resources and the physical
location of service providers, due in part to the rural nature of much of the region.



Stigma: This represents a primary barrier after geography. A survey conducted at Thurston County
Syringe Exchange found the most common reason people waited to seek medical attention was
they thought they would face discrimination from a practitioner. The same study also surveyed
practitioners and found bias in their reported feelings about treating PWID with soft tissue
infections78



Lack of Provider Capacity:
o

Limited availability of MAT due to (a) only one Opioid Treatment Program in the region,
which has insufficient space and workforce capacity to accommodate its census cap, and
(b) a shortage of medical providers trained and willing to prescribe buprenorphine,
particularly outside Thurston and Lewis Counties.

o

A shortage of chemical dependency professionals, particularly those educated about MAT
and willing to encourage clients to use it.

78

Harnish, S. (2015). Is There an Unmet need for Wound Care for people Who Inject Drugs in Thurston County? Olympia: Evergreen State College
(unpublished).
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o

Limited access to inpatient treatment for substance use disorder (SUD).



Lack of Communication, coordination, and digital information exchange among service providers.



Lack of Education among the general population, professionals (medical, chemical dependency,
and law enforcement), and families and individuals living with OUD on the following topics:
profound stigma about OUD, medication-assisted treatment (MAT) as the established evidencebased treatment for OUD, social contributors to OUD including socioeconomic disadvantage,
physical, psychological and sexual trauma, adverse childhood experiences (ACE), trauma-informed
care, and principles of harm reduction



Homelessness or a transitory living situation among many individuals with OUD.

CPAA Strategy for Mitigating the Identified Risks and Overcoming Barriers
The following lists various mitigation strategies to address the identified challenges and barriers.
TABLE 3A-5 MITIGATION STRATEGIES
Barrier
Data

Potential Solutions
 Partner with CORE, state and providers to identify/refine target
populations, partnering providers, and interventions (underway)
 Partner with providers and MCOs to obtain close to real-time provider
performance information; explore contracting with a third-party data
aggregator with data analytics capabilities (underway).

Health
Information
Systems

 Partner with state, MCOs, providers, and other ACHs in developing
interoperability between health information systems; expedite planning
for and implementation of clinical integration of behavioral health.

Workforce,
Stigma, Lack of
Education

 Invest in training of partnering providers in evidence-based
methods/models
 Train providers in harm reduction, trauma informed care, and implicit
bias to reduce stigma.
 Increase number of PCP trained with MAT waivers and the use of
telemedicine in primary care settings to create a hub and spoke model in
more remote areas of the region
 Create mentorship program for newly waivered buprenorphine providers
to help them build their experience level working with this population.
 Student loan forgiveness or tuition reimbursement to address the shortage
of chemical dependency professionals, particularly those educated about
MAT
 Explore shared workforce options, e.g., through telehealth

Finances

 Funds Flows: Work with CPAA Finance Committee to clarify funds flows
(underway)
 Financial Sustainability: Work with payers (health plans and state) to
support transition to value-based purchasing; state needs to adjust
contracting w/ MCO who in turn modify provider payment approaches
accordingly
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Barrier
Lack of
Communication
Lack of
Provider
Capacity

Potential Solutions
 See Health Information Systems above
 Encourage all providers in the CPAA to register in and use the PMP
 Co-location of services with syringe exchanges. Most syringe exchange
programs are trusted points of contact and access to care.
 Cohort of physicians who are willing to train providers on Buprenorphine
waivers
 Partner with the Chemical Dependency Professional Program at Centralia
College to implement classes on MAT and other evidence-based approaches
 Continue to identify referral sources for both in-patient and out-patient
services

Monitoring and Continuous Improvement
Plan for Monitoring Project Implementation Progress, Including Addressing
Delays in Implementation
To ensure oversight of partnering provider participation and performance, CPAA is using a rigorous
project monitoring approach. The same approach will be employed across the entire portfolio of
projects. This includes entering into contracts that clearly spell out partnering providers’
responsibilities, including reporting requirements, and supports CPAA can offer as well as
employing project planning software and tools to lay out required deadlines, key tasks,
subordinate tasks, and milestones. Each project implementation plan will define critical paths and
key dependencies. Key indicators will be determined for each project area that will serve as an
early warning system to detect when implementation challenges are encountered. A monthly
performance dashboard report will compare actual performance of key indicators against targets
within and across all project areas. This will allow the project managers as well as the CPAA
Support Team, which includes the chairs of each project work group, to identify both
implementation problems and early wins.
CPAA has hired dedicated support staff for each project area (program managers). It is the responsibility of
the program managers to stay in close contact with all partnering providers in their respective project area.
Specifically, the project managers are responsible for:


Identifying support needs of partnering providers throughout the duration of the Transformation;



Serving as subject matter experts for partnering providers or, if additional expertise is required,
identify and facilitate external subject matter experts providing enhanced technical assistance to
partnering providers; and



Monitoring overall partnering provider performance toward milestones and performance metrics
(see below for details).

Project implementation monitoring is closely tied to performance monitoring of partnering providers. The
next section of the project plan discusses in detail how CPAA will monitor the performance of individual
partnering providers. The data reporting and analytics tools used to hold individual partnering providers
accountable to agreed upon deliverables will provide CPAA also with a clear sense about the project’s
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overall implementation progress, as individual provider performance data rolls up into a region-wide
performance summary. See next section for details.

Plan for Monitoring Continuous Improvement, Supporting Partnering
Providers, and Determining Whether or Not the CPAA is on Track to Meet
Expected Outcomes
CPAA will set up a progressive implementation and performance monitoring structure with tiered
interventions up to termination of partnering provider contracts. This will include regular meetings with
our partnering providers to assess implementation progress and challenges. If project implementation
progress becomes questionable or is delayed, the Opioid Response Program Manager will inform her
immediate supervisor, the Clinical Director, of the concern. The senior project management team will
assess the severity of the situation. When possible, we will seek to mitigate the risk or delay by providing
technical assistance to help the partnering provider/s get back on track. This will include seeking advice
from clinical experts, including Provider Champions serving on the CPAA Clinical Provider Advisory
Committee. The partnering provider and CPAA will agree on an action plan (Performance Improvement
Plan) to resolve the issue or renegotiate the contract deliverables, if necessary. In severe cases or if the
technical assistance does not correct the problem, we will escalate the issue to our Clinical Provider
Advisory Committee for a more comprehensive review. The committee may identify additional problem
solution strategies, ask our Provider Champions to intervene, help access additional external technical
assistance resources, or engage other key stakeholders in addition to affected providers to remedy the
cause of delays. If the problem cannot be resolved, is of a major magnitude or involves key partners that
serve large numbers of Medicaid beneficiaries, the CPAA Council and Board will be informed. The board
will make the final decision about modifying or terminating contracts with partnering providers.
Access to timely and relevant data will be critical to our ability to monitor project implementation and
support continuous improvement. Measurement is an integral part of quality improvement. We will enter
into a contract with each partnering provider that will detail the provider’s responsibilities, including the
nature and scope of investments to be made; implementation of the key components of each selected
approach; adherence to project guidelines, policies, procedures, and protocols; the target population(s)
and any geographic sub-regions on which the interventions will be focused; reporting requirements
(milestones and outcome metrics as well as frequency of reports); participation in peer learning
collaboratives and payment modalities.
Partnering providers will be required to submit performance information monthly. We are exploring
utilizing the Washington Hospital Association’s (WSHA) updated QBS business intelligence system to
capture and analyze provider data that is not already reported through other systems. Our goal is to place
minimal reporting burdens on our partnering providers while providing CPAA with an effective
performance monitoring tool that provides us with timely performance data, so we can actively monitor
and track partnering provider performance. QBS is easy to populate by our partners (including automated
data uploads) and easy for us to analyze (inbuilt reporting tools, including comparison of actual
achievement against goals, trend information over time, and comparative performance evaluation across
providers). We plan to augment this information system through less frequent region-wide data reports on
key regional performance measures, including claims-based data. The latter may require us to contract
with a third-party data aggregator with sufficient data analytics capability to validate and augment the
performance information reported by our providers through the QBS system.
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CPAA will be using data from the above sources and analytical tools to issue regular reports to participating
providers. These reports will serve two purposes: 1) inform providers on where to target their efforts; and
2) advise providers on progress toward meeting required objectives. First, for example, if a provider is
working to reduce readmissions, CPAA will need to advise practices on clients with high hospital admission
rates and clients with conditions that put them at high risk for readmission. This will enable provider
practices to proactively engage these clients and provide care and patient education interventions to
reduce the incidence of readmissions. Second, CPAA will need to report to provider practices their overall
progress on meeting the required metrics for each project. For example, CPAA will need to monitor
hospital utilization to determine readmission rates and will need to correctly associate individual clients
with responsible practices. CPAA or its designated partner will provide regular reports (e.g., quarterly) to
providers for this purpose.
In general the reports will be issued to the providers monthly based on data submitted by the
providers via the QBS system per their contractual reporting requirements and, when available,
region-wide data reports. However, if providers submit performance information more frequently,
they will have the ability to access reports more frequently than monthly. This may be an option in
particular for larger facilities that can take advantage of automated data uploads. We will explore
the feasibility of automated data uploads for all partnering providers regardless of organization size.
However, at this time, to balance our need for timely performance information on the one hand,
with a manageable reporting burden on the other hand, to ensure provider buy-in and participation,
we anticipate requiring monthly performance reports from our implementation partners.
The reports provided by CPAA to partnering providers will include both outcome measures defined
by HCA within the Medicaid Transformation Project and intermediate measures (process measures
and milestones) to track progress toward desired outcomes. Given the nature of some of the
intermediate measures, e.g., number of providers trained, number of guidelines implemented, etc.,
requiring reporting more frequently than monthly may add little value.
The reports will compare each provider’s performance against agreed upon targets and across
providers (comparative performance information) through charts and tables, including trendline
charts. This will provide vital performance feedback to our implementation partners and allow CPAA
to identify leading and lagging providers.
As detailed above, when a provider or a group of practices is not making adequate progress on
meeting key milestones and metrics, CPAA will reach out to the provider in question and develop a
plan of action with the provider to remedy identified gaps or barriers. For example, CPAA and the
provider might agree to additional workforce training to assure best practices are fully employed
in working with the target population.
We may also partner lagging providers with leading ones to spur the dissemination of best practices
and support rapid cycle performance improvement.
In addition to these monthly performance reports, CPAA program staff and clinical experts (e.g.,
clinical provider champions, contracted clinical TA providers, etc.) will obtain real-time partnering
provider data by working with providers on continuous quality improvement. Supporting providers
in using their own data to drive quality improvement using the clinic’s EHR will allow our
implementation partners to monitor day-to-day progress toward goal achievement in real time.
Similarly, providers will have access to real-time data linked to emergency room utilization through
the Emergency Department Information Exchange (EDIE). PreManage, which builds on the EDIE
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system, provides certain care coordination information for ED high-utilizers in real time. We will
have to explore to what degree this information is available for “rising risk” populations, a likely
target population for our care coordination efforts, and whether CPAA can gain access to these
clinical data sets. Through the Pathways HUB, CPAA will have access to real-time data for individuals
whose care is coordinated through the HUB and its community-based care coordination partners.
We plan to use the expertise of our clinical providers and MCO partners to explore the feasibility
of utilizing the above-mentioned tools, as well as identifying other resources, to augment the
monthly provider performance reports. It may be that collecting data more frequently than
monthly may not be useful for the types of performance metrics required to monitor ongoing
provider performance, as opposed to guiding program interventions that will benefit greatly from
access to real-time data. For instance, an EDIE data stream can help identify our target population,
so that we can triage or reach out to those individuals and provide direct services without delay. A
monthly report would be sufficient to show how many members of our target population were
seen in the ED that month and if ED utilization is changing over time.
Additionally, CPAA will convene all partnering providers once per quarter to participate in a peer learning
collaborative. Partnering providers will have the opportunity to share successes as well as to raise
implementation challenges that the partners can then jointly resolve. Likely, these meetings will result in
the identification of additional technical assistance needs of partnering providers, which CPAA will follow
up accordingly. This learning collaborative will provide an important peer support function to our
partnering providers and prove essential for the continuous improvement of our project.

Plan for Addressing Strategies That are Not Working or Not Achieving
Outcomes
A similar approach will be used to assess overall progress of project initiatives and the efficacy of strategies
within those initiatives. CPAA will use its quarterly performance reports, along with semi-annual reports
provided by the state with key metrics, to determine whether the project initiative is on track and/or
whether specific strategies within project areas are working as intended.
If the reports indicate that one or more strategies within the project area are not working, CPAA will
convene key stakeholders to assess the reasons for the lack in effectiveness. This will include partnering
providers, Provider Champions (Clinical Provider Advisory Committee), consumers (Consumer Advisory
Committee), and subject matter experts (e.g., technical assistance providers). Based on this analysis, a
recommendation will be made whether to continue the strategy in question with a revised approach, or
whether to discontinue the strategy in favor of a different one. The decision to change the approach or
pursue a different strategy altogether rests with the CPAA Board, based on discussion and
recommendation by the CPAA Council. However, given their key implementation role, any decision to
change elements of a strategy or switch out an entire strategy will require the consent of our partnering
providers. It may also require the approval of the state. If the CPAA Board authorizes a different approach
or strategy, the project implementation plan will be revised accordingly and CPAA will enter into a new or
revised contract with partnering providers as the case may be.
Similarly, if the reports indicate an entire project initiative is not achieving desired outcomes, CPAA will
convene partnering providers, Provider Champions (Clinical Provider Advisory Committee), consumers
(Consumer Advisory Committee), and subject matter experts (e.g., technical assistance providers) to
analyze why the initiative is not effective. Every effort will be made to explore whether adjusting program
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elements or switching out certain strategies may lead to goal accomplishment. This may include consulting
with other ACHs that work in a similar project area and are achieving success.
If the group believes changes to the project initiative will rectify the performance problem, a
corresponding recommendation will be made to the CPAA Council, which will then discuss the matter and
make a recommendation to the CPAA Board. Final decision-making rests with the board. As with switching
out a specific strategy or changing a project approach within a project area, any such change requires the
consent of our partnering providers that will need to implement the revised set of strategies. State
approval may also need to be obtained. Assuming everyone approves the revised strategies, a detailed
revised implementation will be developed with clear milestones, performance metrics, etc.
If, however, the group of key stakeholders concludes that the project initiative is irreparably compromised
and no change in strategies will likely lead to success, a recommendation to discontinue the work in the
project area altogether will be made to the CPAA Council. The council will discuss the matter and make a
recommendation to the CPAA Board, which will make the final decision.

Project Metrics and Reporting Requirements
Attest that the ACH understands and accepts the responsibilities and requirements for reporting on all
metrics for required and selected projects. These responsibilities and requirements consist of:


Reporting semi-annually on project implementation progress.



Updating provider rosters involved in project activities.

Yes
X
X\

No

Relationships with Other Initiatives
Attest that the ACH understands and accepts the responsibilities and requirements of identifying initiatives
that partnering providers are participating in that are funded by the U.S. Department of
Health and Human Services and other relevant delivery system reform initiatives, and ensuring these
initiatives are not duplicative of DSRIP projects. These responsibilities and requirements consist of:


Securing descriptions from partnering providers in DY 2 of any initiatives that are funded by the
U.S. Department of Health and Human Services and any other relevant delivery system
reform initiatives currently in place.



Securing attestations from partnering providers in DY 2 that submitted DSRIP projects are not
duplicative of other funded initiatives, and do not duplicate the deliverables required by the
other initiatives.



If the DSRIP project is built on one of these other initiatives, or represents an enhancement of
such an initiative, explaining how the DSRIP project is not duplicative of activities already
supported with other federal funds.
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Yes
X

No

Project Sustainability (500 words)
CPAA’s Strategy for Long-Term Project Sustainability and Impact on
Washington’s Health System Transformation Beyond the Demonstration
Period
There are a number of factors that support the long-term sustainability of this project. Key stakeholders
have already made substantial investments that will be leveraged to reduce the opioid epidemic. Given the
importance of this project to the core mission of many of CPAA’s health partners and the high visibility that
this issue is attracting nationwide, it is highly likely that our key partners will continue their investments in
this project area beyond the duration of the Medicaid Transformation.
As detailed in the Lasting Impacts and Overall Benefits section, during project implementation, important
investments into our region’s health system transformation will be made that provide lasting benefits. The
improvements to key health information systems; the expertise gained, and skills built by training our
partnering providers’ workforce; the deep changes made to the workflows and business practices of our
partners during this project; and the partnerships built and strengthened through the collaborative
planning and implementation of this project all combine to ensure that the improvements resulting from
project initiative will be ongoing and sustained by our partners.
Addressing the opioid crisis effectively will require a cultural shift and reducing stigma. Opioid Response
aligns with Bi-directional Care Integration, Maternal and Child Health, Transitional Care, and Care
Coordination. The work in these other project areas will have a synergistic effect, especially as we will align
target populations and interventions to the greatest extent possible. Together, these projects will bring
more resources and create important connections that will support a system for whole-person care. We
anticipate that the connective work from syringe exchange programs with embedded services will
demonstrate the value of funding positions to engage in collaborative care. These mechanisms occurring in
tandem in collaborative care settings are expected to help fund the social service and recovery support
service work with this population. If the region adopts the Six Building Blocks framework, increased
utilization of the PMP can be sustained within the workflow with minimum impact on cost once initiated.
The development of value-based payment contracts is critical to the long-term sustainability of this and
other Transformation projects. Reliable funding streams to support opioid response tied to value-based
care will be central to the long-term sustainability of our region’s investments in this project area. We are
hopeful that the increased value resulting from the project will be reflected in reimbursement rates and/or
provider payments. CPAA will consider advocating for improved methods of funding in the Medicaid
program to support efforts that demonstrate success.
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SECTION II: PROJECT-LEVEL: Reproductive and Maternal and Child
Health
Menu of Transformation Projects
Domain 2: Care Delivery Redesign
☐ 2A: Bi-Directional Integration of Physical and Behavioral Health through Care Transformation
(required)
☐ 2B: Community-Based Care Coordination
☐ 2C: Transitional Care
☐ 2D: Diversions Interventions
Domain 3: Prevention and Health Promotion
☐ 3A: Addressing the Opioid Use Public Health Crisis (required)
X 3B: Reproductive and Maternal and Child Health
☐ 3C: Access to Oral Health Services
☐ 3D: Chronic Disease Prevention and Control

Project Description and Justification
Abstract
Healthy families are the center of a healthy community. By helping young men and women, mothers, and
children access a specific array of reproductive, maternal, and child health prevention and early
intervention services, CPAA intends to reduce the adverse childhood experiences (ACEs) burden in our
region with positive, long-lasting effects on the health and wellbeing of our residents and communities.
Specifically, with this project and related interventions, we plan to (1) reduce ACEs passed down to the next
generation in our region by coordinating and expanding home visiting programs; (2) expand primary care
and reproductive care through One Key Question, pregnancy intention screening, training on traumainformed practices, and highly effective contraceptive methods, including long-acting reversible
contraception; and (3) expand implementation of Bright Futures guidelines or EMHI into clinical models, as
well as to work with MCOs, pediatricians/family practitioners, and children’s stakeholder groups to improve
well-child visits.

Justification for Selecting Project and How It Addresses Regional Priorities
Preventing and mitigating the impact of adverse childhood experiences (ACEs) has been a top regional
priority for CPAA since its inception. ACEs are traumatic events experienced during childhood that can have
long lasting effects on the child and through adulthood, including significant adverse health outcomes.
Many of these adverse experiences tend to be generational, i.e., there is a much greater risk of ACEs when
families are raising children in adverse community environments, where socio-economic status tends to be
low, where built environments are unhealthy, and where there are few community and family resources.
In general, CPAA’s population is more vulnerable than the statewide population. The region has slightly
higher unemployment, especially in Grays Harbor and Pacific counties, more children in poverty (all
counties but Thurston), lower median household income (all counties), and higher rates of persons
receiving food stamps (all counties but Thurston). Additionally, the region has higher rates of children
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participating in Aid to Families programs (all counties but Thurston) and higher rates of students eligible for
free and reduced price lunches (all counties but Thurston). 79
When CPAA began the work to identify shared regional health priorities in 2014, reducing ACEs and
mitigating the impact of ACEs on individuals and communities emerged as one of the five key health
improvement areas. This focus on ACEs corresponds with CPAA’s overall focus on prevention and early
intervention strategies as a key building block in our region’s vision of better health for our residents and a
healthier community.
CPAA’s focus on ACEs as a key health improvement area comes from a review of the relevant science and
specific health data for our region. According to the Health, Safety & Resilience report provided by Healthy
Generations, six out of the seven counties in the CPAA region have more than 25% of adults with an ACE
score of three or more80. This is significant because these adults have a higher likelihood that they have a
higher disease burden of COPD, cancer, asthma, cardiovascular, and liver diseases. It also means they are at
higher risk for smoking, drinking, illicit drug use, and risk for HIV. This population also is more likely to have
poor mental health outcomes and have experienced disabilities, divorce, incarceration, homelessness,
family violence, and unemployment. Additionally, the report suggests, “at 6+ ACEs, adults are 9 times more
likely to experience life dissatisfaction and 4.6 times more likely to suffer from chronic diseases and engage
in risk behaviors such as smoking81”. This corresponds to a significantly elevated risk of adverse health
outcomes for our population.
In recognition of the importance of addressing ACEs and the long-term impact on the health of our region,
CPAA established an ACEs Work Group prior to the Medicaid Transformation Project. This work group
identified the following priority strategies to reduce and mitigate the effects of ACEs: improve referrals and
access to RMCH home visiting programs; expand the Kinship Care program to provide better supports to
adults who are not the biological parents and are caring for children within their family; and develop
trauma-informed communities by coordinating a region-wide Neurological, Epigenetics, ACEs, and
Resiliency (the NEAR Sciences) Speakers Bureau to help different facets of a community understand the
impact the NEAR sciences can have on people’s health, wellbeing, and development. The ACEs Work Group
reviewed multiple data sources and anecdotal evidence to determine these priority strategies. For instance,
Thurston County’s Nurse Family Partnership program serves more than 150 women annually according to
Gretchen Thaller, the Maternal Child Health Coordinator/Nurse Family Partnership Supervisor. She reports
that women will often see multiple providers in the community before learning about the NFP program and
will be far into their pregnancy when an earlier referral could have potentially had a better impact on the
health outcomes of the child and mother. This anecdotal evidence suggests many women are not being
served in the community when 33.2% of all births in Thurston County are to women with no prior
pregnancy.82 Unfortunately, this anecdote describes the situation in the other counties in the region equally
well.

79

RHNI Data Summary, RWJF County Health Rankings, 2017
Health, Safety & Resilience (2015); Foundations for Health Equity; Statewide Summary Fall 2014/2015
81
Anda, R., Brown, D. (2010) Adverse Childhood Experiences and Population Health in Washington; The Face of
Chronic Public Health Disaster; Retrieved from ACE Interface.com; 2014
82
Community Health Assessment Tool, 5 years combined 2011-2015.
80
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The Reproductive and Maternal/Child Health project represents an important opportunity for our region to
build on this foundational work to address ACEs in our community by scaling existing work and better
connecting community-based services and clinical providers that care for children and families.
With the help of Providence CORE (CORE), our strategic data analytics partner, we analyzed a broad range
of data for the region. The following data further emphasizes the need to continue our focus on maternal
and child health strategies.
Reproductive and Maternal Health Data83:
o
o
o
o
o

o

Higher teen pregnancy rate overall (33 per 1,000 compared to 26 statewide)
Higher teen pregnancy, ages 15-17 (16 per 1,000 compared to 12)
Significantly higher teen pregnancy, ages 18-19 (62 per 1,000 compared to 47 statewide)
Counties with higher teen pregnancy rates include Cowlitz, Lewis, and Mason.
Overall, CPAA’s population utilizes effective contraception at similar rates to the state; however,
there is large variation within the counties (e.g., the percentage of women receiving long-acting
reversible contraception postpartum ranges from 6% in Mason to over 20% in Cowlitz).
For overall use of long-acting reproductive contraception (LARC), Pacific County has the lowest rates
of LARC utilization.

Child Health Data84:
For Immunization measures, CPAA’s performance lags slightly behind statewide, with substantial county
level variation:
o

Childhood immunization rates for the general population (by age 2) range from 7% in Mason to 12%
in Cowlitz, compared to 12% statewide. Adolescent immunization rates range from 7% in Pacific to
15% in Thurston, compared to 15% statewide.

CPAA reviewed these findings with the Reproductive and Maternal/Child Health (RMCH) Work Group,
which includes reproductive, maternal, and child health experts from a wide range of agencies and
community sectors. After the Medicaid Transformation Toolkit was published and finalized, the work group
reviewed Transformation Project 3B and saw that the metrics and interventions went beyond expanding
home-visiting programs. The work group determined that all interventions had a positive impact on
reducing and mitigating ACEs and expanded the continuum of work related to ACEs reduction. Therefore,
the work group decided that all Project strategies would be explored.

Selected Interventions
CPAA will employ all of the evidence-based approaches included in the Medicaid Transformation Toolkit in
this project area. Our project partners have pointed out that in order to affect the project-related metrics
and achieve the desired health system transformation that will result in improved outcomes for the
maternal and child population in the region, one standalone strategy is insufficient. Rather, we will need to
deploy a host of synergistic strategies. This includes the following approaches:

83
84

Washington Department of Health, (2015) Data provided by HCA in RHNI “Starter Set” files
Healthier Washington Dashboard (2016)
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Recommendations to Improve Preconception Health85
Home visiting for pregnant mothers and families
Bright futures or EMHI

This also includes harnessing synergies with other Transformation project areas, i.e. coordinating target
populations and sub-regions to the greatest extent possible across project areas, and making shared
investments in shared, supportive infrastructure (health information systems, workforce training, etc.). The
strategies above are very much dependent on strong linkages between efforts to improve primary
prevention in clinical practice through the bi-directional care project focus on improved primary care and
efforts to improve coordination of care and social services to increase access and referrals to preventionbased home-visiting programs.

How Project Will Support Sustainable Health System Transformation for
the Target Population
Helping providers move towards value-based payment will support sustainable health system
transformation for the target population. The Transformation is a unique opportunity for partners to work
with MCOs to bill Medicaid for services that help keep clients out of the emergency department, increase
well child visit rates, and reduce the financial burden a patient may place on the entire health system.
Beyond sustaining the project interventions through payment reform, CPAA sees the Reproductive and
Maternal/Child Health project as the primary opportunity for upstream health impact within the entire
Transformation. The project will result in informed and educated providers, specifically on trauma informed
practices, effective referral mechanisms to social service agencies for patients, and a coordinated system of
access to home visiting. Therefore, we foresee a significant number of impacts for the target population/s
that will compound over time. We know from data that parents, especially parents in our target
population/s, have more detrimental health impacts from toxic stress, which is why this project area’s twogeneration approach to care is vital to its success: supported parents are more resilient and, in turn, have
healthier children. Our region has a higher rate of unintended pregnancies in Mason, Grays Harbor, Lewis,
Cowlitz, and Thurston counties than the state average86. Research shows if we can help a woman prevent
unintended pregnancy until a time when she feels her life circumstances and well-being better support it,
then she, and her partner and future children, will need fewer health and social services over their
lifetimes87.

How CPAA Will Ensure Project Coordinates With and Does Not Duplicate
Existing Efforts
CHOICE Regional Health Network, CPAA’s administrative support organization, has worked closely with the
community for over 20 years and is familiar with both the social and health care needs and existing services
provided in the region. CPAA can readily build on this knowledge and these established partnerships.

85

Johnson, K., Posner S., Briermann J., et al, (2006) Recommendations to Improve Preconception Health and Health
Care – United States Retrieved from https://www.cdc.gov/mmwr/preview/mmwrhtml/rr5506a1.htm
86 Unintended Pregnancies (2013) Department of Health. Retrieved from: https://www.doh.wa.gov/Portals/1/Documents/1500/MCH-UP2016-DU.pdf
87 Bailey, M. J. (2013). Fifty Years of Family Planning: New Evidence on the Long-Run Effects of Increasing Access to Contraception. Brookings Papers on Economic Activity, 2013, 341–
409. http://doi.org/10.1353/eca.2013.0001
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Moreover, CPAA’s governance and advisory structure bring to the table a wide-range of service providers
and stakeholders, enabling us to hear real-time concerns about health issues, and allowing us to identify
potential overlaps or duplicative efforts.
In an effort to gather project ideas and gauge the interest of providers and community partners to work
with CPAA under the Medicaid Transformation Project, CPAA conducted a Request for Qualifications (RFQ).
The response to the RFQ has been very positive and a number of project ideas have emerged (see Appendix
P). In reviewing responses received to date, there is much overlap between different project areas. CPAA
will harness these synergies by not only coordinating project interventions, target populations, and subregions across projects to the greatest extent possible, but also by assessing and comparing existing efforts
and resources. As one of the first implementation planning steps, a current state analysis will be
undertaken or updated for each project area. This provides the opportunity to look holistically across all
project areas to avoid duplication of existing efforts and maximally leverage existing assets. This approach
of building on existing capacities and strengthening existing infrastructure and care systems to the greatest
extent possible is central to CPAA’s overall approach. It reflects the alliance’s deep roots in the collective
impact framework.
In performing the current state analysis for the RMCH project area, CPAA will build on an environmental
scan that the CPAA ACEs Work Group began prior to the Transformation. This landscape analysis identified
existing maternal and child health home visiting programs in all seven counties of our region and
barriers/challenges to expanding these programs. For instance, hiring nurses in rural communities is a
challenge and is a barrier to implementing NFP in communities that are in the most western part of our
region. To overcome that challenge, we are exploring if another home visiting program can be expanded in
those regions such as Parents as Teachers or to create a regional NFP contract to make the best use of our
communities’ resources. In that environmental scan, we also gathered information on referral pathways
into home visiting programs to understand how clients obtain access to certain programs. This will help us
determine improvement strategies for referrals.
APPENDIX P – REQUEST FOR QUALIFICATIONS SUMMARY

Anticipated Project Scope
Anticipated Target Population
The Medicaid target populations for Reproductive and Maternal/Child Health are women of reproductive
age, women who are having babies each year, and children in the CPAA region. There are 29,210 women of
reproductive age88 in the region, over 3,700 babies are born each year89, and more than 78,000 children are
receiving Medicaid90. Based on the review of the data and the work group members’ extensive experience
in the field, the following sub-populations were identified as particularly in need of RMCH interventions to
create more stability in their lives:

88

RHNI (2015), Washington State Health Care Authority, Phase 3 Retrieved November 8, 2017
HCA First Step DB (2015) Retrieved November 8, 2017
90
Healthier Washington Dashboard (2015) Retrieved November 8, 2017
89
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TABLE 3B-1 – TARGET POPULATIONS
Target Populations to Further Explore
High risk obstetric patients
Homeless or at risk for homelessness
Patients with Substance Use Disorder Diagnosis91
Patients with SMI Diagnosis
92
Families in Kinship Care
Table 3B-1 lists target populations for further exploration. Estimates for each potential target population
are provided below. CPAA will refine the specific target population(s) and analyze the interactions between
and across these populations during implementation planning.
TABLE 3B-2 – ESTIMATED NUMBER IN POTENTIAL TARGET POPULATION
Potential Target
Population

Estimated Number in Potential Target Population

High risk obstetric
patients

There were approximately 3,700 Medicaid-paid births across CPAA’s region in 2015.93 In
general, Medicaid women could be considered at greater risk for poor pregnancy
outcomes than the general population, so in the broadest definition of high risk, CPAA can
assume a ballpark of 3,700 patients.94

Maximum Reach:
3,700

91
92

For a more granular approach, there are a number of factors that could be used to
identify high risk obstetric patients (some of which we can estimate numbers for the CPAA
region):95


Age 17 or younger – there were 168 teen pregnancies in the total population
(ages 15-17) in CPAA’s region in 2015.96



Age 40 or older – there were 181 pregnancies to women ages 40 and older in the
total population in CPAA’s region in 2015.97



Previous preterm delivery or low birth weight – there were 358 low birth weight
live born babies across CPAA’s region on Medicaid in 2015, and 278 pregnancies

RDA Measure Decomposition data file, CY 2015.
https://www.dshs.wa.gov/altsa/home-and-community-services-kinship-care/kinship-care

93

First Steps Database, Prenatal Care Entry by County, Women with Medicaid-Paid Births, 2015. Washington
Department of Health. https://www.hca.wa.gov/assets/program/prenatal_care_entry_county.pdf
94
Risk status and pregnancy outcomes among Medicaid recipients. American Journal of Preventive Medicine. 1989.
https://www.ncbi.nlm.nih.gov/pubmed/2663051
95
Definition of high risk pregnancy adapted from the North Dakota Medicaid Targeted Case Management guidance.
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/targeted-case-management-high-risk-pregnantwomen.pdf
96
Birth and Abortion Data, 2015. Washington Department of Health. Provided by HCA in the RHNI “starter kit” files,
April 2017.
97
Birth and Abortion Data, 2015. Total Pregnancies by Women’s Age and County of Residence. Washington
Department of Health.
https://www.doh.wa.gov/DataandStatisticalReports/HealthStatistics/AbortionPregnancy/AbortionPregnancyTablesby
Topic
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Potential Target
Population

Estimated Number in Potential Target Population
in the general population with previous poor pregnancy outcomes. 98, 99


Uses tobacco products during pregnancy – there were 922 women in the general
population across CPAA’s region who smoked during the first trimester of
pregnancy.100



Medical conditions such as diabetes, HIV/AIDS, or high blood pressure – there
were 541 women in the general population across CPAA’s region with gestational
diabetes, and 489 with gestational hypertension in 2015.101

Other risk factors include: women who use any alcohol and/or other drugs during
pregnancy; multi-fetal gestation; last birth within one year; developmental disabilities;
and serious psychiatric diagnoses, or moderate/severe depression, and/or on any
psychotropic drugs.
CPAA could also take a more clinical approach and look at those women who have a
diagnosis code indicating high risk pregnancy as part of their claims and encounter
history. These codes likely encompass a number of the risk factors listed above, but may
be used inconsistently by clinicians across the region. According to Molina Healthcare,
they have approximately 100 high risk pregnancies in the CPAA region 102.
Patients with
substance use
disorder diagnosis
Maximum Reach:

As of June 2016, approximately 20,800 (or 13.9%) CPAA Medicaid adult beneficiaries had
some indication of a substance use disorder diagnosis. 103
Using a slightly different approach, an estimated 13,200 CPAA Medicaid adults had an
indication of substance use disorder treatment need (CY 2016).104

20,800

98

First Steps Database, Characteristics of Women Who Gave Birth, by County. Washington Department of Health.
http://www.hca.wa.gov/about-hca/reproductive-health
99
Selected Medical Risk Factors by County of Residence, 2015. Washington Department of Health.
https://www.doh.wa.gov/DataandStatisticalReports/HealthStatistics/Birth/BirthTablesbyTopic
100
Maternal Smoking during Pregnancy by Place of Residence. Washington Department of Health.
https://www.doh.wa.gov/DataandStatisticalReports/HealthStatistics/Birth/BirthTablesbyTopic
101
Selected Medical Risk Factors by County of Residence 2015. Washington Department of Health.
https://www.doh.wa.gov/DataandStatisticalReports/HealthStatistics/Birth/BirthTablesbyTopic
102
Molina Healthcare Data Retrieved Dec. 2016.
103
Category 1 Behavioral Health and Chronic Conditions data file, provided by HCA September 2017.
104
Toolkit Preliminary Baseline data file, provided by RDA October 2017. These data are preliminary and are almost
certainly an undercount of substance use disorder treatment need, as FY 2016 data indicated approximately 23,300
individuals with substance use disorder treatment need in the Timberlands and Thurston-Mason RSAs (includes some
children). Washington DSHS ACH Profiles, https://www.hca.wa.gov/about-hca/healthier-washington/data-dashboard
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Potential Target
Population

Estimated Number in Potential Target Population

Patients with severe
mental illness
diagnoses

As of June 2016, approximately 39,300 Medicaid beneficiaries were diagnosed with
serious mental illness (SMI).105

Maximum Reach:
39,300
Families in Kinship
Care
Maximum Reach:

According to the 2010 census, 7.8% of children in Washington state live in homes where
the householders are grandparents or other relatives (5.6% with grandparents, 2.3% with
other relatives). The majority of these arrangements (~90%) are informal and do not
involve the child welfare system.106

6,084
Homeless or at risk
for homelessness
Maximum Reach:
4,420

The Snapshot of Homelessness report across the seven-county region found that more
than 18,700 people were homeless or unstably housed. One of every 30 people in the
region is homeless or unstably housed.107
For a Medicaid-specific estimate, RDA found that there were 4,420 adults in CPAA ages
18-64 who had been homeless at least one month in the past year in 2015. 108 This does
not include children, or those who may be at risk of homelessness.

Involvement of Partnering Providers
CPAA has established a work group comprised of key providers and other stakeholders from throughout
the region to plan and develop the RMCH project. In establishing the work group, CPAA was able to draw
upon a large and diverse group of clinical and social service providers from within the region that had
previously engaged in the CPAA’s ACEs Work Group.
In addition, CPAA has conducted two efforts to identify partnering providers: 1) a Request for Qualifications
(RFQ) was issued in August 2017 to identify and engage partnering providers; and 2) an analysis was
conducted by CORE to identify the key providers collectively serving 90% of Medicaid clients in the region.
Please refer to Appendix P and V.
The RFQ responses for the RMCH project area show nine organizations proposed projects, with many of the
projects covering more than one project area. Note that while the proposals represent preliminary ideas for
consideration during the planning year, CPAA has made no commitments to support any particular
proposal at this time. During project implementation planning, the project ideas of our partners will be

105

Washington DSHS ACH profiles, Timberlands and Thurston-Mason RSAs combined. https://www.hca.wa.gov/abouthca/healthier-washington/data-dashboard
106
Kinship Care in Washington State: Prevalence, Policy, and Needs, 2002.
http://www.wsipp.wa.gov/ReportFile/796/Wsipp_Kinship-Care-in-Washington-State-Prevalence-Policy-andNeeds_Full-Report.pdf
107
Washington’s Homeless Housing and Assistance Program report, Prepared by DSHS Research and Data Analysis
Division for Washington State Department of Commerce. Dec 2016.
108
Measure Decomposition file, provided by RDA, October 2017.
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analyzed in greater depth, augmented with other strategies necessary to achieve our project goals, and
combined into a comprehensive, well-aligned set of project initiatives. Thus, our partners will make
contributions to a synergistic portfolio of project initiatives, rather than pursue separate, stand-alone
projects. The RFQ remains open through implementation planning, and we anticipate additional potential
partners will continue to step forward with project ideas.
The analysis of the largest Medicaid providers in the CPAA region by CORE is being used to systematically
approach and engage key Medicaid providers that serve large numbers of Medicaid beneficiaries but have
not yet responded to the RFQ. As CPAA finalizes the selection of specific target populations, we will further
refine this analytical tool to identify those key Medicaid providers that serve our prioritized project target
populations, especially those in prioritized sub-regions (e.g., Cowlitz, Lewis, Mason, Pacific, and pocket
areas of Thurston counties).
CPAA is keenly aware that we need to engage the right providers in order to meet our region’s
transformation goals. Clearly, this includes the main Medicaid providers in our region; however, this also
includes key social services providers that will have an impact on the metrics and success of reproductive,
maternal and child health improvements. While our initial analyses and outreach focused on medical and
behavioral health providers, we are now reaching out to other provider types, such as children’s services,
family planning providers, DSHS community service offices, local public health, Tribal and Indian Healthcare
Providers, and other community-based organizations. It is important that we focus on whole-person care to
address maternal and child health needs to truly make transformational, sustainable change. During the
project-planning phase, CPAA will expand this outreach to partnering providers to include these and other
service agencies, and we will make explicit connections to other Transformation project areas, such as
community-based care coordination, behavioral health care integration, and the opioid response project.
CPAA confirms all partnering providers listed in the Partnering Provider tab of the ACH Project Plan
Supplemental Data Workbook expressed interest in serving as a partnering provider. All partnering
providers referenced submitted responses to CPAA's RFQ. For a complete list of responses to the RFQ,
please see Appendix P, "Request for Qualification Summary".

APPENDIX P – REQUEST FOR QUALIFICATIONS SUMMARY
APPENDIX V – MAJOR MEDICAID PROVIDERS

Level of Impact
Our region has the opportunity to impact up to 29,210 women of reproductive age109, over 3,700 babies
born each year110, and more than 78,000 children receiving Medicaid111 in the CPAA region. As evidenced by
the data above, our region has significant unmet reproductive, maternal, and child health needs. In order to
improve the health status of our young families, the project’s overall scope will have to be region-wide. This
region-wide impact will be supported through synergies derived from coordinating this project with other
projects in our overall Transformation project portfolio across all seven counties participating in CPAA. For

109

RHNI (2015), Washington State Health Care Authority, Phase 3 Retrieved November 8, 2017
HCA First Step DB (2015) Retrieved November 8, 2017
111
Healthier Washington Dashboard (2015) Retrieved November 8, 2017
110
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example, improving immunization rates across the region and number of well-child visits will be part of the
work of the bi-directional care project.
Nevertheless, to achieve the greatest impact for the region, our data analysis points us toward certain
target populations and geographic focus areas in the RMCH project area to amplify impact. During project
implementation planning, we will further refine our analysis of relevant data. We anticipate that the
comprehensive current state analysis will lead us to identify specific geographic sub-regions that are
particularly underserved, as well as sub-populations that required more focused interventions. Again,
aligning this project with other Transformation project areas, in particular community-based care
coordination, behavioral health care integration, and opioid response, will likely point us to synergistic subpopulations.

How CPAA Will Ensure Health Equity is Addressed in the Project Design
As per the discussion above, our data analysis points us toward certain target populations and geographic
focus areas in the reproductive, maternal, and child health project. In their review of the data, the RMCH
Work Group explicitly considered health equity as a guiding principle, in keeping with the CPAA’s broader
values. A key aspect of a health equity approach with this project is addressing trauma-informed care, a
best-practice for addressing ACEs in clinical settings. This work group advocated for traumainformed/sensitive trainings for clinical and social service providers to become a component of CPAA’s
entire project portfolio integrated into every care improvement strategy. CPAA will raise region-wide
awareness about the impact of trauma on health and wellness and how to appropriately manage a person’s
health when they have experienced trauma in their past or present.
CPAA is engaging consumers in our region to help with the identification and selection of target
population/s for this and other project areas. In late October, CPAA began to vet the work of the work
group through a conversation with consumers from throughout the seven-county region coming together
within the CPAA Consumer Advisory Committee. This will continue in the coming weeks and months as we
work with this committee more closely and seek to engage consumers in the project implementation
planning through surveys and community meetings.
We are consulting with our Tribal partners, some of whom have been involved in our work groups, to
ensure that health equity is thoroughly considered in our project planning and implementation. For
instance, we recently met with the health director of the Nisqually Indian Tribe to learn about the Tribe’s
greatest health needs. As a result of these ongoing consultations, the list of priority target populations and
interventions may change, reflecting more fully health equity considerations.
Finally, in keeping with CPAA’s commitment to adopt a health equity lens in our planning and
implementation of our project portfolio, we are equipping our project partners with information and
practical tools to ensure health equity considerations are at the forefront of our regional health
improvement. For instance, we have used a monthly shared learning sessions at CPAA Council meetings to
conduct health equity trainings, and we are developing a decision-making aid that our council, board, and
work groups will use to formally integrate health equity consideration into their decision-making.
APPENDIX CC – HEALTH EQUITY TRAINING SLIDES
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Project’s Lasting Impacts and Benefit to the Region’s Overall Medicaid
Population
The investments in this project area will generate lasting impacts in a number of ways:
1. Workforce: We anticipate making targeted investments in the workforce of our region as part of
this project. This will include training partnering provider personnel in evidence-based strategies,
such as One Key Question, LARC training, trauma informed practices, Nurse Family Partnership
(NFP), Parents as Teachers (PAT), Stony Brook Children’s Hospital Enriched Medical Home
Intervention (EMHI), and Bright Futures. Once partnering providers have been trained, the
expertise gained and the capacity built through these trainings will be available indefinitely as a
resource to our partnering providers and region.
2. Changes at the Practice Level: We anticipate that our partnering providers will make structural
changes in their business practices, staffing configurations, and workflows to conform to the
evidence-based models and strategies associated with the chosen interventions. Once these
changes have been made, they will be “hard-coded” into the service delivery infrastructure
(processes and procedures) and provide lasting benefits beyond the Transformation project period.
For instance, through this project, we anticipate that the use of Bright Futures model in pediatric
and family practice settings will be considered the “gold standard” of how best to serve children,
which will have lasting impacts.
3. Health System Infrastructure: This project includes targeted investments in the ability of our
partnering providers to communicate with each other and exchange relevant patient information.
The exact nature of these investments will be determined during implementation planning and will,
in part, depend on investments the state is going to make in Health Information Exchange systems.
Regardless, once these infrastructure investments have been made, they will provide benefits into
perpetuity for our region to improve reproductive, maternal, and child health care specifically and
care coordination in general.
4. Partnerships: Through this project, partnering providers will learn what community resources and
services are available in the region to which they can turn and refer patients in need of social
supports and other wrap-around services. For example, pediatric practices in our region will be
more aware of and incentivized to refer to home visiting programs throughout the region and will
be able to rely on them as trusted partners in supporting their work. Once awareness about
available community resources has been raised and interagency relationships have been
established, these essential community-clinical linkages will be permanent and provide lasting
benefits.
5. VBP: In part, the permanence of the transformation of partnering providers’ infrastructures,
systems, and behaviors depends on sustainable payment mechanisms that carry this change into
the future beyond the Medicaid Transformation Project. The state’s commitment to changing its
healthcare purchasing from fee-for-service to value-base care will be a major supporting strategy
for sustaining the CPAA’s investments in a transformed healthcare delivery system through the
investment areas outlined above. CPAA will continue to work with MCOs and providers to support
Reproductive and Maternal Child health metrics.
While our investments in this project area will be targeted at specific target populations as a subset
of Medicaid beneficiaries, the workforce trained, the workflows established, the infrastructure
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built, the partner relations established, the financing mechanisms put into place, and the overall
synergies harnessed, are not exclusive to these prioritized populations. Rather, they will benefit all
populations, including the entire Medicaid population.

Implementation Approach and Timing (Supplemental Workbook
Tabs)
See 3B Implementation Approach tab in ACH Project Plan Supplemental Data Workbook for a brief
description of how CPAA will accomplish each set of project milestones in State 1, Stage 2, and Stage 3.

Partnering Providers
How CPAA Has Included Partnering Providers That Collectively Serve a
Significant Portion of the Medicaid Population
CPAA is well positioned to bring major partnering providers in the region together to create collective
impact. A principal asset in this engagement process are the well-established provider relationships CHOICE
has cultivated over the last two decades; a number of key Medicaid providers are members of CHOICE,
including two of the region’s three Federally Qualified Health Centers (Valley View Health Center and Sea
Mar) and all of the region’s hospitals in five of the seven counties covered by CPAA, including our largest
tertiary hospital, Providence St. Peter Hospital. From the beginning, CPAA has included a broad range of
providers in its work across our seven-county region, including providers that collectively serve a significant
portion of the Medicaid population.
CPAA convened a RMCH Work Group and has been meeting at least monthly to collect information and
design the project intervention. The work group includes representatives from partners from every county
in the region. Members have played an active role in project design and on the development of this
application and are fully engaged in the RMCH project. The following key Medicaid partners in our region
have participated consistently in the planning for the RMCH project.
TABLE 3B – 3 PLANNING PARTNERS
RMCH Planning Partners
Amerigroup

Behavioral Health Resources

Centralia College

Chehalis Tribe

Child and Adolescent Clinic

Community Care Action Council

Community Health Plan of WA

Coordinated Care

CR-ESD 113

Department of Early Learning

Grays Harbor Public Health

Lewis County Public Health

Lower Columbia CAPP

Mason General Hospital

Molina Health Care

NAMI SW WA

Northwest Venture Philanthropy

Planned Parenthood

Providence Health & Services

Sea Mar CHC

Skokomish Tribe

Summit Pacific Medical Center

Thurston County Public Health

Valley View Health Center

Wahkiakum Public Health
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To ensure that a significant portion of the Medicaid population will be served in this Transformation, CPAA
partnered with CORE to analyze provider claims data provided by HCA to develop a landscape analysis of
the major Medicaid providers and payers as well as public health departments in the region. This list has
been cross-referenced with RFQ responses received from partners to ensure a significant portion of
Medicaid recipients can be reached through the partners engaged in each project. For providers, this
includes dental, primary care, FQHCs, hospitals, and major health systems. The purpose of this tool is to
better understand who the major stakeholders are in the CPAA region, who is already engaged in
Transformation projects, and who we still need to contact to engage. To populate this tool, we used
Provider data supplied by HCA and included providers who collectively served approximately 90% of
Medicaid beneficiaries in 2016. By analyzing the provider landscape, CPAA can engage and connect
stakeholders with the goal of creating new partnerships and coordinating intervention efforts. The CPAA is
well positioned to facilitate new partnerships between providers, track individual provider initiatives, and
create new tools to monitor existing project efforts.

Process for Ensuring Partnering Providers Commit to Serving the Medicaid
Population
As previously mentioned, CPAA conducted a Request for Qualifications (RFQ) prompting providers to
describe the target population and estimated number of Medicaid lives served. This preliminary
information is a first step to understanding what Medicaid populations providers intend to serve, which in
turn helps to inform our conversation about choosing specific target populations.
In order to secure formal commitments for participation from implementation partners, CPAA will define
the specific scope of work for each partnering provider (what and where will investments be made);
reporting requirements of partnering providers (what measures and how frequently will reports be made);
and payment of partnering providers (how much and when payment occurs). Partnering providers will only
commit to participating in the Transformation if they are clear on expectations and can assess the risks and
rewards of their participation. CPAA will work with its Finance Committee and TA partners (e.g., Health
Management Associates, Manatt, etc.) to establish the necessary payment framework. CPAA will work with
its project work group to clarify the scope of work of prospective partnering providers. CPAA will utilize its
Support Team to assess partnering providers' scope of work across project areas. CPAA looks at the
Transformation projects as an integrated project portfolio; hence, our partnering providers will be asked to
engage in integrated project initiatives, rather than discreet, stand-alone projects. We are confident that
partnering providers will be able to make a firm commitment to participating in the Transformation once
they have a full understanding of their implementation role across the entire project portfolio.
In DY 2, we will secure formal commitments from our partnering providers to implement the evidencebased approaches outlined in the project toolkit that will include a commitment to serve specific Medicaid
populations. CPAA will monitor this commitment by tracking progress on project implementation and
outcomes for performance metrics. Additionally, CPAA will ensure providers interested in participating in
the Transformation that have a lower than average Medicaid population commit to increasing their access
to the Medicaid population.
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Process for Engaging Partnering Providers That are Critical to the Project’s
Success, and Ensuring That a Broad Spectrum of Care and Related Social
Services are Represented
CPAA engages key partnering providers in the Transformation in various ways. A number of key
implementation partners serve on our project work groups. Work groups consist of individuals from
partnering organizations, including large and small, urban and rural clinical providers that encompass
behavioral health and primary care, social services, community-based organizations, MCOs, and public
health departments.
We are systematically reaching out to key Medicaid providers that have neither participated in the project
planning so far, nor responded to the RFQ to ensure that they are aware of this project and engage in the
project planning and implementation going forward. A principal asset in this engagement process is the
well-established provider relationships that CHOICE Regional Health Network (which supports the CPAA
administratively) has cultivated over the last two decades. A number of key Medicaid providers are
members of CHOICE, including two of the region’s three Federally Qualified Health Centers (Valley View
Health Center and Sea Mar) and all of the region’s hospitals in five of the seven counties covered by CPAA,
including our largest tertiary hospital, Providence St. Peter Hospital.
In instances where engagement from missing key Medicaid partners should prove challenging, we will ask
our Provider Champions from the Clinical Advisory Committee, Dr. Beth Harvey, Dr. Phyllis Cavens, and Dr.
Jennifer Polley – clinicians who have agreed to assume a leadership role in liaising with our provider
community – to reach out to their peers at these key Medicaid provider organizations to begin the
engagement process. Additionally, we will reach out to our public health department directors to identify
community partners not yet engaged. We will then follow up with in-person visits to explain the project
and answer any questions for the targeted key providers.
In our outreach to missing social service providers, we can again draw on the CHOICE membership network,
which includes five of the seven local health jurisdictions in the CPAA region (public health and
social/human services departments at the county level). We can also build upon our extensive network of
partners in the region that have come together under the ACEs Work Group that CHOICE led prior to the
Medicaid Transformation. Given the well-established relationships that we have been able to forge with
these critical partners to date, we anticipate that we will be able to engage any missing social service
partners successfully.
In sum, we are confident that this systematic, personalized and multi-pronged approach that builds on wellestablished partnerships in our region will result in the successful engagement of key Medicaid providers in
our region as well as a broad range of social service agencies that are essential for effective improvements
of reproductive, maternal, and child health in our region.

How CPAA is Leveraging MCO’s Expertise in Project Implementation, and
Ensuring There is No Duplication
MCOs have been active participants in the all work groups, the Clinical Advisory Committee, and the CPAA
Council and Board of Directors. MCO representatives have contributed to the identification of regional
health priorities, have provided input into the project planning process, and will continue to be key
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partners throughout Transformation implementation. We are very aware of the need to align our efforts to
achieve outcomes with our MCO partners so that we are achieving aligned goals.
Caitlin Safford, with Amerigroup, chairs the work group that is working on RMCH strategies. Kolbi Peach,
with Coordinated Care, has been working with the ACEs Work Group (the pre-curser of the RMCH Work
Group) to deliver ACEs trainings in four communities. Many of the health plans have been engaged in the
development of the project plan and participation will be encouraged throughout project implementation
planning and subsequent implementation.
Our close partnership with MCOs will ensure that the question of aligning payment mechanisms with
project interventions will be considered at all times. This is crucial for the long-term sustainability of the
capacity we are building through our projects. It will also ensure that there is no duplication of existing
services or other inefficiencies and will help align coordination and referral into home visiting programs and
reproductive health services.
APPENDIX BB – MCO REPRESENTATIVE AND ORGANIZATIONS

Regional Assets, Anticipated Challenges, and Proposed Solutions
Assets the CPAA and Regional Partnering Providers Will Bring to the
Project

One of the principal assets CPAA brings to this project is CHOICE’s broad and well-established network of
positive, collegial relationships with clinical providers, community-based organizations, and health plans
developed over more than two decades of community-led health improvement and collective action. In its
project planning and implementation, CPAA can readily build on this strong, trusting foundation.
Partnering providers throughout the CPAA region bring a wealth of knowledge from many different sectors
of health care, urban and rural perspectives, and small clinics to large hospital systems. The amount of inkind time contributed through work groups and advisory groups is substantial and demonstrates the deep
commitment of our partners. Our implementation partners have shown consistent engagement in project
work groups, advisory committees, and the council and board of directors. Additionally, the major Medicaid
providers in the CPAA region continue to express their commitment to this ongoing collaborative effort.
Regarding the RMCH project, CPAA partners bring a wealth of knowledge and experiences to help families
thrive. This region has extensive experience working together and partnering to see the health of children
improved. For example, CPAA currently implements the Youth Marijuana Prevention and Education
Program across seven counties to reduce the number of 10th graders using marijuana. CPAA also has
worked in the region for the last two years to implement the Youth Behavioral Health Care Coordination
Project to reduce the number of children with unmet behavioral health needs in four counties. Additionally,
CHOICE manages the Access to Baby and Child Dentistry program in Thurston and Mason counties to
prevent cavities in young children. The CPAA region is home to the Pediatric Transforming Clinical Practice
Initiative to change the systems in which care is provided to children. We also have very strong
pediatric/family practice providers and family planning providers who are passionately engaged in regional
health improvement. For instance, the Adolescent and Family Clinic in Longview, WA, is a leading pediatric
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practice regarding the transformation of clinic practice initiative112. Our partners are passionate about the
health of children in the CPAA region and have a long history of improving their health outcomes.
Moreover, we are strategically positioned by having the state capitol in our region, which provides
opportunities to help bring about policy changes to improve payment structures, increase access to care for
children, and provide additional resources. Finally, our region has implemented home visiting programs in
all seven counties across the region.
Moreover, since the ACEs Work Group was already in existence prior to the Medicaid Transformation, we
have a good general understanding of the number and reach of home visiting programs in all seven
counties. All seven counties have a home visiting program within their boundaries and funding for each of
these programs comes from different sources. An area of opportunity is to help children older than 3 years
of age with home visiting; this is a clear gap in our region. This initial environmental scan has already
generated additional partnerships to expand home visiting programs, which CPAA plans to expand further
with Transformation funding.

Challenges to Improving Outcomes and Lowering Costs for Target
Population and Strategy to Mitigate Risks and Overcome Barriers
There are a number of challenges and barriers to overcome in order to achieve the intended project
outcomes. Broadly speaking, these fall into two categories: (1) general challenges and barriers, and (2)
project-specific challenges and barriers.

General Challenges and Barriers
All Transformation projects require:


Data: CPAA must have access to timely, accurate data to:
o

Identify/refine target populations, partnering providers, and interventions, and

o

Monitor the performance of our partnering providers under the Transformation to
determine partner compensation, course correct if milestones and performance
metrics are not being achieved, and conduct continuous quality improvement
efforts.



Health Information Systems: Our partnering providers must have the ability to exchange
information about patients and care plans in order to avoid care gaps and duplication of
services. Currently, there is no consistent standard and/or IT system for information sharing
in our region, especially between providers that serve patients with multiple chronic illnesses
and behavioral health conditions.



Workforce: Our partnering providers must have access to the right workforce to implement
the evidence-based interventions in the chosen project areas. This includes personnel with
the right general professional qualifications, expertise and experience in the project area,
and training in the specific methods and approaches of the chosen interventions. Ensuring
ready access to this workforce is a major concern, especially in rural, under-resourced areas.

112

Transforming Clinic Pediatric Initiative (2015) Retrieved from: https://innovation.cms.gov/initiatives/TransformingClinical-Practices/
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Finances: Our partners need to be clear on:
o

Fund flows, i.e., they need to understand when, how and how much they will be paid
in order to inform their decision-making about investments in the Transformation.

o

Financial sustainability, i.e., they need to understand what payment mechanisms are
being developed to sustain their investments beyond the Transformation. The
principal barrier in this arena is the fact that the vast majority of purchasing activities
occur in other venues and are controlled by other parties. Most medical purchasing
is conducted by MCOs, while behavioral health services are currently purchased
under the rubric of BHOs.

Project-Specific Challenges and Barriers
In addition to these general challenges and barriers, there are a number of project-specific challenges and
barriers to overcome. The following is a list of selected key challenges and barriers specific to reproductive,
maternal, and child health:


Geography: There is a large geographical distance between people needing resources and the
physical location of the service providers, due in part to the rural nature of much of the region.
This is compounded by transportation barriers.



Lack of Provider Capacity: Overcoming provider capacity limitations will be a significant
challenge for this project. There is a shortage of OB/GYN and primary care providers in the
region, and in particular, certain areas of Grays Harbor, Mason, Lewis, and Pacific counties113.
Long vacancies for necessary positions include registered nurses and medical assistants;114
Lack of Standardized Referrals: At present, referral streams for home visiting programs are not
standardized. Thus, coordinating referral streams is a major challenge, leading to many
individuals not being offered home visiting services at all while some may be receiving
duplicative services.
Lack of Care Coordination: The existing workforce of community health workers is small in
the CPAA region. Care coordinators can be recruited from within the region, but we will need
to ensure we have robust training available since most workers will be new to the role.
Lack of Cultural Competency and Trauma-Informed Care: Sexual and reproductive health
services and ACEs are deeply personal, sensitive topics and target population/s would greatly
benefit from a trauma-informed provider who “speaks their language”
Politics: Expanding capacity for sexual and reproductive health services can be politically
controversial, especially in politically more conservative, rural areas. The CPAA region is mostly
composed of rural communities.








CPAA Strategy for Mitigating the Identified Risks and Overcoming Barriers
The following lists various mitigation strategies to address the identified challenges and barriers.
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Health Professional Shortage Areas (2017) Retrieved from: https://datawarehouse.hrsa.gov/topics/shortageAreas.aspx
Washington Sentinel Network. Health Workforce Council 2016 Annual Report.
http://www.wtb.wa.gov/Documents/HWCReport-FINAL.pdf
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TABLE 3B - 4 MITIGATION STRATEGIES
Barrier
Data

Potential Solutions
 Partner with CORE, state, and providers to identify/refine target
populations, partnering providers, and interventions (underway)
 Partner with providers and MCOs to obtain close to real-time provider
performance information; explore contracting with a third-party data
aggregator with data analytics capabilities (underway).

Health
Information
Systems

 Partner with state, MCOs, providers, and other ACHs in developing
interoperability between health information systems; expedite planning for
and implementation of clinical integration of behavioral health

Workforce

 Invest in training of partnering providers in evidence-based
methods/models
 Explore shared workforce options, e.g., through telehealth
 Develop a regional recruitment plan for providers

Finances

 Funds Flows: Work with CPAA Finance Committee to clarify funds flows
(underway)
 Financial Sustainability: Work with payers (health plans and state) to
support transition to value-based purchasing; state needs to adjust
contracting w/ MCO who in turn modify provider payment approaches
accordingly
 Work with state and MCOs on how to include sexual and reproductive
health into value-based payment contracts with providers
 Expand payment mechanism beyond traditional providers (PCPs and
pediatric clinics) to all types of providers from which Medicaid beneficiaries
receive sexual and reproductive health care

Lack of
Provider
Capacity

 See Workforce mitigating strategies above
 Develop loan forgiveness and conditional scholarship programs
 Train and expand availability of “adjunct” professionals and paraprofessionals who can support the limited number of physicians in areas
with capacity bottlenecks.
 Investigate how to connect more non-traditional providers and locations
(i.e., schools and child care centers)

Lack of
Standardized
Referrals

 Map current referral streams for home visiting programs
 Create more standardized referral streams for home visiting programs
 Ensure equitable distribution of referrals so that one county does not
benefit disproportionately
 Connect project with the Pathways Hub (community-based care
coordination) to support coordination of referrals

Politics

 Be open and transparent about strategies related to sexual and
reproductive health interventions
 Engage with any providers or stakeholders that may take issue with this
project to work toward common ground
 Engage early and often with Tribal officials, and local- and state-level
elected officials on RMCH strategies and the expected impact on the
region’s health
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Monitoring and Continuous Improvement
Plan for Monitoring Project Implementation Progress, Including Addressing
Delays in Implementation
CPAA will implement a rigorous project monitoring approach to implementation of the project. The same
approach will be employed across the entire portfolio of projects. This includes entering into contracts that
clearly spell out partnering providers’ responsibilities, including reporting requirements, and supports
CPAA can offer as well as employing project planning software and tools to lay out required deadlines, key
tasks, subordinate tasks, and milestones. Each project implementation plan will define critical paths and
key dependencies. Key indicators will be determined for each project area that will serve as an early
warning system to detect when implementation challenges are encountered. A monthly performance
dashboard report will compare actual performance of key indicators against targets within and across all
project areas. This will allow the project managers as well as the CPAA Support Team, which includes the
chairs of each project work group, to identify both implementation problems and early wins. For example,
if we are not seeing an increase in all contraceptive-related claims or attrition of clients, fidelity to the
model, rate of referrals to enrollment, including contraception counseling, 3-6 months post training of
providers, we will know providers may need more resources to effectively provide pregnancy intention
screening/counseling and the full range of contraceptives. At that point in time, we will reach out to
training participants to determine the next level of assistance they need (i.e., precepting).
We expect that early indicators related to home visiting programs to be more anecdotal since we do not
have established processes to gather systemic “encounter-like” data for MCH home visiting programs.
Certain anecdotes that will raise red flags include challenges staffing for programs, particularly NFP since it
requires nurses, and low caseloads for staff (indicator of lack of referrals).
CPAA has hired dedicated support staff for each project area (project managers). It is the responsibility of
the project managers to stay in close contact with all partnering providers in their respective project area.
Specifically, the project managers are responsible for:


Identifying support needs of partnering providers throughout the duration of the Transformation;



Serving as subject matter experts for partnering providers or, if additional expertise is required,
identify and facilitate external subject matter experts providing enhanced technical assistance to
partnering providers; and



Monitoring overall partnering provider performance toward milestones and performance metrics
(see below for details).

Project implementation monitoring is closely tied to performance monitoring of partnering providers. The
next section of the project plan discusses in detail how CPAA will monitor the performance of individual
partnering providers. The data reporting and analytics tools used to hold individual partnering providers
accountable to agreed upon deliverables will provide CPAA also with a clear sense about the project’s
overall implementation progress, as individual provider performance data rolls up into a region-wide
performance summary. See next section for details.
Page 184 of 213

Cascade Pacific Action Alliance – Medicaid Transformation Revised Project Plan – December 15, 2017

Plan for Monitoring Continuous Improvement, Supporting Partnering
Providers, and Determining Whether or Not CPAA is on Track to Meet
Expected Outcomes
CPAA will set up a progressive implementation and performance monitoring structure with tiered
interventions up to termination of partnering provider contracts. This will include regular meetings with
our partnering providers to assess implementation progress and challenges. If project implementation
progress becomes questionable or is delayed, the project manager will inform his or her immediate
supervisor (Clinical Director or Program Director) of the concern. The senior project management team will
assess the severity of the situation. When possible, we will seek to mitigate the risk or delay by providing
technical assistance to help the partnering provider/s to get back on track. This will include seeking advice
from clinical experts, including Provider Champions serving on the CPAA Clinical Provider Advisory
Committee. The partnering provider and CPAA will agree on an action plan (Performance Improvement
Plan) to resolve the issue or renegotiate the contract deliverables, if necessary. In severe cases or if the
technical assistance does not correct the problem, we will escalate the issue to our Clinical Provider
Advisory Committee for a more comprehensive review. The committee may identify additional problem
solution strategies, ask our Provider Champions to intervene, help access additional external technical
assistance resources, or engage other key stakeholders in addition to affected providers to remedy the
cause of delays. If the problem cannot be resolved, is of a major magnitude or involves key partners that
serve large numbers of Medicaid beneficiaries, the CPAA Council and Board will be informed. The board
will make the final decision about modifying or terminating contracts with partnering providers.
Access to timely and relevant data will be critical to our ability to monitor project implementation and
support continuous improvement. Measurement is an integral part of quality improvement. We will enter
into a contract with each partnering provider that will detail the provider’s responsibilities, including the
nature and scope of investments to be made; implementation of the key components of each selected
approach; adherence to project guidelines, policies and procedures, and protocols; the target population(s)
and any geographic sub-regions on which the interventions will be focused; reporting requirements
(milestones and outcome metrics as well as frequency of reports); participation in peer learning
collaboratives; and payment modalities.
Partnering providers will be required to submit performance information monthly. We are exploring
utilizing the Washington State Hospital Association’s (WSHA) updated QBS business intelligence system to
capture and analyze provider data that is not already reported through other systems. Our goal is to place
minimal reporting burdens on our partnering providers while providing CPAA with an effective
performance monitoring tool that provides us with timely performance data so that we can actively
monitor and track partnering provider performance. QBS is easy to populate by our partners (including
automated data uploads) and easy for us to analyze (inbuilt reporting tools, including comparison of actual
achievement against goals, trend information over time, and comparative performance evaluation across
providers). We plan to augment this information system through less frequent region-wide data reports on
key regional performance measures, including claims-based data. The latter may require us to contract
with a third-party data aggregator with sufficient data analytics capability to validate and augment the
performance information reported by our providers through the QBS system.
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CPAA will be using data from the above sources and analytical tools to issue regular reports to participating
providers. These reports will serve two purposes: 1) inform providers on where to target their efforts; and
2) advise providers on progress toward meeting required objectives. First, for example, if a provider is
working to reduce readmissions, CPAA will need to advise practices on clients with high hospital admission
rates and clients with conditions that put them at high risk for readmission. This will enable provider
practices to proactively engage these clients and provide care and patient education interventions to
reduce the incidence of readmissions. Second, CPAA will need to report to provider practices their overall
progress on meeting the required metrics for each project. For example, CPAA will need to monitor
hospital utilization to determine readmission rates and will need to correctly associate individual clients
with responsible practices. CPAA or its designated partner will provide regular reports (e.g., quarterly) to
providers for this purpose.
In general the reports will be issued to the providers monthly based on data submitted by the
providers via the QBS system per their contractual reporting requirements and, when available,
region-wide data reports. However, if providers submit performance information more frequently,
they will have the ability to access reports more frequently than monthly. This may be an option in
particular for larger facilities that can take advantage of automated data uploads. We will explore
the feasibility of automated data uploads for all partnering providers regardless of organization size.
However, at this time, to balance our need for timely performance information on the one hand,
with a manageable reporting burden on the other hand, to ensure provider buy-in and participation,
we anticipate requiring monthly performance reports from our implementation partners.
The reports provided by CPAA to partnering providers will include both outcome measures defined
by HCA within the Medicaid Transformation Project and intermediate measures (process measures
and milestones) to track progress toward desired outcomes. Given the nature of some of the
intermediate measures, e.g., number of providers trained, number of guidelines implemented, etc.,
requiring reporting more frequently than monthly may add little value.
The reports will compare each provider’s performance against agreed upon targets and across
providers (comparative performance information) through charts and tables, including trendline
charts. This will provide vital performance feedback to our implementation partners and allow CPAA
to identify leading and lagging providers.
As detailed above, when a provider or a group of practices is not making adequate progress on
meeting key milestones and metrics, CPAA will reach out to the provider in question and develop a
plan of action with the provider to remedy identified gaps or barriers. For example, CPAA and the
provider might agree to additional workforce training to assure best practices are fully employed
in working with the target population.
We may also partner lagging providers with leading ones to spur the dissemination of best practices
and support rapid cycle performance improvement.
In addition to these monthly performance reports, CPAA program staff and clinical experts (e.g.,
clinical provider champions, contracted clinical TA providers, etc.) will obtain real-time partnering
provider data by working with providers on continuous quality improvement. Supporting providers
in using their own data to drive quality improvement using the clinic’s EHR will allow our
implementation partners to monitor day-to-day progress toward goal achievement in real time.
Similarly, providers will have access to real-time data linked to emergency room utilization through
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the Emergency Department Information Exchange (EDIE). PreManage, which builds on the EDIE
system, provides certain care coordination information for ED high-utilizers in real time. We will
have to explore to what degree this information is available for “rising risk” populations, a likely
target population for our care coordination efforts, and whether CPAA can gain access to these
clinical data sets. Through the Pathways HUB, CPAA will have access to real-time data for individuals
whose care is coordinated through the HUB and its community-based care coordination partners.
We plan to use the expertise of our clinical providers and MCO partners to explore the feasibility
of utilizing the above-mentioned tools, as well as identifying other resources, to augment the
monthly provider performance reports. It may be that collecting data more frequently than
monthly may not be useful for the types of performance metrics required to monitor ongoing
provider performance, as opposed to guiding program interventions that will benefit greatly from
access to real-time data. For instance, an EDIE data stream can help identify our target population,
so that we can triage or reach out to those individuals and provide direct services without delay. A
monthly report would be sufficient to show how many members of our target population were
seen in the ED that month and if ED utilization is changing over time.
Additionally, CPAA will convene all partnering providers once per quarter to participate in a peer learning
collaborative. Partnering providers will have the opportunity to share successes as well as to raise
implementation challenges the partners can then engage on jointly to resolve. Likely, these meetings will
result in the identification of additional technical assistance needs of partnering providers, on which CPAA
will follow up accordingly. This learning collaborative will provide an important peer support function to
our partnering providers and prove essential for the continuous improvement of our project.

Plan for Addressing Strategies That are Not Working or Not Achieving
Outcomes
A similar approach will be used to assess overall progress of project initiatives and the efficacy of strategies
within those initiatives. CPAA will use its quarterly performance reports along with semi-annual reports
provided by the state with key metrics to determine whether the project initiative as a whole is on track
and/or whether specific strategies within project areas are working as intended. If the reports indicate that
one or more strategies within the project area are not working, CPAA will convene key stakeholders to
assess the reasons for the lack in effectiveness. This will include partnering providers, Provider Champions
(Clinical Provider Advisory Committee), consumers (Consumer Advisory Committee), and subject matter
experts (e.g., technical assistance providers). Based on this analysis, a recommendation will be made
whether to continue the strategy in question with a revised approach or whether to discontinue the
strategy in favor of a different one. The decision to change the approach or pursue a different strategy
altogether rests with the CPAA Board based on a discussion and recommendation by the CPAA Council.
However, given their key implementation role, any decision to change elements of a strategy or switch out
an entire strategy will require the consent of our partnering providers. It may also require the approval of
the state. If the CPAA Board authorizes a different approach or strategy, the project implementation plan
will be revised accordingly, and CPAA will enter into a new or revised contract with partnering providers as
the case may be
Similarly, if the reports indicate that an entire project initiative is not achieving desired outcomes, CPAA
will convene partnering providers, Provider Champions (Clinical Provider Advisory Committee), consumers
(Consumer Advisory Committee), and subject matter experts (e.g., technical assistance providers) to
analyze why the initiative is not effective. Every effort will be made to explore whether adjusting program
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elements or switching out certain strategies may lead to goal accomplishment. This may include consulting
with other ACHs that work in a similar project area and are achieving success.
If the group believes changes to the project initiative will rectify the performance problem, a
corresponding recommendation will be made to the CPAA Council, which will then discuss the matter and
make a recommendation to the CPAA Board. Final decision-making rests with the board. As with switching
out a specific strategy or changing a project approach within a project area, any such change requires the
consent of our partnering providers that will need to implement the revised set of strategies. State
approval may also need to be obtained. Assuming everyone approves the revised strategies, a detailed
revised implementation will be developed with clear milestones, performance metrics, etc.
If, however, the group of key stakeholders concludes that the project initiative is irreparably compromised
and no change in strategies will likely lead to success, a recommendation to discontinue the work in the
project area altogether will be made to the CPAA Council. The council will discuss the matter and make a
recommendation to the CPAA Board, which will make the final decision.

Project Metrics and Reporting Requirements
Attest that the ACH understands and accepts the responsibilities and requirements for reporting on all
metrics for required and selected projects. These responsibilities and requirements consist of:



Reporting semi-annually on project implementation progress.
Updating provider rosters involved in project activities.

YES
X

NO

Relationships with Other Initiatives
Attest that the ACH understands and accepts the responsibilities and requirements of identifying initiatives
that partnering providers are participating in that are funded by the U.S. Department of Health and Human
Services and other relevant delivery system reform initiatives, and ensuring these initiatives are not
duplicative of DSRIP projects. These responsibilities and requirements consist of:







Securing descriptions from partnering providers in DY 2 of any initiatives that are funded by
the U.S. Department of Health and Human Services and any other relevant delivery system reform
initiatives currently in place.
Securing attestations from partnering providers in DY 2 that submitted DSRIP projects are not
duplicative of other funded initiatives, and do not duplicate the deliverables required by the
other initiatives.
If the DSRIP project is built on one of these other initiatives, or represents an enhancement of
such an initiative, explaining how the DSRIP project is not duplicative of activities already
supported with other federal funds.
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YES
X

NO

Project Sustainability
CPAA’s Strategy for Long-Term Project Sustainability and Impact on
Washington’s Health System Transformation Beyond the Demonstration
Period
There are a number of factors that make it highly likely that our region will be able to sustain this project
and provide lasting impact on Washington’s health system transformation beyond the Transformation
Project period:
1. The Reproductive and Maternal & Child Health project builds squarely on the work of the CPAA
ACEs Work Group, which has expanded its scope to include reproductive, maternal, and child
health. There is great interest in this project area in our region, and key stakeholders have
already made substantial investments in whole-person health for women and children. Given the
importance of this project area to the core mission of many of CPAA’s health partners, it is highly
likely that our key partners will continue their investments in this project area beyond the
duration of the Medicaid Transformation as improved outcomes and efficiencies are being
realized.
2. CPAA and CHOICE have a proven track record of developing innovative projects with pilot finding
and then developing ways to sustain these efforts into the future. Key to our success has been
our ability to demonstrate to stakeholders, including payers, clinical providers, public health, and
community-based organizations, that the project has enabled the stakeholders to achieve
efficiencies, improve outcomes, or avert future costs. Recent examples of such projects include
the Youth Behavioral Health Care Coordination Project, Youth Marijuana Prevention and
Education Project.
3. As detailed above, in the course of this project, important investments into our region’s health
system transformation will be made that provide lasting benefits. The improvements to key
health information systems; the expertise gained and skills built by training our partnering
providers’ workforce; the deep changes made to the workflows and business practices of our
partners in the course of this project; and the partnerships built and strengthened through the
collaborative planning and implementation of this project all combine to ensure that the
improvements resulting from project initiative will be ongoing and sustained by our partners.
4. CPAA is planning to establish a regional innovation fund with a small portion of DSRIP project
incentive funds earned through the Transformation Project. This funding pool will be available to
support investments in community health improvements that emphasize the social determinants
of health, i.e., the drivers of health outcomes that lie outside of the clinical sphere (health
behaviors, built environment, socio-economic factors, etc.), as well as prevention and early
intervention to improve community health and avert costs downstream. Given that the
Reproductive and Maternal & Child Health project is rooted deeply in addressing social
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determinants of health and prevention and early intervention focused, we anticipate that
resources from this regional fund may support the project beyond the Transformation Project
period.
5. The development of value-based payment contracts is critical to the long-term sustainability of
this and other Transformation projects. Some services, e.g., related to peri- and post-partum
maternal care, and the resulting childcare, are currently covered in the Medicaid benefit.
Similarly, increases in the capacity of providers to expand sexual and reproductive health services
are more easily sustainable as contraceptive care and sexual health screenings are already
Medicaid-covered benefits. However, the absence of viable payment models to support home
visiting is a key barrier to improvements in this area. Reliable funding streams to support the full
spectrum of reproductive, maternal, and child health tied to value-based care and expanding the
types of organizations that can enter into such contracts will be central to the long-term
sustainability of our region’s investments in this project area. Because we will need to be creative
in how we expand provider establishment and capacity, especially in rural areas, we will need to
be creative in determining how these providers can be paid.

6. Our region will explore whether to establish a regional utility to make it possible for smaller
agencies, especially social service providers, to bill Medicaid or be reimbursed for services
rendered to Medicaid beneficiaries. Currently, many small providers are not equipped to
administer Medicaid billing and reimbursement due to high administrative burden and costs,
which limits their ability to provide services to the Medicaid population. CPAA may serve as a
regional back office for small providers to handle Medicaid billing and reimbursements, thereby
not only removing a major barrier to provider capacity expansion in our region, but also
providing a stable funding source for reproductive, maternal and child health care.
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SECTION II: PROJECT-LEVEL: Chronic Disease Prevention & Control
Menu of Transformation Projects
Domain 2: Care Delivery Redesign
☐ 2A: Bi-Directional Integration of Physical and Behavioral Health through Care Transformation
(required)
☐ 2B: Community-Based Care Coordination
☐ 2C: Transitional Care
☐ 2D: Diversions Interventions
Domain 3: Prevention and Health Promotion
☐ 3A: Addressing the Opioid Use Public Health Crisis (required)
☐ 3B: Reproductive and Maternal and Child Health
☐ 3C: Access to Oral Health Services
X 3D: Chronic Disease Prevention and Control

Project Selection & Expected Outcomes (2,000 words)
Abstract
The management of chronic diseases, including asthma, heart disease, and diabetes, places a huge burden
on our region’s health system. Approximately 26% of Medicaid beneficiaries in the CPAA region (38,900
members) carry a diagnosis of at least one chronic condition based on diagnostic coding.115 To improve
chronic disease prevention and management, we are exploring the Chronic Care Model, The Community
Guide, Community Paramedicine, Chronic Disease Self-Management, and Million Hearts interventions.
These interventions address the community needs and provide the needed support and infrastructure to
address the chronic disease burden in the community. By addressing the chronic disease burden in our
communities, we aim for our community members to have the tools and resources to manage their chronic
conditions successfully as well as have the policies and systems in place to effectively support chronic
disease management.

Project Description and Justification
Justification for Selecting Project and How It Addresses Regional Priorities
An integrated health system, along with community approaches, will be crucial to improving chronic
disease prevention, management, and control. Through health system improvements and taking a wholeperson approach to care, providers have the opportunity to reduce chronic diseases and conditions that
create an overwhelming burden on the health system in terms of costly, preventable health problems. In
2014, seven of the top 10 causes of death in the United States resulted from chronic diseases.116 Research
shows people who suffer from a chronic disease are more likely to suffer from co-morbidities such as

115
116

HCA Category 1 Behavioral Health and Chronic Conditions Co-Occurring file, September 2017
Centers for Disease Control and Prevention. Chronic Disease Overview. https://www.cdc.gov/chronicdisease/overview/index.htm
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depression, which can result in health care costs two to three times higher than the general
population.117118
Heart disease and cancer are the leading causes of death in Thurston, Lewis, and Mason counties, closely
following statewide and national trends.119 Approximately 26% of CPAA’s Medicaid beneficiaries (38,900
members) have at least one chronic condition based on diagnostic coding.120 Approximately 15,300
members (10.2%) have a substance use disorder (SUD) diagnosis and at least one chronic condition, and
just under 30,000 members (19.9%) have a mental health diagnosis and at least one chronic condition.121
On average, the majority of the CPAA region has a higher prevalence and rate of numerous health
measures including overweight or obese adults, arthritis, diabetes, and heart disease than Washington
State 3D-1.122 The region’s average diabetes rate exceeds the state rate of 9%.123 CPAA also lags behind
statewide performance in statin therapy for patients with cardiovascular disease (14% compared to 20%
statewide, CPAA is the lowest performing ACH on this measure).124

TABLE 3D-1. ADULT (AGE 18+) CHRONIC DISEASE
Cancer

14
12

Arthritis

32
25

Heart disease

7
6

Diabetes

10
9

Cascade Pacific
WA State

9
10

Asthma
0

10

Percent

20

30

40

Table CD-1. Self-reported lifetime prevalence – Survey respondent answered “yes” to “have you ever been told by a healthcare
professional that you have asthma / diabetes / heart attack, coronary

117

https://www.cdc.gov/workplacehealthpromotion/tools-resources/pdfs/issue-brief-no-2-mental-health-and-chronic-disease.pdf
Bree Collaborative Behavioral Health Integration Report and Recommendations
119 Washington State Department of Health, death data. Accessed via Providence Centralia and Providence St. Peter’s Hospital 2016 Community
Health Needs Assessment (CHNA) and Mason General Hospital’s 2017-2019 CHNA.
http://communitybenefit.providence.org/~/media/Files/CBR/CHNAs/2017/WA/2017%20CHNA%20Providence%20Centralia%20Hospital.pdf and
https://www.masongeneral.com/media/forms/Community-Health-Needs-Assessment-2017-2019.pdf
120 HCA Category 1 Behavioral Health and Chronic Conditions Co-Occurring file, September 2017
121 Ibid.
122Washington State Department of Health, Center for Health Statistics, Behavioral Risk Factor Surveillance System. Accessed via Providence
Centralia and Providence St. Peter’s Hospital 2016 Community Health Needs Assessment (CHNA) and Mason General Hospital’s 2017-2019 CHNA.
http://communitybenefit.providence.org/~/media/Files/CBR/CHNAs/2017/WA/2017%20CHNA%20Providence%20Centralia%20Hospital.pdf
123 Data Source: Washington State Department of Health, Center for Health Statistics, Behavioral Risk Factor Surveillance System, supported in
part by Centers for Disease Control and Prevention, Cooperative Agreement U58/SO000047 -1 through 4 (2012-2015) and 3U58SO000047SO14-1401. Analysis conducted by Thurston County Public Health & Social Services Department
118

124

Washington Health Alliance, Community Checkup. 2016.
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Led by CHOICE Regional Health Network, the organization providing administrative support to CPAA, our
region has focused for several years on improving chronic disease prevention and control. An integrated
health system, bolstered by community approaches to raise awareness and engage and activate patients, is
crucial for improving chronic disease prevention, management, and control. Through health system
improvements and taking a whole-person approach to care, providers have the opportunity to reduce the
prevalence of and better manage chronic diseases, i.e. diabetes, heart disease and asthma, which create a
high burden on the health care system and overall community well-being.
Providing whole-person care in the setting in which individuals are most likely to seek care is a key building
block for CPAA to achieve its overarching goals of improved health, better quality, and lowered costs.
Through local forums in the CPAA region and in collaboration with the managed care organizations (MCOs),
five regional health priorities were identified to achieve these goals. The Chronic Disease Prevention and
Control Project offers CPAA a strategy that aligns with three of these five regional priorities: improving
access to health care (including primary care and behavioral health), improving care coordination &
integration, and preventing & managing chronic disease.

How Project Will Support Sustainable Health System Transformation for
the Target Population
This project supports sustainable health system transformation in two keys ways: through investing in
efforts to transform the clinical delivery system in all health care settings (primary care and behavioral
health), and by investing in efforts to support these clinical efforts through better coordination with
community-based prevention efforts to raise awareness and better self-management of chronic disease.
The success of this project rests on a close alignment with other project areas. For example, through the bidirectional care integration project, both primary care and behavioral health providers will work to better
diagnose, treat, and manage behavioral health disorders and chronic disease. These efforts will be
bolstered by this project, which will not only allocate resources to support providers to be better equipped
to provide effective chronic disease prevention, diagnosis, and management in clinical settings, but also by
community-based efforts to raise awareness and disease self-management through periphery systems such
as public health and emergency medical services. The Chronic Care Model, coupled with chronic diseasespecific strategies, is an ideal framework for CPAA to accomplish this because it encompasses both aspects
of what is needed to make improvements in chronic disease prevention and management.
Managing patients with chronic disease is very costly and time consuming for both providers and patients.
As the region transitions to value-based care, the prevention of chronic disease is key. The Chronic Care
Model supports value-based care by reducing the number of admissions and readmissions, improving
patient self-management, controlling costs, and working toward the overall goal of transitioning to valuebased purchasing. The project brings together MCOs, providers, and community resources to ensure all
entities are positioned for value-based purchasing after the Medicaid Transformation ends in 2021.

How CPAA Will Ensure Project Coordinates With and Does Not Duplicate
Existing Efforts
Improving chronic disease prevention and control depends vitally on establishing a coordinated approach
across currently fragmented care systems. CPAA is taking great care to build upon our region’s collective
work to improve chronic disease prevention and control and avoid duplicative efforts and capacity for this
project. This is in keeping with one of CPAA’s foundational principles, namely to build upon existing assets
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in the region and strengthen existing infrastructure and care systems to the greatest extent possible.
Therefore, one of the first implementation steps in this project area will be an update of past assessments
of our partnering providers’ existing care systems and capabilities relating to chronic disease. Data from
these assessments will assist with capacity building and be used to track, monitor, and coordinate
implementation efforts.
CHOICE has led regional healthcare improvement planning and worked closely with leaders and the
community for over 20 years and is thus familiar with both healthcare needs and existing services provided
in the region. CPAA’s governance and advisory structure bring to the table a wide-range of service
providers, stakeholders, and organizational leaders in the region, including the two Behavioral Health
Organizations and all five Managed Care Organizations that serve Medicaid beneficiaries. This broad range
of partner relationships already in place enables us to hear real-time concerns about health issues,
including common chronic conditions and diseases.
Building on this strong foundation in the community, during Transformation Project design, four work
groups that initially met independently to address their respective project areas (bi-directional care
integration, community-based care coordination, transitional care, and diversions), including chronic
disease prevention and control, soon came together and have since met as one integrated Domain 2 Work
Group. While CPAA is submitting separate project plans per the Project Plan submission guidelines, by
design and necessity, our project proposals are interlinked, coordinated with each other, and mutually
reinforcing. CPAA’s work group helped develop this project application, and there is a high level of
understanding in the Domain 2 Work Group of the need for more streamlined, cross-system coordination
without duplicating existing services, along with guidance on transforming individual organizations to meet
standards outlined in the Project Toolkit.
CPAA began taking stock of project areas in which partnering providers are planning to implement
interventions by opening a Request for Qualifications (RFQ) process that prompted providers to describe
new project ideas, how new projects will avoid duplicating efforts, and which partners are working in
collaboration. It has been well communicated through project work groups and correspondence with
partners that Transformation funding can only be used for new projects and/or enhancing current projects.
To date, we have received 38 RFQ responses, of which 15 pertain to the chronic disease prevention and
control project area (see Appendix P).
Additionally, CPAA conducted a landscape analysis of major Medicaid providers and payers, as well as
public health departments in the region (see Appendix V). For providers, this includes dental, primary care,
FQHCs, hospitals, and major health systems. The purpose of this assessment is to better understand who
the major stakeholders are in the CPAA region, who is already engaged in the Transformation projects, and
who CPAA still needs to engage in the Transformation work. During a review of this tool by the CPAA
Council and Domain 2 Work Group, a number of key providers were identified that needed to be added to
the list. To populate this tool, we used Provider data supplied by HCA and included providers in the table
who collectively served approximately 90% of Medicaid beneficiaries in 2016. By analyzing the provider
landscape, CPAA is able to facilitate new partnerships between providers, keep track of individual provider
initiatives, and create new tools to monitor existing project efforts. CPAA is well-positioned to develop
oversight, monitoring, and continuous quality improvement (CQI) mechanisms to assure timely
implementation of project interventions, and promote fidelity to evidence-based practices that do not
duplicate efforts.
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APPENDIX P – REQUEST FOR QUALIFICATIONS SUMMARY
APPENDIX V – MAJOR MEDICAID PROVIDERS

Anticipated Project Scope
Anticipated Target Population
According to the Project Toolkit, the Chronic Disease Prevention and Control project has the potential to
serve all Medicaid beneficiaries, both children and adults, with, or at-risk for, the most common chronic
illnesses such as arthritis, cancer, asthma, diabetes, heart disease, obesity, and stroke, with a focus on
those populations experiencing the greatest burden of chronic disease(s) in the region. Although not
specified in the Toolkit, we are acutely aware that co-occurring behavioral health conditions add to the
complexity of chronic disease treatment. Patients with a behavioral health diagnosis and a chronic disease
will be a key overlapping sub-population served under the bi-directional care integration project.
Providence CORE conducted an analysis for CPAA that highlights sub-regions and subgroups with poorer
health outcomes where the greatest impact could be made (see Appendix B). CPAA reviewed these findings
with the Domain 2 Work Group and asked members to identify additional subgroups and sub-regions for
further consideration. Based on work group members’ feedback, we identified the following qualitative list:
patients diagnosed with diabetes have a much greater risk of heart disease, patients with numerous chronic
conditions have a higher risk for hospital admission, ED utilization, and death, those without a PCP, those
with transportation barriers in urban and rural settings, and people who are homeless.
Based on a review of available data, diagnostic coding indicates that approximately 38,900 members in the
CPAA region have at least one chronic condition.125 As more data becomes available, we will refine our
target populations to include specific numbers for patients with three or more chronic diseases and
patients with two or more chronic diseases because these are the broad populations experiencing the
greatest burden of chronic diseases. The table below shows proposed target populations and an
anticipated number of individuals that will be reached through this project. We estimate that, by the end of
the Transformation, approximately 38,900 patients could be reached through chronic disease prevention
and treatment activities of this project.
TABLE 3D-2 PROPOSED TARGET POPULATIONS
Proposed Target Population

Estimated Number

Medicaid enrollees in the CPAA region with one or more chronic diseases

38,900

Medicaid enrollees in the CPAA region with one or more chronic disease & a comorbid behavioral health disorder

45,000

Medicaid enrollees in Mason, Thurston, and Grays Harbor counties and with Diabetes

4,771

Medicaid enrollees in Thurston, Lewis, and Mason counties with Heart Disease

12,179

Medicaid enrollees in Grays Harbor, Lewis, and Wahkiakum counties with Asthma

2,748

Note: Numbers may be duplicative, but give a general sense of the scope of the target populations

125

HCA Category 1 Behavioral Health and Chronic Conditions Co-Occurring file, September 2017
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The Domain 2 Work Group will make final determinations about the populations experiencing the greatest
burden of chronic disease(s) in the CPAA region and will refine which populations should be added as we
expand the capacity of our region to serve additional clients.
APPENDIX B – RHNI_CORE MEMO AND DATA SUMMARY

Involvement of Partnering Providers
CPAA is keenly aware that we need to engage the right providers in order to meet our region’s
Transformation goals. With that in mind, CPAA has conducted three efforts to identify partnering providers:
1) a Request for Qualifications (RFQ) to identify and engage partnering providers; 2) a table that includes
providers who served approximately 90% of Medicaid beneficiaries in 2016; and 3) a table that includes
community-based organizations and social services in each county that have already been engaged (see
Appendix W), all of whom are vital partners for this project because they are able to facilitate essential
community-clinical linkages without which the project cannot be successful.
Many of our clinical partners have been engaged with CPAA from the start and have specifically been
involved in work groups to design this project application. This project promotes and supports specific
changes in clinical delivery that have a strong evidence base for improving patient outcomes. Public health
has also been a foundational sector participating in the CPAA. Their expertise in population health
campaigns and policy change that improves overall health are critical for reinforcing changes within the
clinical systems. Public health’s long-term engagement with communities is a key part of developing
supports for healthy behaviors and developing solutions for social determinants of health. Emergency
Medical Services providers have come to the table more recently and bring a critical understanding of and
interaction with populations that have fallen through the cracks of our clinical systems.
There is strong representation from most of the major Medicaid providers in the CPAA region around
implementing chronic disease prevention and control. The clinical providers identified in the CORE analysis
represent the main clinical access points for Medicaid beneficiaries. With strong involvement from our
clinical partners across the region, we can expect to serve a large population of Medicaid beneficiaries,
specifically the target populations detailed above, which is critical for the success of this project.
Additionally, our clinical partners implementing this project will follow the evidence-based models outlined
in the Project Toolkit, which are the proven strategies for achieving care delivery redesign. CPAA continues
to engage non-clinical partners with the understanding that their involvement will play a key role in
improving education and awareness of chronic disease risk factors. Future work will involve strengthening
partnerships between our clinical and non-clinical partners.
CPAA confirms all partnering providers listed in the Partnering Provider tab of the ACH Project Plan
Supplemental Data Workbook expressed interest in serving as a partnering provider. All partnering
providers referenced submitted responses to CPAA's RFQ. For a complete list of responses to the RFQ,
please see Appendix P, "Request for Qualification Summary".

APPENDIX W – COMMUNITY BASED ORGANIZATION TABLE
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Level of Impact
This project is unique in its scope in that it is predicated on a multi-pronged approach which encompasses
both clinical redesign strategies to better diagnose, treat, and manage chronic disease, but also
incorporates broad-based community efforts to raise awareness about preventing and self-managing
chronic diseases. Effective treatment and management of chronic diseases require an ongoing productive
relationship between providers and patients. Prevention or reduction of complications also requires
engagement with community partners to create supportive conditions for healthy behaviors. By improving
clinical practices and the supports that can help patients better engage in care, CPAA can make significant
improvements for the Medicaid population.
To achieve the outcomes expected for the project in our target population/s, we know we must focus our
efforts. We will leverage the work to redesign the clinical delivery system with the bi-directional care
project in both primary care and behavioral health, a key place where we need a heightened focus on
individuals with co-occurring behavioral health disorders and chronic disease(s). Similarly, our ongoing
analysis of potential target populations for this project area is leading us to specific communities within our
region with higher rates of specific diseases. For example, Lewis, Grays Harbor, Mason, and Pacific counties
have a higher percentage of adults who are overweight or obese as well as adults who have been
diagnosed with arthritis, compared to the state average. Lewis and Grays Harbor counties have a higher
percentage of adults who currently have asthma, compared to the state average. Additionally, Grays
Harbor, Mason, and Pacific counties have higher percentages of adults diagnosed with diabetes.126
Patients with diabetes are more likely to have a range of other chronic disease conditions, including
gastrointestinal, renal, eye, and pulmonary conditions. Outpatient emergency department utilization rates
are significantly higher for people with diabetes than for those without diabetes. For example, non-disabled
adults with diabetes experienced 126 outpatient visits per 1,000 members per month, compared to 73
visits per 1,000 members per month for non-disabled adults without diabetes. Diabetes costs an estimated
$8 billion each year in Washington State. This includes $6 billion in direct medical expenses for diagnosed
diabetes and $2 billion (in 2015 dollars) spent on indirect costs from lost productivity due to diabetes. The
individual medical cost of having diabetes is approximately $14,000 per year. This is twice the cost of
medical care for people without diabetes.127 Building on these types of analyses will allow us to achieve
maximum impact for the target populations.
While the data above points us toward certain target populations and sub-areas within the region, it is too
early for us to determine with certainty at this time in our project planning which communities will require
special attention based on the chosen target population/s. We anticipate that this will become clear during
our project implementation planning. Special emphasis will be placed on prevention and self-management
strategies. This approach is one that is focused on improving community health outcomes, with an
emphasis and focus on the population/s experiencing the greatest burden of chronic disease.

126

Washington State Department of Health, death data. Accessed via Providence Centralia and Providence St. Peter’s Hospital 2016 Community
Health Needs Assessment (CHNA) and Mason General Hospital’s 2017-2019 CHNA.
http://communitybenefit.providence.org/~/media/Files/CBR/CHNAs/2017/WA/2017%20CHNA%20Providence%20Centralia%20Hospital.pdf and
https://www.masongeneral.com/media/forms/Community-Health-Needs-Assessment-2017-2019.pdf
127 Washington State Department of Health (2016). Diabetes Epidemic and Action Report. Retrieved from
file:///C:/Users/mitchellc/Desktop/Data/345-349-DiabetesEpidemicActionReport.pdf ,
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How CPAA Will Ensure Health Equity is Addressed in the Project Design
In review of the available data, our work groups explicitly considered health equity as a guiding principle, in
keeping with the CPAA’s broader values. Specifically, the identification of potential target groups in this
project area was guided by an analysis of mortality data by census tracks as a proxy measure for health
disparities128. By further analyzing this health outcome data with our clinical and non-clinical partners in the
project work groups, we will focus our intervention efforts on reaching populations that have disparate
geographic barriers and those who are underserved by the health care system. The process by which we
have gathered local knowledge on subgroups and sub-regions speaks to our effort to better understand
health disparities in our region, e.g. patients receiving treatment for a chronic disease may have an
undiagnosed mental health condition, which, left untreated, can result in the increased use of emergency
departments and admissions.
Additionally, we are engaging consumers in our region to help with the identification and selection of the
right target population/s for this and our other project areas. In late October, we began to vet the work of
the work group through a conversation with consumers from throughout the seven-county region coming
together within the CPAA Consumer Advisory Committee. This will continue in the coming weeks and
months as we work with this committee more closely and seek to engage consumers in the project
implementation planning through surveys and community meetings.
Likewise, we are consulting with our Tribal partners, some of whom have been involved in our work groups,
to ensure that health equity is thoroughly considered in our project planning and implementation. For
instance, we recently met with the health director of the Nisqually Indian Tribe, to learn about the Tribe’s
greatest health needs. As a result of these ongoing consultations, the list of priority target populations and
interventions may change, reflecting more fully health equity considerations.
Finally, in keeping with CPAA’s commitment to adopt a health equity lens in our planning and
implementation of our project portfolio, we are equipping our project partners with information and
practical tools to help them keep health equity considerations front and center. For instance, we have used
our monthly shared learning sessions at CPAA Council meetings to conduct health equity trainings, and we
are developing a decision-making aid that our council, board and work groups will use to integrate health
equity consideration into their decision-making formally.

Project’s Lasting Impacts and Benefit to the Region’s Overall Medicaid
Population
The investments in chronic disease prevention and control will generate lasting impacts in a number of
ways:
1. Workforce: We anticipate making targeted investments in the workforce of our region as part of
this project. Targeted workforce investments will include specific training related to the Chronic
Care Model and supporting strategies. One strategy will be to focus on training frontline clinical
staff and developing increased skills in awareness of community resources and best referrals for
patients with chronic illnesses. This will be especially useful for registered nurses and care
coordinators.

128

In our view, elevated mortality is to be interpreted as the ultimate result of a host of health disparities experienced by sub-populations in a given
geographic area.
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2. Changes at the Practice Level: Similarly, we anticipate that our partnering providers will make
structural changes in their business practices, staffing configurations and workflows to conform to
the evidence-based models and strategies associated with the chosen interventions. Once these
changes have been made, they will be “hard-coded” into the service delivery infrastructure
(processes and procedures) and provide lasting benefits beyond the Transformation project period.
3. Health System Infrastructure: This project includes targeted investments in the ability of our
partnering providers to communicate with each other and exchange relevant patient information.
The exact nature of these investments will be determined during implementation planning and will
in part depend on investments that the state is going to make in Health Information Exchange
systems, but it will result in a transformed clinical system that is better suited to managing chronic
diseases and preventing costly complications and better integrated with community-based
awareness and self-management efforts, including a mobile integrated health (MIH) system that
identifies people relying on emergency medical services when their needs could be better met
through other systems. Once these infrastructure investments have been made, they will provide
benefits into perpetuity for our region to improve chronic disease care specifically and care
integration in general.
4. Partnerships: Through this project, partnering providers will learn what community resources and
services are available in the region to which they can turn and refer patients in need of social
supports and other wrap-around services. Once awareness about available community resources
has been raised and interagency relationships have been established, these essential communityclinical linkages will be permanent and provide lasting benefits.
5. VBP: In part, the permanence of the transformation of partnering providers’ infrastructures,
systems and behaviors depends on sustainable payment mechanisms that carry this change into
the future beyond the Medicaid Transformation Project. The state’s commitment to changing its
healthcare purchasing from fee-for-service to value-base care will be a major supporting strategy
for sustaining the CPAA’s investments in a transformed healthcare delivery system through the
investment areas outlined above.
In sum, a number of mutually reinforcing mechanisms will ensure the benefits of our investments in
improved chronic disease prevention and control will not be limited to the five-year Medicaid
Transformation performance period.
While our investments in this project area will be targeted at specific target populations as a subset of
Medicaid beneficiaries, the workforce trained, the workflows established, the infrastructure built, the
partner relations established, the financing mechanisms put into place, and the overall synergies harnessed
are not exclusive to these prioritized populations. Rather, they will benefit all populations, including the
entire Medicaid population.

Implementation Approach and Timing (Supplemental Workbook
Tabs)
See 3D Implementation Approach tab in ACH Project Plan Supplemental Data Workbook for a brief
description of how CPAA will accomplish each set of project milestones in State 1, Stage 2, and Stage 3.
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Partnering Providers (500 words + Supplemental Workbook Tabs)
How CPAA Has Included Partnering Providers That Collectively Serve a
Significant Portion of the Medicaid Population
CPAA is well positioned to bring major partnering providers in the region together to create collective
impact. From the beginning, CPAA has included a broad range of providers in its work across a sevencounty region, including providers that collectively serve a significant portion of the Medicaid population.
This has occurred at all levels of the collaborative venture, i.e., at both the local and regional levels and
within our work groups.
For this project, we formed a work group to help address project development and to ensure that a
significant portion of the Medicaid population will be served in this project area. A principal asset in this
engagement process are the well-established provider relationships that CHOICE has cultivated over the
last two decades; a number of key Medicaid providers are members of CHOICE, including two of the
region’s three Federally Qualified Health Centers (Valley View Health Center and Sea Mar) and all of the
region’s hospitals in five of the seven counties covered by CPAA, including our largest tertiary hospital,
Providence St. Peter Hospital.
With the help of CORE, we identified key providers collectively serving 90% of Medicaid clients in the CPAA
region in 2016. Using this initial landscape analysis, CPAA worked with the work group to engage and
connect stakeholders with the goal of creating new partnerships and coordinating intervention efforts.
CPAA is well positioned to facilitate new partnerships between providers, keep track of individual provider
initiatives, and create new tools to monitor existing project efforts.
We are now systematically reaching out to key Medicaid providers who have neither participated in the
project planning so far, nor responded to our RFQ to ensure they are aware of this project and engage in
the project planning and implementation moving forward. In instances where engagement from missing
key Medicaid providers should prove challenging, we will ask our Provider Champions, clinicians who have
agreed to assume a leadership role in liaising with our provider community, to reach out to their peers at
these key Medicaid provider organizations to begin the engagement process. We will then follow up with
in-person visits to explain the project and answer any questions that the targeted key providers may have.

Process for Ensuring Partnering Providers Commit to Serving the Medicaid
Population
As previously mentioned, CPAA conducted a Request for Qualifications (RFQ), prompting providers to
describe the target population and estimated number of Medicaid lives served. This preliminary
information is the first step in understanding which Medicaid populations will be served and will allow us to
further the conversation about choosing specific target populations. In DY 2, we will secure formal
commitments from our partnering providers to implement the evidence-based approaches outlined in the
project toolkit that will include a commitment to serve specific Medicaid populations. These commitments
will be made in the form of contracts with partnering providers that specify the specific scope of work for
each implementation partner, reporting requirements, and payment arrangements. CPAA will monitor this
commitment by tracking progress on project implementation and outcomes for performance metrics per
agreed upon contracts with partnering providers. Additionally, CPAA will ensure providers interested in
participating in the Transformation that have a lower than average Medicaid population commit to
increasing their access to the Medicaid population. We are confident this systematic, personalized, and
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multi-pronged approach will build on well-established partnerships in our region and result in the
successful engagement of key Medicaid providers in our region.

Process for Engaging Partnering Providers That are Critical to the Project’s
Success, and Ensuring That a Broad Spectrum of Care and Related Social
Services are Represented
CPAA engages key partnering providers in the Transformation in various ways. A number of key
implementation partners serve on our project work groups. Work groups consist of individuals from
partnering organizations, including large and small, urban and rural clinical providers that encompass
behavioral health and primary care, social services, community-based organizations, MCOs, and public
health departments.
We are now systematically reaching out to key Medicaid providers who have neither participated in the
project planning so far, nor responded to the RFQ to ensure that they are aware of this project and engage
in the project planning and implementation going forward. In instances where engagement from missing
key Medicaid providers should prove challenging, we will ask our Provider Champions, clinicians who have
agreed to assume a leadership role in liaising with our provider community, to reach out to their peers at
these key Medicaid provider organizations to begin the engagement process. We will follow up with inperson visits to explain the project and answer any questions the targeted key providers may have.
Concurrently, with the help of our work group members, we are conducting an analysis of missing social
service provider organizations that are essential to successful project planning and implementation.
At work group meetings, we identify gaps in our partner participation by asking our members to identify
organizations and individuals to ensure thorough representation from all necessary health and social
service organizations. One method we have employed to identify key service providers yet to engage is a
comparison of RFQ responses received and major Medicaid providers identified in the region. This has
allowed us to make connections with new providers as well as prompt existing partnering providers to
submit a RFQ response for chronic disease prevention and control.
Finally, the CPAA Council consists of members throughout different health and social services organizations.
CPAA does extensive outreach to organizations that need to be involved. CPAA’s approach to governance
and project management relies on strong provider engagement. All five work groups, the Support Team,
and the council include providers representing different practices and organizations.
As we continue working with clinical and social service providers, the diversity of organizations involved will
help us to keep our perspective broad, yet focused on the patient experience and outcomes we are working
to achieve. As we complete our current state assessment, the work group will identify engagement gaps of
social service providers and additional Medicaid providers. The group will need to determine at that time
whether to engage these providers during start-up or later on as the project scales up and expands.

How CPAA is Leveraging MCO’s Expertise in Project Implementation, and
Ensuring There is No Duplication
MCOs have been active participants in the all work groups, the Clinical Advisory Committee, and the CPAA
Council and Board of Directors. MCO representatives have contributed to the identification of regional
health priorities, have provided input into the project planning process, and will continue to be key
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partners throughout Transformation implementation. CPAA encourages MCO representatives to share
developments in their organizations regarding VBP strategies, moving to fully integrated managed care, and
any additional guidance for working with providers at the clinical level on integrated care.
MCOs are critical to the success of this project, as we need to ensure payment mechanisms are aligned with
and support our project interventions. All five MCOs that serve our region have participated in the CHOICEled regional health improvement work over the years and, moving forward, we anticipate that the MCOs
will play an active role in the Medicaid Transformation project planning and implementation. This will
ensure there is good coordination between payers, their expertise is leveraged, and duplication will be
avoided.
APPENDIX BB – MCO REPRESENTATIVE AND ORGANIZATIONS

Regional Assets, Anticipated Challenges, and Proposed Solutions
Assets CPAA and Regional Partnering Providers Will Bring to the Project
One of the principal assets CPAA brings to the project is CHOICE’s 22 years of experience working with the
community to systematically identify health care needs, convene key stakeholders to understand and plan
responses to those needs, and develop collaborative action plans to address those needs. The value of
these decades of experience is significant because the CPAA has established positive, collegial relationships
with providers and other stakeholders and is a trusted partner in the community and region. Partnering
providers throughout the CPAA region bring a wealth of knowledge from many different sectors of health
care, urban and rural perspectives, and small clinics to large hospital systems. The amount of in-kind time
contributed through work groups and advisory groups is a critical component of our efforts. These partners
have shown consistent engagement in project work groups, advisory committees, and the council and
board of directors. Additionally, the major Medicaid providers in the CPAA region continue to express their
commitments to this ongoing collaborative effort.
Several public health departments, clinical providers, and social services organizations have expressed
interest in developing/expanding Mobile Integrated Health (MIH), community paramedicine, and Chronic
Disease Self-Management programs. Some elements of MIH are already up and running in Thurston
County, and other counties, notably Cowlitz and Wahkiakum, have begun to develop community
paramedicine programs as well. Physicians of Southwest WA and health departments have past experience
with and are interested in expanding or implementing new interventions from the Community Guide and
Million Hearts campaign to help individuals make choices that can improve health and prevent disease.
Providence Centralia Hospital and Providence St. Peter Hospital are interested in developing community
paramedicine programs that connect with the Pathways HUB program. Local health jurisdictions have
experience and capacity to run chronic disease prevention campaigns, including the CDSM program and
interventions specified in the Community Guide. Table 3D-3 provides additional examples of chronic care
programs being implemented across the CPAA region.

TABLE 3D-3 EXAMPLES OF CHRONIC CARE PROGRAMS LOCATED IN THE CPAA
REGION
Agency
County
Intervention

Desired Outcome
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Capital Region Education Service District 113,
Education Service District 112
Ocean Beach Hospital

All

Washington State University

Grays Harbor

Mason General Hospital

Mason

Morton General Hospital

Lewis

Providence Health & Services

Thurston and Lewis

Health Homes Programs

Thurston

PeaceHealth

Cowlitz

Pacific

Nurse Case Managers embedded in
schools to manage students with chronic
disease that is not well-managed
Diabetes Education, Nutrition
Counseling, and Support Group
Community based diabetes prevention
16 week program with 6 month followup sessions
Diabetes Education, Nutrition
Counseling, and Support Group
Diabetes Wellness Program includes
education, training, and support groups.
Provides free support for the community.
Diabetes Education, Nutrition
Counseling, and Support Group
Free home visiting to identify
environment conditions which affect
health
Diabetes assessment, prevention,
education, screening, and support

Improve health and reduce
number of missed schools
days
Develop self-care plans to
improve health
Prevention of Type 2
diabetes through education
and prevention
Develop self-care plans to
improve health
Prevent and manage
diabetes through screening
and self-management
Prevention and
management of diabetes
Prevention and
management of asthma
Prevent and manage
diabetes through screening
and self-management

Challenges to Improving Outcomes and Lowering Costs for Target
Population and Strategy to Mitigate Risks and Overcome Barriers
There are a number of challenges and barriers to overcome in order to achieve the intended project
outcomes. Broadly speaking, these fall into two categories: (1) general challenges and barriers, and (2)
project-specific challenges and barriers.

General Challenges and Barriers
All Transformation projects require:


Data: CPAA must have access to timely, accurate data to:
o

Identify/refine target populations, partnering providers, and interventions, and

o

Monitor the performance of our partnering providers under the Transformation to
determine partner compensation, course correct if milestones and performance metrics
are not being achieved, and conduct continuous quality improvement efforts.



Health Information Systems: Our partnering providers must have the ability to exchange
information about patients and care plans in order to avoid care gaps and duplication of services.
Currently, there is no consistent standard and/or IT system for information sharing in our region,
especially between providers that serve patients with multiple chronic illnesses and behavioral
health conditions.



Workforce: Our partnering providers must have access to the right workforce to implement the
evidence-based interventions in the chosen project areas. This includes personnel with the right
general professional qualifications, expertise and experience in the project area, and training in the
specific methods and approaches of the chosen interventions. Ensuring ready access to this
workforce is a major concern, especially in rural, under-resourced areas.
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Finances: Our partners need to be clear on:
o

Fund flows, i.e., they need to understand when, how and how much they will be paid in
order to inform their decision-making about investments in the Transformation.

o

Financial sustainability, i.e., they need to understand what payment mechanisms are being
developed to sustain their investments beyond the Transformation. The principle barrier in
this arena is the fact that the vast majority of purchasing activities occur in other venues
and are controlled by other parties. Most medical purchasing is conducted by MCOs, while
behavioral health services are currently purchased under the rubric of BHOs.

Project-Specific Challenges and Barriers
In addition to these general challenges and barriers, there are a number of project-specific challenges and
barriers to overcome. The following is a list of selected key challenges and barriers specific to chronic
disease prevention and control.


Geographic challenges
o The large geographical distance between people needing resources and the physical
location of service providers, due in part to the rural nature of much of the region.
o Transportation to multiple health care appointments to manage chronic diseases,
especially in low income and rural areas
o Reaching those affected with chronic disease in a large, medically underserved population
o The CDSMP model depends on having a sufficient number of people in groups to hold a
regular sequence of sessions, which may be difficult in rural areas with low population of
Medicaid patients



Lack of information
o Lack of identified community resources
o Inadequate referral processes
Lack of Provider Capacity
o Shortage of assigned primary care providers, registered nurses, and care coordinators
o Lack of community health workers
o Not enough patient follow-up activities
Information sharing
o Health outcomes depend on patient engagement, which is a difficult variable to control.
o Mobile-integrated health needs enhanced data sharing between providers and EMS.





o


Benefits of community campaigns, such as those that are part of Million Hearts, are
spread throughout a population, so impact on Medicaid patients may be diluted.

Patient engagement for chronic disease management
o Patients do not understand their critical role in managing their care
o Treating multiple chronic diseases perceived as too difficult to manage
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CPAA Strategy for Mitigating the Identified Risks and Overcoming Barriers
The following table lists various mitigations strategies to address the identified challenges and barriers. As
new information is released from the HCA and MCO partners, CPAA will continue to develop additional
mitigation strategies with our project work groups and advisory committees.

TABLE 3D-4 MITIGATION STRATEGIES
Barrier

Potential Solutions

Data

 Partner with CORE, state and providers to identify/refine target populations,
partnering providers, and interventions (underway)
 Partner with providers and MCOs to obtain close to real-time provider
performance information; explore contracting with a third-party data
aggregator with data analytics capabilities (underway).

Health
Information
Systems

 Partner with state, MCOs, providers, and other ACHs in developing
interoperability between health information systems; expedite planning for and
implementation of clinical integration of behavioral health.

Workforce

 Invest in training of partnering providers in evidence-based methods/models
 Explore shared workforce options, e.g., through telehealth

Finances

 Funds Flows: Work with CPAA Finance Committee to clarify funds flows
(underway)
 Financial Sustainability: Work with payers (health plans and state) to support
transition to value-based purchasing; state needs to adjust contracting w/ MCO
who in turn modify provider payment approaches accordingly

Geographic
Challenges

 Develop transportation assistance programs by leveraging transit systems and
using gas vouchers
 Improve telehealth capabilities for individuals in rural areas
 Further expand mobile integrated health and community paramedicine
programs

Lack of
Information

 Long-term, community providers and care coordinators/case managers’
education and activate patients to know and list their key care contacts; share
this info with their primary care providers (PCPs); and bring this info with them
if they must go to the hospital. Emphasize simple, low-tech solutions.
 MCOs share info on PCP and care coordinators w/ hospital during
hospitalization (concurrent review), and share info on care coordinators with
PCP.

Lack of
Provider
Capacity

 Proactively establish relationships with key clinical and community-based
partners that can provide follow-up services to patients with multiple chronic
conditions.

Information
Sharing

 Hospitals and other key care contacts coach patients to bring hospital discharge
info with them to PCP follow-up appointments.
 Community providers, care coordinators and hospitals develop standardized
information release forms and practices that facilitate bi-directional information
sharing.
 Develop an information sharing connection to the Pathways Community HUB.
 Develop data sharing capabilities between ED and EMS services.
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Patient
Engagement

 Coach patients on the importance of keeping scheduled follow-up appointments
and bringing hospital discharge information to follow-up appointments with
other members of the care team
 Access patient engagement information from the Pathways Community HUB

Monitoring and Continuous Improvement (500 words)
Plan for Monitoring Project Implementation Progress, Including Addressing Delays in
Implementation
CPAA will implement a rigorous project planning and monitoring approach to implementation of each
project. The same approach will be employed across the entire portfolio of projects. This includes entering
into contracts that clearly spell out partnering providers’ responsibilities, including reporting requirements,
and supports CPAA can offer as well as employing project planning software and tools to lay out required
deadlines, key tasks, subordinate tasks, and milestones. Key indicators will be determined for each project
area that will serve as an early warning system to detect when implementation challenges are
encountered. A monthly performance dashboard report will compare actual performance of key indicators
against targets within and across all project areas. This will allow the project managers as well as the CPAA
Support Team, which includes the chairs of each project work group, to identify both implementation
problems and early wins.
CPAA has hired dedicated support staff for each project area (program managers). It is the responsibility of
the program managers to stay in close contact with all partnering providers in their respective project area.
Specifically, the project managers are responsible for:





Identifying support needs of partnering providers throughout the duration of the
Transformation
Serving as subject matter experts for partnering providers or, if additional expertise is
required, identify and facilitate external subject matter experts providing enhanced
technical assistance to partnering providers
Monitoring overall partnering provider performance toward milestones and performance
metrics (see below for details).

Project implementation monitoring is closely tied to performance monitoring of partnering providers. The
next section of the project plan discusses in detail how CPAA will monitor the performance of individual
partnering providers. The data reporting and analytics tools used to hold individual partnering providers
accountable to agreed upon deliverables will provide CPAA also with a clear sense about the project’s
overall implementation progress, as individual provider performance data rolls up into a region-wide
performance summary. See next section for details.
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Plan for Monitoring Continuous Improvement, Supporting Partnering
Providers, and Determining Whether or Not CPAA is on Track to Meet
Expected Outcomes
CPAA will set up a progressive implementation and performance monitoring structure with tiered
interventions up to termination of partnering provider contracts. This will include regular meetings with
our partnering providers to assess implementation progress and challenges. If project implementation
progress becomes questionable or is delayed, the project manager will inform his or her immediate
supervisor (Clinical Director or Program Director) of the concern. The senior project management team will
assess the severity of the situation. When possible, we will seek to mitigate the risk or delay by providing
technical assistance to help the partnering provider/s to get back on track. This will include seeking advice
from clinical experts, including Provider Champions serving on the CPAA Clinical Provider Advisory
Committee. The partnering provider and CPAA will agree on an action plan (Performance Improvement
Plan) to resolve the issue or renegotiate the contract deliverables, if necessary. In severe cases or if the
technical assistance does not correct the problem, we will escalate the issue to our Clinical Provider
Advisory Committee for a more comprehensive review. The committee may identify additional problem
solution strategies, ask our Provider Champions to intervene, help access additional external technical
assistance resources, or engage other key stakeholders in addition to affected providers to remedy the
cause of delays. If the problem cannot be resolved, is of a major magnitude or involves key partners that
serve large numbers of Medicaid beneficiaries, the CPAA Council and Board will be informed. The board
will make the final decision about modifying or terminating contracts with partnering providers.
Access to timely and relevant data will be critical to our ability to monitor project implementation and
support continuous improvement. Measurement is an integral part of quality improvement. We will enter
into a contract with each 0partnering provider that will detail the provider’s responsibilities, including the
nature and scope of investments to be made; implementation of the key components of each selected
approach; adherence to project guidelines, policies and procedures, and protocols; the target population(s)
and any geographic sub-regions on which the interventions will be focused; reporting requirements
(milestones and outcome metrics as well as frequency of reports); participation in peer learning
collaboratives; and payment modalities.
Partnering providers will be required to submit performance information monthly. We are exploring
utilizing the Washington State Hospital Association’s (WSHA) updated QBS business intelligence system to
capture and analyze provider data that is not already reported through other systems. Our goal is to place
minimal reporting burdens on our partnering providers while providing CPAA with an effective
performance monitoring tool that provides us with timely performance data, so that we can actively
monitor and track partnering provider performance. QBS is easy to populate by our partners (including
automated data uploads) and easy for us to analyze (inbuilt reporting tools, including comparison of actual
achievement against goals, trend information over time, and comparative performance evaluation across
providers). We plan to augment this information system through less frequent region wide data reports on
key regional performance measures, including claims-based data. The latter may require us to contract
with a third-party data aggregator with sufficient data analytics capability to validate and augment the
performance information reported by our providers through the QBS system.
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CPAA will be using data from the above sources and analytical tools to issue regular reports to participating
providers. These reports will serve two purposes: 1) inform providers on where to target their efforts; and
2) advise providers on progress toward meeting required objectives. First, for example, if a provider is
working to reduce readmissions, CPAA will need to advise practices on clients with high hospital admission
rates and clients with conditions that put them at high risk for readmission. This will enable provider
practices to proactively engage these clients and provide care and patient education interventions to
reduce the incidence of readmissions. Second, CPAA will need to report to provider practices their overall
progress on meeting the required metrics for each project. For example, CPAA will need to monitor
hospital utilization to determine readmission rates and will need to correctly associate individual clients
with responsible practices. CPAA or its designated partner will provide regular reports (e.g., quarterly) to
providers for this purpose.
In general the reports will be issued to the providers monthly based on data submitted by the
providers via the QBS system per their contractual reporting requirements and, when available,
region-wide data reports. However, if providers submit performance information more frequently,
they will have the ability to access reports more frequently than monthly. This may be an option in
particular for larger facilities that can take advantage of automated data uploads. We will explore
the feasibility of automated data uploads for all partnering providers regardless of organization size.
However, at this time, to balance our need for timely performance information on the one hand,
with a manageable reporting burden on the other hand, to ensure provider buy-in and participation,
we anticipate requiring monthly performance reports from our implementation partners.
The reports provided by CPAA to partnering providers will include both outcome measures defined
by HCA within the Medicaid Transformation Project and intermediate measures (process measures
and milestones) to track progress toward desired outcomes. Given the nature of some of the
intermediate measures, e.g., number of providers trained, number of guidelines implemented, etc.,
requiring reporting more frequently than monthly may add little value.
The reports will compare each provider’s performance against agreed upon targets and across
providers (comparative performance information) through charts and tables, including trendline
charts. This will provide vital performance feedback to our implementation partners and allow CPAA
to identify leading and lagging providers.
As detailed above, when a provider or a group of practices is not making adequate progress on
meeting key milestones and metrics, CPAA will reach out to the provider in question and develop a
plan of action with the provider to remedy identified gaps or barriers. For example, CPAA and the
provider might agree to additional workforce training to assure best practices are fully employed
in working with the target population.
We may also partner lagging providers with leading ones to spur the dissemination of best practices
and support rapid cycle performance improvement.
In addition to these monthly performance reports, CPAA program staff and clinical experts (e.g.,
clinical provider champions, contracted clinical TA providers, etc.) will obtain real-time partnering
provider data by working with providers on continuous quality improvement. Supporting providers
in using their own data to drive quality improvement using the clinic’s EHR will allow our
implementation partners to monitor day-to-day progress toward goal achievement in real time.
Similarly, providers will have access to real-time data linked to emergency room utilization through
the Emergency Department Information Exchange (EDIE). PreManage, which builds on the EDIE
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system, provides certain care coordination information for ED high-utilizers in real time. We will
have to explore to what degree this information is available for “rising risk” populations, a likely
target population for our care coordination efforts, and whether CPAA can gain access to these
clinical data sets. Through the Pathways HUB, CPAA will have access to real-time data for individuals
whose care is coordinated through the HUB and its community-based care coordination partners.
We plan to use the expertise of our clinical providers and MCO partners to explore the feasibility
of utilizing the above-mentioned tools, as well as identifying other resources, to augment the
monthly provider performance reports. It may be that collecting data more frequently than
monthly may not be useful for the types of performance metrics required to monitor ongoing
provider performance, as opposed to guiding program interventions that will benefit greatly from
access to real-time data. For instance, an EDIE data stream can help identify our target population,
so that we can triage or reach out to those individuals and provide direct services without delay. A
monthly report would be sufficient to show how many members of our target population were
seen in the ED that month and if ED utilization is changing over time.
Additionally, CPAA will convene all partnering providers once per quarter to participate in a peer learning
collaborative. Partnering providers will have the opportunity to share successes as well as to raise
implementation challenges that the partners can then engage on jointly to resolve. Likely, these meetings
will result in the identification of additional technical assistance needs of partnering providers, on which
CPAA will follow up accordingly. This learning collaborative will provide an important peer support function
to our partnering providers and prove essential for the continuous improvement of our project.

Plan for Addressing Strategies That are Not Working or Not Achieving
Outcomes
A similar approach will be used to assess overall progress of project initiatives and the efficacy of strategies
within those initiatives. CPAA will use its quarterly performance reports along with semi-annual reports
provided by the state with key metrics to determine whether the project initiative as a whole is on track
and/or whether specific strategies within project areas are working as intended.
If the reports indicate that one or more strategies within the project area are not working, CPAA will
convene key stakeholders to assess the reasons for the lack in effectiveness. This will include partnering
providers, Provider Champions (Clinical Provider Advisory Committee), consumers (Consumer Advisory
Committee), and subject matter experts (e.g., technical assistance providers). Based on this analysis, a
recommendation will be made whether to continue the strategy in question with a revised approach or
whether to discontinue the strategy in favor of a different one. The decision to change the approach or
pursue a different strategy altogether rests with the CPAA Board based on a discussion and
recommendation by the CPAA Council. However, given their key implementation role, any decision to
change elements of a strategy or switch out an entire strategy will require the consent of our partnering
providers. It may also require the approval of the state. If the CPAA Board authorizes a different approach
or strategy, the project implementation plan will be revised accordingly and CPAA will enter into a new or
revised contract with partnering providers as the case may be.
Similarly, if the reports indicate that an entire project initiative is not achieving desired outcomes, CPAA
will convene partnering providers, Provider Champions (Clinical Provider Advisory Committee), consumers
(Consumer Advisory Committee), and subject matter experts (e.g., technical assistance providers) to
analyze why the initiative is not effective. Every effort will be made to explore whether adjusting program
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elements or switching out certain strategies may lead to goal accomplishment. This may include consulting
with other ACHs that work in a similar project area and are achieving success.
If the group believes changes to the project initiative will rectify the performance problem, a
corresponding recommendation will be made to the CPAA Council, which will then discuss the matter and
make a recommendation to the CPAA Board. Final decision-making rests with the board. As with switching
out a specific strategy or changing a project approach within a project area, any such change requires the
consent of our partnering providers that will need to implement the revised set of strategies. State
approval may also need to be obtained. Assuming everyone approves the revised strategies, a detailed
revised implementation will be developed with clear milestones, performance metrics, etc.
If, however the group of key stakeholders concludes that the project initiative is irreparably compromised
and no change in strategies will likely lead to success, a recommendation to discontinue the work in the
project area altogether will be made to the CPAA Council. The council will discuss the matter and make a
recommendation to the CPAA Board, which will make the final decision.

Project Metrics and Reporting Requirements
P

Attest that the ACH understands and accepts the responsibilities and requirements for reporting on all
metrics for required and selected projects. These responsibilities and requirements consist of:



Reporting semi-annually on project implementation progress.
Updating provider rosters involved in project activities.
YES
X

NO

Relationships with Other Initiatives
R

Attest that the ACH understands and accepts the responsibilities and requirements of identifying initiatives
that partnering providers are participating in that are funded by the U.S. Department of Health and Human
Services and other relevant delivery system reform initiatives, and ensuring these initiatives are not
duplicative of DSRIP projects. These responsibilities and requirements consist of:




Securing descriptions from partnering providers in DY 2 of any initiatives that are funded by the U.S.
Department of Health and Human Services and any other relevant delivery system reform
initiatives currently in place.
Securing attestations from partnering providers in DY 2 that submitted DSRIP projects are not
duplicative of other funded initiatives, and do not duplicate the deliverables required by the
other initiatives.
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If the DSRIP project is built on one of these other initiatives, or represents an enhancement of
such an initiative, explaining how the DSRIP project is not duplicative of activities already
supported with other federal funds.
YES
X

NO

Project Sustainability (500 words)
CPAA’s Strategy for Long-Term Project Sustainability and Impact on
Washington’s Health System Transformation Beyond the Demonstration
Period
CHOICE Regional Health Network and CPAA existed before the Medicaid Transformation and will continue
to pursue their long-term goals after the Transformation project is completed. CPAA and CHOICE represent
a tested framework for regional collaboration that will endure, which will be critical to the sustainability of
this project. Both have proven track records of developing innovative projects with pilot funding and then
developing ways to sustain these efforts into the future. Key to our success has been our ability to
demonstrate to stakeholders, including hospitals and CBOs, that the project has enabled the stakeholders
to achieve efficiencies, improve outcomes, or avert future costs. In the Youth Behavioral Health
Coordination Project, CPAA worked with the school system, Behavioral Health Organizations, and medical
clinics to help with project development, cost-share on program costs, and created last partnerships.
This project builds squarely on years of healthcare improvements in the region by health care providers and
social service agencies. There is great interest in this project area in our region and key stakeholders have
already made substantial investments to improve chronic disease prevention and control that will be
leveraged by this project. Given the importance of this project area to the core mission of many of CPAA’s
health partners, it is highly likely our key partners will continue their investments in this project area
beyond the duration of the Medicaid Transformation.
Building on infrastructure already in place, providers have the opportunity to demonstrate how systemwide transformation in care delivery will result from investments in workforce, value-based payment, and
population health management. Investments in the three Domain 1 areas will directly translate into lasting
impact for patients. After the Transformation period, these investments will result in the overarching
infrastructure and capacity changes necessary to support ongoing care delivery redesign. Additionally, the
change to fully integrated managed care will coincide with care integration efforts at the clinical level, and
CPAA anticipates that once these major changes are made to both business and clinical practices, the
system will be sustained beyond the Transformation period.
CPAA anticipates the development of value-based payment (VBP) approaches will support the sustainability
of the project. As we develop VBP methods, our focus will include changes that can be sustainable postTransformation project. The model selected for this project, the Chronic Care Model is an outcome-based
strategy and recently HCA has approved new billing codes to support it. Ideally, partnering providers who
elect to implement this strategy will have a greater opportunity to influence achieving the project
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outcomes. To that end, we may propose improved methods of funding in the Medicaid program to support
efforts that have demonstrated success.
Applying and reinforcing the Chronic Care Model across the region will result in Medicaid and health care
system improvements that save health care costs through improved patient health outcomes on chronic
diseases. Additional interventions from The Community Guide, Community Paramedicine, CDSMP and
Million Hearts will have accomplished changes in polices (reflecting community norms) and environments
that are health-promoting, preventive supports designed to endure long after the duration of the
Transformation without needing additional funds. In addition to being more attuned to chronic care and
secondary prevention, the health care system will be better connected to community settings that offer
enduring supports (policies and environments) for healthier living as a result of this project.
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APPENDIX A – RNHI MEASURE PERFORMANCE TABLE

Medicaid Transformation
Demonstration Toolkit Measures

MEASURE PERFORMANCE

Measure Name

Measurement Period

Source

ACH Performance

Cowlitz

Grays
Harbor

Lewis

Mason

Pacific

Antidepressant Medication Management - Acute

Oct 2015 - Sept 2016

HW Data Dashboard

52%

52%

53%

54%

52%

52%

Antidepressant Medication Management Continuation

Thurston Wahkiakum Statewide

52%

49%

52%

Highest
Lowest
Performing Performing
ACH
ACH

55%

National 90th
percentile

National 75th
percentile

48%

National Average

54.5% (2016)

State of Health Care Quality
State of Health Care Quality

Oct 2015 - Sept 2016

HW Data Dashboard

33%

32%

34%

34%

36%

33%

33%

34%

33%

37%

29%

Oct 2015 - Sept 2016

HW Data Dashboard

88%

88%

85%

92%

89%

84%

89%

85%

89%

93%

85%

93.7% (2015)

N/A

Oct 2015 - Sept 2016

HW Data Dashboard

93%

93%

92%

95%

95%

89%

93%

87%

94%

95%

89%

97.4% (2015)

94.7% (2016)

Oct 2015 - Sept 2016

HW Data Dashboard

85%

84%

81%

89%

84%

80%

86%

83%

86%

89%

81%

91.2% (2015)

87.2% (2016)

Child and Adolescents’ Access to Primary
Care Practitioners (ages 7 - 11 years)

Oct 2015 - Sept 2016

HW Data Dashboard

89%

90%

84%

93%

89%

85%

90%

82%

91%

94%

87%

93.9% (2015)

90.2% (2016)

Child and Adolescents’ Access to Primary
Care Practitioners (ages 12 - 10 years)

Oct 2015 - Sept 2016

HW Data Dashboard

90%

90%

89%

92%

91%

87%

90%

88%

90%

90%

86%

92.4% (2015)

88.6% (2016)

Child and Adolescents' Access to Primary Care
Pracitioners (all ages)
Child and Adolescents’ Access to Primary
Care Practitioners (ages 12-24 months)
Child and Adolescents’ Access to Primary
Care Practitioners (ages 2 - 6 years)

Benchmark Source / Notes

39.5% (2016)

Childhood Immunization Status

2016

HW Data Dashboard

9%

12%

9%

9%

7%

10%

9%

12%

14%

8%

50%

42%

Chlamydia Screening in Women Ages 16 to 24

2015

RHNI (WHA)

53%

52%

48%

55%

60%

39%

53%

51%

55%

41%*

69%

64%

State of Health Care Quality
State of Health Care Quality
State of Health Care Quality
State of Health Care Quality
Recent methodology change, not comparable to
national benchmarks (2015, NCQA Benchmarks
and Thresholds - Medicaid specific)

55.2% (2016)

2015 NCQA Benchmarks and Thresholds
2015 NCQA Benchmarks and Thresholds; State of
Health Care Quality

Comprehensive Diabetes Care: Eye Exam
(retinal) performed

Oct 2015 - Sept 2016

HW Data Dashboard

31%

40%

29%

27%

27%

38%

28%

37%

31%

45%

24%

70%

64%

52.7% (2016)

Comprehensive Diabetes Care: HbA1c Testing

Oct 2015 - Sept 2016

HW Data Dashboard

84%

86%

83%

85%

80%

88%

84%

93%

84%

87%

81%

91%

87%

86.0% (2016)

2015 NCQA Benchmarks and Thresholds; State of
Health Care Quality

Comprehensive Diabetes Care: Medical
attention for nephropathy

Oct 2015 - Sept 2016

HW Data Dashboard

85%

87%

84%

85%

84%

87%

85%

90%

86%

88%

83%

87%

83%

90.0% (2016)

2015 NCQA Benchmarks and Thresholds; State of
Health Care Quality

Contraceptive Care – Access to LARC

2015

First Steps (RHNI)

7.9%

9.2%

7.9%

7.4%

7.6%

6.8%

7.5%

6.0%

8.2%

9.5%

7.3%

Contraceptive Care – Most & Moderately
Effective Methods

2015

First Steps (RHNI)

32.4%

31.8%

33.9%

32.6%

34.5%

27.2%

32.2%

22.9%

31.1%

33.5%

27.8%

Contraceptive Care – Postpartum - most /
moderately effective (60 days)

2015

First Steps (RHNI)

43.8%

51.6%

47.7%

40.5%

37.3%

39.3%

41.2%

45.5%

41.2%

49.8%

34.7%

Medicaid Transformation
Demonstration Toolkit Measures

MEASURE PERFORMANCE
Highest
Lowest
Performing Performing
ACH
ACH

Measurement Period

Source

ACH Performance

Cowlitz

Grays
Harbor

Lewis

Mason

Pacific

2015

First Steps (RHNI)

12.8%

21.1%

11.0%

13.1%

6.1%

8.9%

10.5%

27.3%

15.8%

23.8%

9.4%

Dental Sealants for Children at Elevated Caries
Risk -- ages 6-9

FY 2016

Washington Dental
Foundation

41.7%

N/A

N/A

N/A

N/A

N/A

N/A

N/A

37.9%

43.2%

33.3%

Dental Sealants for Children at Elevated Caries
Risk -- ages 10-14

FY 2016

Washington Dental
Foundation

16.9%

N/A

N/A

N/A

N/A

N/A

N/A

N/A

14.7%

17.8%

9.5%

Measure Name

Contraceptive Care – Postpartum - LARC (60
days)

Depression Screening and Follow-up for
Adolescents and Adults

Thurston Wahkiakum Statewide

N/A

Follow-up After Discharge from ED for Mental
Health, Alcohol or Other Drug Dependence (30
day)

2015

RDA Measure
Decomposition

69.5%

N/A

N/A

N/A

N/A

N/A

N/A

N/A

Follow-up After Discharge from ED for Mental
Health, Alcohol or Other Drug Dependence (7
day)

2015

RDA Measure
Decomposition

57.1%

N/A

N/A

N/A

N/A

N/A

N/A

N/A

National 90th
percentile

National 75th
percentile

National Average

Benchmark Source / Notes

Medicaid Transformation
Demonstration Toolkit Measures
Measure Name

MEASURE PERFORMANCE

Measurement Period

Source

ACH Performance

Cowlitz

Grays
Harbor

Lewis

Mason

Pacific

Thurston Wahkiakum Statewide

Highest
Lowest
Performing Performing
ACH
ACH

National 90th
percentile

National 75th
percentile

National Average

Benchmark Source / Notes

2015 NCQA Benchmarks and Thresholds; State of
Health Care Quality

Follow-up After Hospitalization for Mental
Illness (7 day)

2015

RDA Measure
Decomposition

64.5%

N/A

N/A

N/A

N/A

N/A

N/A

N/A

70%

58%

43.6% (2016)

State of Health Care Quality

Follow-up After Hospitalization for Mental
Illness (30 day)

2015

RDA Measure
Decomposition

79.3%

N/A

N/A

N/A

N/A

N/A

N/A

N/A

61.2% (2016)

N/A

Inpatient Hospital Utilization

Medication Assisted Therapy (MAT) with
Buprenorphine

FY 2016

RHNI

8%

N/A

N/A

N/A

N/A

N/A

N/A

N/A

9.9%

16%

7%

N/A

N/A

N/A

Pay for Performance measure may be reported as
combination

Medication Assisted Therapy (MAT) with
Methadone

FY 2016

RHNI

20%

N/A

N/A

N/A

N/A

N/A

N/A

N/A

16.6%

28%

14%

N/A

N/A

N/A

Pay for Performance measure may be reported as
combination

Medication Management for People with
Asthma (5 – 64 Years)

Mental Health Treatment Penetration (broad)

Oct 2015 - Sept 2016

HW Data Dashboard

30%

27%

32%

28%

37%

22%

32%

2015

DSHS 1519 Reporting

41.7% (Thurston-Mason)
/ 43.0% (Timberlands)

N/A

N/A

N/A

N/A

N/A

N/A

63

75

54

77

69

50

Ongoing Care in Adults with Chronic
Periodontitis

Outpatient Emergency Department Visits per
1000 Member Months

28%

32%

23%

43%

36%

32.8% (2016)

N/A

42.3%

45.7%

37.9%

N/A

N/A

N/A

43

54

40

72

N/A

N/A

N/A

2015 NCQA Benchmarks and Thresholds (75%
rate); State of Health Care Quality (75% rate)

N/A

Oct 2015 - Sept 2016

HW Data Dashboard

60

Confirm dashboard age rage - 18 - 64 or 18+

Medicaid Transformation
Demonstration Toolkit Measures
Measure Name

MEASURE PERFORMANCE

Measurement Period

Source

ACH Performance

Cowlitz

Grays
Harbor

Lewis

Mason

Pacific

Thurston Wahkiakum Statewide

Highest
Lowest
Performing Performing
ACH
ACH

National 90th
percentile

National 75th
percentile

National Average

Patients on high-dose chronic opioid therapy by
varying thresholds (Measure specification in
development)

N/A

N/A

N/A

N/A

Patients with concurrent sedatives prescriptions
(Measure specification in development)

N/A

N/A

N/A

N/A

Percent Arrested

2015

RDA Measure
Decomposition

7.0%

N/A

N/A

N/A

Percent Homeless (Narrow Definition)

2015

RDA Measure
Decomposition

5.3%

N/A

N/A

N/A

Periodontal Evaluation in Adults with Chronic
Periodontitis

N/A

July 2015 - June 2016

HW Data Dashboard

12%

14%

11%

10%

11%

14%

13%

15%

Prenatal care in the first trimester of pregnancy

2015

First Steps

N/A

69.8%

60.1%

69.3%

55.0%

54.1%

60.0%

61.4%

Primary Caries Prevention Intervention as Part of
Well/Ill Child Care as Offered by Primary Care
Medical Providers

FY 2016

Washington Dental
Foundation

1.2%

N/A

N/A

N/A

N/A

N/A

N/A

Statin Therapy for Patients with Cardiovascular
Disease (Prescribed)

2016

Community Checkup

14%

Substance Use Disorder Treatment Penetration

2015

DSHS 1519 Reporting

24.9% (Thurston-Mason)
/ 24.5% (Timberlands)

Plan All-Cause Readmission Rate (30 Days)

Substance Use Disorder Treatment Penetration
(Opioid) (Measure specification in development)
Utilization of Dental Services by Medicaid
Beneficiaries - Overall (All ages)
Utilization of Dental Services by Medicaid
Beneficiaries - Overall (Ages 6 and under)

Benchmark Source / Notes

N/A

20%

N/A

N/A

N/A

N/A

N/A

N/A

N/A

10%

17%

0.4%

1.2%

0.1%

20%

27%

14%

25.9%

30.1%

21.2%

N/A

FY 2016
FY 2016

Washington Dental
Foundation
Washington Dental
Foundation

National Medicaid rate not reported nationally.
Commerical rate = 10.9 (2016). State of Health
Care Quality.

34.0%

N/A

N/A

N/A

N/A

N/A

N/A

N/A

38.2%

46.9%

29.9%

50.5%

N/A

N/A

N/A

N/A

N/A

N/A

N/A

52.6%

62.9%

42.1%

Utilization of Dental Services by Medicaid
Beneficiaries - Overall (Ages 20 and under)

FY 2016

Washington Dental
Foundation

51.0%

N/A

N/A

N/A

N/A

N/A

N/A

N/A

56.3%

66.0%

45.8%

Utilization of Dental Services by Medicaid
Beneficiaries - Overall (Ages 21+)

FY 2016

Washington Dental
Foundation

20.7%

N/A

N/A

N/A

N/A

N/A

N/A

N/A

22.1%

25.3%

18.9%

93%

90%

80.0% (2016)

N/A

N/A

N/A

N/A

N/A

N/A

23.5% (FY14)

2015 NCQA Benchmarks and Thresholds; State of
Health Care Quality. Methodology for ACH
reporting different from benchmark reporting.

CMS 2015 Dental and Oral Health Services report

Medicaid Transformation
Demonstration Toolkit Measures

MEASURE PERFORMANCE
Highest
Lowest
Performing Performing
ACH
ACH

Measurement Period

Source

ACH Performance

Cowlitz

Grays
Harbor

Lewis

Mason

Pacific

FY 2016

Washington Dental
Foundation

22.8%

N/A

N/A

N/A

N/A

N/A

N/A

N/A

28.5%

38.1%

20.7%

Utilization of Dental Services by Medicaid
Beneficiaries - Preventive (Ages 6 and
under)

FY 2016

Washington Dental
Foundation

45.9%

N/A

N/A

N/A

N/A

N/A

N/A

N/A

49.5%

59.5%

39.1%

Utilization of Dental Services by Medicaid
Beneficiaries - Preventive (Ages 20 and
under)

FY 2016

Washington Dental
Foundation

45.0%

N/A

N/A

N/A

N/A

N/A

N/A

N/A

51.6%

60.8%

41.5%

Utilization of Dental Services by Medicaid
Beneficiaries - Preventive (Ages 21+)

FY 2016

Washington Dental
Foundation

5.5%

N/A

N/A

N/A

N/A

N/A

N/A

N/A

8.0%

10.6%

5.5%

Oct 2015 - Sept 2016

HW Data Dashboard

58%

62%

51%

57%

56%

55%

59%

59%

61%

66%

57%

Measure Name
Utilization of Dental Services by Medicaid
Beneficiaries - Preventive (All ages)

Well-Child Visits in the 3rd, 4th, 5th, and 6th
Years of Life

Well-Child Visits in the First 15 Months of Life

N/A

Thurston Wahkiakum Statewide

60.3%
(2016 RY)

National 90th
percentile

National 75th
percentile

National Average

45.6% (FY14)

71.3% (2016)

81.3% (2015)

59.3% (2016)

Benchmark Source / Notes

CMS 2015 Dental and Oral Health Services report

State of Health Care Quality; Community Checkup
gives 2016 state Medicaid average as 58%
State of Health Care Quality; Statewide data from
2016 Qualis Comparative Analysis Report;

APPENDIX B – RNHI_CORE MEMO AND
DATA SUMMARY

Regional Health Needs Inventory Data Review
for Cascade Pacific Action Alliance
This memo is intended to help inform CPAA’s project and priority population selection. This document
provides CORE’s summary of potential areas of high need and potential focus, and is accompanied by
spreadsheet with the underlying data.
Please note CORE has not done any additional analysis or tested any apparent differences between
CPAA and state, or between counties within CPAA, for statistical significance, and there may be some
risk in recommending potential focus areas based on these differences.

Demographics
Cascade Pacific Action Alliance covers approximately 185,000 Medicaid members, or 9.8% of the
Medicaid population statewide. Almost 60 percent of CPAA’s population resides within Thurston and
Cowlitz counties.
When compared to the statewide Medicaid population, CPAA’s Medicaid population is:
•
•
•
•
•

Slightly more female (51.8%)
More white (71.3% compared to 57.0% statewide)
Less Hispanic (13.2% compared to 21.0% statewide)
Slightly older (57.9% adults, compared to 54.0% statewide)
More English speaking (87.6% compared to 83.9% statewide)

Five Managed Care Organizations serve Medicaid members within CPAA, with Molina having the largest
market share (38% of Medicaid members in CPAA are enrolled with Molina).

Social Determinants of Health
In general, CPAA’s population is more vulnerable than the statewide population. CPAA has:
•
•
•
•
•
•

Slightly higher unemployment (6.3% compared to 5.0% statewide)
More people in poverty (14.3% compared to 12.2% statewide)
Lower median household income in all counties
Higher rates of persons receiving food stamps (all counties but Thurston)
Higher rates of children participating in Aid to Families programs (all counties but Thurston)
Higher rates of students eligible for free and reduced price lunches (all counties but Thurston)

Overall, fewer students within CPAA’s region drop out without completing high school, although there is
variation within CPAA’s counties.
There are higher alcohol and drug law related arrest rates for adolescents ages 10-17 in Cowlitz, Grays
Harbor, and Lewis than in other counties and statewide, although alcohol-related arrests for adults are
lower in all counties than statewide. Drug law violation arrest for adults are more than double the state
rate in Cowlitz and Grays Harbor.
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Reproductive Health
Reproductive health is a recommended focus area. CPAA has a:
•
•
•
•

Higher teen pregnancy rate overall (33 per 1,000 compared to 26 statewide)
Higher teen pregnancy, ages 15-17 (16 per 1,000 compared to 12)
Much higher teen pregnancy, ages 18-19 (62 per 1,000 compared to 47 statewide)
Slightly higher unintended pregnancy (39% compared to 37% statewide)

Counties with higher teen pregnancy rates include Cowlitz, Lewis, and Mason.
Overall, CPAA’s population utilizes effective contraception at similar rates to the state, however, there is
variation within the counties (e.g., the percentage of women receiving long-active reversible
contraception postpartum ranges from 6% in Mason to over 20% in Cowlitz and Wahkiakum).
If focusing on LARC through Pathways, developing partnerships and referrals is specific counties, rather
than for the region overall, may be most effective. Pacific and Wahkiakum have the lowest rates of LARC
utilization, Cowlitz the highest.

Population Health
Obesity and smoking are both potential focus areas for CPAA, given the underlying geographic variation:
•
•
•
•

Adult obesity rate is higher overall (31% compared to 26.7% statewide) and ranges range by
county from 26% in Pacific to just over 40% in Lewis.
Adolescent obesity is also higher than statewide, highest in Grays Harbor.
Adult tobacco use is higher overall (19.4% compared to 15.6% statewide) and ranges by county
from 17% in Mason to almost 27% in Pacific.
Adolescent cigarette smoking is higher overall (14.6% of 12th graders compared to 11%
statewide, and 9% of 10th graders compared to 6.3% statewide).

Adolescent depression may be a potential focus area for integration projects: between 35 – 41% of
adolescents within CPAA’s counties report depression symptoms within the past year.

Chronic Disease
Overall, the percent of Medicaid patients within CPAA diagnosed with asthma, diabetes, and depression
are similar to statewide rates.
•

Four percent of CPAA’s Medicaid population have seen a provider in the last year and have a
diagnosis of asthma, with rates being slightly higher for females (5%), AI/AN and black members
(5%), non-Hispanic ethnicity (5%), and those whose language is unknown (9%). Note 9.2% of the
overall population within CPAA report having asthma (BRFSS, 2013-2015).

•

Four percent of CPAA’s Medicaid population have seen a provider in the last year and have a
diagnosis of diabetes, with slightly higher rates for AI/AN, Asian, NH/PI members (5%), and
those whose language is unknown (11%). Note 8.5% of the overall population within CPAA
report having diabetes (BRFSS, 2013-2015).
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•

11 percent of CPAA’s Medicaid population have seen a provider in the last year and have a
diagnosis of depression, with rates being higher for females (14%); AI/AN and NH/PI (10%), and
White (13%) members; non-Hispanic ethnicity (13%), and those whose language is unknown
(19%).

As of June 2016, other languages spoken by CPAA’s Medicaid population include Vietnamese, Russian,
Chinese, Ukrainian, and Somali. Language was unknown for approximately 7% of the population.

Measure Performance
For Medicaid quality measures, CPAA performance is close to the statewide rate, however the
underlying variation by county may help tailor focus areas for intervention:
•
•
•

Well child visits for children ages 3-6 are lowest in Grays Harbor (52%), compared to 59% for
CPAA, and 61% statewide.
Antidepressant medication management is lowest in Wahkiakum (40%), compared to 54% for
CPAA and 53% statewide.
Routine care for adults with diabetes (e.g., blood sugar testing, eye exams, kidney disease
screening) is slightly better for CPAA than statewide, however Mason, Grays Harbor, and
Thurston all have lower rates.

For Medicaid utilization measures, CPAA performance varies:
•
•
•

All-cause readmissions are better in CPAA (12% compared to 15% statewide, lower is better).
Emergency Department utilization is higher (57 visits per 1,000 member months, compared to
51 statewide). ED utilization is highest in Mason and Grays Harbor.
Approximately 16% of ED visits are potentially avoidable (i.e., could have been treated in
other care settings), compared to 15% statewide. Potentially avoidable ED visits are highest in
Mason and Grays Harbor. Potentially avoidable ED visits for children are highest in Mason.

As of January 2017, Grays Harbor, Pacific, and Lewis counties were all considered medically underserved
areas, and Mason, Grays Harbor, and Cowlitz all had multiple designated health professional shortage
areas. Focusing on improving access to primary care and well child visits / other preventive services will
likely affect potentially avoidable ED visits for children, and will help drive improvements in other
pediatric service areas (e.g., immunizations, oral health).
For Immunization measures, CPAA’s performance lags slightly behind statewide, with substantial county
level variation:
•
•

Childhood immunization rates for the general population (by age 2) range from 15% in Pacific
to 31% in Thurston (compared to 33% statewide).
Adolescent TdaP and MCV1 immunization rates for the general population range from 38% in
Pacific to 67% in Wahkiakum (compared to 60% statewide)

Dental
Approximately half of Medicaid members ages 20 and younger within CPAA received any dental service
in FY 2016, just lower than the statewide rate. However, only 20 percent of adults ages 21 and older
received any dental services in the same time period.
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CPAA Medicaid members receive dental sealants and fluoride varnish at well child visits at slightly better
rates than statewide, however, few children overall are being served:
•
•
•

19% of children and adolescents have dental decay or cavities
While 41% of children ages 6-9 receive dental sealants, only 17% of children ages 10-14 do
Only 46% of children ages 6 and younger utilized any preventive dental services.

Dental utilization does vary by county, and may be closely related to access. Dental utilization for young
children is lowest for Pacific, for children and adolescents lowest in Wahkiakum, and lowest for adults in
Thurston and Mason. Better understanding where dental providers are who serve Medicaid will help
with intervention design, and potentially identify areas for targeting mobile dental services (if that is the
chosen intervention).

Opioids
Approximately 11 percent of all Medicaid opioid users are within CPAA, slightly higher than CPAA’s share
of Medicaid members overall. Of CPAA’s Medicaid opioid users, 61% are female, 77% are non-Hispanic
white, and 41% are between ages 20-39.
The majority (88%) of CPAA’s Medicaid opioid users have no cancer history, and approximately 22%
have used opioids for more than 30 days.
Approximately 7% of CPAA’s Medicaid members with a diagnosis history of opioid abuse / dependence
have received medication assisted treatment with buprenorphine, and approximately 17% with
methadone.

Implications for Pathways
Given that only four percent of CPAA Medicaid members had a visit and a diagnosis history of diabetes
in the past year, and that routine care for adults with diabetes is slightly better in CPAA than statewide,
diabetes may not be the population with the most to gain from Pathways. However:
•

•
•

•

If CPAA or partnering MCOs have additional data indicating that there are many more Medicaid
members with diabetes who are not accessing care (and thus not showing up in that 4%),
Medicaid members with diabetes may be a more appropriate population, but additional data
exploration is needed.
There is underlying geographic variation, as it appears that Cowlitz has a higher prevalence of
the general population with diabetes than other counties within CPAA.
CPAA counties appear to have higher rates of diabetes-related hospitalizations (2014) than the
state average. This may indicate that individuals with diabetes in the region are less likely to
have their diabetes controlled.
CPAA also has higher diabetes-related mortality rates than all ACHs but SW ACH (2015), also
indicating that diabetes is less controlled or more likely to have more severe complications in
CPAA counties, regardless of prevalence.

Looking back at the Medicaid quality measures for adults with diabetes:
•
•

84% had an HbA1c test in the past year (86%, national Medicaid average)
86% had an nephropathy test in the past year (90%, national Medicaid average)
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•

32% had an eye screening in the past year (53%, national Medicaid average)

It does appear that there is room for improvement in quality care for adults with diabetes, which may
lead to improvements in diabetes-related hospitalizations and mortality. CPAA may wish to ascertain
whether MCOs have any additional data on diabetes control (e.g., the HbA1c poor control clinical
measure) to better understand where quality improvement activities would have the greatest affect.
I would encourage CPAA staff to consider any additional contextual information as to what might be
driving poorly managed diabetes and where / how Pathways may intervene (e.g., food insecurity is high
in the region and unhealthy and/or unstable diets have implications for diabetes management).
Finally, I encourage CPAA staff to consider the incentive measures for the care coordination project, and
whether there is a connection between individuals with diabetes completing Pathways, and the system
wide measures (including Emergency Department visits, hospital readmissions, homelessness, and
mental health / substance use treatment penetration).
Other potential priority populations for Pathways might include:
•
•
•

Adult and/or adolescent tobacco users
Children needing access to primary care (medical home), or who need immunizations.
Women of reproductive age, given high rates of teen pregnancy and unintended pregnancy
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RWJF County Health Rankings, 2017

Statewide Population: Note underlying data come from multiple sources and multiple years
Lewis

Mason

Pacific

Thurston

Wahkiakum

WA State

103,468

71,122

75,882

61,023

20,848

269,536

4,042

7,170,351

22.7%

20.9%

21.8%

19.2%

16.8%

21.8%

17.3%

22.5%

% 65 and older

18.5%

19.6%

20.2%

21.9%

28.2%

15.9%

31.4%

14.4%

% American Indian and Alaskan Native

2.0%

1.2%

1.9%

4.5%

3.0%

1.7%

1.5%

8.6%

10.1%

10.0%

9.1%

9.3%

8.6%

5.2%

12.4%

84.4%

79.4%

83.9%

81.1%

82.3%

75.7%

89.7%

69.8%

1%

2%

2%

2%

2%

2%

0%

4%

% Females

50.4%

48.7%

49.9%

48.3%

49.9%

50.9%

49.9%

50.0%

% Rural

28.7%

40.1%

60.7%

63.7%

64.8%

21.0%

100.0%

16.0%

County
Demographics % Hispanic

% Non-Hispanic white
% not proficient in English

Median household income
Income inequality
Unemployment

Health
Behaviors

Grays Harbor

% below 18 years of age

Population

Social &
Economic
Factors

Cowlitz

$

50,500 $

44,300 $

47,600 $

54,200 $

41,100 $

62,300 $

50,400 $

1.9%

64,100

4.5

4.5

4.3

4.5

4.5

3.9

4.2

4.5

7.6%

8.9%

8.3%

7.7%

9.1%

5.9%

9.1%

6%
81%

High school graduation

79%

81%

80%

74%

89%

81%

Children in poverty

23%

25%

22%

27%

26%

15%

25%

16%

Children: free or reduced price lunch

56%

63%

59%

63%

59%

40%

56%

46%

Children in single-parent households

34%

40%

33%

36%

36%

31%

35%

29%

Social associations

10.2

12.7

10.2

7.1

17

9.7

14.8

9.0

Violent crime

302

211

198

231

145

214

58

290

Injury deaths

81

86

74

92

94

64

129

61

Adult smoking

17%

19%

18%

17%

17%

15%

14%

15%

Adult obesity

32%

37%

33%

31%

32%

28%

31%

27%

Food environment index

6.6

6.9

7

7.7

6.5

7.4

5.3

7.6

Physical inactivity

21%

26%

21%

22%

25%

17%

22%

17%

Access to exercise opportunities

79%

73%

60%

68%

66%

90%

53%

88%

Excessive drinking

18%

18%

17%

20%

16%

19%

1600%

18%

0%

Alcohol-impaired driving deaths

46%

40%

34%

33%

27%

41%

Sexually transmitted infections

444.7

295.5

345

327.3

161

339.6

35%
381.2

38

38

38

39

34

22

30

26

Food insecurity

16%

17%

16%

14%

16%

14%

17%

14%

Limited access to healthy foods

10%

6%

6%

2%

11%

6%

21%

5%

Teen births

Cowlitz

Grays Harbor

Lewis

Mason

Pacific

Thurston

20

23

15

20

23

12

Uninsured

11%

14%

13%

13%

15%

10%

Primary care physicians ratio

1,520

2,620

2,090

3,790

2,940

1,050

Dentists ratio

1,780

2,090

1,490

2,540

2,980

1,390

1,350

1,270

Clinical Care Mental health providers ratio

450

760

510

950

470

480

510

360

Drug overdose deaths

WA State
14

12%

11%
1,190

36

43

34

37

40

27

46

33

Diabetes monitoring

82%

86%

85%

83%

87%

80%

93%

86%

Mammography screening

65%

59%

55%

60%

59%

60%

63%

61%

Premature death

7,600

8,400

6900

7,500

7,500

5,300

11,000

5,500

Poor or fair health

16%

16%

16%

16%

16%

13%

14%

14%

Poor physical health days

4.2

4.0

4.3

4.2

4.2

3.5

3.9

3.6

Poor mental health days

4.0

4.1

3.9

3.8

4.0

3.6

3.6

3.7

Diabetes prevalence
Low birthweight

12%
7%

12%
7%

10%
6%

11%
6%

13%
7%

9%
6%

13%
6%

9%
6%

Preventable hospital stays

Outcomes

Wahkiakum

Medicaid Population, June 2016

Medicaid Population within CPAA, June 2016

CPAA
9.8%

#
1,892,696

%
100.0%

89,284
95,910

48.2%
51.8%

897,598
995,094

47.0%
53.0%

6,647
3,587
4,776
2,995

3.6%
1.9%
2.6%
1.6%

53,735
86,535
135,494
55,211

3.0%
5.0%
7.0%
3.0%

Race/Ethnicity
AI/AN
Asian
Black
NH/PI

White
Multiracial
Other
Unknown

132,051
2,246
14,233
18,659

71.3%
1.2%
7.7%
10.1%

1,071,745
23,714
278,040
188,222

57.0%
1.0%
15.0%
10.0%

Ethnicity
Hispanic
Not Hispanic
Unknown

24,359
124,642
36,193

13.2%
67.3%
19.5%

401,292
1,139,314
352,090

Age
Adult (19+)
Child (<19)

107,221
77,973

57.9%
42.1%

Language
English
Spanish
Other
Unknown

162,205
9,294
204
12,777

87.6%
5.0%
0.1%
6.9%

Overall
Gender
Male
Female
Race/Ethnicity
American Indian/Alaska Native
Asian
Black
Native Hawaiian/ Pacific Islander

#
185,194

WA State
%

Overall
Gender
Male
Female

Grays
Cowlitz Harbor
%
%
20.0%
14.2%

Lewis
Mason Pacific Thurston Wahkiakum
%
%
%
%
%
14.3%
10.1%
3.6%
37.3%
0.6%

47%
53%

48%
52%

47%
53%

49%
51%

49%
51%

49.0%
51.0%

2%

8%

2%

6%

3%

3%

2%
1%

1%
1%

1%
1%

1%
1%

1%
1%

5%
3%

White
Multiracial
Other
Unknown

78%
1%
7%
8%

72%
2%
9%
7%

77%
1%
8%
11%

69%
1%
10%
10%

74%
0%
11%
8%

65%
2%
7%
13%

7%

21.0%
60.0%
19.0%

Ethnicity
Hispanic
Not Hispanic
Unknown

13%
71%
15%

14%
71%
15%

15%
67%
18%

16%
66%
17%

18%
66%
17%

11%
64%
25%

7%
77%
16%

1,029,869
862,872

54.0%
46.0%

Age
Adult (19+)
Child (<19)

56%
44%

58%
42%

54%
46%

56%
44%

60%
40%

61%
39%

59%
41%

1,588,222
172,807
49,201
82,466

83.9%
9.1%
2.6%
4.4%

Language
English
Spanish
Other
Unknown

From the Regional Health Needs Inventory and the Healthier Washington Data Dashboard

88%

6%

6%

87%

5%

5%

5%

0%
9%

From the Regional Health Needs Inventory and the Healthier Washington Data Dashboard

Blank cells = data suppressed due to small numbers

47.0%
53.0%

4%

Medicaid Enrollees By County, May 2017
Program

Cowlitz

Other (Fee For Service and Health Homes)*

38,569

Total
Data from Apple Health Enrollment Reports
*April 2017

Grays Harbor

557
14,968
517
15,803
1,134
5,590

Amerigroup Washington Inc
Community Health Plan Of Washington
Coordinated Care Corporation
Molina Healthcare Of Washington Inc
United Health Care Community Plan

Lewis

4,938
18
472
13,053
3,456
6,051
27,988

Mason

1,641
5,623
1,488
12,607
2,527
4,315
28,201

3,237
687
2,979
7,326
1,555
3,922
19,706

Pacific
544
826
475
2,531
1,413
1,344
7,133

Thurston
6,101
13,307
5,718
21,349
10,611
11,194
68,280

https://www.hca.wa.gov/about-hca/apple-health-medicaid-reports

CPAA Medicaid Enrollees, May 2017
Other (Fee For Service and Health Homes)*

17.1%

United Health Care Community Plan

10.9%

Molina Healthcare Of Washington Inc

Coordinated Care Corporation

38.2%

6.1%

Community Health Plan Of Washington

Amerigroup Washington Inc

18.8%

8.9%

Wahkiakum
4
419
29
292
216
166
1,126

CPAA
17,022
35,848
11,678
72,961
20,912
32,582
191,003

%
8.9%
18.8%
6.1%
38.2%
10.9%
17.1%

Social Determinants of Health
Cowlitz

Grays Harbor

Lewis

Mason

Pacific

Thurston

Wahkiakum

CPAA

WA State

%

%

%

%

%

%

%

%

%

Unemployment rate: 2015

6.9%

7.9%

7.2%

6.9%

7.8%

5.3%

7.6%

6.3%

5.0%

ESD

Estimate of people of all ages in poverty: 2015

15.7%

16.0%

15.3%

16.9%

18.8%

12.2%

12.6%

14.3%

12.2%

Census

Category

Economic
Stability

Housing

Education

Measure

Estimate of median household income: 2015

$

50,502

$

44,345

$

47,619

$

54,175

$

41,088

$

62,299

$

50,402

N/A

$

64,080

Source

Census

SNAP: persons (all ages) receiving food stamps, per 100: 2015

31.2

29.4

28.6

25

27.8

19.6

22.9

N/A

19.8

DSHS

TANF: children (birth - 17) participating in Aid to Families programs,
per 100 children: 2015

13.2

10.3

10.7

11.1

10.3

6

10.4

N/A

6.2

DSHS

Students eligible for free or reduced price lunch, per 100 students
enrolled: 2016

49.7

70.5

62.3

63.8

67.3

35.8

55.2

N/A

44.5

DSHS

Unaffordable Housing: housing cost at least 30% of income: 20082012

37.2%

33.1%

34.1%

35.8%

30.6%

36.3%

31.3%

35.5%

37.1%

WA DOH

Percent of students in grades 9-12 who drop out without completing
high school: 2015

4.7%

3.3%

3.8%

6.1%

2.2%

3.7%

2.6%

3.5%

5.7%

DSHS

Percent of people age 25+ who have received at least a bachelor's
degree: 2009-2013

15.9%

14.4%

16.0%

23.6%

15.6%

30.1%

16.1%

22.5%

28.3%

WA DOH

Adjusted 5-year high school graduation rate: 2016

80.6%

86.4%

77.5%

80.6%

78.6%

77.7%

83.3%

N/A

81.9%

OSPI

Arrests of adolescents ages 10-17 for alcohol violations, per 1,000
adolescents: 2015

3.8

10

8.5

1.5

0

0.9

0

N/A

1.8

DSHS

Arrests of adolescents ages 10-17 for drug law violations, per 1,000
adolescents: 2015

4.6

3.4

3.6

1.7

0

1.6

0

N/A

2.3

DSHS

Alcohol-related arrests for adults age 18+, per 1,000 adults: 2015

4.7

4.6

4.1

1.5

1.6

2.4

3.6

N/A

5.3

DSHS

Drug law violation arrests for adults age 18+, per 1,000 adults: 2015

6.7

5.5

2.9

2.4

2.2

1.9

0.9

N/A

2.2

DSHS

Violent crime arrests for adults age 18+, per 1,000 adults: 2015

2.2

1.7

2.1

2.2

0.3

1.6

0.6

N/A

1.5

DSHS

2172.4

1220.8

1056

920.5

839.8

526.3

252

N/A

522.1

DSHS

9.0%

9.1%

12.2%

8.6%

8.4%

7.1%

6.9%

N/A

8.2%

OFM

17.8%

17.3%

20.5%

16.7%

17.3%

13.0%

15.4%

N/A

14.3%

OFM

13.1%

18.6%

15.1%

18.2%

11.6%

16.9%

10.8%

N/A

13.4%

OFM

Arrests

Prisoners age 18+ in state correctional system, per 100,000 based on
county of conviction: 2015
Overall: 2014
Insurance Status Income below 100% of Federal Poverty Level: 2014
Income 100-137% of Federal Poverty Level: 2014
Data from the Regional Health Needs Inventory

Reproductive / Maternal Health
Cowlitz

Grays Harbor

Lewis

Mason

Pacific

Thurston

Wahkiakum

CPAA

WA State

%

%

%

%

%

%

%

%

%

42

31

44

43

38

25

33

26

WA DOH

Teen Pregnancy 15-17 years old rate 2015, per 1,000

18

11

23

20

12

16

12

WA DOH

18-19 years old rate 2015, per 1,000

83

66

79

85

45

62

47

WA DOH

52%

48%

55%

60%

39%

53%

53%

51%

WHA

4.8%

8.2%

6.8%

5.4%

8.3%

6.0%

12.5%

6.2%

5.9%

First Steps

% eligible population receiving most or moderately effective
contraception 2015

31.8%

33.9%

32.6%

34.5%

27.2%

32.2%

22.9%

32.4%

31.1%

First Steps

% eligible population receiving long-acting reversible contraception
(LARC) 2015

9.2%

7.9%

7.4%

7.6%

6.8%

7.5%

6.0%

7.9%

8.2%

First Steps

% eligible population receiving postpartum most or moderately
effective contraception 2015

51.6%

47.7%

40.5%

37.3%

39.3%

41.2%

45.5%

43.8%

41.2%

First Steps

Eligible population receiving postpartum long-acting reversible
contraception (LARC) 2015

21.1%

11.0%

13.1%

6.1%

8.9%

10.5%

27.3%

12.8%

15.8%

First Steps

37%

40%

39%

45%

36%

37%

39%

37%

PRAMS

Category

Measure
Overall rate 2015, per 1,000

STD

Chlamydia screening: 2015

Low Birthweight % low birthweight (<2500g) for all liveborn singleton births: 2015

Contraception

Unintended
Pregnancy

Unintended Pregnancy - Statewide

From the Regional Health Needs Inventory and Healthier Washington Data Dashboard
Blank cells = data suppressed due to small numbers

Source

Population Health

Data for general population, not Medicaid specific

Category

Measure
% of adults who have a BMI>=30 (self-reported weight and
height): 2013-2015

% of 12th graders who are in the top 5% for BMI by age and
gender based on growth charts (self-reported weight and height):
2016
% of 10th graders who are in the top 5% for BMI by age and
gender based on growth charts (self-reported weight and height):
2016
% adults (18yo and older) who reported current smoking: 20132015
% of 12th graders who smoked cigarettes in the past 30 days:
Smoking
2016
% of 10th graders who smoked cigarettes in the past 30 days:
2016
% adults who reported poor mental health during the past 30
days: 2013-2015
% of 12th graders who reported feeling so sad or hopeless almost
every day for two weeks or more in a row that they stopped
Mental Health
doing some usual activities: 2016
% of 10th graders who reported feeling so sad or hopeless almost
every day for two weeks or more in a row that they stopped
doing some usual activities: 2016
% adults who were ever told by a doctor they had any type of
Diabetes
diabetes: 2013-2015
% adults who were ever told by a doctor they had asthma and
that they still have asthma: 2013-2015
% of 12th graders who were ever told by a doctor they had
Asthma
asthma: 2016
% of 10th graders who were ever told by a doctor they had
asthma: 2016
Personal Health % of adults who have a personal doctor or health care provider:
Care Provider 2013-2015
Obesity

Dentist

% of 12th graders who saw a dentist (for any reason) in the last
12 months

From the Regional Health Needs Inventory and Healthy Youth Survey
Blank cells = data suppressed due to small numbers

Cowlitz

Grays Harbor

Lewis

Mason

Pacific

Thurston

Wahkiakum

CPAA

WA State

%

%

%

%

%

%

%

%

%

31.0%

39.3%

40.7%

35.9%

25.7%

26.7%

27.7%

31.2%

26.7%

BRFSS

18.7%

22.1%

16.7%

14.9%

13.8%

14.0%

16.2%

14.5%

HYS

13.1%

16.1%

15.6%

15.8%

15.1%

11.5%

13.4%

11.6%

HYS

18.1%

26.1%

21.9%

17.0%

26.7%

17.1%

19.4%

15.6%

BRFSS

14.6%

13.6%

22.7%

10.5%

10.7%

14.1%

14.6%

11.0%

HYS

7.9%

12.0%

9.9%

7.6%

12.6%

8.7%

9.1%

6.3%

HYS

15.6%

13.9%

13.6%

12.5%

17.5%

11.7%

12.8%

11.3%

BRFSS

36.4%

41.0%

40.9%

41.1%

35.5%

35.9%

37.6%

36.7%

HYS

33.4%

40.6%

36.1%

41.7%

32.5%

38.1%

37.4%

34.5%

HYS

10.5%

8.6%

6.9%

9.0%

8.5%

8.0%

BRFSS

8.6%

13.2%

13.4%

5.6%

9.4%

7.6%

9.2%

9.5%

BRFSS

27.7%

29.9%

23.5%

16.0%

23.8%

22.7%

24.1%

23.3%

HYS

23.0%

18.7%

25.0%

20.8%

25.6%

22.4%

22.5%

21.1%

HYS

68.8%

74.9%

65.9%

70.0%

86.7%

79.0%

75.0%

74.0%

BRFSS

68.6%

71.6%

72.7%

69.9%

71.4%

74.4%

72.5%

77.8%

HYS

18.4%

Source

Medicaid Population, June 2016

Percent of patients with a diagnosis of:

Overall

CPAA
WA State
Asthma
4%
4%

CPAA
WA State
Diabetes
4%
4%

CPAA
WA State
Depression
11%
10%

Percent of members diagnosed with Asthma
Percent of members diagnosed with depression

Gender
Male
Female

3%
5%

3%
4%

4%
4%

4%
3%

8%
14%

7%
12%

Race/Ethnicity
American Indian/Alaska Native
Asian
Black
Native Hawaiian/ Pacific Islander

5%
2%
5%
3%

5%
2%
4%
3%

5%
5%
3%
5%

5%
5%
4%
5%

10%
5%
10%
5%

11%
5%
9%
5%

White
Multiracial
Other
Unknown

4%
4%
3%
3%

4%
4%
3%
2%

4%
2%
3%
2%

4%
1%
3%
2%

13%
8%
6%
6%

12%
7%
6%
4%

Ethnicity
Hispanic
Not Hispanic
Unknown

3%
5%
3%

3%
4%
2%

3%
4%
3%

3%
4%
3%

6%
13%
8%

6%
12%
7%

Age
Adult (19+)
Child (<19)

5%
3%

4%
3%

3%

6%
0%

17%
4%

15%
3%

Language
English
Spanish
Unknown

4%
3%
9%

4%
3%
8%

3%
2%
11%

3%
3%
10%

11%
2%
19%

10%
16%
3%

Percent of members diagnosed with diabetes

From the Regional Health Needs Inventory and the Healthier Washington Data Dashboard

Cowlitz

Grays
Harbor

Lewis

Mason

Pacific

Thurston

Wahkiakum

CPAA

WA State

%
4%
13%
4%

%
4%
10%
4%

%
5%
10%
4%

%
4%
10%
3%

%
4%
9%
5%

%
4%
11%
3%

%
5%
12%
4%

%
4%
11%
4%

%
4%
10%
4%

Healthier Washington Dashboard Measures

Data through June 30, 2016

%

Grays
Harbor
%

Adult Access to Preventive/Ambulatory
Health Services - Medicaid

77%

77%

79%

74%

75%

73%

77%

75%

77%

Child Access to Primary Care - Medicaid

89%

84%

92%

88%

85%

89%

82%

88%

89%

Well-Child Visits age 3-6 - Medicaid
Antidepressant Medication Management,
Acute - Medicaid

64%

52%

60%

55%

56%

59%

55%

59%

61%

54%

56%

55%

52%

51%

53%

40%

54%

53%

Antidepressant Medication Management,
Continuation - Medicaid

31%

35%

36%

33%

31%

34%

33%

34%

34%

Diabetes: Blood Sugar (HbA1c) Testing Medicaid

87%

82%

83%

80%

90%

84%

93%

85%

84%

Diabetes: Eye Exam - Medicaid

42%

29%

28%

30%

38%

28%

43%

32%

31%

Diabetes: Kidney Disease Screening Medicaid

87%

84%

86%

85%

85%

85%

97%

86%

86%

13%

18%

20%

13%

12%

21%

18%

19%

53%

62%

62%

45%

38%

61%

59%

60%

27%

26%

30%

19%

15%

31%

28%

33%

40%

29%

26%

39%

44%

46%

39%

42%

13%

13%

11%

12%

14%

13%

12%

15%

60

72

51

73

66

47

43

57

51

39

52

29

58

46

29

28

38

36

Cowlitz

Clinical Care

Adolescent HPV immunization rate Statewide (WAIIS)
Adolescent TdaP & MCV1 immunization
rate - Statewide (WAIIS)
Immunizations
Child Combo 10 HEDIS immunization rate Statewide (WAIIS)
Adult Influenza immunization rate Statewide (BRFSS)
Plan All-cause readmissions - Medicaid
Emergency Department Utilization per 1000
MM - Medicaid
Emergency Department Utilization per 1000
MM, age 0-17 - Medicaid

Lewis

Mason

Pacific

Thurston

Wahkiakum

CPAA

WA State

%

%

%

%

%

%

%

67%

29%

Emergency Department Utilization per 1000
77
MM, age 18+ - Medicaid
Potentially Avoidable ED Visits Percent 16%
Medicaid
Potentially Avoidable ED Visits Percent, age
20%
1-17 - Medicaid
Potentially Avoidable ED Visits Percent, age
14%
18+ - Medicaid
https://www.hca.wa.gov/about-hca/healthier-washington/data-dashboard

Hospital Care

89

72

87

80

62

54

73

66

17%

12%

19%

15%

15%

11%

16%

15%

22%

14%

26%

20%

20%

22%

21%

20%

14%

11%

15%

13%

13%

7%

13%

13%

Dental Utilization and Quality Measures

Fiscal Year 2016

%

Grays
Harbor
%

% clients receiving dental services: 2015-2016 Medicaid,
ages 5 and under only

60.8%

48.3%

50.0%

45.1%

42.3%

45.1%

51.9%

49.4%

52.6%

% clients receiving dental services: 2015-2016 Medicaid,
ages 20 and under only

54.6%

50.7%

53.2%

48.4%

45.1%

46.9%

43.8%

50.1%

56.3%

% clients receiving dental services: 2015-2016 Medicaid,
aged 21 and over only

26.4%

20.3%

22.3%

18.8%

20.6%

17.0%

22.3%

20.3%

22.1%

% clients receiving dental services: 2015-2016 Medicaid, all
ages

39.2%

33.5%

36.8%

32.4%

30.6%

29.4%

31.8%

33.3%

38.2%

CPAA

WA State

%

%

19.1%

19.8%

1.2%

0.4%

36.4%

46.0%

41.7%

37.9%

16.9%

14.7%

22.8%
5.5%
45.0%
45.9%

28.5%
8.0%
51.6%
49.5%

11.2%
6.4%
17.2%
10.6%

13.0%
8.5%
18.1%
11.0%

Cowlitz
Category

Dental
Services

Measure

All data for Fiscal Year 2016; Medicaid
Dental
Decay

% of children and adolescents (age 1-17) with dental decay
or cavities

% of children receiving fluoride varnish as part of well child
visit / provided by primary care
% of children (age <20) at elevated caries risk who received
fluoride varnish
Prevention
% of children (ages 6-9) at elevated caries risk who received
dental sealants
% of children (ages 10-14) at elevated caries risk who
received dental sealants
Utilization of preventive dental services
All ages
Ages 21 and over
Ages 20 and under
Age 6 and under
Utilization of restorative dental services
All ages
Utilization
Ages 21 and over
Ages 20 and under
Age 6 and under

Lewis

Mason

Pacific

Thurston

Wahkiakum

CPAA

WA State

%

%

%

%

%

%

%

Utilization
All ages
Ages 21 and over
Ages 20 and under
Age 6 and under

34.0%
20.7%
51.0%
50.5%

38.2%
22.1%
56.3%
52.6%

From Regional Health Needs Inventory and Washington Dental Foundation Oral Health data summary

Medicaid and Opioids

Fiscal Year 2016

CPAA

WA State

CPAA

WA State

Overall

All Medicaid Opioid Users
#
%
#
28,371
11%
258,254

%
100%

Gender
Male
Female

11,043
17,328

39%
61%

38%
62%

9,938
15,024

40%
60%

Race/Ethnicity
Non Hispanic White
Non Hispanic AI/AN
Non Hispanic Black
Hispanic
Other / Unknown

21,955
1,118
681
2,317
2,300

77%
4%
2%
8%
8%

163,351
9,748
20,131
37,201
27,823

63%
4%
8%
14%
11%

19,139
1,027
619
2,110
2,067

77%
4%
2%
8%
8%

141,277
8,841
18,085
33,966
24,648

62%
4%
8%
15%
11%

1%
8%
19%
22%
16%
17%
7%

3,511
22,040
51,888
56,924
39,479
41,095
17,418
217
99

1%
9%
20%
22%
15%
16%
7%
0%
0%

1%
9%
20%
23%
16%
15%
6%

3,403
21,208
49,499
51,968
33,818
31,825
12,357
196
93

2%
9%
22%
23%
15%
14%
5%
0%
0%

Age
Ages 0-9
Ages 10-19
Ages 20-29
Ages 30-39
Ages 40-49
Ages 50-59
Ages 60-69
Ages 70-79
Ages 80%

359
2,333
5,290
6,217
4,527
4,829
1,963

98,342
159,812

Heavy Opioid Users
%
#
10%
53,784

38%
62%

2,427
3,887

38%
62%

5,247
256
122
306
383

83%
4%
2%
5%
6%

Gender
Male
Female

2,194
3,116

41%
59%

Race/Ethnicity
Non Hispanic White
Non Hispanic AI/AN
Non Hispanic Black
Hispanic
Other / Unknown

4,093
196
118
443
460

77%
4%
2%
8%
9%

34,129
1,821
4,180
7,596
6,058

63%
3%
8%
14%
11%

8%
18%
20%
16%
21%
8%
0%

20
3,723
10,686
11,885
8,417
9,392
4,221
57
23

0%
7%
20%
22%
16%
17%
8%
0%
0%

401
951
1,050
859
1,093
444
0

39%
61%

Users of opiates for >30 days
#
%
#
%
6,314
12%
52,664
100%

Overall

Age
Ages 0-9
Ages 10-19
Ages 20-29
Ages 30-39
Ages 40-49
Ages 50-59
Ages 60-69
Ages 70-79
Ages 80%

346
2,262
5,059
5,666
3,896
3,782
1,426

88,304
138,513

%
100%

#
5,310

20,591
33,193

Medicaid Opioid Users with no Cancer History
#
%
#
%
24,962
11%
226,817
100%

35
382
1,191
1,339
1,865
886

1%
6%
19%
21%
30%
14%

0

0%

20,020
32,644

38%
62%

38,921
2,156
3,350
4,447
3,790

74%
4%
6%
8%
7%

40
227
3,546
9,955
11,240
15,395
7,088
51
23

0%
0%
7%
19%
21%
29%
13%
0%
0%

84 percent of heavy opioid users in CPAA have no cancer diagnosis history.
CPAA

WA State

Medication Assisted Treatment - Buprenorphine
#

CPAA

WA State

Medication Assisted Treatment - Methadone

Overall

468

%
9%

#
5,121

%
100%

#
1,075

%
12%

Gender
Male
Female

229
257

49%
55%

2,516
2,605

49%
51%

500
575

47%
53%

Race/Ethnicity
Non Hispanic White
Non Hispanic AI/AN

342
79

73%
17%

74%
10%

875
93

81%
9%

3,806
525

#
8,617

%
100%

0%
0%

6,549
523

76%
6%

Non Hispanic Black
Hispanic
Other / Unknown
Age
Ages 0-9
Ages 10-19
Ages 20-29
Ages 30-39
Ages 40-49
Ages 50-59
Ages 60-69
Ages 70-79
Ages 80%
From the Regional Health Needs Inventory

40

0
0
162
160
77
32
11
0
0

9%

131
382
277

3%
7%
5%

0%
0%
35%
34%
16%
7%
2%
0%
0%

0
14
1,604
1,882
682
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0
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APPENDIX C – FOCUS GROUP SLIDE DECK

Focus Group Report, August-September 2017
Methodology
Focus group meetings were recorded via an audio recording device for the purposes of taking notes and
writing this report. They were then deleted to protect personal information of the people attending.

Attendance and Participation
Focus groups were scheduled to be held in each of our 7 counties, with one focus group per county. Two
of our counties had no participants show up to the focus groups so 5 focus groups were held
successfully. 24 people participated in total.
Focus group participants were people over the age of 18, who were residents in one of our seven
counties, who were currently on Medicaid or had been on Medicaid within the last year. A $25 Amazon
gift card was offered to participants of the focus groups and was handed out to each person at the focus
groups.
Participants were recruited through the distribution of a flyer made for each county with information
about the focus group and contact information to register. Participants were asked to register for the
focus groups prior to attendance.

Questions
The following questions were asked of focus group participants:
1. Participants were asked to talk about the things they found most helpful toward maintaining
their health.
2. Participants were asked to talk about their greatest health concerns
3. Participants were asked about their greatest barriers to accessing healthcare
4. Participants were about their ideas toward what would be the most helpful to improve
healthcare.
Focus group participants were asked to discuss the questions and their answers.

Outcomes and Themes
The following themes were pulled from the conversations had at the focus groups. Three main
categories emerged from these conversations that were mentioned at nearly every focus group and
related to the MTD Project work. These were:



Care Coordination
Bi-Directional Integration of Care
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Oral Health

Some themes that were important to participants but were less prevalent were:






Access Issues
Transportation
Chronic Care
High Medical Costs
Inequality of Care

Following are slides from a presentation that were presented to the CPAA council on September 14,
2017, which show direct quotes from focus group participants on the above listed themes.
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APPENDIX D – YOUTH BEHAVIORAL HEALTH
COORDINATION PROJECT REPORT

Youth Behavioral Health
Coordination Project

Pilot Sites:

Progress Report: January 2015 – January 2016

Guiding Principle
Better health and better quality at less cost.

Project Goal
Identify children with behavioral health challenges (mental health and
chemical dependency) as early as possible in both education and health care
settings, and connect at risk children with community based interventions and
treatment services.

Outcome
Decrease the number of school aged youth with unmet behavioral and physical
health needs through improved care coordination by schools, primary care
physicians and pediatricians, and behavioral health providers. Health
improvement can then lead to improved school attendance and academic
achievement.

Black Lake Elementary
School
Tumwater School
District
Thurston County

Monticello Middle
School
Longview School
District
Cowlitz County

Project Description
Identify children with behavioral health challenges as early as possible in both
education and health care settings, and connect at-risk children with
appropriate community-based interventions and treatment services. Through
criteria developed by cross-sectoral leaders throughout the region, four pilot
sites were chosen based on high ACEs scores, a mix of rural and urban sites,
school interest in participating, and available community resources.

Pioneer Primary and
Intermediate/Middle
School
Pioneer School District
Mason County

Project Metrics
The project workgroup is using the following metrics to measure process and
outcomes:






Number of students connected to services
Number of discipline incidents
Number of behavioral health referrals
Individual academic achievement
Number of absences

Cascade Pacific Action Alliance
Annual Progress Report

John C. Thomas
Middle
School/Wahkiakum
High School
Wahkiakum School
District
Wahkiakum County

 High school graduation rate
 Healthy Youth Survey Data
 Percentage of students meeting standard on the 4th grade reading assessment (Smarter Balance
Assessment)
 Percentage of students meeting standard on the 8th grade math assessment
 Cohort high school graduation rate – Adjusted 4 year
 Percentage of students during the second quarter after graduation who are either enrolled in
post-secondary education or training or are employed, and the percentage during the fourth
quarter after graduation who are either enrolled in post-secondary education or training or
employed.

Annual Progress
Reducing the number of Adverse Childhood Experiences (ACEs) in one generation will have lasting effects
by potentially reducing the number ACEs in future generations and avoiding long-term negative health
impacts. Mitigating ACEs is a high priority area in the region covered by the Cascade Pacific Action Alliance
(CPAA), which is the voluntary cross-sector collaborative driving this pilot project. The CPAA was
designated by the Washington State Health Care Authority as a pilot Accountable Community of Health in
2015, and was tasked with demonstrating that cross-sector leadership and engagement with aligned
resourcing can create collective impact (“proof of concept”). In January 2015, interested stakeholders
from across the region identified that there was a high need for improved behavioral health care
coordination for children in our schools. Leaders from different sectors such as hospitals and other health
care providers, including behavioral health, educational service districts, public health, health plans, social
services, and many others met to develop a solution to reduce the number of children with unmet
behavioral health needs.
The first task was to determine where to locate this pilot. With tens of thousands of students living in the
seven-county region and multiple areas of need, criteria were developed to select several pilot sites. The
group wanted to ensure that the pilot included a mix of urban and rural as well as primary and secondary
schools, while also focusing on areas with documented high ACEs (“hotspots”).1 Other criteria included
the availability of both behavioral health and community resources, and the school’s interest and on-site
capacity to participate. Looking at ACEs “hotspot” maps and using the collective knowledge of
stakeholders, a list of more than 35 schools was generated. However, information on school readiness as
well as existing behavioral health and community resources was still needed.
The team developed a list of standardized questions to ask school partners (principals, school nurses, and
counselors) about school readiness, available resources, and potential concerns and challenges. The
educational service districts and community partners were instrumental in contacting the schools and
conducting the research to learn which schools would be ready and interested in implementing a pilot.
1

Anda, R., Brown D. (2010) Adverse Childhood Experiences and Population Health in Washington; The
Face of a Chronic Public Health Disaster; Retrieved from ACE Interface.com, 2014
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After determining which schools were interested and applying the aforementioned criteria, the list of
potential pilot sites was substantially reduced.
The team determined that engagement with superintendents needed to happen prior to moving forward
with schools, so talking points were developed in order to encourage the school district leaders to lend
their support to the project. Planning around the school summer schedules, meetings with the
superintendents were scheduled in the fall of 2015. Meetings also occurred with Regional Service
Networks (RSNs) to ensure behavioral health services availability in rural communities.
During the summer, the group met to discuss project work flows and agreed-upon screening tools. The
work flow developed for schools resulted in agreement to apply universal criteria across the entire student
body, such as early warning signals — absenteeism, declining grades, etc. — to identify students for
referral-based screening. This would be done using existing interdisciplinary teams and school staff that
would typically include the principal, school counselor, school nurse, school psychologist, and a teacher.
The care coordinator, normally a clinician, would screen students using recommended screening tools and
interpret the results. The tools recommended were the Strengths and Difficulties Questionnaire (SDQ),
the Global Appraisal of Individual Needs Short Screener (GAINSS), and Pediatric Symptoms Checklist, with
the possible addition of other questions or tools if needed. This tool would identify the types of clinical,
behavioral, social/emotional, academic and/or basic supports a student needs. There would be one case
manager per student to coordinate services. This person would be located at or affiliated with the school,
and their activities would include but not be limited to:
 Attaining confidentiality release forms to share information across systems;
 Identifying and coordinating referrals;
 Serving as the information conduit between all those serving the student and providing feedback
loops between educational, clinical, and community settings;
 Helping the student find a health home;
 Notifying provider practices in the area about the pilot and their role as the lead case manager
for students attending that school.
The team identified that this pilot would add tremendous value to the work in the region if it focused on
case management across five different areas: clinical care, behavioral health, social/emotional health,
academic performance, and basic supports. In addition to providing hands-on care coordination services
for youth with behavioral health challenges, the hope for this pilot is to be able to provide information,
education, and training for best practices for case management, and to serve as a knowledge hub that
includes an inventory of all available resources and options to those serving youth in a given geographic
area.
The four sites identified through this process include primary and secondary schools in Cowlitz, Mason,
Thurston, and Wahkiakum counties. Cowlitz is in full implementation, while Mason and Thurston Counties
are still in the planning phase, with implementation anticipated to begin in September 2016.
Implementation in Wahkiakum County is on hold until core care coordination resources can be acquired.
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Pilot Site Progress
Dr. Dan Zorn, Superintendent of the Longview School District, was
brought into the project and approved Monticello Middle School for
the pilot. At this site, a Registered Nurse and a Care Coordinator are
Longview School District
local point people for the project. Starting in September 2015, the
Cowlitz County
group worked to identify a cohort of 10% of the student population
(approx. 45 students) as the initial target population. To identify the
target students, the group looked at grades, attendance, and behaviors of students.

Monticello Middle School

As of February 2016, the school had identified 46 students for participation in the pilot project. The group
will continue to identify students throughout the year, thus, surpassing the original goal of serving 10% of
the overall student population through this pilot project.
Once students are identified, they go through a needs assessment and a formal screening, before they
are connected with primary care and behavioral health providers as needed. Families of students are
connected with additional services such as housing, food, and assistance with CPS and detention issues.
Families are also provided education on medication usage and appropriate use of the emergency
department. Acute cases and/or situations are addressed immediately, and Columbia Wellness staff is
available for off-site visits. Pilot work group assistance has been requested for IEPs, threat assessments,
and detention hearings.
John C. Thomas Middle
School/Wahkiakum High
School
Wahkiakum School District
Wahkiakum County

The pilot workgroup has been meeting monthly with cross-sector
stakeholders from law enforcement, education, behavioral health,
primary care, and others to advance the work of the project in
Wahkiakum County. Community leaders have been discussing the
vision for this project, work flow concepts, and options for
standardized screening.

The group has identified that a care coordinator is needed, and is
exploring funding opportunities to support this core staffing need.
Black Lake Elementary
School
Tumwater School District
Thurston County

Pioneer Primary and
Intermediate/Middle School
Pioneer School District
Mason County
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Capital Region Educational Service District 113 (CR-ESD 113) has
been leading efforts to begin the pilot project in the Pioneer School
District and Tumwater School District in Mason and Thurston
counties respectively. The support of the Thurston-Mason RSN was
secured, and twice monthly meetings with both school districts and
the CPAA pilot workgroup will begin in April. The group is in the
process of choosing a standard screening method, and is finalizing
funding for the project.
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Manager’s Summary
In the fall of 2015, partners and participants of the Cascade Pacific
Action Alliance (CPAA) came together and requested a collaborative
approach to applying for the Washington Department of Health
(DOH) Youth Marijuana Prevention and Education Program
(YMPEP).
The program focuses on three areas:
1. identifying youth marijuana prevention needs throughout
the region,
2. improving environment and systems of marijuana use
prevention, and
3. enhancing community participation and engagement.
The goals of the program in year one (April–June, 2016) and year
two (July 2016–June 2017) were to build relationships and assets for
data sharing and capacity building, in preparation for what is to
come in year three, which will include regional goals and specific
outcomes with data collections measures.

Matthew Shellhart
Program Manager

CHOICE serves as a hub for information and data sharing, and coordinates the collaboration of numerous
partners across the region, including the following individuals and organizations who regularly attend monthly
meetings:











Mary Ann O'Garro, Thurston County Public Health and Social Services
Ben Johnson, Mason County Public Health
Casey Peters, Lewis County Public Health and Social Services
Mary Goelz, Pacific County Public Health and Human Services
Wilma Weber, Grays Harbor County Public Health & Social Services
Ramona Leber, Leber & Co., Cowlitz County
Ophelia Noble, Healthy Living Collaborative
Johnna Knoerr, TOGETHER!
Todd Johnson, Capital Region Educational Service District 113
Stacy Mueller, Capital Region Educational Service District 113
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Activity 1.1: Conduct regional assessment of YMPEP program needs
In order to assess the program needs, the region needed to collect and evaluate data and assess regional
infrastructure and existing networks in contrast with community needs.
Early in the process, CHOICE contracted with the Athena Group to collect and evaluate program needs
information from regional partners in all seven counties using a questionnaire. In order to identify the local
needs in each county, the county public health departments conducted community-based assessments.

Outcomes:
 Understand what YMPEP program
needs exist in the region.
 Understand what regional
infrastructure and networking
needs can be addressed by YMPEP.

Local Examples:
After developing a year one needs
assessment and establishing asset and
data sharing agreements with all seven
counties, a Priority Population Finder Tool
was developed based on data and Healthy
Youth Survey results from each county.
The priority populations identified by DOH
included American Indian/Alaska Native,
Hispanic/Latino, and kids struggling in
school.

The statewide Youth Marijuana Prevention and
Education Program was organized by Accountable
Community of Health Regions.

Key Partners:












CR-ESD 113
Healthy Living Collaborative
Leber & Co.
The Athena Group
Cowlitz County Health & Human Services
Grays Harbor County Public Health & Social Services
Lewis County Public Health & Social Services
Mason County Public Health
Pacific County Health and Human Services
Thurston County Public Health and Social Services
Wahkiakum County Health & Human Services
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Activity 2.1: Disseminate updated school signage to school districts throughout region
School signs with updated language regarding marijuana use was distributed to all the public school districts in
all seven counties in the CPAA region. The Educational Service Districts (ESDs) were the key contributors to
ensuring that all schools in each of their districts received updated signage.

Outcomes:
 Schools have updated
signage concerning
marijuana use prevention.

Local Examples:
Both ESDs distributed signs stating
“Washington State Marijuana,
Tobacco-Free, E-Device/Vaping
Device-Free, Drug-Free, WeaponsFree”
Capital Region ESD 113 distributed
591 English signs, 264 Spanish signs,
611 English window clings, and 210
Spanish window clings to their
school districts in the following
counties:






Grays Harbor
Lewis
Mason
Pacific
Thurston

Regional partners, educators, and community leaders attended
the Keeping up with the times: Youth Marijuana Prevention
Forum on May 24, 2017 in Grand Mound. CHOICE staff partnered
with CR-ESD 113 to plan and host this educational event. Over 70
people registered from across the region to learn more about
marijuana prevention.

ESD 112 also distributed updated signs to their school districts in the following counties:



Cowlitz
Wahkiakum

Key Partners:



CR-ESD 113
ESD 112

5

Activity 2.3: Develop youth leaders to create healthier communities and prevent
marijuana use by peers
Regional partners worked to strengthen existing prevention teams and/or foster the development of new teams
to support youth leadership in the region.
Social Norms Marketing was a major part of this activity, using
targeting messaging within selected schools to ensure that
youth understood what behaviors their peers were and were
not engaging in.

Outcomes:
 A strengthened regional Youth Leadership Coalition
empowers youth to voice prevention needs among their
peers. Schools engaging in Social Norms Marketing
campaigns report reductions in misperceived norms about
use, reduced current substance use, improvements in
perception of peer and parental disapproval, and more.
Both youth leadership development and school-based
social norms marketing campaign implementation will lead
to a more realistic perception of what the social norms of
marijuana use are, and will therefore help to prevent and
reduce marijuana use.

Local Examples:

An example of a poster that was part
of a social norms marketing campaign
in a middle school in Thurston County.

Healthy Living Collaborative guided the development of youth
leaders in Cowlitz County, in partnership with Cowlitz public
health departments and Kelso High School. HLC staff worked with youth in Kelso High School to develop a peerto-peer mentoring program. Recently, the South Kelso Teen community health advocates (CHA) provided
outreach and leadership in the planning and development of the "What's The Harm" event. This event was
community driven and community supported to impact the lives of 900 Kelso High School students as it was
done during a one-hour assembly for each grade level with mandatory participation.
TOGETHER! has done ongoing Social Norms Marketing and Peer Health Education in a high school and a middle
school in Thurston County. The poster above is an example of some of the social norms messaging used in the
schools.

Key Partners:





CR-ESD 113
ESD 112
Healthy Living Collaborative
TOGETHER!
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Activity 2.4: Disseminate educational materials that outline marijuana use laws in
Washington State
With the help of regional partners, the
CHOICE staff coordinated the
dissemination of educational materials
from DOH regarding state marijuana laws.
These materials were distributed to all
the schools in the region and to selected
community organizations.
TOGETHER! provided updated law
information and distributed educational
materials during their conference,
Substance Abuse: A Community
Response.

Outcomes:
 Schools and communities have
up-to-date information regarding
Washington State’s marijuana use
laws.

Ricardo del Bosque from the Shelton School District and Ben
Johnson from Mason County Public Health distributed lock
boxes to local families at an educational meeting at Oakland
Bay Jr. High in October, 2016.

Local Examples:
Partners in Mason County provided community meetings to educate families about marijuana laws and The
statewide “Listen2YourSelfie” campaign provided goodie bags that were distributed to youth throughout the
region, especially in Cowlitz and Wahkiakum counties.
CHOICE worked with regional partners to distribute a state and newspaper published fact sheet called
“Marijuana and E-Cigarettes: Facts teens can use to make healthy choices” throughout all seven counties. Each
county received 1,000 copies. CR-ESD 113 also received 4,000 copies to distribute throughout their school
districts. These fact sheets discussed state laws and regulations, as well as the biological and social effects of
marijuana use. 18,000 copies of the fact sheet were also sent out as an insert in The Olympian newspaper.

Key Partners:





CR-ESD 113
Healthy Living Collaborative
TOGETHER!
Mason County Public Health
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Activity 2.5: Deliver evidence-based curriculum and/or programs with marijuana
prevention outcomes in school and/or community settings
The Life Skills program was implemented in
selected middle schools in the region.
The Strengthening Families program was
implemented in both English and Spanish in
selected communities in Cowlitz, Lewis,
Mason, Pacific, and Thurston counties.
Some of these trainings included facilitator
trainings and language and cultural
adaptations so that the program could be
further spread.

Outcomes:
 Youth receiving the Life Skills
curriculum enhanced personal selfmanagement skills, social skills, and
social drug resistance skills.
 Strong family relationships help
youth with healthier development
and prevent the use of marijuana at
a young age.

Cristal Connelly from DOH provides training in giving a
“Marijuana 101” presentation designed to educate both
adults and youth on the current state of marijuana use in
the state. There are two different presentations available
for both adults and youth.

Local Examples:
Ramona Leber has been a huge advocate for the Strengthening Families Program throughout Cowlitz County and
has been giving updates on when one ends and another begins.
Pacific County completed a Strengthening Families program that started with six families and finished strong
with four families.
ESD 113 ran two Strengthening Families programs in Thurston County. One success story from Thurston County
includes a transgender youth and family (grandparents as caregivers), who were looking for support and skills to
better engage with each other. Facilitators reported that the youth and family were courageous in their
dialogue, and were able to use the program as a venue to better understand pronouns and self-expression. The
skills this family expressed learning included positive communication, active listening, feeling identification,
importance of family time, and increased engagement of youth in family activities.

Key Partners:




CR-ESD 113
Cowlitz County Health & Human Services
WSU Extension Cowlitz County
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Activity 3.1: Establish or expand relationships between Regional Marijuana Prevention
Program and State Drug Free Community (DFC) Coalitions and Community Prevention
and Wellness Initiative (CPWI) Coalitions
In order to encourage marijuana prevention
as a priority across the region, the YMPEP
partners developed and deepened
relationships with the existing substance
use prevention coalitions. In addition to the
monthly YMPEP regional work group
meetings, program partners were involved
with their local coalitions and communitybased groups.
YMPEP staff also participated in CPAA
regional council, local forums, and activity
work groups in order to strengthen
community networks and coordinate
Community Health Advocates (CHAs) from Cowlitz
services based on multiple funding
County pose with the “Listen2YourSelfie” backdrop.
opportunities. CHOICE served as a hub of
information and data sharing, including knowledge of individuals involved with existing prevention efforts.

Outcomes:
 Coordinated services, effective use of funds, enhanced knowledge, and enhanced relationships

Local Examples:
Healthy Living Collaborative has been instrumental in incorporating marijuana prevention efforts into existing
coalitions and youth activities using their local Community Health Advocates in Cowlitz and Wahkiakum
counties.
Lewis County Public Health & Social Services has likewise incorporated marijuana prevention into local efforts,
including collaborating with Morton UP!, which is a CPWI coalition.
TOGETHER! also incorporated marijuana prevention and education into its existing DFC and CPWI programs.

Key Partners:




CHOICE staff
Healthy Living Collaborative
Lewis County Public Health & Social
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Activity 3.2: Participate in the recruitment of Healthy Youth Survey participation with
school districts within the region
As one of the activities required by DOH, recruitment for participation in the Healthy Youth Survey (HYS) is an
important part of marijuana prevention and education efforts. With accurate and up-to-date data about the
health and behavior of teens in the region, prevention efforts can be more targeted to local needs.

Outcomes:
 100% participation by the schools
receiving YMPEP services, and
increased participation overall in
the Healthy Youth Survey
throughout the region.

Local Examples:
ESD 113 actively recruited and assisted
school districts in the registration process
for the 2016 Healthy Youth Survey. They
successfully recruited and assisted school
districts in Grays Harbor and Thurston
counties.
Seventh grader Rebecca Wall speaks to Representative
CHOICE has had ongoing conversations
Richard DeBolt about Senate Bill 5284 (marijuana
with Mary Ann O’Garro from Thurston
regulation) and House Bill 1052 (tobacco purchasing) on
County Public Health and Social Services
Prevention Policy Day, Monday, February 20, 2017.
about analyzing the 2016 HYS data. One of
the insights Mary Ann and CHOICE started to look more into was youth and driving under the influence of
marijuana. This has led to conversations with the Washington Traffic Safety Commission Director, Darrin
Grondel. Mary Ann and CHOICE are working on requesting certain data points to have a clearer picture on what
is being seen in traffic safety.

Key Partners:





CR-ESD 113
ESD 112
TOGETHER!
Thurston County Public Health and Social Services
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Activity 3.3: Identify and collaborate with existing coalitions, community-based
resources, and businesses who have a vested interest in reducing substance use by
youth
CPAA members and YMPEP partners have worked
collaboratively with existing state and local
coalitions, community-based resources, and
businesses to address youth substance use
prevention in the region. The monthly regional
meetings are an opportunity for program partners
to share their successes and best practices, and help
each other through challenges when it comes to
navigating collaborative relationships.

Outcomes:
 Strengthened relationships between YMPEP
and existing coalitions, community-based
resources, and local businesses.
 Youth marijuana prevention is identified as
a priority across the region

Local Examples:

Regional partners and statewide experts gathered on
May 24, 2017 for a marijuana prevention forum. This
event was an opportunity for local leaders and
organizations to learn more about the current data and
research about marijuana use in the region.

CHOICE has attended the My Town Coalition in Grays Harbor County with Wilma Weber to share material and
brainstorm ideas with the coalition regarding youth marijuana use.
CHOICE and Ben Johnson have been working on a design for a Marijuana Free Zone to put in retail store
windows as part of retail education. Right now, CHOICE and DOH are discussing layout and will hope to have a
decision soon. This campaign will increase the collaboration with different kinds of retailers and local businesses,
encouraging supportive neighborhoods.
TOGETHER! has developed, under CHOICE guidance, a Marijuana Education Toolkit for the school teachers and
training them on its use, critical gaps in middle school substance abuse prevention and education are met. This
will be a tool that school educators or law enforcement can go into schools and teach students about marijuana
keeping to the same type of messaging the Department of Health (DOH) portray across the state of Washington.
The process of developing and testing this toolkit has strengthened the collaborative relationships between
community-based organizations, school districts, and law enforcement agencies.

Key Partners:






CR-ESD 113
ESD 112
CHOICE staff
TOGETHER!
All County Public Health Departments
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Activity 3.4: Educate decision-makers on effective
substance use prevention policies, strategies and
the concept of social norms change
CHOICE coordinated with regional partners to plan and implement
training programs throughout the county to influence policy
makers and environmental change leaders. The main training
programs included:





“High in Plain Sight”
“Cultural Competency and Beyond”
“The Art and Science of Community Organizing”
“Marijuana 101 Messaging”

Outcomes:
 State and local policy makers received up-to-date and
accurate information regarding effective substance use
prevention policies, strategies, and social norms.

Local Examples:
In regards to lockboxes, CHOICE and Mason County Public Health
with support of Washington State Representative Dan Griffey of
the 35th Legislative District wrote and testified in support of House
Bill (HB) 1250-2017-18, authorizing retail marijuana outlets to give
a free lockable drug box to adults age 21 years and over and to
qualifying patients age 18 years and over subject to restrictions.
HB-1250 was signed on April 27, 2017.
CHOICE was invited by Chris Hawkins to attend the Thurston
County Board of Health meetings. The first one was to talk about
the Youth Marijuana Prevention and Education Program, and the
second to talk about and promote the Marijuana Prevention
Forum held on May 24, 2017.

Key Partners:






CR-ESD 113
ESD 112
CHOICE staff
Mason County Public Health
Thurston County Public Health and Social Services
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Budget Narrative
Salaries
Program Manager – 1. FTE = = $50,000
YMPEP Support* and Administrative Staff
Executive Director - .05 FTE = $6,625
Program Director - .05 FTE = $2,670
Operations Manager - .05 FTE = $2,938
*Program Specialist - .05 FTE = $1,621
*Communications Specialist - .05 FTE = $1,823
Data Analyst - .05 FTE = $2,519
Benefits
Health& dental insurance, payroll expenses, 401(k) contributions, vacation and sick leave = $17,004.
Travel
Mileage for travel within 7 county region 290 miles per month x 12 months = 870 miles @ .575 = $2,000.
Equipment
Computer hardware upgrades = $1,500
Goods and Services:
Supplies: General Office Supplies (pens, pencils, paper, notebooks, staples, computer disks, file folders,
notepads, copy machine toner, copy machine paper, paper clips, scotch tape, pc upgrades) at $50/month x 12
months = $600
Meeting Expense: Space for meetings, and meeting supplies $100/month x 12 months = $1,200
Advertising: Circulate Marijuana Prevention Education Insert 18,000 copies @ $58 per 1,000 = $1,045
Indirect
Agency formula allocates indirect charges to programs based on actual FTE's and includes: lease, printing,
maintenance, insurance and utilities. Average $193 per month x 12 = $2,316.

Subcontracts
TOGETHER!: $26,090 - to provide direct service support in social norms marketing implementation, youth
leadership peer education, training support and coordination, develop marijuana educator toolkit, and needs
assessment support.

CR-ESD 113: $88,929 - to provide assistance with regional needs assessment follow-up; distribute program
materials to schools in Grays Harbor, Lewis, Mason, Pacific, and Thurston counties; coordinating training for Life
Skills program and youth leadership development; oversee three (3) Strengthening Families Projects in Grays
Harbor, Mason and Thurston Counties; and recruiting school districts to participate in the Healthy Youth Survey

*ESD 112: Leveraging current resources and partnerships in Cowlitz and Wahkiakum counties to provide
assistance with regional needs assessment; distribute program materials to schools; coordinating training for
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Life Skills program and youth leadership development; recruiting school districts to participate in the Healthy
Youth Survey. No fund allocation.

Athena Group: 1 consultants @ $5,000 to review and update regional assessment.
Healthy Living Collaborative: $11,500 to assist with community needs assessment, guide the development of
youth leaders in Cowlitz and Wahkiakum County, materials distribution, coaching support, conduct community
needs assessment follow-up, and project team participation.

Tribal Engagement: $6,500 to assist with community needs assessment, and recruit school districts within
tribal communities to participate in Healthy Youth Survey (HYS).

Grays Harbor County: MOA to conduct community needs assessment follow-up and project team
participation.

Ramona Leber: $4,000 to conduct community needs assessment follow-up and project team participation in
Cowlitz County.

Pacific County PHD: $8,500 to conduct community needs assessment follow-up and project team participation
and Strengthening Families implementation.

Lewis County PHD: MOA to conduct community needs assessment follow-up and project team participation.
Mason County PHD: $4,000 to conduct community needs assessment follow-up and project team
participation, and lockbox distribution.

Thurston County PHD: $10,000 to conduct community needs assessment follow-up, epidemiology support,
and project team participation.

Strengthening Families Program: $4,500 to implement one additional Strengthening Families program in the
region.
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Budget vs. Actuals
TOGETHER!
Training Consultants
ESD 113
Athena Group
Irene Overath - Tribal Consultant
Healthy Living Collaborative
Tribal Engagement
Grays Harbor PHD
Ramona Leber - Cowlitz
Pacific PHD
Lewis PHD
Mason PHD
Wahkiakum PHD
Thurston PHD
Strengthening Families Program
Subtotal

$
$
$
$
$
$
$
$
$
$
$
$
$
$

Year 1
23,565
39,606
48,307
11,800
544
4,000
3,989
4,000
2,280
4,000
4,000
4,000

Year 2
$
26,090 $
$
$
88,929 $
$
5,000 $
$
$
11,500 $
$
6,500 $
$
$
$
4,000 $
$
8,500 $
$
$
$
4,000 $
$
$
4,000 $
10,000 $
$
4,500
154,091 $
169,019 $

CHOICE
Salaries
Benefits
Travel
Equipment
Goods & Services
Indirect Costs
Subtotal

$
$
$
$
$
$
$

19,181
3,261
1,308
3,200
21,011
1,949
49,911

Total Allocation

$

204,002

$
$
$
$
$
$

68,196
17,004
2,000
1,500
2,845
2,316
$ 93,861
$ 262,880

$
$
$
$
$
$

Spent
35,849
39,606
74,875
11,800
544
4,000
3,989
4,000
5,230
4,626
4,000
4,000
6,256

Remaining*
$
13,806
$
(0)
$
62,361
$
5,000
$
0
$
11,500
$
6,500
$
$
1,050
$
7,874
$
$
4,000
$
$
7,744
$
4,500
198,775 $ 124,335

66,730
19,975
3,875
3,192
21,965
7,822
$ 123,560
$ 322,335

$
$
$
$
$
$

20,647
290
(567)
1,508
1,891
(3,557)
$ 20,212
$ 144,547

*Remaining funds: Actual expenditures by partner are for the time period of April 1, 2016 through March 31,
2017. Several partners have yet to submit reimbursement requests for work performed in year 2 under this
contract. Contractors have until June 30, 2017 to spend remaining funds, and until July 10, 2017 to submit for
full reimbursement.
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Looking Forward
CHOICE is now developing a needs assessment in preparation for year three of the program. Each county in the
region is looking for similar overlaps in Healthy Youth Survey (HYS) and Office of Superintendent of Public
Instruction (OSPI) data. Based off of the suggestions made by regional partners from all seven counties, CHOICE
will compare results and share out to all the regional partners to determine the activity focus and outcome
measures in year three.
In May, the regional work group discussed the trends in the HYS data in each county and identified the following
risk factors as common priorities throughout the region (in no particular order):




Live with someone who uses marijuana
Parents have NOT talked to me about not using marijuana in the past 12 months
Got mostly C’s, D’s and F’s last year (struggling in school)

The rural areas in each community see especially high rates of these three risk factors. Since those rural areas
also often lack resources, the regional partners agreed that rural communities will also be a priority focus in year
three.
These priorities, along with suggestions for specific innovative approaches and policy and systems efforts will be
discussed further to communicate to DOH in planning for year three.

Contact CPAA YMPEP Staff:
Matthew Shellhart, Program Manager
shellhartm@crhn.org
360-539-7576 ext. 107
Jennifer Brackeen, Program Director
brackeenj@crhn.org
360-539-7576 ext. 105
Winfried Danke, Executive Director
dankew@crhn.org
360-539-7576 ext. 118
CHOICE Office
1217 4th Ave. E.
Olympia, WA 98506

APPENDIX F – REQUIRED CPAA COMPASS
AND LOGIC MODEL

Regional Health Improvement Plan – Compass
The purpose of the Cascade Pacific Action Alliance is to improve community health and safety while advancing the Triple Aim:
improving the patient experience of care, including quality and satisfaction, improving the health of populations, and reducing per
capita health care costs.

Improve Health

Regional Health Improvement Plan “Meta” Goals
Whole Person Care

Improve health equity and health
outcomes for all residents in our
communities, with a focus on addressing
the social determinants of health.

Keep residents healthy as long as
possible and address all health needs
with a focus on prevention and early
interventions.

Smarter Spending

Reduce per-capita health care costs while
improving the quality of care provided to
residents in our communities.

Shared Regional Health Priorities
Priority areas to achieve goals including specific activities, programs, policies, and system change strategies
to bring about change.

Improve Healthcare
Access

Improve Care
Coordination &
Integration

Prevent & Manage
Chronic Disease

Prevent and Mitigate
Adverse Childhood
Experiences (ACES)

Enhance Economic
& Educational
Opportunities

Health Care Needs, Health Disparities, and Social Risk Factors
•
•
•
•
•
•
•

•
•
•
•

Adult and adolescent smoking and obesity rates for the overall population are higher than the state average; residents have less
access to exercise opportunities and healthy foods.
Heart disease is the second largest leading cause of death in our region across all counties. The management of chronic diseases,
including obesity and heart conditions, places a huge burden on our health care system.
Mental health is also a concern, with adults and adolescents reporting higher rates of poor mental health than statewide. Adolescent
depression is of particular concern, with 35-41% of adolescents within CPAA’s counties reporting depression symptoms within the past
year.
Adequate health care access is a problem throughout our region, but is particularly severe in our rural communities where the number
of health care providers is well below the Washington State average.
Dental utilization is lower for the overall and Medicaid population of all ages.
Emergency department utilization is also higher than statewide, potentially reflecting challenges for or with members who have no
other access to care, (approximately 16% of ED visits are potentially avoidable, higher than the statewide rate).
Our health care system is highly fragmented, resulting in poor transitions of care and reduced health outcomes as patients struggle to
navigate a confusing health system. Care for individuals with complex health needs, who require assistance from multiple service
systems (medical, behavioral health, and social services), is a significant challenge in this fragmented system. Service providers often
do not know of each other, share relevant information, or work together to improve health outcomes. This is of particular concern for
individuals suffering from mental health and chemical dependency issues who require cross-sector assistance.
Our region has a high burden of ACEs, which are likely contributing to the prevalence of chronic disease and other poor health
outcomes.
Teen pregnancy and unintended pregnancy rates are higher than statewide, and the percent of CPAA’s population using LARC is lower
than statewide.
Lack of education and high rates of unemployment are contributing to poor health. Five of the seven counties rank in the top ten
worst counties for unemployment rates in Washington State (RWJF, County Health Rankings).
The median household income for our rural communities is nearly a third lower than the Washington State average.

Criteria used for Project Selection

Alignment

Actionable

True Need

•Does it align with
CPAA mission,
value, and need?

•Is it an “actionable”
strategy (what is
being changed and
where will that
happen)?

•Does it connect to a
maginutude of need
(without
duplication of
existing efforts)?

August 1, 2017

Impact
Potential
•Is there a
demonstrated
impact on regional
health systems
transformation that
advances health
equity?

Role Clarity
•Does CPAA have a
clearly identified
role?
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Improve Healthcare
Access

Improve Care
Coordination &
Integration

Prevent & Manage
Chronic Disease

Prevent and Mitigate
Adverse Childhood
Experiences (ACES)

Enhance Economic
& Educational
Opportunities

Top Identified Strategies “Prior to the Demonstration”
•
•
•

Activity: Joint
regional recruitment
plan
Program: Develop
ARNP residency
program
Systems: Develop
Tele-medicine
network

System: Care Traffic
Control
System: Behavioral
Health Integration
Program: Community
Care Center
Program: Wellness
Center
System: Community
Based Paramedicine
System: Community
Health Workers

•
•
•
•
•
•

•

Systems: Improve
access to chronic
disease selfmanagement
programs

•
•
•
•

Activity: Coordinate
NEAR Speakers bureau
Systems: Increase
access to home visiting
programs
Systems: Expand
Kinship Care Program
Systems: Develop
Trauma Informed
Communities

•

Systems:
Support
individuals in
obtaining &
maintaining
employment
and livable
income

Current Implemented Strategies Align with RHIP
Youth Behavioral
Health Coordination
Pilot

•

•

Youth Marijuana
Prevention and
Education Program

Medicaid Transformation Demonstration Project Areas Align with RHIP
Bi-Directional
Integration of Care
and Primary Care
Community Based
Care Coordination
Transitional Care

•
•
•

•
•

Chronic Disease
Prevention & Control
Addressing the Opioid
Health Crisis

•

Reproductive and
Maternal/Child Health

Medicaid Transformation Demonstration Project Areas and Activities Identified October 2017
Bi-Directional of Care & Primary Care

Community Based Care Coordination

•Use collaborative care model to
integrate behavioral health into
primary care and primary care into
behavioral health

•Develop Regional Pathways HUB

Reproductive and Maternal/Child
Health

Opioid Response
•Prevention: Prevent Opioid Use and
Misuse
•Treatement: Link Individuals with
OUD with Treatment Services
•Overdose Prevention: Intervene in
Opoid Overdoses to Prevent Death
•Recovery: Promote Long-Term
Stablilization & Whole Person Care

•10 Recommendations to improve
womens health before conception
•Home Visiting Programs
•Bright Futures or EMHI

Transitional Care
•INTERACT 4.0
•Transitional Care Model
•The Care Transitions Intervention

Chronic Disease Prevention & Control
•Chronic Care Model
•Million Hearts
•Community Paramedicine
•Standford's Chronic Disease Self
Managment

Medicaid Transformation Demonstration Supports & Investments
Health & Community Systems Capacity Building

Financial Sustainability through
Value Based Payment

Workforce

Systems for Population Health
Management

Invest in provider readiness so that providers are able to enter into value-based contracts. Work
with Qualis and the Practice Transformation Hub to prepare providers and leverage the work of
the Clinical Provider Advisory Committee to meet state goals.
Connect with state workforce resources, providers, MCOs, the Practice Transformation Hub,
CPAA Consumer Advisory Committee, and the Enhancing Education and Economic Opportunities
Work Group to address workforce implications for the Demonstration. Potential investments
include implementing telehealth, training and expanding the number of community health
workers, and training providers in trauma informed practices, cultural competency, tribal affairs,
and health equity.
Invest in the interoperability of existing systems to enhance data sharing. Potential alignment
areas include One Health Port, Clinical Data Repository, and connecting partners to
EDIE/PreManage systems, EPIC, and HIT/HIE systems to support streamlined data sharing and
improved efficiencies for providers.

Alignment of strategies, projects, policies, system changes and dedicated investments to sustain the needed infrastructure will lead
to improved health outcomes.

August 1, 2017
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Synergistic Medicaid Transformation Project Portfolio - Logic Model
Transformation
Projects &
Strategies

Collaborative Care
Model

2B CommunityBased Care
Coordination

Increased
•
•
•
•

Pathways Community
HUB

•

2C Transitional
Care

•

INTERACT 4.0, TCM,
CTI, CT Interventions
in MH

3A Addressing
Opioid Use Public
Health Crisis
MAT, Harm Reduction

3B Reproductive &
Maternal/Child
Health

•
•
•
•
•

NFP, EHS, PAT, Family
Spirit, Bright Futures,
EMHI

•
•
•
•

3D Chronic Disease
Prevention &
Control

•

Chronic Care Model:
Million Hearts,
SCDSMP, NDPP,
Community
Paramedicine

CPAA
Vision

•

•

Access to Mental Health Treatment
Access to Substance Use Disorder
Treatment
Access to Substance Use Disorder
Treatment Penetration (Opioid)
Child and Adolescents’ Access to Primary
Care Practitioners for Children and
Adolescents
Well-Child Visits in the 3rd, 4th, 5th, and
6th Years of Life
Well-Child Visits in the First 15 Months of
Life
Screening for Comprehensive Diabetes
Care: Eye Exam
Screening for Comprehensive Diabetes
Care: Hemoglobin A1c Testing
Screening for Chlamydia
Comprehensive Diabetes Care: Medical
Attention for Nephropathy
Medication Management for People with
Asthma (5 – 64 Years)
Antidepressant Medication Management
Childhood Immunization
Use of Moderately Effective Contraception
Prenatal care in the first trimester of
pregnancy
Statin Therapy for Patients with
Cardiovascular Disease (Prescribed)
Follow-up After Discharge from ED for
Mental Health, Alcohol or Other Drug
Dependence
Follow-up After Hospitalization for Mental
Illness

Improved Health System Capacity
by:
•
•

Paying for Value and Outcomes
Adequate Workforce to Meet Region’s
Needs
HIT Systems able to Support Ongoing Work

•

Reduced
•
•
•
•
•
•

Inpatient Utilization
Percent Homeless
Percent Arrested
All-Cause Readmission Rate
Number of Patients with concurrent
sedatives prescriptions
Number of Patients on high-dose chronic
opioid therapy by varying thresholds

Improve Health,
Whole Person Care,
and Smarter
Spending
Improve health equity
and health outcomes
for all residents in our
communities, with a
focus on addressing the
social determinants of
health.
Keep residents healthy
as long as possible and
address all health
needs with a focus on
prevention and early
interventions.
Reduce per-capita
health care costs while
improving the quality of
care provided to
residents in our
communities.

Improved Community Health & Safety

2A Bi-Directional
Integration of Care
& Primary Care
Transformation

CPAA Meta Goals

Transformation Project Outcomes

APPENDIX G – FINANCE COMMITTEE
CHARTER

CPAA FINANCE COMMITTEE – CHARTER
Purpose and Function
The purpose of the Finance Committee is to assure oversight of CPAA finances in furtherance of
Cascade Pacific Action Alliance (CPAA) stated goals and objectives. The Finance Committee provides
an important accountability role so CPAA fiscal systems run smoothly in accordance with funder
requirements and with full transparency. Fund development tasks for the CPAA and are not within
the scope of work for the Finance Committee.
The presence of a fully engaged Finance Committee means that the CPAA is committed to ongoing
stewardship and is actively building and preserving the financial resources necessary to support the
accomplishment of its mission, both for the short and the long term. The committee should be
populated with individuals with backgrounds in finance, accounting, executive leadership and
sustainability and be as cross-sectoral as possible.

Appointment, Terms and Meeting Frequency
The Finance Committee shall consist of three to five participants that shall serve one-year terms.
There will be no term limits. The CPAA Board Treasurer is the chair of the Finance Committee.
Committee members are appointed by the CPAA Board once a year or more frequently, if needed to
fill a vacancy. A CPAA board director may nominate committee members. Finance Committee
members may include qualified non-CPAA Board Directors; however, at least 50% of the committee
members must be CPAA Board Directors.
The Committee shall meet at least once per quarter.

Roles and Responsibilities

Chair Roles:
• Serve as the principal liaison between the committee and the CPAA Board;
• Work with CHOICE staff to set an agenda for each committee meeting;
• Ensure complete handouts and reports are prepared and sent to committee members in
advance of Finance Committee meetings.
Finance Member Roles:
 Finance Committee participants shall make best efforts to attend all Finance Committee
meetings;
 Participants shall monitor, review, and make recommendations about fiscal management
issues to the CPAA Board. The scope of these duties shall include, but not be limited to:
o Developing an annual operating budget for CPAA with CHOICE staff
o Monitoring adherence to the budget, with reports provided no less than quarterly
o Proposing long-range financial goals

o Developing multi-year operating budgets that integrate strategic plan objectives and
initiatives with identified sustainability needs
o Assisting with identifying future and current financial risks
o Developing financial policies

Charter Changes

The CPAA Board may change this charter as needed. As a best practice, the CPAA Board will review
this charter annually.
Adopted:
Amended:

05/11/2017
_____________

APPENDIX H – CLINICAL PROVIDER
ADVISORY COMMITTEE ROSTER

CPAA Clinical Provider Advisory Committee Roster
Members & Affiliations:
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.

Bernadette Huard – Summit Pacific Medical Center
Beth Harvey – South Sound Pediatric Associates, Olympia
Christina Mitchell – CHOICE Regional Health Network
David Little – Valley View Health Center
Dean Gushee, MD – Mason General Hospital
Jennifer Brackeen – CHOICE Regional Health Network
Jennifer Polley – Northwest Pediatric Center, Centralia
Kathie Olson – Molina Healthcare
Kevin Haughton, MD – Providence
Kyle Roesler – CHOICE Regional Health Network
Larry Horne – Behavioral Health Resources
Malika Lamont – CHOICE Regional Health Network
Mary Goelz – Pacific County Public Health and Human Services
Michael O'Neill – CHOICE Regional Health Network
Phyllis Cavens – Child and Adolescent Clinic, Longview
Tre Normoyle – Valley View Health Center
Winfried Danke – CHOICE Regional Health Network
David Meyers – Cowlitz Family Health Center

APPENDIX I – CLINICAL PROVIDER ADVISORY
COMMITTEE CHARTER

CLINICAL PROVIDER ADVISORY COMMITTEE – CHARTER
7.31.17
Purpose and Function
The purpose of the Clinical Provider Committee (CPAC) is twofold:
1. Advise and provide clinical oversight to CPAA and for specific projects.
2. Serve as a liaison and build partnerships between CPAA and local and state clinical
provider organizations and the statewide Practice Transformation Hub to leverage
resources
Specifically, the Committee will:
 Assess clinical implications and feasibility of work group products (e.g., project plans)
 Provide input on project design with an eye toward quality outcomes and quality
improvement processes
 Ensure alignment, coordination and integration of clinical strategies across work groups
 Assist with project outcome tracking and suggest strategy modifications if necessary
 Oversee provider engagement activities
 Assess workforce implications of project plans
 Assess value-based purchasing (VBP) implications and opportunities of project plans
 Assess access to services and provider capacity
The Committee will apply a health equity lens to review and provide input on CPAA projects
and strategies.

Committee Membership and Meeting Frequency
The Clinical Provider Committee shall consist of at least nine (9) members. The Chair or CoChairs, along with CPAA staff, will determine meeting frequency, changes in roles and
responsibilities, as well as any need for additional committee members.
The Committee will consist of individuals with clinical backgrounds and expertise from a wide
range of clinical perspectives, roles and organizations. This includes rural and urban clinical
providers from large health systems, mid-sized clinics and independent clinicians; providers of
primary, specialty and behavioral care, oral health, and other disciplines; and executive and
mid-level clinicians as well as frontline providers.
The Committee should:
1. Include Provider Champions from all CPAA project work groups;
2. Be representative of the 7-county CPAA region; and
3. Include providers that serve Medicaid populations.
The following is a list of potential committee members:

CLINICAL PROVIDER ADVISORY COMMITTEE CHARTER
Behavioral health counselors, clinical researchers, Community Health Workers, Medicaid
Managed Care Organization clinical staff (e.g., care mgmt. nurse), nurses, pharmacists, primary
care physicians, psychologists, social workers, and tribal health care providers.
Committee meetings are open to the public.

Roles and Responsibilities
Chair Roles:
 Serve as the principal liaison between the committee and the backbone organization;
 Work with backbone organization staff to set an agenda for each committee meeting;
 Ensure complete handouts and reports are prepared and sent to committee members in
advance of meetings;
 Lead committee meetings;
 Will also serve as a member of the CPAA Support Team.
Member Roles:
Members shall:
 Make best efforts to attend all committee meetings and actively participate in
committee meetings;
 Provide timely review of and feedback on documents and work products;
 Participate in transparent decision making;
 Communicate CPAA updates to and solicit input from the broader provider community;
and
 Engage with local and state clinical provider organizations to leverage resources.

Decision Making
Whenever possible, the Committee will make decisions by consensus in order to promote
alignment and build support across disparate provider partners. If this should not be feasible,
the Committee will make decisions by simple majority vote.

Conflicts of Interest
The Committee will follow CPAA’s Conflict of Interest policy.

Reporting and Recording
Committee recommendations and key decisions will be recorded in meeting minutes and
distributed to the CPAA Support Team, Council, and Board for consideration.

Charter Changes
The CPAA Council may change this charter as needed. As a best practice, the CPAA Council will
review this charter annually.
Recommended for approval by CPAA Support Team on 7/27/2017

Adopted:
Amended:

10/17/2017

APPENDIX J – CONSUMER ADVISORY
COMMITTEE ROSTER

CPAA Consumer Advisory Committee Roster
Members & Affiliations:
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
22.

Bonnie West – Consumer, Lewis County
Daniel Lindberg – Community Member/Advocate, Thurston County
Douglas Levitt – Community Member/Advocate, Pacific County
Erin Oly – Consumer, Thurston County
Freddy Lessenger – Consumer, Lewis County
Gary Sweet – Consumer, Thurston County
Heather Ristow – Consumer, Thurston County
Jennifer Brackeen – CHOICE Regional Health Network
Justin Wagaman – CHOICE Regional Health Network
KiAnna Soto – Consumer, Grays Harbor County
Kira Will – Consumer, Grays Harbor County
Luanne M. Serafin – Consumer Advocate, All CPAA Regional Counties
Michelle Richburg – Consumer, Thurston County
Michelle Rodriguez-Bighaus – Community Member/Advocate, Cowlitz County
Mindy Bergen – Consumer/Community Advocate, Thurston County
Misty Heisen – Consumer, Thurston County
Nicole Perkins – Community Member/Advocate, Cowlitz County
Samuel Silvestro – Consumer, Thurston County
Shannon Linkous – CHOICE Regional Health Network
Val Engh – Consumer, Cowlitz County
William Percell – Consumer, Thurston County
Winfried Danke – CHOICE Regional Health Network

APPENDIX K – CONSUMER ADVISORY
COMMITTEE CHARTER

CONSUMER ADVISORY COMMITTEE – CHARTER
7.31.17
Purpose and Function
The purpose of the Consumer Advisory Committee (CAC) is to ensure that clinical
considerations are balanced with the needs, interests and perspectives of stakeholders with a
lived experience of health disparities in CPAA projects. This includes, but is not limited to
Medicaid beneficiaries.
Specifically, the Committee will:
 Assess health equity implications of work group products (e.g., project plans)
 Provide input on project design with an eye toward advancing health equity
 Ensure alignment, coordination and integration of clinical strategies with health equity
strategies across work groups
 Assist with project outcome tracking and suggest strategy modifications if necessary
 Oversee consumer and community engagement activities
 Assess workforce implications of project plans with a health equity lens
 Assess value-based purchasing (VBP) implications and opportunities of project plans
with a health equity lens
The Committee will apply a health equity lens to review and provide input on CPAA projects
and strategies.

Committee Membership and Meeting Frequency
The Consumer Advisory Committee shall consist of at least nine (9) members. The Chair or CoChairs, along with CPAA staff, will determine meeting frequency, changes in roles and
responsibilities, as well as any need for additional committee members.
The Committee should be populated with individuals from a wide range of backgrounds and
lived experiences of health disparities. This includes rural and urban consumers with lowincomes and consumers that experience a wide variety of adverse health conditions.
Membership should be inclusive of all ethnic, racial, sexual and/or linguistic groups in the
CPAA’s region.
The Committee may also include representatives of consumer advocacy organizations.
The Committee should:
1. Include Consumer Champions from all CPAA project work groups;
2. Be representative of the 7-county CPAA region;
3. Reflect the demographic make-up of the communities in the CPAA region; and
4. Include Medicaid beneficiaries.

CONSUMER ADVISORY COMMITTEE CHARTER
Committee meetings are open to the public.

Roles and Responsibilities
Chair Roles:
 Serve as the principal liaison between the committee and the backbone organization;
 Work with backbone organization staff to set an agenda for each committee meeting;
 Ensure complete handouts and reports are prepared and sent to committee members in
advance of meetings;
 Lead committee meetings;
 Will also serve as a member of the CPAA Support Team.
Member Roles:
Members shall:
 Make best efforts to attend all committee meetings and actively participate in
committee meetings;
 Provide timely review of and feedback on documents and work products;
 Participate in transparent decision making;
 Communicate CPAA updates to and solicit input from the broader community of
individuals with lived experiences of health disparities; and
 Engage with local and state consumer advocacy organizations to leverage resources.

Decision Making
Whenever possible, the Committee will make decisions by consensus in order to promote
alignment and build support across disparate persons and communities with lived experiences
of health disparities. If this should not be feasible, the Committee will make decisions by simple
majority vote.

Conflicts of Interest
The Committee will follow CPAA’s Conflict of Interest policy.

Reporting and Recording
Committee recommendations and key decisions will be recorded in meeting minutes and
distributed to the CPAA Support Team, Council, and Board for consideration.

Charter Changes
This charter will be reviewed by the consumer advisory committee upon the committee’s
formation as their first function. The CPAA Council may change this charter as needed. As a best
practice, the CPAA Council will review this charter annually.
Adopted by CPAA Board: August 10, 2017
Approved by Committee: October 24, 2017

APPENDIX L – REQUIRED GOVERNANCE
CHART

11/13/2017

CPAA Governance Chart
Vision: Better Health for
Everyone at Less Cost
Mission: Improve community
health in Central Western
Washington through the
collective planning and action
of health care leaders.

CHOICE
Programs & Projects

CHOICE Board
501 (c)(3) Non-Profit

Executive
Committee

Finance
Committee

Executive Director
(Serves both CHOICE and CPAA)

Makes decisions in the
best interest of the LLC.

Cowlitz, Grays Harbor, Lewis, Mason, Thurston, Pacific, and Wahkiakum

Limited Liability Corporation

Finance
Committee

Executive
Committee

Prepares decisions for
the CPAA LLC Board.

Local Forums

CPAA ACH, LLC. Board

Provides oversight of
finances.

CPAA Council

Provides strategic
direction &
is action focused.

Advisory to the CPAA LLC Board

Support Team*

Access

Fund
Development*

ACEs
Mitigation

Youth Behavioral
Health Pilot

Consumer Advisory
Committee*

Care Coordination
& Integration

Chronic
Disease
Prevention

Clinical Advisor
Committee*

Economic
Development

Youth Marijuana
Prevention

*The Support Team coordinates the Regional Health Improvement Plan (RHIP) work and prepares agendas for the Council.
*The Fund Development committee works on acquisition of resources for the RHIP.
*The Consumer Advisory Committee provides input for MTP.
* The Clinical Advisory Committee provides input for the MTP.

APPENDIX M – ORGANIZATIONAL CHART

CPAA Organization Chart
11/13/2017

Executive Director

Executive Assistant

Program Director Clinical
Programs

Program Support
Specialist

Program Director

Program Manager
Bi-Directional Integration
of Care

Program Manager Chronic
Disease

Program Manager
Transitional Care

Vacant

Vacant

Program Manager Opioids

Community and Tribal
Liaison

Program Support
Specialist

Program Manager
Pathways

Operations Director

Program Manager
Reproductive Maternal
and Child Health

Administrative Support
Specialist

Vacant

Data Analytics & IT
Manager

IT Systems Administrator

Data Analyst

Communications
Specialist

APPENDIX N – PROJECT MONITORING CHART

Implementation and Performance Monitoring
CPAA and Partnering
Provider enter into
contract
• Scope
• Deliverables
• Timelines
• Reporting Requirements
• Payment
• CQI

Partnering Provider
submits monthly
progress reports
State and Third Party
Data Aggregator submit
semi-annual progress
reports

CPAA assesses
implementation progress
and challenges
• Progress report review
• Regular meetings with
Partnering Providers
• Peer Learning Collaborative

If Progress Becomes Questionable or Progress
is Delayed
Sr. Project
Mgmt. Team
Senior project
management
team is
informed, and
assesses the
severity of
the situation

Technical
Assistance
Technical
assistance
provided for
partnering
providers, if
needed

Action Plan
CPAA and
partnering
providers
develop
action plan to
resolve
challenges &
improve
performance

Clinical Provider
Advisory
Committee

If unresolved,
escalate to
Clinical
Provider
Advisory
Committee
Provider
Champions
advise
Add’l TA

Council and
Board
If unresolved,
major
magnitude or
partnering
provider serves
large numbers
of Medicaid
beneficiaries,
escalate to
CPAA Council
and Board
Board makes
final decision
(contract
change or
termination)

Addressing Ineffective Strategies
Key Stakeholders Analyze Issues and Make Recommendation to Council
1. Continue strategy with revised approach

2. Discontinue strategy in favor of different one

Council Reviews and Makes Recommendation to Board
1. Approve suggested change

2. More study required; different approach

Board Reviews and Decides
1. Approve suggested change

2. More study required; different approach

Revise Project Implementation Plan and Partnering Provider Contracts; Assess Progress
1. If new strategy is effective, continue.

2. If ineffective, Board makes final decision to
discontinue work in project area

APPENDIX O – REQUIRED EVIDENCE OF COMMUNITY
ENGAGEMENT
1.
2.
3.
4.
5.
6.
7.

Local Forum Top Priorities Matrix
Lewis County Health Partnership Meeting Minutes – 04/27/2017
Work Group Recommendations
Council Summary – 07/13/2017
Community Survey Responses for MTD Projects
Focus Group Report
Consumer Advisory Committee Minutes – 10/24/2017

1. LOCAL FORUM TOP PRIORITIES MATRIX

Local Forums/Community Top Priorities*
Cowlitz County

Grays Harbor County

Lewis County

Transitional Care

Community Care Coordination

Community Care Coordination

Community Care Coordination

Oral Health (Dental in Primary
Care)

Reproductive &… (Home Visiting)

Diversions (Community Paramed)

Oral Health (Mobile Dental)

Diversions

Mason County

Pacific County

Thurston County

Transitions of Care

Community Care Coordination

Community Care Coordination

Diversions (Community Paramed)

Transitional Care

Oral Health

Community Care Coordination

Reproductive & Maternal/Child…

Reproductive & Maternal/Child…

Wahkiakum County

Strategy Ranking

Community Care Coordination

#1 Community Care Coordination

7

Oral Health (mobile Dental)

#2 Oral Health

4

#3 Diversions (tie)

3

#3 Transitional Care (tie)

3

#3 Reproductive & Maternal/Child Health (tie)

3

*Meetings were held at each local forum to discuss project selection. Each table shows the three biggest priorities for each local
forum from those meetings. These tables are not ranked in any way and are only meant to be used to show support for certain
projects. “Strategy Ranking” table shows the number of times a strategy was a priority in the local forums.
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2. LEWIS COUNTY HEALTH
PARTNERSHIP MEETING MINUTES –
04/27/2017

Lewis County Community Health Partnership
Minutes
Thursday, April 27, 2017
Cascade Mental Health Care, Community Room
Attendees:
Ruth Guiterrez, Housing Resource Center
Justin Wagaman, CPAA/CHOICE
David Eatwell, Human Response Network
Linda Raschke, United Way
Diane Hurley, Morton General Hospital
Michele Wilsie, Cascade Mental Health
Shad Hale, Juvenile Justice




Welcome
o
Michele called the meeting to order – no introductions were needed.
Cascade Pacific Action Alliance (CPAA) Report
Justin reported on the meeting from the previous day that was held at Danette’s office with Ruth, Justin,
Danette and Michele in attendance to determine which Medicaid Transformation Projects were agreed
upon to bring forward to the entire committee. The selections in order were:
Pathways Hub Care Coordination
Nurse Family Partnership – Evidence based home visiting model
Mobile/Portable Dental Care
Community Paramedicine Model
Stanford Chronic Disease Self-Management Program
A motion was made by Linda, Diane seconded and the motion carried to make the recommendation
from the LCCHP to CPAA for those programs to be selected. The motion carried.



Partnership Business
o Minutes – Diane Moved, Ruth Seconded- the March meeting minutes were approved.
o Treasurer Report – No report
o Nurse Family Partnership- Did not discuss



Roundtable:
o Highlights include:
 Human Response Network –Bringing in new board members. They had some cuts in
grants, which will make for some difficulties. They ae looking for a grant to recruit
and train volunteers.
 Juvenile Justice – Difficulty with turnover and replacing positions. Many things are
on hold due to the levels of turnover they have experienced.
 Housing Resource Center – They are seeing lots of elderly individuals which makes
for new challenges.
 United Way – They are working on a strategic plan focused on the ALICE report and
federal poverty levels.

 Morton General – The received a grant for the Stanford Program, but there is need of
a second person to provide the training.
 CPAA-Choice – Workgroup for CPAA, care coordination and health integration will
be held on May 17th to talk about the Pathways model. Contact Justin if interested.
The ACES group has representation.
 Cascade – Groundbreaking for the ETU will be May 1 at 12:15 at the Port of
Centralia site.


Next meeting – The next regularly scheduled meeting will be May 24 at 8:00 am at the Main Street
Building of Cascade Mental Health Care in the conference room.

Action Plan:

Who

Will Do What

By (Date)

3. WORK GROUP RECOMMENDATIONS

Work Group Recommendations
Care Coordination Work Group

P Recommended Pathways Model for Community Care Coordination (Pathways Hub).
P Recommended Community Paramedicine for Diversion Strategy.
ACEs Work Group
Recommended moving forward with all strategies under the Reproductive,
Maternal and Child Health Strategy.

P
Recommended incorporating trauma-informed community training and practices
P into all project areas.
June 8. 2017

Adverse Childhood Experiences (ACEs) Work Group Meeting
Meeting Summary, 5/19/2017
Support and Backbone Staff: Jennifer Brackeen – CHOICE, Laura Spoor – CHOICE, Victor Colman – Uncommon
Solutions
In Attendance: Caitlin Safford – Amerigroup, Cristi Heitschmidt – Centralia College, Danette York – Lewis PHSS,
Greg Endler – BHR, Gretchen Thaller – Thurston PHSS, Hugh Ewart – Seattle Children’s, Katie Strozyk – Lewis PHSS,
Kolbi Peach – Coordinated Care, Laura Alfani – WA DEL, Liz Davis – Thurston Thrives, Mackenzie Dunham – The
Child & Adolescent Clinic, Mary Goelz – Pacific PH, Melissa Taylor – Lower Columbia CAP, Michael O’Neill – Cowlitz
HHS, Mike McIntosh – Grays Harbor PHSS, Mitzi Hamp – Sea Mar CHC, Vicki Brown – Mason General Hospital

I.

Welcome and Introductions

Vic Colman welcomed the group, facilitated introductions, and reviewed today’s agenda and meeting
objectives. The primary goal of this meeting is to develop a specific recommendation to submit to the
Cascade Pacific Action Alliance (CPAA) as they move forward in the process to decide priority projects to
pursue through the Medicaid Demonstration Transformation (MTD).

II.

Frontiers of Innovation Application Update

The Frontiers of Innovation is taking extended time to figure out the best way to move forward. It was
agreed that if they do end up providing technical assistance, it would be beneficial to have help with the
process of asset mapping and developing some kind of standard referral system for home visiting
programs. ACEs workgroup members are encouraged to attend the WA FOI event on June 21st, featuring
keynote speaker Dr. Shonkoff.

III. Review Workgroup Charter

Vic provided a draft of the ACEs workgroup charter, which the group looked over briefly. Workgroup
members were asked to look over the charter in the next couple of weeks and send feedback. Vic also
proposed the idea of narrowing down the ACEs member list to create a tighter-knit, more focused
group, which attendees will take into consideration.

IV. Review Strategy Matrix

Vic asked the group for their thoughts on prioritizing strategies while considering the program data
listed on the updated Strategy Matrix. The group agreed that it is difficult to analyze the data in the
matrix with the volume of information listed. It is also difficult to determine specific population needs
and how to address them. To move forward, the group would need to identify what population to start
with, and what service providers are available in the region. Michael O’Neill spoke to the group about
the “Pathways” model being explored by the Care Coordination Workgroup, and how it creates a useful
data collection tool which could be helpful in this endeavor.
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Laura Alfani, the Home Visiting Project Manager at the State Department of Early Learning, provided an
overview of the how the DEL is partnering with Thrive Washington to support home visiting programs
throughout the state. The DEL is also partnering with the HCA to work on financial sustainability
options. They are looking for ways to access more Medicaid funding to expand home visiting options,
including through the Medicaid Transformation Demonstration Project. After carrying out an outcomes
analysis among home visiting programs, the DEL found that Family Spirit and the Nurse Family
Partnership were the most promising home visiting programs when it comes to health outcomes.

V.

Affirming Priorities – Recommendations

The workgroup unanimously agreed to recommend the Reproductive & Maternal Child Health project to
the Cascade Pacific Action Alliance (CPAA) to pursue through the Medicaid Demonstration Project.
Caitlin will present this recommendation to the Council during their next meeting on June 8th. The
workgroup is open to exploring all three sample approaches provided in the Project Toolkit.

VI. Next Steps & Closing
 Workgroup will provide feedback on the Charter draft by Friday, June 2nd
 Support staff will schedule a meeting for the second half of June
 Caitlin will present the workgroup’s recommendation to the CPAA Council on June 8th
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Care Coordination Work Group Meeting
Meeting Summary, 3/28/2017
Support Staff: Jennifer Brackeen – CHOICE, Justin Wagaman – CHOICE, Winfried Danke – CHOICE, Robbi Kay
Norman – Uncommon Solutions,
In Attendance: Michael O’Neill, Co-Chair – Cowlitz PHHS, Dr. Kevin Haughton, Co-Chair – Providence, Marc
Bollinger – Great Rivers BHO, Terri Byers – Providence, Mariella Cummings – Retired Physicians of SWWA, Kaylee
Knowles – Sea Mar CHC, Jim Morrison – Pennant Healthcare, Kurt Stich – Cowlitz Fire & Rescue, Tiffany Buchanan –
BHR, Jennifer Houk – Providence, Schelli Slaughter – Thurston County PH, Siobhan Brown – CHPW, Mellissa Taylor –
Lower Columbia CAP, Tammy Moore – Summit Pacific, Mike McIntosh – Grays Harbor PH, Mattie Osborn –
Amerigroup, Liz Davis – Thurston Thrives, Jeff West – Qualis Health, Dian Cooper – Cowlitz Family Health Center,
Jennifer Soper – Physicians of SW WA, Mary Zozaya-Monohon – Providence, Tom Jensen – Grays Harbor
Community Hospital, Samantha Waldbauer – AAA of SW WA, Kelly Sweet – AAA, Glenn Puckett – WA Dental
Service, Gregory Wright – Olympia Fire Department, Jon Tunheim – Thurston County Prosecutor, Janelle Sorrell –
United Healthcare

I.

Welcome and introductions

Robbi Kay Norman, facilitator for the meeting, welcomed the group and initiated introductions. Meeting
objectives were reviewed. The meeting objectives were to discuss the optional projects under Domain 2
of the Medicaid Transformation Demonstration Project Toolkit. Projects to discuss today are Transitional
Care, Diversion, and to touch on Pathways once more.

II.

Transitional Care Discussion

Winfried Danke, Executive Director for CHOICE, gave a background on the work done in CHOICE’s
Regional Care Transitions efforts so far. The Regional Care Transitions group was brought together to
study what goes wrong during care transitions and find a solution for poor care transition outcomes.
This has been running for about 5 years now and has developed a care transition plan, which some
providers have chosen to adopt as part of their care transition planning. The group was shown some of
what CPAA’s potential role would be under a care transitions project like the one they have done with
the Regional Care Transitions group.
After some discussion tables broke out to talk about their thoughts on some of the care transitions
project work. Tables were then asked to answer the questions: Do you believe this is the right effort for
the CPAA? Should this be one of the efforts? Table reporting was held until later in the meeting.
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III.

Care Coordination-Pathways Discussion

Michael O’Neill, Co-Lead for the work group, summarized the learning done on pathways so far. The
group has had three learning sessions specifically on this project so far. The Hub under the pathways
model is much like the idea of a “Care traffic controller” that this group has been discussing since its
beginning. Michael also pointed the group toward the pathways question and answer sheet that was in
their packets as a resource.
The Work Group was then asked to discuss, at their tables, the Community Care Coordination project
opportunity, considering whether this should be a part of the CPAA’s regional work.

IV. Diversion Discussion
The work group then discussed the Diversion project opportunity with some reporting from various
regional partners doing work in diversion so far. The group heard about mobile crisis outreach as law
enforcement alternative outreach, community para-medicine efforts, and jail diversion/readmission
efforts including diversion to treatment, and finally about diversion from inpatient care with outpatient
diversion.
The work group then discussed diversion as an optional project at their tables, and whether or not it was
important to be part of the CPAA’s regional work.

V. Prioritization and Report out
Tables were asked to discuss what the council should prioritize for Domain 2 optional projects and then
reported out on this.
Table 1:
I.
II.
III.

Table 2:
I.
II.
III.

Community Care Coordination – The group set this as their number one priority.
Transitional Care – The group still has some questions remaining about this priority.
Diversion – A number of questions remain: What is the model to use? Is there an existing
model that would work that is currently being done already? The quality metrics need a
more in-depth look.

Community Care Coordination – Yes, we have to do this.
Transitional Care – Unsure, Coleman model seems to be the most promising.
Diversion – Yes we are interested, still unsure about the timeline.
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Table 3:
I.

II.
III.

Community Care Coordination – Still have questions: Would there be buy-in with current
orgs? Who is doing this on the ground and how exactly does it work with existing CC
workforces?
Transitional Care – Yes, we would like to see this pursued.
Diversion – Yes, we think this should be a priority.

Table 4:
I.
II.
III.

Community Care Coordination – Yes to pathways as a priority.
Transitional Care – Yes to prioritize. After pathways, this is the second most important to us.
Diversion – This could be prioritized as time allows, if we can handle all three projects.

Table 5:
I.
II.
III.

Community Care Coordination – All three projects make sense.
Transitional Care – All three projects make sense.
Diversion – All three projects make sense.

VI. Next Steps
 Staff will compile recommendations and present to the CPAA Council for project selection


work at the council level.
The work group will need to have a conversation about BH Integration project strategy
(required project). Staff will work on planning for this.
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4. COUNCIL SUMMARY – 07/13/2017

CPAA Council Meeting Summary: July 13, 2017
Welcome and Introductions

The July 13, 2017 Council meeting of the Cascade Pacific Action Alliance was held at Summit Pacific
Medical Center in Elma, WA with more than 45 people in attendance. CHOICE Executive Director
Winfried Danke invited the Council and guests to introduce themselves, and then provided an overview
of the desired meeting outcomes. The goals of the meeting were to approve work group charters, elect
a director for the “Consumer” board seat, agree upon a time change for CPAA Council and Board
meetings, receive updates about Value-Based Purchasing and Projects, learn about key takeaways from
the June ACH Convening, become familiar with the Medicaid Demonstration Project Plan Template,
discuss the Medicaid Demonstration Project Plan Timeline and project planning process, form new work
groups, approve the Clinical Provider Engagement Plan, explore the Participating Provider Compensation
Methodology (Funds Flow), determine next steps on financial integration of managed care, and identify
ACH Certification Phase II deliverables.

Approve Work Group Charters

Jennifer Brackeen, CHOICE Program Director, reviewed the charters for the Opioid Response, Care
Coordination, and Adverse Childhood Experiences (ACEs) Work Groups. She provided a quick overview
of the changes that were made to the charters, and proposed a vote to approve the updated versions.
The Council voted unanimously to approve the charters as written.

Fill “Consumer” Board Seat

Justin Wagaman, Program Specialist at CHOICE, invited the two applicants for the consumer board seat
to introduce themselves to the Council. The first applicant, Mary May, spoke about her background and
what qualities she would bring to the Board. Jeremy Stout was not present at the meeting but had
addressed the Council in June. The Council elected Mary to serve on the Board, and Jeremy will be asked
to join the Council.

Discuss Time Change of CPAA Council and Board Meetings

Winfried presented three options for a time change of the CPAA Council and Board meetings:
1. Council and Board meetings moved up 1 hour, same date
2. Council meeting in AM, Board meeting in PM, same date
3. Council and Board meetings on separate days
The Council voted to recommend Option 1 to the Board.
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Learn About Value-Based Purchasing and Projects

Winfried introduced Tammy Moore, Chief Clinical Officer at Summit Pacific Medical Center, who
reported on the Medicaid Value-Based Purchasing (MVP) Taskforce. The role of this taskforce is to
support and provide a learning environment for the HCA, MCOs, ACHs, and Community-Based
Organizations as they work towards achieving Value-Based Purchasing (VBP) goals through the Medicaid
Demonstration. The taskforce is also working to help ACHs implement VBP projects across multiple
sectors in their regions. Tammy explained that the next step for the taskforce will be to send out a
provider survey on July 17 to determine the readiness of providers to enter into value-based contracts.
A survey has already been sent out to MCOs.
The Council then received an update about the progress of each work group from the work group chairs.
•
•

•

•

•

ACEs: This work group has not met since the Project Plan Template was released, but will begin
meeting every two weeks at the end of this month to proceed with project planning.
Community Care Coordination/Pathways: This work group is exploring how to implement the
Pathways Hub Model as an anchor project to support all of the other Medicaid Demonstration
Projects. Participants are also discussing how to determine this project’s specific target
population(s).
Diversions/Paramedicine: This work group began conducting an environmental scan in June.
There are pilot projects already in place in Olympia and Lacey, which could potentially be
leveraged to carry out Medicaid Demonstration work. This work group’s next step will be to
work on project design and collect relevant data.
Care Transitions: A meeting was held last month. During this meeting, participants reviewed
various approaches listed in the Project Toolkit. No particular strategy stood out, and
participants identified several challenges that will need to be addressed, including workforce
issues and how to integrate this project with others.
Opioid Response: This work group has decided to focus on Harm Reduction as a foundational
approach to pursuing this project. Participants recently started an environmental scan and will
begin meeting twice a month.

Winfried requested that each of the work groups begin working in tandem during the project design
phase in order to fulfill timeline requirements and ensure alignment across projects.

Report on June ACH Convening

Winfried called on Danette York, Lewis County Public Health Director, to share key takeaways from the
June ACH Convening, which she and Winfried attended recently. She reported that CHOICE/CPAA staff
has much work to accomplish in the next few months, and encouraged Council members and partners
to be responsive to their requests for assistance. At the Convening, a guest from New York shared a
useful method for deconstructing projects to determine what specific tasks need to be completed and
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what the workforce needs will be to accomplish them. Participants also learned about how to apply a
Health Equity Lens when selecting projects to pursue. It was emphasized that projects will need to be
heavily data-driven, and that this data will need to be specific to each region rather than statewide.

Review Medicaid Demonstration Project Plan Template from HCA

Jennifer provided an overview of the Project Plan Template. She pointed out key deliverables that will
need to be achieved, and what work will need to be completed for each project. She emphasized the
importance of determining project sustainability and specific approaches for each project soon. She
noted that even if CPAA does not pursue all eight projects, CPAA will still be held accountable for the
entire region’s Medicaid population. Winfried explained that the template can be used as a tool to help
develop a portfolio of aligned and coordinated projects that share infrastructure, workforce, and IT
systems.

Review Medicaid Demonstration Project Plan Timeline & Planning
Process

Winfried reviewed the ACH Development Timeline with the group. Phase I of Certification was
completed in June 2017, and the CPAA is currently developing the Phase II application, which is due in
mid-August. The completed Project Plan Portfolio is due on November 16th of this year, which is a very
ambitious timeframe. In order to meet this deadline, Winfried explained that the CPAA needs to focus
on outcome objectives and pursue projects and strategies that are shovel-ready.

Form New Work Groups

Winfried asked Council members and meeting participants to consider joining project workgroups.
These workgroups will serve a crucial role in helping the ACH to design projects and develop the project
plan portfolio. Each work group should engage at least one provider champion and one Tribal
representative in order to meet the desired clinical provider and tribal engagement. CPAA staff will soon
be issuing a Request for Proposals (RFQ) to bring additional providers within the region into the
conversation about project design. Work groups will need to coordinate with each other to ensure that
projects remain aligned and integrated. Staff passed around a work group sign-up sheet and will be in
touch with new members in the near future.

Discuss Clinical Provider Engagement

Winfried reviewed the proposed Clinical Provider Engagement Plan with the group, including the
following main points:
1. There are many different clinical provider types, and they vary depending on:
• Organization Size
• Area of Clinical Practice
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• Location/Service Area
• Proximity to Patient Care
2. One size does not fit all when it comes to provider engagement strategies:
• Specific Provider Type = Specific Engagement Strategy
3. Clinical Engagement Strategies – Layers
• “Cascading Governance”
• Clinical Affairs Committee
• Provider Champions
• Frontline Providers
4. Clinical Providers have representation at all levels of “Cascading Governance”
• Board
• Council
• Support Team
• Committees & Work Groups
• Local Community Forums
Winfried then discussed the creation of a Clinical Affairs Committee (CAC). The function of the CAC will
be to advise and provide clinical oversight to the CPAA and for specific projects. The CAC will also serve
as a liaison and build partnerships between the CPAA and local and state clinical provider organizations
as well as the statewide Practice Transformation Hub to leverage resources. Provider Champions and
Frontline Providers will serve a crucial role in the project design process.
Winfried recommended that the Council recommend adoption of the clinical provider engagement plan
to the Board. The Council voted unanimously to do so.

Shared Learning: Participating Provider Compensation Methodology
(Funds Flow)

Winfried introduced Eveline van Beek, Managing Director at KPMG Advisory, via teleconference to the
Council. Eveline spoke to the group about methods of designing funds flow models to compensate
providers. The CPAA will need to develop a compensation methodology for providers participating in
Medicaid Demonstration work. Eveline emphasized how important it will be to strategically determine
where to invest funds to achieve ACH goals. She then provided five considerations to keep in mind when
designing a funds flow model:
1.
2.
3.
4.
5.

Keep it simple
Ensure it is equitable
The model will probably evolve over time
Ensure it is measurable
Ensure it is impactful
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Eveline then discussed six different approaches to designing a funds flow model:
1.
2.
3.
4.
5.
6.

Project Cost Based
Relative Size (Number of patients attributed/served)
Flat Participation Fee
Performance Based
Revenue Loss Compensation
Uncovered service compensation

The CPAA’s funds flow model may be a hybrid of these types, and will depend on the following items:
1.
2.
3.
4.

The type of provider partner being engaged
The type of behavior that will be incentivized
The ability of a provider partner to take on risk
How far along the ACH is in the Medicaid Demonstration timeline

Eveline then shared some diagrams to illustrate each of the six approaches to designing a funds flow
methodology that she had introduced earlier. Finally, she shared some lessons that other organizations
have learned in New York:
1.
2.
3.
4.

Maintain transparency
Communicate clearly with all parties
Adopt contracting clauses to safeguard funds
Remember this is an evolving process subject to change

The CPAA Finance Committee will take this information into consideration and return to the Council
with their recommendations.

Update on Financial Integration of Managed Care Discussion

Winfried provided a quick recap of the financial integration shared learning that took place at the last
Council meeting. After that meeting, the CPAA Governance Board discussed various options to explore
moving forward, including attaching conditions to accepting mid-adoption (e.g., maintaining important
local projects). However, the BHOs in the region have raised a number of concerns and there is no
agreement on moving forward with the conditional acceptance of mid-adoption. The Board will
continue to discuss this issue.

ACH Certification Phase II

Jennifer provided a brief status update on the Phase II certification process. The CPAA is currently
updating the Community Health Needs Inventory (CHNI), and working with Providence CORE to develop
a logic model for CPAA. The application is due on August 14, and we are on track to complete the
application on time.
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Miscellaneous and Next Steps
•
•

The next CPAA Council Meeting will Thursday, August 10, 2017, 12:00-3:00 PM in South Bend.
The next CPAA Board Meeting will be Thursday, August 10, 2017, 3:15-4:15 PM in South Bend.
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5. COMMUNITY SURVEY RESPONSES FOR
MTD PROJECTS

Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Q1 Within which county do you live?
Answered: 52

Skipped: 1

Cowlitz

Grays Harbor

Lewis

Mason

Thurston

Pacific

Wahkiakum

Other (please
specify)
0

2

4

6

8

10

12

14

16

18

20

ANSWER CHOICES

RESPONSES

Cowlitz (1)

13.46%

7

Grays Harbor (2)

0.00%

0

Lewis (3)

23.08%

12

Mason (4)

9.62%

5

Thurston (5)

30.77%

16

Pacific (6)

5.77%

3

Wahkiakum (7)

13.46%

7

Other (please specify) (8)

11.54%

6

Total Respondents: 52
BASIC STATISTICS
Minimum
1.00

Maximum
8.00

Median
5.00

Mean
4.61

Standard Deviation
2.08

#

OTHER (PLEASE SPECIFY)

DATE

1

work in Mason

5/10/2017 1:10 PM

2

Kitsap

5/3/2017 3:21 PM

3

King - I represent Seattle Children's and its work to serve children across the state including in the
CPAA region - both at the Seattle hospital campus and at our outpatient clinic in Olympia.

5/3/2017 9:56 AM

4

I live in King but represent our work in the region including our Olympia clinic

5/3/2017 9:45 AM

5

Clatsop Oregon, but I work in Cowlitz, Wahkiakum and Pacific

4/24/2017 6:48 AM

6

Work in Wahkiakum

4/21/2017 10:06 AM

1 / 41

Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Q2 Which choice below do you feel you most represent? (Select all that
apply.)
Answered: 52

Skipped: 1

Behavioral
Health

Business

Consumer

Criminal
Justice

Education

Health Care

Housing

Health Plan

Public Health

Social Services
Tribal
Government...
Washington
State...
Other (please
specify)
0

2

4

6

8

10

12

14

16

18

20

ANSWER CHOICES

RESPONSES

Behavioral Health

21.15%

11

Business

9.62%

5

Consumer

11.54%

6

0.00%

0

Education

23.08%

12

Health Care

32.69%

17

Housing

7.69%

4

Health Plan

1.92%

1

Public Health

15.38%

8

Social Services

15.38%

8

Tribal Government Services

0.00%

0

Criminal Justice

2 / 41

Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Washington State Government

1.92%

1

Other (please specify)

15.38%

8

Total Respondents: 52
#

OTHER (PLEASE SPECIFY)

DATE

1

Food/Hunger/Social Services

5/17/2017 9:33 AM

2

EMS

5/12/2017 11:53 AM

3

Transportation

5/6/2017 7:09 AM

4

Early learning home visitationu

5/5/2017 3:40 PM

5

Local Government

4/19/2017 6:22 AM

6

advisory board

4/11/2017 12:15 PM

7

an active community volunteer

4/10/2017 11:29 AM

8

Private senior citizen interested in improving the quallity of life in our county.

4/8/2017 8:32 PM

3 / 41

Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Q3 Community-Based Care Coordination: Please rank how well this
project meets each criteria below from 1 to 10 with 1 being "not at all" and
10 being "yes, completely"
Answered: 30

Skipped: 23

Existing local
leadership,...

Ease of quick
implementation

4 / 41

Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Existing
infrastructu...

Already
implementing...

Scalable to
the...

5 / 41

Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Likely to
improve heal...

Offers an
opportunity ...

6 / 41

Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Saves money
for Medicaid...

Sustainability
is possible...

Degree to
which addres...

7 / 41

Community Input: Medicaid Demonstration Toolkit

0

1

2

No, not at all1

SurveyMonkey

3

2

4

3

5

4

6

7

5

6

8

7

9

8

10

9

Yes, completely10
NO,
NOT
AT
ALL1

2

3

4

5

6

7

8

9

YES,
COMPLETELY10

TOTAL

Existing local
leadership,
energy and
collaboration
around this
project

6.67%
2

10.00%
3

3.33%
1

3.33%
1

20.00%
6

6.67%
2

20.00%
6

6.67%
2

6.67%
2

16.67%
5

30

Ease of quick
implementation

6.67%
2

10.00%
3

10.00%
3

13.33%
4

13.33%
4

16.67%
5

10.00%
3

10.00%
3

0.00%
0

10.00%
3

30

Existing
infrastructure
to measure
project process
and outcomes

6.90%
2

6.90%
2

13.79%
4

13.79%
4

13.79%
4

13.79%
4

13.79%
4

10.34%
3

6.90%
2

0.00%
0

29

Already
implementing a
Hub-like care
coordination
model

10.34%
3

10.34%
3

24.14%
7

3.45%
1

20.69%
6

3.45%
1

3.45%
1

10.34%
3

10.34%
3

3.45%
1

29

Scalable to the
seven-county
region

6.67%
2

3.33%
1

0.00%
0

6.67%
2

20.00%
6

10.00%
3

16.67%
5

10.00%
3

10.00%
3

16.67%
5

30

Likely to
improve health
within one or
more regional
health priority
area

3.45%
1

0.00%
0

6.90%
2

0.00%
0

3.45%
1

10.34%
3

13.79%
4

20.69%
6

20.69%
6

20.69%
6

29

Offers an
opportunity for
Medicaid
providers to
provide better
care

6.67%
2

6.67%
2

0.00%
0

0.00%
0

10.00%
3

3.33%
1

13.33%
4

26.67%
8

13.33%
4

20.00%
6

30

Saves money
for Medicaid in
3 years or less

6.90%
2

6.90%
2

3.45%
1

6.90%
2

34.48%
10

0.00%
0

6.90%
2

13.79%
4

3.45%
1

17.24%
5

29

Sustainability
is possible
after the 5-yr
Medicaid
Demonstration
is over

10.34%
3

3.45%
1

3.45%
1

0.00%
0

20.69%
6

10.34%
3

3.45%
1

10.34%
3

24.14%
7

13.79%
4

29

8 / 41

WEIGHTED
AVERAGE

Community Input: Medicaid Demonstration Toolkit
Degree to
which
addresses
social
determinants
of health and
improves
health equity

6.90%
2

3.45%
1

0.00%
0

6.90%
2

SurveyMonkey
3.45%
1

10.34%
3

9 / 41

10.34%
3

31.03%
9

17.24%
5

10.34%
3

29

Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Q4 Transitional Care: Please rank how well this project meets each
criteria below from 1 to 10 with 1 being "not at all" and 10 being "yes,
completely"
Answered: 25

Skipped: 28

Existing local
leadership,...

Ease of quick
implementation

10 / 41

Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Existing
infrastructu...

Already
implementing...

Scalable to
the...

11 / 41

Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Likely to
improve heal...

Offers an
opportunity ...

12 / 41

Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Saves money
for Medicaid...

Sustainability
is possible...

Degree to
which addres...

13 / 41

Community Input: Medicaid Demonstration Toolkit

0

1

2

No,not at all1

SurveyMonkey

3

2

4

3

5

4

6

7

5

6

8

7

9

8

10

9

Yes, completely10
NO,NOT
AT
ALL1

2

3

4

5

6

7

8

9

YES,
COMPLETELY10

TOTAL

Existing local
leadership,
energy and
collaboration
around this
project

12.00%
3

8.00%
2

0.00%
0

8.00%
2

20.00%
5

8.00%
2

24.00%
6

4.00%
1

12.00%
3

4.00%
1

25

Ease of quick
implementation

12.50%
3

12.50%
3

4.17%
1

4.17%
1

33.33%
8

20.83%
5

8.33%
2

0.00%
0

4.17%
1

0.00%
0

24

Existing
infrastructure
to measure
project process
and outcomes

13.04%
3

13.04%
3

4.35%
1

8.70%
2

26.09%
6

17.39%
4

8.70%
2

4.35%
1

4.35%
1

0.00%
0

23

Already
implementing
one or more of
the
approaches
above

20.00%
5

8.00%
2

8.00%
2

4.00%
1

8.00%
2

24.00%
6

8.00%
2

8.00%
2

4.00%
1

8.00%
2

25

Scalable to the
seven-county
region

8.33%
2

0.00%
0

8.33%
2

8.33%
2

8.33%
2

12.50%
3

29.17%
7

12.50%
3

4.17%
1

8.33%
2

24

Likely to
improve health
within one or
more regional
health priority
area

8.00%
2

8.00%
2

4.00%
1

0.00%
0

16.00%
4

4.00%
1

12.00%
3

12.00%
3

20.00%
5

16.00%
4

25

Offers an
opportunity for
Medicaid
providers to
provide better
care

12.00%
3

4.00%
1

0.00%
0

0.00%
0

16.00%
4

8.00%
2

12.00%
3

12.00%
3

20.00%
5

16.00%
4

25

Saves money
for Medicaid in
3 years or less

12.50%
3

4.17%
1

0.00%
0

4.17%
1

20.83%
5

4.17%
1

16.67%
4

12.50%
3

12.50%
3

12.50%
3

24

Sustainability
is possible
after the 5-yr
Medicaid
Demonstration
is over

16.67%
4

4.17%
1

4.17%
1

4.17%
1

12.50%
3

4.17%
1

20.83%
5

12.50%
3

12.50%
3

8.33%
2

24
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WEIGHTED
AVERAGE

Community Input: Medicaid Demonstration Toolkit
Degree to
which
addresses
social
determinants
of health and
improves
health equity

12.00%
3

0.00%
0

0.00%
0

0.00%
0

SurveyMonkey
8.00%
2

4.00%
1

15 / 41

12.00%
3

20.00%
5

28.00%
7

16.00%
4

25

Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Q5 Diversion Interventions: Please rank how well this project meets each
criteria below from 1 to 10 with 1 being "not at all" and 10 being "yes,
completely"
Answered: 26

Skipped: 27

Existing local
leadership,...

Ease of quick
implementation

16 / 41

Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Existing
infrastructu...

Already
implementing...

Scalable to
the...

17 / 41

Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Likely to
improve heal...

Offers an
opportunity ...

18 / 41

Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Saves money
for Medicaid...

Sustainability
is possible...

Degree to
which addres...

19 / 41

Community Input: Medicaid Demonstration Toolkit

0

1

2

SurveyMonkey

3

No, not at all1

2

4

3

5

4

6

7

5

6

8

7

9

8

10

9

Yes,completely10
NO,
NOT
AT
ALL1

2

3

4

5

6

7

8

9

YES,COMPLETELY10

TOTAL

Existing local
leadership,
energy and
collaboration
around this
project

3.85%
1

11.54%
3

0.00%
0

11.54%
3

11.54%
3

11.54%
3

7.69%
2

26.92%
7

7.69%
2

7.69%
2

26

Ease of quick
implementation

7.69%
2

7.69%
2

0.00%
0

3.85%
1

23.08%
6

7.69%
2

26.92%
7

23.08%
6

0.00%
0

0.00%
0

26

Existing
infrastructure to
measure
project process
and outcomes

11.54%
3

7.69%
2

3.85%
1

0.00%
0

15.38%
4

11.54%
3

23.08%
6

19.23%
5

7.69%
2

0.00%
0

26

Already
implementing
one or more of
the approaches
above

19.23%
5

11.54%
3

0.00%
0

7.69%
2

15.38%
4

11.54%
3

3.85%
1

15.38%
4

11.54%
3

3.85%
1

26

Scalable to the
seven-county
region

7.69%
2

7.69%
2

3.85%
1

0.00%
0

15.38%
4

3.85%
1

7.69%
2

15.38%
4

30.77%
8

7.69%
2

26

Likely to
improve health
within one or
more regional
health priority
area

7.69%
2

7.69%
2

3.85%
1

0.00%
0

7.69%
2

3.85%
1

0.00%
0

34.62%
9

15.38%
4

19.23%
5

26

Offers an
opportunity for
Medicaid
providers to
provide better
care

12.00%
3

4.00%
1

4.00%
1

4.00%
1

4.00%
1

8.00%
2

8.00%
2

24.00%
6

16.00%
4

16.00%
4

25

Saves money
for Medicaid in
3 years or less

12.00%
3

0.00%
0

0.00%
0

4.00%
1

8.00%
2

12.00%
3

8.00%
2

28.00%
7

12.00%
3

16.00%
4

25

Sustainability is
possible after
the 5-yr
Medicaid
Demonstration
is over

12.00%
3

4.00%
1

4.00%
1

8.00%
2

12.00%
3

4.00%
1

4.00%
1

28.00%
7

16.00%
4

8.00%
2

25

20 / 41

WEIGHTE
AVERAG

Community Input: Medicaid Demonstration Toolkit
Degree to
which
addresses
social
determinants of
health and
improves
health equity

7.69%
2

0.00%
0

3.85%
1

3.85%
1

SurveyMonkey
15.38%
4

11.54%
3

21 / 41

7.69%
2

11.54%
3

19.23%
5

19.23%
5

26

Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Q6 Reproductive and Maternal/Child Health: Please rank how well this
project meets each criterion below from 1 to 10 with 1 being "not at all"
and 10 being "yes, completely"
Answered: 22

Skipped: 31

Existing local
leadership,...

Ease of quick
implementation

22 / 41

Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Existing
infrastructu...

Already
implementing...

Scalable to
the...

23 / 41

Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Likely to
improve heal...

Offers an
opportunity ...

24 / 41

Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Saves money
for Medicaid...

Sustainability
is possible...

Degree to
which addres...

25 / 41

Community Input: Medicaid Demonstration Toolkit

0

1

2

No,not at all1

SurveyMonkey

3

2

4

3

5

4

6

7

5

6

8

7

9

8

10

9

Yes,completely10
NO,NOT
AT
ALL1

2

3

4

5

6

7

8

9

YES,COMPLETELY10

TOTAL

Existing local
leadership,
energy and
collaboration
around this
project

0.00%
0

4.55%
1

4.55%
1

4.55%
1

9.09%
2

9.09%
2

18.18%
4

18.18%
4

22.73%
5

9.09%
2

22

Ease of quick
implementation

0.00%
0

4.55%
1

0.00%
0

4.55%
1

13.64%
3

4.55%
1

18.18%
4

40.91%
9

9.09%
2

4.55%
1

22

Existing
infrastructure to
measure
project process
and outcomes

0.00%
0

0.00%
0

4.76%
1

4.76%
1

9.52%
2

4.76%
1

14.29%
3

38.10%
8

14.29%
3

9.52%
2

21

Already
implementing
one or more of
the approaches
above

0.00%
0

0.00%
0

18.18%
4

4.55%
1

4.55%
1

9.09%
2

4.55%
1

22.73%
5

9.09%
2

27.27%
6

22

Scalable to the
seven-county
region

0.00%
0

0.00%
0

0.00%
0

4.76%
1

19.05%
4

4.76%
1

4.76%
1

19.05%
4

23.81%
5

23.81%
5

21

Likely to
improve health
within one or
more regional
health priority
area

0.00%
0

0.00%
0

0.00%
0

4.55%
1

9.09%
2

13.64%
3

4.55%
1

9.09%
2

27.27%
6

31.82%
7

22

Offers an
opportunity for
Medicaid
providers to
provide better
care

0.00%
0

4.55%
1

4.55%
1

0.00%
0

0.00%
0

4.55%
1

18.18%
4

22.73%
5

13.64%
3

31.82%
7

22

Saves money
for Medicaid in
3 years or less

0.00%
0

0.00%
0

4.76%
1

0.00%
0

9.52%
2

9.52%
2

19.05%
4

19.05%
4

14.29%
3

23.81%
5

21

Sustainability is
possible after
the 5-yr
Medicaid
Demonstration
is over

0.00%
0

4.76%
1

4.76%
1

0.00%
0

9.52%
2

0.00%
0

23.81%
5

28.57%
6

14.29%
3

14.29%
3

21

26 / 41

WEIGHTE
AVERAG

Community Input: Medicaid Demonstration Toolkit
Degree to
which
addresses
social
determinants of
health and
improves
health equity

0.00%
0

4.55%
1

0.00%
0

4.55%
1

SurveyMonkey
4.55%
1

4.55%
1

27 / 41

4.55%
1

13.64%
3

22.73%
5

40.91%
9

22

Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Q7 Access to Oral Health Services (project description): Please rank how
well this project meets each criteria below from 1 to 10 with 1 being "not
at all" and 10 being "yes, completely"
Answered: 22

Skipped: 31

Existing local
leadership,...

Ease of quick
implementation

28 / 41

Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Existing
infrastructu...

Already
implementing...

Scalable to
the...

29 / 41

Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Likely to
improve heal...

Offers an
opportunity ...

30 / 41

Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Saves money
for Medicaid...

Sustainability
is possible...

Degree to
which addres...

31 / 41

Community Input: Medicaid Demonstration Toolkit

0

1

2

No,not at all1

SurveyMonkey

3

2

4

3

5

6

4

5

7

6

8

7

9

8

10

9

Yes, completely 10
NO,NOT
AT
ALL1

2

3

4

5

6

7

8

9

YES,
COMPLETELY
10

TOTAL

Existing local
leadership,
energy and
collaboration
around this
project

0.00%
0

9.09%
2

4.55%
1

0.00%
0

18.18%
4

9.09%
2

27.27%
6

22.73%
5

9.09%
2

0.00%
0

22

Ease of quick
implementation

0.00%
0

9.52%
2

0.00%
0

9.52%
2

19.05%
4

9.52%
2

28.57%
6

14.29%
3

9.52%
2

0.00%
0

21

Existing
infrastructure to
measure
project process
and outcomes

4.76%
1

9.52%
2

4.76%
1

9.52%
2

28.57%
6

4.76%
1

23.81%
5

9.52%
2

0.00%
0

4.76%
1

21

Already
implementing
one or more of
the approaches
above

4.76%
1

9.52%
2

9.52%
2

19.05%
4

19.05%
4

0.00%
0

9.52%
2

9.52%
2

9.52%
2

9.52%
2

21

Scalable to the
seven-county
region

0.00%
0

0.00%
0

9.52%
2

9.52%
2

14.29%
3

0.00%
0

28.57%
6

14.29%
3

9.52%
2

14.29%
3

21

Likely to
improve health
within one or
more regional
health priority
area

0.00%
0

0.00%
0

9.09%
2

0.00%
0

4.55%
1

9.09%
2

13.64%
3

22.73%
5

13.64%
3

27.27%
6

22

Offers an
opportunity for
Medicaid
providers to
provide better
care

0.00%
0

0.00%
0

9.09%
2

0.00%
0

0.00%
0

13.64%
3

4.55%
1

18.18%
4

27.27%
6

27.27%
6

22

Saves money
for Medicaid in
3 years or less

0.00%
0

4.55%
1

9.09%
2

0.00%
0

13.64%
3

9.09%
2

9.09%
2

18.18%
4

13.64%
3

22.73%
5

22

Sustainability is
possible after
the 5-yr
Medicaid
Demonstration
is over

4.76%
1

0.00%
0

9.52%
2

0.00%
0

23.81%
5

4.76%
1

9.52%
2

33.33%
7

9.52%
2

4.76%
1

21
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WEIGHTED
AVERAGE

Community Input: Medicaid Demonstration Toolkit
Degree to
which
addresses
social
determinants of
health and
improves
health equity

0.00%
0

0.00%
0

18.18%
4

0.00%
0

SurveyMonkey
0.00%
0

4.55%
1

33 / 41

9.09%
2

22.73%
5

22.73%
5

22.73%
5

22

Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Q8 Chronic Disease Prevention and Control(: Please rank how well this
project meets each criteria below from 1 to 10 with 1 being "not at all" and
10 being "yes, completely"
Answered: 22

Skipped: 31

Existing local
leadership,...

Ease of quick
implementation

34 / 41

Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Existing
infrastructu...

Already
implementing...

Scalable to
the...

35 / 41

Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Likely to
improve heal...

Offers an
opportunity ...

36 / 41

Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Saves money
for Medicaid...

Sustainability
is possible...

Degree to
which addres...

37 / 41

Community Input: Medicaid Demonstration Toolkit

0

1

2

No,not at all1

SurveyMonkey

3

2

4

3

5

4

6

7

5

6

8

7

9

8

10

9

Yes, completely10
NO,NOT
AT
ALL1

2

3

4

5

6

7

8

9

YES,
COMPLETELY10

TOTAL

Existing local
leadership,
energy and
collaboration
around this
project

0.00%
0

4.55%
1

0.00%
0

0.00%
0

31.82%
7

4.55%
1

13.64%
3

27.27%
6

9.09%
2

9.09%
2

22

Ease of quick
implementation

0.00%
0

4.55%
1

0.00%
0

0.00%
0

22.73%
5

31.82%
7

18.18%
4

18.18%
4

4.55%
1

0.00%
0

22

Existing
infrastructure to
measure
project process
and outcomes

0.00%
0

4.55%
1

0.00%
0

4.55%
1

36.36%
8

9.09%
2

18.18%
4

18.18%
4

9.09%
2

0.00%
0

22

Already
implementing
one or more of
the approaches
above

4.55%
1

0.00%
0

4.55%
1

9.09%
2

22.73%
5

4.55%
1

22.73%
5

18.18%
4

9.09%
2

4.55%
1

22

Scalable to the
seven-county
region

0.00%
0

13.64%
3

0.00%
0

4.55%
1

9.09%
2

13.64%
3

18.18%
4

13.64%
3

18.18%
4

9.09%
2

22

Likely to
improve health
within one or
more regional
health priority
area

0.00%
0

9.09%
2

0.00%
0

0.00%
0

4.55%
1

9.09%
2

9.09%
2

27.27%
6

22.73%
5

18.18%
4

22

Offers an
opportunity for
Medicaid
providers to
provide better
care

0.00%
0

0.00%
0

4.55%
1

0.00%
0

4.55%
1

18.18%
4

4.55%
1

22.73%
5

27.27%
6

18.18%
4

22

Saves money
for Medicaid in
3 years or less

4.55%
1

4.55%
1

4.55%
1

0.00%
0

13.64%
3

9.09%
2

9.09%
2

22.73%
5

18.18%
4

13.64%
3

22

Sustainability is
possible after
the 5-yr
Medicaid
Demonstration
is over

4.55%
1

0.00%
0

9.09%
2

4.55%
1

13.64%
3

9.09%
2

9.09%
2

27.27%
6

18.18%
4

4.55%
1

22
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WEIGHTED
AVERAGE

Community Input: Medicaid Demonstration Toolkit
Degree to
which
addresses
social
determinants of
health and
improves
health equity

0.00%
0

0.00%
0

4.55%
1

9.09%
2

SurveyMonkey
0.00%
0

9.09%
2
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13.64%
3

27.27%
6

18.18%
4

18.18%
4

22

Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Q9 Please rank from top to bottom each of the 6 optional projects by
dragging the boxes below. [Top box = highest impact; Bottom box
= lowest impact]
Answered: 26

Skipped: 27

A centralized
approach to...

Transitions of
care

Diversion
interventions

Maternal and
child health

Access to oral
health

Chronic
disease...
0

A centralized approach to care coordination: the
"Hub"
Transitions of care
Diversion interventions
Maternal and child health
Access to oral health
Chronic disease prevention and control

1

2

3

4

5

1

2

3

4

TOTAL

SCORE

38.46%
10

15.38%
4

11.54%
3

15.38%
4

7.69%
2

11.54%
3

26

4.27

7.69%
2

19.23%
5

26.92%
7

19.23%
5

3.85%
1

23.08%
6

26

3.38

11.54%
3

15.38%
4

15.38%
4

19.23%
5

30.77%
8

7.69%
2

26

3.35

26.92%
7

7.69%
2

15.38%
4

15.38%
4

19.23%
5

15.38%
4

26

3.62

8.33%
2

20.83%
5

4.17%
1

12.50%
3

16.67%
4

37.50%
9

24

2.79

7.69%
2

19.23%
5

26.92%
7

19.23%
5

19.23%
5

7.69%
2

26

3.54
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Community Input: Medicaid Demonstration Toolkit

SurveyMonkey

Q10 Please let us know if you have any additional thoughts or comments
about the optional projects you would like to share with Cascade Pacific
Action Alliance.
Answered: 7

Skipped: 46

#

RESPONSES

DATE

1

Efforts for last year to start community based medicine program. ILA formed to start Mason County
Community Medicine. MCCM will be participating with OCH. Hopefully can augment those efforts
here. Joe Hoffman, MPD , Mason EMS

5/12/2017 12:00 PM

2

Need to incorporate transportation, likely some sort of public transportation, into these programs.
An individual can't be successful if they can't get there.

5/6/2017 7:29 AM

3

I saw nothing related to hearing loss, which affects health of people at all ages, but particularly for
adults and older adults. Adults do not currently receive coverage for hearing aids and should,
because Medicaid recipients cannot afford them, and untreated hearing loss can be devastating
for other health conditions. Also, what about Congressional actions to defund Medicaid? These
strategies, even in combination, will not be sufficient to offset those reductions in funds and policy
changes.

5/5/2017 7:43 AM

4

Project addressing needs of people experiencing homelessness, such as transitions of care

5/4/2017 4:39 PM

5

I fully support projects that involve all types of Medicaid beneficiaries, particularly children and
youth who have historically been the largest beneficiary category in the program. Thanks.

5/3/2017 10:02 AM

6

Some of these health surveys (including this one) are rather convoluted and difficult for the general
public to slog through, just to let you know... but thanks for the opportunity.

4/22/2017 11:17 AM

7

From one working in healthcare, I think one of the biggest challenges is finding enough healthcare
providers to help deliver the needed services. All of these projects require access to providers of
one kind or another and they are in short supply. The ones we do have are feeling overloaded and
overwhelmed and are relecutant to take on one more thing. It makes it difficult to identify
champions/leaders to make these projects successful/sustainable.

4/12/2017 2:57 PM
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6. FOCUS GROUP REPORT

Focus Group Report, August-September 2017
Methodology
Focus group meetings were recorded via an audio recording device for the purposes of taking notes and
writing this report. They were then deleted to protect personal information of the people attending.

Attendance and Participation
Focus groups were scheduled to be held in each of our 7 counties, with one focus group per county. Two
of our counties had no participants show up to the focus groups so 5 focus groups were held
successfully. 24 people participated in total.
Focus group participants were people over the age of 18, who were residents in one of our seven
counties, who were currently on Medicaid or had been on Medicaid within the last year. A $25 Amazon
gift card was offered to participants of the focus groups and was handed out to each person at the focus
groups.
Participants were recruited through the distribution of a flyer made for each county with information
about the focus group and contact information to register. Participants were asked to register for the
focus groups prior to attendance.

Questions
The following questions were asked of focus group participants:
1. Participants were asked to talk about the things they found most helpful toward maintaining
their health.
2. Participants were asked to talk about their greatest health concerns
3. Participants were asked about their greatest barriers to accessing healthcare
4. Participants were about their ideas toward what would be the most helpful to improve
healthcare.
Focus group participants were asked to discuss the questions and their answers.

Outcomes and Themes
The following themes were pulled from the conversations had at the focus groups. Three main
categories emerged from these conversations that were mentioned at nearly every focus group and
related to the MTD Project work. These were:



Care Coordination
Bi-Directional Integration of Care
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Oral Health

Some themes that were important to participants but were less prevalent were:






Access Issues
Transportation
Chronic Care
High Medical Costs
Inequality of Care

Following are slides from a presentation that were presented to the CPAA council on September 14,
2017, which show direct quotes from focus group participants on the above listed themes.
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7. CONSUMER ADVISORY COMMITTEE
MINUTES – 10/24/2017

CPAA Consumer Advisory Committee Meeting
Meeting Summary, 10/24/2017
Support and Backbone Staff: Winfried Danke – CHOICE, Justin Wagaman – CHOICE, Shannon Linkous – CHOICE
In Attendance: Freddy Lessenger – Lewis County, Bonnie West – Lewis County, Nicole Perkins – Cowlitz County,
Erin Oly – Thurston County, Samuel Silvestro – Thurston County, Doug Levvin – Pacific County, Mindy Bergen –
Thurston County, DJ Lindberg – Thurston County, Heather Ristow – Thurston County, Paul Sweet – Thurston County

I.

Welcome and Introductions

Winfried welcomed the group to the meeting. Introductions were made around the table. Justin
then reviewed the agenda which consisted of learning about the CPAA and Medicaid Transformation
Demonstration, establishing a definition of Health Equity for the committee, reviewing and revising
the Consumer Advisory Committee Charter, getting an overview of previous consumer feedback,
discussing people’s experiences with health disparities and barriers to their health, and a discussion
of date, time and location for future meetings. Justin also went over the participation agreement
and the need for W-9 documentation. That is needed for people to receive their stipends and
mileage compensation, which will be a monthly check that is sent out to committee members. If
people have questions about this process, they are encouraged to reach out to Justin Wagaman at
wagamanj@crhn.org or (360) 539-7576 ext 120.

II.

CPAA Medicaid Transformation Demonstration

Winfried gave an overview of an Accountable Community of Health (ACH). ACHs came about due to
all of the different health disparities in the region. They are organizations that try to bring different
stakeholders together, including medical providers, behavioral health (BH) providers, health plans,
the state health care authority (HCA), schools, social services and more. These entities then work
together “accountably” to make health better within the region for everyone.
In 2014, the state said they would give funding to ACHs to work on community-based health
improvement projects. When the different stakeholders listed above came together, they talked
about the greatest health needs within a community forum. The community forum brought people
from all seven counties within the region together to address health needs. The five main areas of
focus were established at those early meetings:
1.
2.
3.
4.
5.

Access to healthcare services
Need for integration amongst providers to avoid overlap of testing and treatment
Chronic Disease
Treatment for the young generation to prevent need later in life
Bettering education to open opportunities for better jobs and therefore steady incomes

About a year ago, the state negotiated a special agreement with the government for a Medicaid
waiver that would disperse funding to ACHs, with the promise to save money in healthcare over
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time while still increasing the quality of care. This resulted in a funds flow allocation to ACHs within
the region to invest flexibly in better health outcomes over the next five years via the Medicaid
Transformation Demonstration project. The amount could be upwards of $70 million over the span
of five years across nine ACHs.
The Consumer Advisory Committee’s call to action is to provide CPAA with valuable input on the
best way these dollars could spend. Some questions to consider:
 What will meet the consumer’s needs?
 What kinds of things do we need to invest in to make for better health outcomes overall?

III. Establish a Common Definition for “Health Equity”
Justin led the group in a discussion towards establishing a common definition and understanding of
Health Equity. Health equity is important to the Consumer Advisory Committee because we will be
asking that participants consider health equity as they think about healthcare needs and give
feedback on the different projects being worked on by the CPAA.
The CPAA has previously used a definition of health equity which is listed below and the group was
asked to discuss this as a possible definition for the committee:
“Health Equity means that everyone has a fair and just opportunity to be as healthy as possible.
This requires removing obstacles to health such as poverty, discrimination, and their
consequences, including powerlessness and lack of access to good jobs with fair pay, quality
education and housing, safe environments, and healthcare.
For the purposes of measurement, health equity means reducing and ultimately eliminating
disparities in health and its determinants that adversely affect excluded or marginalized groups.”
The group discussed two modifiers within the definition of health equity – the difference between
the words “fair” and “just”. The group discussed this and we landed on the idea that keeping only
the word “fair” would really lose the part of the definition that spoke to the importance of justice –
that there is a moral component to health equity. “Fair” and “Just” mean that it is both about an
equal opportunity and a just opportunity that takes into account the actual needs of the person.
The group went over the health equity hand out, which can be found here. The group looked at a
diagram showing that equity and equality were not the same thing, equity being that certain people
sometimes need more resources for the same outcome. Justin discussed the importance of bias in
undermining equity and briefly mentioned the “implicit bias” test (Project Implicit). People can take
the test themselves here.

IV. Review and Revision of the Consumer Advisory Committee Charter
Justin reviewed the charter. The first task of the committee was to revise and/or finalize the
charter, which the CPAA Council and Board previously approved. See the draft of the charter here.
The group agreed that these meetings will be open to the public and that the public can participate
fully in the meetings. A call in option will be available for people who cannot attend in person.
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Committee meetings will take place monthly to ensure input on the project plan for the next several
months, but will usually be held quarterly as outlined in the charter. While all consumers are
welcome to attend these meetings, Members also agreed that an online space for collaboration
would be ideal in addressing group communication outside of meetings. Phone calls or traditional
mailings will take place for those who can’t easily connect via internet. A committee member moved
to add the following to the ground rules: “No final decision should be made regarding the
committee without input from every member, or at least the vast majority of members.” There was
a motion to approve the charter and all agreed to approve it unanimously with the changes listed.
The approved charter will be available at the next meeting.

V. Overview of Previous Consumer Feedback
Justin reviewed feedback from CPAA led focus groups held earlier this year. He suggested that
committee members think about how similar or different their experiences were from the focus
group participants. The focus groups were representative of our region’s seven counties, aside from
Grays Harbor and Pacific, which were not attended. Themes developed from the focus groups in the
following categories:





Care Coordination: Lack of resources and information
Bi-Directional Integration of Care: Unable to find mental health services; Paying out of
pocket for mental health; Long wait times
Oral Health: Insurance will not pay for anything dental-related; Enormous wait times for
dental procedures on Medicaid; Pulling teeth is all Medicaid will cover
Miscellaneous Themes: Access issues; Transportation problems; Help with chronic care;
High medical costs; Inequality of care

For more information and quotes from the focus groups please see the hand out here.

VI. Addressing Health Disparities and Barriers
Justin outlined some ground rules before discussing health barriers and disparities. The ground
rules were as follows:
1.
2.
3.
4.
5.
6.

There are no wrong answers – we only ask for honesty
Please share your views even if they’re different from other people’s
Please be respectful of others’ views
Speak one at a time – let others finish before you begin to speak
Please don’t repeat personal information shared by others
Speak only for yourself and let others do the same

The following prompting questions were asked of the group as a way to start the discussion about
health barriers. What are some of the greatest barriers you have with staying healthy and accessing
health care? Is this preventable or not? If it could be prevented, how? Some of the committee’s
responses are summarized below.


Spend downs and co-pays are too high
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o












VII.

“Just in the past two months, I’ve owed over $17,000 with a high spend down of
[over $3000]. I can’t access the care I need or see doctors I need to see.”
Over-prescription of medications and lack of resources
o “Medicaid chooses to drug autistic children rather than give them the resources
they actually need…like horse therapy, yoga therapy, music lessons, art lessons.”
Things not being covered (by Medicaid) that should be
o “…chronic diseases cannot be accurately treated because there are limitations in
insurance coverage…”
Denial of necessary services
o “I have cataracts and need Lasik, but no healthcare plan pays for that. Does that
system require me to go blind? That’s what it looks like right now…”
No access to providers in a timely manner
o “I was finally able to get a dental surgery I needed after 53 calls to different
providers and eventually getting a referral to an oral surgeon in town, but even then
issues of coverage came up. All my insurance would pay for was pulling teeth and
nothing else.”
o “There were three different medical needs amongst myself and my children. We
finally found the right care, but the wait time was 18 months. After 13 months, I
received a letter in the mail from the provider saying they no longer covered the
service we needed.”
Need for culturally competent providers via cultural trainings
o “I’m lucky enough to have a PCP who cares about transgender people, but overall
there needs to be a competency training for providers across the region.”
Access to accurate and timely information
o “…it gets complicated because there are different health plans under the insurance.
[Providers] will advertise that they take Medicaid, but they don’t actually accept
your health plan, and then they constantly switch which plans they accept. It’s hard
to stay with a provider you actually need.”
Need for more providers – specifically dentists and mental health providers
No advocates for our care
o “…we can have an entire staff and building dedicated to tourist attractions and
community activities, but no one to back up our healthcare needs or tend to them
when we need them.”

Logistics: Date, Time, Location for future meetings

Distribution of a contact list including name, email address, phone number and location will allow
members of the group to carpool and connect outside of the meeting. Members present agreed to
having a contact list sent out to committee members. Justin will check with members who were not
present to see if they are okay with this list also. Justin will send out a survey for people to complete
(via survey monkey) to get input on future dates, times, meeting locations and food preferences
before making a final decision on any details. All members agreed that different locations in various
counties were a good idea, especially if being open to the public.
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Stipends are $45 and members receive mileage compensation. Meetings will be kid-friendly,
meaning children may come to the meetings, but parents will be asked to care for their children as
needed during the meeting to limit disruption. A request for name place cards at the next meeting
came up at adjournment.

VIII. Next Steps & Closing

 Establish a contact list for members to have access to for carpooling and outside communication
 Establish a private share point for committee members to access for easy access to Consumer
Advisory Committee information and updates

 Make revisions and updates to Charter and Ground Rules
 Justin will send out a survey regarding future meeting times, dates, locations and food
preferences so we can schedule the next meeting.

 Committee chair and Interim chair appointment will happen at a future meeting. Anyone

interested in being a committee chair or interim should email Justin (wagamanj@crhn.org).
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APPENDIX P – REQUEST FOR QUALIFICATIONS SUMMARY

CPAA RFQ Response Summary
Organization

Intervention

Areas to Implement

Target Population

Project Description

Integrated Care

Whole CPAA region

people at high risk for oral disease,
maternal/child health, chronic
disease

Integrate aspects of oral health
into most MTD projects where
appropriate

Area Agency on Aging & Disabilities of
Chronic Disease Prevention
Southwest Washington

Community Paramedicine

Cowlitz, Wahkiakum

EMS high utilizers

Develop a mobile integrated
health system

Area Agency on Aging & Disabilities of
Care Coordination
Southwest Washington

Pathways

Cowlitz, Wahkiakum

Dually eligible Mediciaid clients
received from the HUB

Arcora

Capital Region ESD 113

Project Areas
Oral Health
Integration
Care Coordination
Diversion
Opioid Response
Maternal Child Health
Chronic Disease Prevention

Bi-directional Integration
Care Coordination
Transitional Care
Opioid Response
Maternal Child Health

Grays Harbor
Lewis
Mason
Pacific
Thurston

School aged children

School-community based system
of care workers. Care
coordination and transitional care
for high needs students.
Prevention and other supports for
medium & low risk students.

Medicaid clients with difficulty
engaging in care

Care coordinators assigned to
work with clients in specific clinics

Add Behavioral Health Specialist
to integrated care team and
continue collaboration with other
community partners

Cascade Mental Health, Valley View
Health Center, Providence Health
System, Northwest Pediatrics

Bi-Directional Integration of Care

Collaborative Care

Child & Adolescent Clinic

Bi-Directional Care
Care Coordination
Transitional Care
Opioid Response
Maternal and Child Health
Chronic Disease Prevention

Collaborative Care
Pathways

Cowlitz, Wahkiakum

Children birth to 20

Child Care Action Council

Maternal and Child Health

Parents as Teachers

Mason

pregnant mothers not eligible for
NFP, with risk factors

Coastal Community Action Program &
Transitional Care
Grays Harbor Community Hospital

Cowlitz Family Health Center

Bi-Directional Care
Transitional Care
Opioid Response
Chronic Disease Prevention

Lewis

Transitional Respite Care Program Grays Harbor

Homeless patients in hospital

Syringe Exchange
Collaborative Care

Syringe exchange clients

Cowlitz

Expand care coordination services
to implement the Pathways
model

expand existing home visiting
services for Parents As Teachers
model
Combine housing, case
management, and clinical care to
transition homeless individuals
out of the hospital and prevent
readmission

Wrap-around services in SEP
setting

CPAA RFQ Response Summary
Organization

Project Areas

Intervention

Areas to Implement

Target Population

Crisis Clinic

Bi-Directional Care
Opioid Response

Collaborative Care
MAT

Cowlitz, Grays Harbor,
Lewis, Mason, Pacific,
Thurston, Wahkiakum

People seeking MAT

Great Rivers BHO dba Community
Integrated Health Services

Care Coordination
Transitional Care

Coleman Model
Transitional Care Model

Grays Harbor, Lewis,
Pacific

Coordinate and integrate services
ED & inpatient clients with complex
for patients exiting the inpatient
needs
setting, enhance use of HIT

Housing Opportunities of SW WA

Care Coordination

Pathways Hub Model

Cowlitz

Enhance care coordination using
Pathways model

Lacey Fire District #3

Bi-directional Integration
Care Coordination
Diversions

Residents of property w/complex
needs

Community Paramedicine
Pathways Hub Model

Thurston

EMS high utilizers

Create a mobile integrated health
system of care

Lewis County Health Partnership

Care Coordination

Pathways

Lewis

People with complex needs

Develop a care coordination team
not tied to a particular agency

Lower Columbia CAP

Transitional Care
Chronic Disease Prevention

Transitional Respite Care Program Cowlitz

Mason General Hospital

Bi-Directional Integration
Opioid Response

Collaborative Care Model
Bree Collaborative
TBD

Morton General Hospital

Bi-Direction Integration
Transitional care
Opioid response
Chronic disease prevention

Nisqually Tribal Health Department

Bi-Directional Integration
Transitional Care
Maternal and Child Care

Noble Foundation

Grays Harbor, Lewis,
Mason

Project Description
Recovery Help Line - provide
acurate information about
available MAT services and link to
care

Provide housing, meals, case
homeless people transitioning from
management, and care
clinical settings
coordination
Develop a Wellness Clinic that
chronic pain patients
offers whole person care to
patients with SUD

Lewis

Medicaid clients

Looking to develop a project

Collaborative Care
SBIRT
Family Spirit

Thurston

American Indian/Alaska Natives in
Thurston co.

Enhance services by providing
holistic, integrated care.

Care Coordination
Maternal Child Health
Chronic Disease Prevention

Pathways

Cowlitz

Medicaid clients

Referral based care coordination
services

Ocean Beach Hospital and Medical
Clinics

Care Coordination

Pathways Hub Model/Care
Coordination

Pacific

Patients at clinics in Ilwaco, Ocean
Park, and Naselle

Provide care coordination

Peace Health St. John Medical Center

Bi-directional Integration
Care Coordination
Transtitional Care

Chronic Care model

Cowlitz
Wahkiakum

All Peace Health Patients

Behavioral health screening and
clinical pathways for all patients

CPAA RFQ Response Summary
Organization
Physicians of SW WA

Providence Centralia Hospital/St. Peter

Project Areas
Bi-Direction Integration
Care Coordination
Transitional Care
Chronic Disease Prevention

Intervention
Collaborative Care Model
Pathways
Care Transitions Intervention
The Community Guide

Care Coordination
Diversions Interventions

Pathways Hub Model
Community Paramedic

Areas to Implement

Target Population

Expand existing models and
create new programming to meet
multiple transformation goals.

Thurston

Lewis, Thurston

Project Description

EMS high utilizers

Develop Community
Paramedicine Program and link
with Pathways care coordination

Providence Health & Services

Bi-Directional Integration
Care Coordination
Transitional Care

Providence Health and Services

Opioid Response

Medicated Assisted Therapy
(Buprenorphine)

Lewis, Thurston

Providence Health and Services
(College St)

Bi-Directional Integration
Care Coordination
Transitional Care

Collaborative Care Model
SBIRT

Lewis, Thurston

ED Patients w/SUD

Providence Health and Services (Lily
Rd)

Care Coordination
Transitional Care
Chronic Disease Prevention

Pathways Hub Model

Lewis, Mason, Thurston

ED patients at risk for readmission

Provide post hospital visits

Providence Medical Group

Bi-Directional Integration of Care

SBIRT

Lewis, Thurston

primary care patients w/BH needs

Provide behavioral health care
withing the primary care setting

Providence Medical Group

Care Coordination
Transitional Care
Chronic Disease Prevention
Maternal Child Health

Pathways Hub Model
Lewis, Thurston
Chronic Care Management Model

PMG clinical population w/chronic
disease

Improve overal health
management and patient
engagement with care
coordination. Specific interest in
partnering to improve Maternal
Child Health.

Providence St. Peter Hospital

Oral Health

Improving Access to Oral Health
Services

Grays Harbor, Lewis,
Medicaid clients with dental pain
Mason, Pacific, Thurston and complications

Establish a 7 chair dental clinic
and a dental residency program

Sea Mar Community Health Centers

Bi-Directional Integration
Care Coordination
Transitional Care
Diversion
Opioid Response
Maternal Child Health
Oral Health
Chronic Disease Prevention

Collaborative Care Model
Pathways
MAT

Cowlitz, Thurston, &
Grays Harbor

Provide integrated care and
implement the Pathways care
coordination model

Thurston

Homeless

Sea Mar patients

Community Care Center - colocation of services for homeless
in downtown
Establish a regular, centralized
clinic to provide initial induction
for MAT
Use Chemical Dependency
Professionals to implement an
SBIRT program in acute care
settings

CPAA RFQ Response Summary
Organization

South Sound Pediatrics

Project Areas
Bi-directional Integration
Care Coordination
Maternal & Child Health
Chronic Disease Prevention

Summit Pacific Medical Center

Care Coordination
Transitional Care
Chronic Disease Prevention

Intervention

Areas to Implement

Target Population

Project Description

Thurston

Children birth to 20

Co-locate BH into Pediatric clinics,
enhance care coordination

Grays Harbor

Thurston County Health and Social
Services

Chronic Disease Prevention

Chronic Disease Self-Management
Thurston
Program

Chronic disease

Thurston County Health and Social
Services

Opioid Response

Syringe Exchange

Thurston

South and northwest areas of
county

Thurston County Health and Social
Services, Lewis County Health and
Social Services, and Mason County
Health and Social Services

Maternal & Child Health

Nurse Family Partnership

Thurston, Lewis, Grays
Harbor and Mason

First time mothers

Bi-directional Integration
Chronic Disease Prevention

Collaborative Care
Chronic Care Model

Maternal and Child Care
Care Coordination

Collaborative Care
Pathways

Valley View Health Center
Youth and Family LINK

Lewis, Pacific, Thurston
Cowlitz, Wahkiakum

Mothers w/SUD, other Maternal
Child Health

Nurse Health Coaches providing
care coordination/mgmt. and
transition planning/support
Re-establish CDSMP and provide
six week sessions. Increase
activity through Million Hearts
Initiative.
Expand geographic reach and
hours of operation for SEP

Expand available slots for NFP
across three counties
Integrated care management
across multiple providers
Referral hotline, Community
Health Workers providing care
coordination, linkage with
multiple care providers

APPENDIX Q – TRIBES LETTERS OF SUPPORT
Statements of Support from Tribes
1. Confederated Tribes of the Chehalis Reservation
2. Skokomish Indian Tribe

SKOKOMISH HEALTH CENTER
PHONE: (360)426-5755
FAX: (360)877-2399

100 N. TRIBAL CENTERD.
SKOKOMISH NATION,WA
98584-7479

May 5, 2017

Nathan Johnson
Policy Director,
Health Care Authority
Olympia, WA
Dear Nathan Johnson:
The purpose of this letter is to inform you that the Skokomish Tribe continues to support its
partnership with the Cascade Pacific Action Alliance (CPAA). In our letter of November 9,
2016 to you and Dorothy Teeter we noted that we plan to work closely with the CPAA. With
this direction from our Tribal Council in mind I have participated in the meetings and
workgroups of the CPAA.
The Skokomish Tribe remains a willing partner to CPAA and its members and also a tribe
that is willing to demonstrate our own recent successes including:
Tele-psychiatry, building a Patient Center Medical Home (with the help of Qualis Health and
the Transformation Hub), full integration of Behavioral Health and Physical Health including
dental under one Electronic health system, partnerships with local partners to combat opioid
crisis (including deploying Narcan kits and training), but most importantly changed clinical
prescribing practices.
If there is any chance of direct funding to allow us to share our successes, please let me know
how to apply.

Sincerely,
Ed Fox

APPENDIX R – CPAA CONFLICT OF INTEREST
POLICY

APPENDIX S – DECISION MAKING FLOW
CHART

Decision Making Flow Chart

Work Groups

Local Forums

Care Coordination, ACEs, Etc.

One in each of 7 counties

Coordinates the Regional Health
Improvement Plan (RHIP) work
and prepares agendas for the
Council.

The CPAA Council acts as an
advisory council and makes
recommendations to the
Board. Council members elect
non-reserved Board seats.

Prepares decisions for CPAA
Board and decisions as
delegated by CPAA Board

The CPAA Board makes final,
legally binding decisions on
matters related to the CPAA

The CHOICE Board may override
decisions if they would interfere
with CHOICE’s non-profit status

04/27/2017

Local Forums make
recommendations
based on local
priorities and
advises RHIP work,
Includes
community
feedback

Support Team

CPAA Council
Advisory to the CPAA LLC Board

Executive
Committee

Finance
Committee

CPAA ACH, LLC. Board
Limited Liability Corporation

CHOICE Board
501 (c)(3) Non-Profit

Provides oversight
of Finances for
CPAA

Decisions communicated back to all levels

Work groups
provide feedback
and direction for
projects and the
Regional Health
Improvement Plan,
includes community
feedback

APPENDIX T – AUTHORIZATION MATRIX

Authorization Matrix
CPAA ACH LLC
Developed April 27, 2017
This chart is intended to delineate the authority of the CPAA ACH LLC Board of Directors, the Executive Committee, the Board Chair and the Executive Director
ID

Function

1

Governance / Administrative

2
3
4
5
6
7
8

Appoint LLC Board Officers
LLC Annual Goals & Objectives
Elect Non‐Reserved Board Seats
Sign Official Documents Requiring Board Chair Signature
CPAA LLC Metric Targets
CPAA LLC Board Policy
CPAA Management Organizational Structure

9

Financial

10
11
12
13
14

Annual Operating & Capital Budget
Purchasing Authority, Checks ‐ up to $5,000
Purchasing Authority, Checks ‐ in excess of $5,000
Grants/Contracts ‐ contracts up to $500,000
Grants/Contracts ‐ contracts in excess of $500,000

15

Human Resources

16
17
18
19
20
21
22
23
24
25
26
27
28

Create new positions (within LLC Board approved budget)
Approve positions for hire
Hire staff
Discipline staff
Discipline Management
Suspend staff pending an investigation
Terminate staff employment
Change in Compensation
Employee Evaluation (except Executive Director)
Executive Director Evaluation
Staff Work Schedules
Training Plans
Staff Leave (days, times, time off) except Executive Director

29

Insurance / Risk Management

30
31

Officers Liability Policy
General & Professional Liability

32

Community Relations

33
34
35
36

Media Relations and Events
Community Education
PR materials
Program Materials

37

Operational

38
39
40

External Training
New Program/Project Development
Outcomes

CHOICE Authorization Matrix

Policy or document
reference

LLC Board of
Directors

Operating Agreement

Approve
Approve
Approve

LLC Executive
Committee

LLC Finance
Committee

LLC Board Chair CPAA Council

LLC Executive
Director

Recommend
Recommend

Develop

Informed
Recommend

Approve

Sign
Operating Agreement

Informed
Approve
Informed

Approve

Approve

Recommend

Informed
Approve

Informed
Review

Develop
Sign
Sign
Approve
Recommend

Sign

Approve

Recommend

Approve
Approve
Approve
Approve
Approve
Approve
Approve
Approve
Approve
Informed
Approve
Approve
Approve

Develop

Approve
Approve
Approve
Approve
Approve
Approve

Approve

Review

Approve
Recommend
Approve

1

ID

Function

41
42
43
44
45

Grant Proposals
Employee Recognition
Incident Reports
Internal Forms
Work Orders

Policy or document
reference

LLC Board of
Directors

LLC Executive
Committee

LLC Finance
Committee

LLC Board Chair CPAA Council

Informed

LLC Executive
Director
Approve
Approve
Develop
Approve
Approve

KEY

CHOICE Authorization Matrix

Approve

The person(s) who formally accepts or veto decisions, tasks, policies, actions before implementation.

Recommend

The person who analyze, review and suggest a course of action with respect to a given policy, decision, action, etc.

Develop
Consulted

The person(s) who assume the lead role in formulating policies, documents, plans, budgets, etc.
The person(s) who advise or whose perspective should be sought prior to a decisions being made or a course of action being
followed.

Informed

The person(s) who must be notified about a decision but do not provide formal input.

Review

The person(s) who study, assess and provide input on proposals, plans, and other matters.

Sign

The person(s) who authorizes a document by their signature.
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APPENDIX U – CPAA VALUE PROPOSITION

Value Propositions
The following statements define the value that the Cascade Pacific Action Alliance provides as the Accountable
Community of Health in the Central Western Washington region. These statements reflect the added value that the
CPAA contributes. This list is not necessarily comprehensive and items are not listed in any particular order.

1. We coordinate, convene, and engage people and organizations.
o We coordinate cross-sector stakeholders and partners for collective, aligned action to improve
health (not just health care); we activate and engage the community.

2. We learn, promote evidence-based practices, and foster innovation.
o We foster innovation through cross-sector dialogue and action.

3. We conduct systems analyses.
o We assess regional health needs and identify gaps (keeping an eye on the big picture and
system linkages), e.g., regional health needs assessments.

4. We identify health improvement projects.
o We select and incubate health improvement projects based on regional health needs
assessments.

5. We track performance.
o We select key performance indicators and monitor regional performance data to measure the
impact of our collective actions.

6. We coordinate and braid resources for health improvement.
o We identify, seek, secure and coordinate resources to support regional transformation projects.

7. We manage health improvement and transformation projects.
o We manage and coordinate health transformation projects (including, but not limited to, global
Medicaid waiver projects).

8. We advocate for policy change.
o We undertake policy advocacy to foster systems change.

9. We communicate and inform the community.
o We inform our local communities and statewide partners about our regional health system
transformation work and impact.

APPENDIX V – MAJOR MEDICAID PROVIDERS

Major Medicaid Providers, Payers and Public Health in the CPAA region
09/26/2017

Counties

Medicaid
Enrollees

County Health
Depts.

Dental

Primary Care or FQHCs

BH or CD

Hospitals &
Major Health
Systems

Cowlitz

38,569

Cowlitz County
Health & Human
Services








Happy Kids Dentistry
Family Health Center
Longview Family Dental
Hilander Dental
Rhonda Renee Sheeler
Cowlitz Family Health
Center








Columbia Wellness
A First Place
Awakenings
Community Health
on Broadway
Cowlitz Family
Health Center



PeaceHealth St. 
John Medical

Center













Sea Mar CHC
Harbor Kids Dental
Marc R. Tomlinson
S. Frank Rupert DDS
LE Orthodontics
Roger Saux Health
Center Dental
Ocean Shores Dental
Clinic
Chehalis Tribal Wellness
Center
Elma Dental Center





Behavioral Health
Resources
Sea Mar CHC
ESD 113
Evergreen
Treatment Services
Lifeline Connections
Integrated Health
Services
Summit Pacific
Medical Center



Grays Harbor
Community
Hospital
Summit Pacific
Medical Center









Molina, 46.6%
Other FFS & HH, 21.6%
Amerigroup, 17.6%
United Healthcare, 12.3%
Coordinated Care, 1.7%
CHPW, 0.1%
Great Rivers BHO

Cascade Mental
Health Care
Eugenia Center
ESD 113



Providence
Centralia
Hospital
Morton
General
Hospital









Molina, 44.7%
CHPW, 19.9%
Other FFS & HH, 15.3%
United Healthcare, 9.0%
Amerigroup, 5.8%
Coordinated Care, 5.3%
Great Rivers BHO

Grays
Harbor

27,988

Grays Harbor
Public Health &
Social Services





Lewis

28,201

Lewis County
Public Health &
Social Services







Valley View Health
Center – Dental
Kid’s Dental
Pope’s Kids Place
Peter C. Wagner
Olympic Dental and
Denture LLC





Cowlitz Family Health
Center
Child and Adolescent Clinic
Cowlitz Indian Tribal Health
Kaiser


















Sea Mar CHC
Roger Saux Health Center
Family Practice Center of
Grays Harbor
Chehalis Tribal Wellness
Center
Summit Pacific Health Care
Clinic
Elma Family Medicine
McCleary Healthcare Clinic
Aberdeen Medical
Lighthouse Family Clinic
William Steven Hutton, MD
ESD 113
Valley View Health Centers
Chehalis Children's Clinic
NW Pediatric Center
Steck Medical Group
ESD 113
Riffe & Randle

















Payers, % of County Total

Molina, 41.0%
CHPW, 38.8%
Other FFS & HH, 14.5%
United Healthcare, 2.9%
Amerigroup, 1.4%
Coordinated Care, 1.3%
Great Rivers BHO

1

Counties

Medicaid
Enrollees

County Health
Depts.

Dental

Primary Care or FQHCs

BH or CD

Hospitals &
Major Health
Systems

Payers, % of County Total

Mason

19,706

Mason County
Public Health









MGH - Shelton Family
Medicine
Mountain View Women's
Health Clinic
Squaxin Medical Clinic
Skokomish Health Clinic
MGH - Oakland Bay
Pediatrics
MGH – Olympic Physicians
ESD 113
Shoalwater Bay Tribal Clinic
Valley View Health Center
Ocean Beach Medical Clinic
Willapa Family Medicine
Cowlitz Family Health
Center
ESD 113



Squaxin Chemical
Dependency
ESD 113
Skokomish Tribe
Social Services
Behavioral Health
Resources



Mason General
Hospital (MGH)









Molina, 37.2%
Other FFS & HH, 19.9%
Amerigroup, 16.4%
Coordinated Care, 15.1%
United Healthcare, 7.9%
CHPW, 3.5%
Thurston/Mason BHO

Willapa Counseling
Center
Shoalwater Bay
Tribal Clinic
Cowlitz Family
Health Center
ESD 113



Ocean Beach
Hospital
Willapa Harbor
Hospital









Molina, 35.5%
United Healthcare, 19.8%
Other FFS & HH, 18.8%
CHPW, 11.6%
Amerigroup, 7.6%
Coordinated Care, 6.7%
Great Rivers BHO

Sea Mar CHC
Valley View Health Centers
Olympia Family Medicine
Nisqually Tribal Clinic
Olympia Pediatrics
ABC Pediatrics
Providence Rochester
Family Medicine
Providence Medical Group
SW
ESD 113



Behavioral Health
Resources
NW Resources
Capital Recovery
Center
Community Youth
Services
St. Peter Chemical
Dependency Center
Evergreen
Treatment Services
Sea Mar CHC
ESD 113



St Peter
Hospital
Capital Medical
Center









Molina, 31.3%
CHPW, 19.5%
Other FFS & HH, 16.4%
United Healthcare, 15.5%
Amerigroup, 8.9%
Coordinated Care, 8.4%
Thurston/Mason BHO

Pacific

7,133

Pacific County
Health & Human
Services






Patrick C Kwong
Kamilche Dental Center
Duane Stephen Moore
Skokomish Health Clinic
Squaxin Dental Clinic

Shoalwater Bay Tribal
Clinic
Deep River Dental
Cowlitz Family Health
Center
Valley View Dental














Thurston

68,280

Thurston County
Public Health &
Social Services

















Smiles 4 Kids
Sea Mar CHC
Harbor Kids Dental
Access Dental
Oral Surgery Associates
Olympic Dental and
Denture Center
Kenneth Hancock
Kids Dental and Family
Orthodontics
Small to Tall Pediatric
Dentistry
South Sound Oral
Surgery
Matthew D Wall
Morgan Family Dental
Capital Anesthesia, LLC
Robert L. Perlot
Thurston Dental
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Wahkiakum

1,126

Wahkiakum
County Health &
Human Services



Cowlitz Family Health
Center



Wahkiakum County
Health & Human
Services









CHPW, 37.2%
Molina, 25.9%
United Healthcare, 19.2%
Other FFS & HH, 14.7%
Coordinated Care, 2.6%
Amerigroup, 0.4%
Great Rivers BHO

Enrollment data retrieved from Apple Health Enrollment Reports: https://www.hca.wa.gov/about-hca/apple-health-medicaid-reports
1. For all providers listed in the table, both the number of Medicaid beneficiaries and number of claims were assessed when including or excluding providers by county. A 90% running total for Medicaid beneficiaries and claims was used,
meaning that providers had to be over the threshold of 90% in both categories to be included in the table. We looked at physicians practicing in family medicine, internal medicine, general practice, and pediatrics in FQHCs, critical
access hospitals, rural health clinics, major health systems, and health care facilities in 2016.
2. Providers that did not show up in the Apple Health Enrollment Reports were added to the table based on provider knowledge of the CPAA region.
3. Providers were added to multiple columns and/or rows based on provider knowledge of the CPAA region.
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APPENDIX W – COMMUNITY BASED ORGANIZATION TABLE

Social Services and Community-Based Organizations (CBOs) in the
CPAA Region
11/13/2017

Counties

Local Forums Partners

Cowlitz

Grays
Harbor

Lewis

•
•
•
•
•

Centralia College
Lewis County Public Health
Human Response Network
Housing Resource Center of Lewis
Pope’s Kids Place

Work Group Members
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Longview Housing Authority
Lower Columbia CAP
Olympic Area Agency on Aging SW WA
Department of Early Learning
NAMI SW WA
Cowlitz 2 Fire & Rescue
Arcora
United Way
Change Addiction Now
Coastal Community Action Program (CCAP)
Grays Harbor Youth Center
Olympic Area Agency on Aging SW WA
Department of Early Learning
Arcora
United Way
Enterprise for Equity
Olympic Area Agency on Aging SW WA
Department of Early Learning
Pope’s Kids Place
Arcora
United Way
Enterprise for Equity
Riverside Fire Authority

RFQ Responses
•
•
•
•
•
•
•
•

Crisis Clinic
Area Agency on Aging & Disabilities of SW WA
Housing Opportunities of SW WA
Lower Columbia CAP
Noble Foundation
Youth and Family LINK
Community House on Broadway
Cowlitz County Health & Human Services

•
•
•

Crisis Clinic
Great Rivers BHO/Community Integrated Health
Services
Coastal Community Action Program (CCAP)

•

Crisis Clinic

1

Mason

Pacific

Thurston

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Mason Matters
Mason County Public Health
Pioneer Middle School
Mason Transit Authority
United Way Mason County
GRuB
Community Youth Services
South Sound Seniors
Habitat for Humanity
Family Education & Support Services
Catholic Community Services
Pacific County Public Health & Human Services
Boys and Girls Club
Children’s Advanced Center
WHMA Food Bank
Timberland Regional Library
CAC of Grays Harbor
NW Justice
South Bend School
ESD 112
Fostering Together
Boys & Girls Club
Basics NW
Evergreen TX Services
Thurston Transit Oriented Development
Thurston County Chamber of Commerce
Tumwater School District
United Way of Thurston County
The Community Foundation of South Puget Sound
Olympia Safe Streets
Thurston County Public Health & Social Services
TOGETHER!
GRuB

•
•
•
•
•
•
•

Children’s Home Society of WA – Parents for
Parents
Olympic Area Agency on Aging SW WA
Crisis Clinic
Department of Early Learning
Arcora
United Way
Enterprise for Equity
Mason County Fire District #4

•
•

Crisis Clinic
Child Care Action Council

•
•
•
•
•
•

Coastal Community Action Plan
Olympic Area Agency on Aging SW WA
Department of Early Learning
Arcora
United Way
Enterprise for Equity

•
•

Crisis Clinic
Great Rivers BHO/ Community Integrated Health
Services

•
•

Child Care Action Council
Children’s Home Society of WA – Parents for
Parents
Thurston Thrives
Planned Parenthood
Olympic Area Agency on Aging SW WA
Interfaith Works
Crisis Clinic
Department of Early Learning
Northwest Venture Philanthropy
Panorama City
Arcora
Olympia Fire Station 1

•
•

Crisis Clinic
Lacey Fire District #3

•

•
•
•
•
•
•
•
•
•
•

2

Wahkiakum

•
•

Wahkiakum Health & Human Services
ESD 112

•
•

United Way
Enterprise for Equity

•
•
•
•

Olympic Area Agency on Aging SW WA
Department of Early Learning
Arcora
United Way

•
•
•

Crisis Clinic
Area Agency on Aging & Disabilities of SW WA
Youth and Family LINK
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APPENDIX X – CPAA PCMH-A MEHAF
REPORT

[cover page]
North Central Accountable Community of Health
Patient-Centered Medical Home Assessment (PCMH-A)
Summary of Regional Results
(Interim Report)

Cascade Pacific Action
Alliance
Accountable Community of Health

Assessment Data
(PCMH-A and MeHAF)

Summary of Regional Results
November 1, 2017

The Healthier Washington
Practice Transformation
Support Hub

Overview
The purpose of this report is to provide the Cascade Pacific Action Alliance (CPAA) accountable community of
health with detailed results based on the administration and analysis of Patient-Centered Medical Home
Assessments (PCMH-A) and Maine Health Access Foundation Site Self Assessments (MeHAF) conducted in
the Cascade Pacific region. For questions concerning this report or its contents, please contact David Stipe
(davids@qualishealth.org) or Rick Helms (rickh@qualishealth.org).
Providers across the Cascade Pacific region engaged the Practice Transformation Support Hub and Qualis
Health to provide technical support, specifically administering and providing feedback of results from the
PCMH-A and MeHAF instruments, which are tools for supporting and monitoring progress in primary care
practice redesign and bidirectional behavioral health integration, respectively. The report includes an initial
administration of the PCMH-A and/or MeHAF instrument data and results for eight primary care clinics and
behavioral health agencies, which completed an assessment prior to November 1, 2017. Individual reports, with
comparisons against the regional scores, are shared with participating agencies.
The following practices engaged in the assessment process and their results are included in this report:
•
•
•
•
•
•
•
•

Skokomish Tribal Clinic – Shelton
Summit Pacific Medical Center
Mason General Hospital – Olympic Physicians
Mason General Hospital – Family Health
CCS Family Behavioral Health
Cascade Mental Health
Cowlitz Family Health Center
Willapa Behavioral Health

Please note: The data in this report are blinded and do not explicitly identify individual practice scores.
However, with the limited number of respondents reported, anonymity of individual clinics cannot be assured.
Care should be taken when distributing this report if results are to remain blinded.
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Assessment Tools
Patient-Centered Medical Home Assessment (PCMH-A)
The Patient-Centered Medical Home Assessment (PCMH-A) was jointly developed by the MacColl Center for
Healthcare Innovation at the Group Health Research Institute and Qualis Health as part of the Safety Net
Medical Home Initiative (SNMHI), a national demonstration project intended to support medical home
transformation among practices serving vulnerable and underserved populations
(www.safetynetmedicalhome.org). SNMHI sites included migrant and community health centers, residency
clinics, private practices, and other facilities. The PCMH-A is based on a series of Change Concepts for Practice
Transformation that comprises the technical assistance framework for the Practice Transformation Support
Hub.1
Qualis Health and the Practice Transformation Support Hub utilize the PCMH-A to gather data from primary
care practices on transformation activities and readiness for behavioral health integration. The tool was
determined to be the best of the available options for assessment because it is appropriate for primary care
settings, has a scale that is sensitive to change over time, and provides information that serves as a helpful
starting point for agencies creating action plans for implementing whole-person care strategies.
The PCMH-A includes 36 items and eight sections, each scored on a one to 12-point scale. Scores are divided
into four levels, A through D. The overall score is the average of the eight subscale or Change Concept scores.
For each of the items, Level D scores reflect absent or minimal implementation of the key change addressed by
the item. Scores in Level C suggest that the first stages of implementing a key change may be in place, but that
important fundamental changes have yet to be made. Level B scores are typically seen when the basic elements
of the key change have been implemented, although the practice still has significant opportunities to make
progress with regard to one or more important aspects of the key change. Item scores in the Level A range are
present when most or all of the critical aspects of the key change addressed by the item are well established in
the practice. Average scores for each Change Concept, and for all 36 items on the PCMH-A, can also be
categorized as Level D through A, with similar interpretations; that is, even if a few item scores are particularly
low or particularly high, on balance, practices with average scores in the Level D range have yet to implement
many of the fundamental key changes needed to be a PCMH, while those with average scores in the Level A
range have achieved considerable progress in implementing the key features of Patient Centered Medical Home,
as described by the Change Concepts for Practice Transformation.
Summary scores for each Change Concept are computed based on the individual item scores in each section.
The practice-specific Change Concept, or subscale score, is the average of the individual PCMH-A item scores
for each Change Concept. A practice-specific overall score is the average of all eight subscale scores.
Maine Health Access Foundation Site Self-Assessment (MeHAF)
The Site Self-Assessment Plus (MeHAF) was developed by the Maine Health Access Foundation and is adapted
from the assessment tools developed by the Robert Wood Johnson Foundation Diabetes Initiative,

1

Wagner EH, Coleman K, Reid RJ, Phillips K, Abrams MK, and JR Sugarman. “The Changes Involved in Patient-Centered Medical
Home Transformation.” Primary Care: Clinics in Office Practice 39(2) (2012): 241-259.
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(www.diabetesinitiative.org) and the Assessment of Chronic Illness Care survey developed by the MacColl
Center for Healthcare Innovation at the Group Health Research Institute.
Qualis Health and the Practice Transformation Support Hub utilize the MeHAF to gather data from behavioral
health agencies, as well as primary care practices that identify a readiness to focus primarily on bidirectional
integration activities. The tool was determined to be the best of the available options for assessment because it
is appropriate for primary care and behavioral health settings, has a scale that is sensitive to change over time,
and provides concrete information that serves as a helpful starting point for agencies creating action plans for
implementing integrated care.
The MeHAF includes 21 items and is scored on a one to 10-point scale, broken into four levels. The assessment
consists of two sections: Integrated Services and Patient and Family-Centeredness and Practice/Organization.
Scores are divided into four levels to indicate an activity: 1) Does not occur or does not exist (Score: 1); 2) Is
passive, sporadic, or occasional (Scores: 2, 3, 4); 3) Occurs at some levels or consistency (Scores: 5, 6, 7); 4)
Occurs with regularity or is an essential function (Scores: 8, 9, 10).
The MeHAF does not group questions into composite areas or Change Concepts for score averaging. Qualis
Health has presented data here mapping individual questions to each of the Change Concept key changes, while
retaining the question-by-question responses.
Change Concepts for Practice Transformation
The Safety Net Medical Home Initiative developed a framework – The Change Concepts for Practice
Transformation – to help guide primary care practices through the PCMH transformation process. "Change
Concepts" are general ideas used to stimulate specific, actionable steps that lead to improvement. Our
framework includes eight change concepts in four stages:
•

Laying the Foundation:
Engaged Leadership and
Quality Improvement Strategy

•

Building Relationships:
Empanelment and Continuous and
Team-Based Healing Relationships

•

Changing Care Delivery:
Organized, Evidence-Based Care and
Patient-Centered Interactions

•

Reducing Barriers to Care:
Enhanced Access and
Care Coordination

The Change Concepts were derived from reviews of the literature and discussions with leaders in primary care
and quality improvement. They have been most extensively tested by the 65 safety net practices that

Page 4

The Healthier Washington
Practice Transformation
Support Hub

participated in the SNMHI, but are applicable to a wide range of practice types. They have also been adopted by
other improvement initiatives nationwide.
Administration
The PCMH-A and MeHAF are administered by a practice facilitator (Connector/Coach), with a
multidisciplinary group (e.g., physicians, nurses, medical assistants, residents, other operations staff, and
administrators) to build consensus on each of the assessment questions in order to capture the perspectives of
individuals with different roles within the practice and to get the best sense possible of “the way things really
work” in a practice. Discussions occurring in the consensus building process provide opportunities to identify
prospective areas for transformation. Each practice site completes an assessment, although multi-clinic systems
are directed and supported by the same organizational leaders and policies, practice transformation occurs
differently at separate clinic locations. Organizational leaders can compare PCMH-A and MeHAF scores and
use this information to share knowledge and cross-pollinate improvement ideas across multiple sites.
The PCMH-A and MeHAF are self-assessment tools, which rely on an honest appraisal by a clinical team
regarding their practice transformation progress and efforts. Inflation or deflation of scores can occur when
questions are misunderstood or consensus is inadequately built among the team.
Summary of Results
PCMH-A
This report summarizes PCMH-A scores for practices in the Cascade Pacific Action Alliance region that
completed the assessment prior to September 1, 2017. This report presents the scores of ten practices, each with
an initial administration of the assessment (see Figure 1).
Care Coordination (Median 9.7)
Throughout the region, Care Coordination is an area where the majority of primary care clinics scored the
highest. Primary care clinics in this and other regions cite the lack of resources such as staff, space and funding
as one of the challenges in meeting the growing needs of their patient population, especially as it relates to
behavioral health concerns. Multiple clinics report steps being taken to budget for increased behavioral health
concerns management, including care management and social service staff for the years of 2018, 2019 and
beyond. Providers in rural areas of the region more often report managing patients’ behavioral health concerns
and treatment plans as well ordering, monitoring, and tapering psychotropic medications.
Continuous Team-Based Healing Relationships (Median: 9.0)
A majority of primary care practices that report operating with limited resources and budgets have dedicated
themselves to providing the best care possible under these conditions. Practices routinely assess training needs,
ensuring that staff members are appropriately trained and cross-trained for their roles and responsibilities and
are working at the top of their license.
Empanelment (Median: 6.9)
This is the lowest rated change management process for practice transformation among all combined
organizations. A few practices have embraced and committed to this process, which some refer to as
“attribution”. The primary care practices encourage patients to be seen by their assigned provider and practice
team and make it a priority when scheduling appointments. Formal empanelment practice is limited, however.
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Clinics acknowledge this is a labor - intensive process with few available resources to support the work. All
are open to reviewing and adapting processes and workflows to improve in this area if it will result in better
patient care.
A few clinics maintain registries on individual patients and used for pre-visit planning and patient outreach.
This exists for only a limited number of diseases and risk states.
Engaged Leadership (Median: 8.0)
Many clinics acknowledge leadership as proactive and supportive of continuous learning throughout the
organizations. Staff at several sites noted resources are allocated and committed to quality improvement
processes, and value is placed on the ability of new and existing staff to improve care and create a patientcentered culture. Additionally, staff stated the organizations’ hiring and training processes reflect how potential
hires will affect the culture and participate in quality improvement activities.
Enhanced Access (Median: 10.5)
Enhanced Access is widely used with much success and patient satisfaction among the majority of clinics
surveyed in the Cascade Pacific Action Alliance region. Each clinic assessed stated their electronic record has a
functional patient portal. As with many on-line messaging systems, there is concern from staff about the low
volume of patients utilizing the feature. The goal for many is to have patients access their secure, designated
portal for reviewing lab results, renewing medications, and for non-emergent messages to the clinic or provider.
Patient cooperation and increased usage will allow clinical staff and providers to use patient care time more
efficiently. Appointment systems are generally flexible and can accommodate customized visit lengths, same
day appointments, scheduled follow-ups, and multiple provider visits. The majority of clinics have a designated
person for answering calls, scheduling appointments, and working through non-emergent messages and routing
them to appropriate clinical personnel.
Organizational Evidence-Based Care (Median: 9.0)
The majority of clinics have moved to a “huddle” model to plan patient visits. Two clinics have taken the
huddle model a step further and huddle twice a day to enhance communication between the provider and
clinical staff; these clinics report fewer issues being missed than in the past. Currently, behavioral health
outcomes, such as improvement in depression symptoms, are measured but not routinely. Primary care
providers expressed a desire for more inter-operability and sharing between behavioral health records used in
the market.
Patient-Centered Interactions (Median: 8.4)
All practices surveyed acknowledged that respect for patients and their families’ values and needs is key to
successful patient-centered interactions and, ultimately, improved patient services. Self-management support is
accomplished by referral to self-management classes or education of patients, families, and caregivers. Patient
comprehension of verbal and written materials is assessed and accomplished by ensuring that materials are
written at an appropriate reading level and in a language patients understand. Almost all clinics stated this is a
potential area of improvement.
The principles of patient-centered care are stated as a key organizational priority and included in training and
orientation at the majority of clinics surveyed. All organizations stated they are part of smaller communities
and passionate about serving the needs of their patients, who are their family, friends, and neighbors.
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Quality Improvement Strategy (7.8)
There are different levels of quality improvement strategies within the clinics assessed. All have developed a
dedicated team for improving the quality of life for their patients. In the majority of the clinics, there are quality
improvement leaders, and organizational leadership provides protected time for quality improvement activities.
However, many clinics attempt to balance clinical productivity and quality improvement efforts. For most of
the clinics, quality improvement is decided in response to specific problems rather than as part of a continuous
quality improvement work.
Performance measures are comprehensive among all clinics including clinical, operational, and patient
experience measures. Data is present and available for the practice as a whole but often not by individual
providers. The majority of clinics can report out on PHQ-9 measures by monthly volume only. Multiple clinics
in the region participated in Healthy Hearts Northwest and have implemented the research study’s measures,
successfully incorporating the required processes into their clinics’ daily processes.
MeHAF
This report summarizes MeHAF scores for practices in the Cascade Pacific region that completed the
assessment prior to November 1, 2017. Scores of four practices, each with an initial administration of the
assessment, are presented. (see Figures 2-5).
Laying the Foundation
The teams report that leadership is participating in higher level meetings about integration, but staff are
uncertain how future plans will affect their workloads and responsibilities. Teams are anxious to hear more
about upcoming changes, what the integration plans are, and how much additional training they will receive to
ensure quality patient care. Staff and leaders voice concern that it is still unknown how the changes in payment
to behavioral health agencies will affect agency revenues and ability to provide care to their patient population.
There seems to be moderate satisfaction with electronic records, but not all staff members have the ability to
access data necessary to perform the best patient care. Often, mental health and chemical dependency teams are
not able to access the same patient records under the same system due to walls and privacy concerns. An
example agency voiced that the chemical dependency team at the clinic has access to all mental health records,
but the mental health team does not have access to chemical dependency records.
Building Relationships
The majority of agencies report they are not as efficient as they would like to be in tracking vulnerable patient
groups that require additional monitoring and interventions. All stated a desire for their electronic record
systems to improve the ability for tracking these clients. When tracking vulnerable patient groups, the teams felt
that they are doing this well individually. There are no standard registries developed for high utilizers or other
groups of concern and no collaboration between agencies. Training concerns exist for these agencies to ensure
they are providing the best patient care.
Changing Care Delivery
Each organization reports there are some patient and family surveys that are currently utilized with reported
satisfaction. Although patient and family involvement in the care plan is standard practice, the team’s
expressed that they are not as successful in communicating with patients or families regarding integrated care.
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They all express this is an area where improvements will need to be made for successful integration between
primary care and behavioral health.
Reducing Barriers to Care
Accessibility and efficiency in warm hand offs to primary care providers were rated low for all sites. Social
support and linkages to community resources are part of the standard practice for all sites. Some report that
there is not a standard way to do follow up on missed appointments and recommended treatments.
Behavioral Health Integration
Overall the level of integration across the region is based on coordination between separate sites and separate
systems. Care plans for primary care and behavioral health are separate and mostly uncoordinated among
providers. Continuity of care between providers is sometimes facilitated with the use of a case manager, but this
is not systematic for all clients.
Primary care clinics voice concern in working directly with clients with severe and persistent mental illness,
especially if these clients have a high functional impairment. These are typically the most common patients who
are lost to care or unenrolled from primary care practice due to behavioral issues or chronic “no-shows” to
appointments. In contrast, behavioral health clinicians have difficulty at times communicating with primary care
providers on their clients’ behalf. Even in co-located sites, communication can be limited due to perception of
adherence to information sharing rules (e.g. 42 CFR Part 2 and HIPAA). Many clinics voice a lack of real-time
communication between primary care clinics and behavioral health agencies (including both mental health and
substance use disorder) to close referral gaps, and often it is the decompensation of a patient that results in
teams communicating about plans. Often, emergency room visits, hospitalizations, and discharge planning are
the only communication primary care and behavioral health providers have with shared patients. Without
ongoing communication, a fragmented treatment cycle continues. However, there is considerable strength in
engagement of the providers across the Cascade Pacific Action Alliance region and a desire to provide better
patient care among all clinics and organizations.
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Figure 1. PCMHA Summary

Figure 2. MeHAF Summary: Laying the Foundation

Figure 3. MeHAF Summary: Building Relationships

Figure 4. MeHAF Summary: Changing Care Delivery

Figure 5. MeHAF Summary: Reducing Barriers to Care

APPENDIX Y – RETHINK HEALTH MODELING

Key Insights from ReThink Health Intervention Modeling
INTERVENTIONS







Care Coordination, Navigation & Coaching: Fastest way to save money; however, increases need
for primary care (or EDs).
Pathways to Advantage (ACEs & Edu): Saves lives and money, i.e., positive impact on education
system, crime and justice system, and big impacts on productivity (not captured in model);
however, very expensive. Combine with major cost savings programs (care coordination &
healthier behaviors) to sustain needed investments.
Self-Care: Improving access to chronic disease self-management programs regionally has the
second biggest positive effect on health; however, combine with cost savings programs (care
coordination, navigation & coaching) to sustain investment.
Healthcare Access/Provider Capacity: Almost all strategies to improve population health have
the effect of decreasing the need for acute care (hospital and specialists care) and
correspondingly reduced revenue.

FUNDING/FINANCES







A viable business model requires investment and reinvestment in local communities.
There has to be a substantial investment pool available to kick-start the process.
Philanthropy alone does not support the magnitude of change needed nor sustain it.
Value-based payment (contingent global payment) is a big accelerator.
Sharing cost savings is essential to generate ‘lift’ (sufficient funding to affect needed system
change); people will only share savings, if they benefit directly (win-win).
Payer mix is important; all payers must participate for maximum impact.

IN SUM








It is not a question of either/or.
Start with care coordination across the community to kick-start the process b/c it is the fastest
way to save money; design and implement first.
Be sure to capture 50% of savings for local reinvestment.
Then develop pathways to advantage (Aces & Edu) because of large scale system impacts
Support healthcare providers that stand to lose revenue during transition.
Medicaid alone is not sufficient, regardless of capture and reinvestment; move to all payer
(whole life) capture and reinvestment to generate sufficient funding.
Winning formula: CGP + Sharing + All Payers

APPENDIX Z – MORTALITY RATE DISPARITY MAP

High Mortality Rates in the CPAA Region, 2006-2015
County

Average CPAA
Mortality
Rate: 759

Cowlitz

Grays Harbor

Lewis

Mason

Thurston

Wahkiakum*

Census tracts with high Rate of Death per 100,000
Data Source: Washington State Department of Health, Center for Health Statistics,
Death Certificate Data, Run Date 3/7/2017

Tract #
53015001100
53015001000
53015000502
53015000300
53015002100
53027001500
53027001000
53027001300
53041970700
53041970400
53041971900
53041970600
53045960700
53045940000
53045960800
53049950700
53049950600
53067011624
53067012412
53067012320
53067011500
53067012411
53067012720
53067012212
53067011410
53067012510
53067010510
53069950100

Place
Rate
Kelso
998.2
West Kelso
1107.8
Highlands
1150.2
Industrial Way
1448.1
Broadway/Downtown
1449.5
Hoquiam
959.2
Aberdeen
1065.2
E Hoquiam
1136.5
ss centralia
917.1
w centralia
947.5
morton
956.2
s centralia
1103.2
nw shelton
1017.8
skokomish
1094.8
ne shelton
1195.5
oceanside
909.5
long beach
1175.3
Pattison Lake
811.3
Yelm - Five Corners
817.1
Nisqually
832.3
Thompson Place
846.6
north yelm
862.1
rochester
912.1
Woodard Glen
912.8
SE Lacey - Ruddell rd
940.0
Bald Hill
1028.0
Capital Mall
1060.6
Wahkiakum County
715.2

*Disparities could not be analyzed with only one tract in the county,
included to ensure all CPAA counties receive attention

APPENDIX AA – OPIOID RESPONSE WORK
GROUP ROSTER

CPAA Opioid Response Work Group Roster
Members & Affiliations:
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
22.
23.
24.
25.
26.
27.
28.
29.
30.
31.
32.
33.
34.
35.
36.
37.
38.
39.
40.

Alicia Bissonnette – Molina Healthcare
Allan Fisher – United Healthcare
Benjamin Hughes – Valley View Health Center
Caitlin Safford – Amerigroup
Carole Halsan – Willapa Harbor Hospital
Kevin Caserta – Providence
Cathy Kaufmann – Health Management Associates
Charles Watras – SeaMar Community Health Center
Chris Hawkins – Thurston County Board of Health, Thurston Thrives
Chris Holmes – Wahkiakum County Health and Human Services
Christina Mitchell – CHOICE Regional Health Network
Christina Pegg – Housing Opportunities of Southwest Washington
Claudia D'Allegri – SeaMar Community Health Center
Dan Holmchuck – Grays Harbor County Public Health and Social Services, Harm Reduction Coalition
Danette York – Lewis County Public Health
Danielle Murphy – Behavioral Health Resources
Darrin Moody – City of Shelton Police Department
Dave Windom – Mason County Community Services
David Hanig – Health Management Associates
David McClay – Columbia Wellness
Christine DesRosier – Cowlitz County Health and Human Services
Diana Yu – Mason County Public Health
Douglas Spingelt – SeaMar Community Health Center
Dr. Ott – Squaxin Island Tribe
Eric Moll – Mason General Hospital
Frances Gough – Molina Healthcare
Gena James – Cowlitz County Health and Human Services
Heidi Zipperer – Valley View Health Center
Jane Geraci – Providence
Jason Bean-Mortinson – Thurston Mason Behavioral Health Organization
Jeanne Snow – Cowlitz County Health and Human Services
Jeff Egbert – Capella Health
Jefferson Doyle – Community Member, Outreach to Drug Users
Jennica Machado – Thurston Together
Jennifer Brackeen – CHOICE Regional Health Network
Jennifer Houk – Providence
Jennifer Magneson – Willapa Behavioral Health
Jim Coffee – Cowlitz Family Health Center
John Lanning – Providence
Jon Tunheim – Thurston County, Prosecuting Attorney’s Office
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41.
42.
43.
44.
45.
46.
47.
48.
49.
50.
51.
52.
53.
54.
55.
56.
57.
58.
59.
60.
61.
62.
63.
64.
65.
66.
67.
68.
69.
70.
71.
72.
73.
74.
75.
76.
77.
78.
79.
80.
81.
82.
83.
84.

Josh Martin – Summit Pacific Medical Center
Kari Lima – Providence
Karolyn Holden – Grays Harbor County Public Health and Social Services
Kat Latet – Community Health Plan of Washington
Kathy Frasier – Change Addiction Now
Katie Strozyk – Lewis County Public Health and Social Services
Kayla Down – Washington State Health Care Authority
Kelly Golob – Tumwater Chiropractic
Kevin Haughton, MD – Providence
Ki Shin, MD – University of Washington
Kris Peters – Squaxin Island Tribe
Kristy Dees – HeartStrides, Olympia
Laura Akhavan – Behavioral Health Resources
Laura Johnson – United Healthcare
Laura Spoor – CHOICE Regional Health Network
Laurie Tebo – Behavioral Health Resources
Leianne Everett – Morton General Hospital
Liz Arjun – Health Management Associates
Liz Davis – Northwest Venture Philanthropy
Lucinda Grande, MD – Washington Academy of Family Physicians, Thurston-Mason-Lewis Chapters
Malika Lamont – CHOICE Regional Health Network
Marc Bollinger – Great Rivers Behavioral Health Organization
Mary Goelz – Pacific County Public Health and Human Services
Meg Martin – The People’s House, Olympia
Megan Moore – CHOICE Regional Health Network
Michael O'Neill – CHOICE Regional Health Network
Michele Wilsie – Cascade Mental Health
Michelle Richburg – Community Parent
Mike Hickman – ESD 113
Mike McIntosh – Grays Harbor County Public Health and Human Services
Patrick L. Gemperline – SeaMar Community Health Center
Phyllis Cavens, MD – The Child and Adolescent Clinic, Longview
Ramona Leber – Cowlitz County Prevention Consultant
Randy Barker – Molina Healthcare
Red Hageman – Evergreen Treatment Services
Ricardo Jimenez – SeaMar Community Health Center
Robyn Smith – The Crisis Clinic
Rosanne McPhail – Pacific County Services
Sally Sundar – Seattle YMCA
Sara Multanen-Karr – Evergreen Treatment Services, Olympia
Schelli Slaughter – Thurston County Board of Health, Thurston Thrives
Scott McCarty – Evergreen Treatment Services
Shannon Linkous – CHOICE Regional Health Network
Siobhan Brown – Community Health Plan of Washington
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85.
86.
87.
88.
89.
90.
91.

Steve Clark – Valley View Health Center
Sue Cameron – Wahkiakum County Health and Human Services
Tammy Moore – Summit Pacific Medical Center
Taryn Frazier – Molina Healthcare
Terri Gushee – Mason General Hospital
Tim Candela – Washington State Department of Health
TJ Larocque – Providence
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APPENDIX BB – MCO REPRESENTATIVE AND
ORGANIZATIONS

MCO Representative and Organizations
MCO

BHO

X
X
X
X
X
X
X

Alicia Bissonette
Caitlin Safford
Christina Garcia
Kat Latet
Kayla Down
Kolbi Peach
Kelly Anderson
X

Marc Bollinger

X

Mark Freedman

X
X
X
X

Randy Barker
Stephanie Shushan
Lesli Scharbrough
Siobhan Brown
X

X
X
X
X
X
X
X
X
X
X
X
X

Todd Broderius
Allan Fisher
Amina Suchoski
Andrea Tull
Cindy Spain
Cyndi Stilson
Daniel Kent
Elise Reich
Erin Hafer
Kathie Olson
Lani Spencer
Laurel Lee
Leona Parker

X
X
X
X
X

Name

Luke Unis
Marlo Moss
Melanie Abella
Paula Keogh
Penny Edlund

Organization
Molina Healthcare of WA
Amerigroup
Molina Healthcare of WA
Community Health Plan of WA
Coordinated Care
Coordinated Care
Molina Healthcare of WA
Great Rivers Behavioral Health
Organization
Thurston-Mason Behavioral Health
Organization
Molina Healthcare of WA
Community Health Plan of WA
Molina Healthcare of WA
Community Health Plan of WA
Great Rivers Behavioral Health
Organization
United Healthcare
United Healthcare
Coordinated Care
United Healthcare
Community Health Plan of WA
United Healthcare
Molina Healthcare of WA
Community Health Plan of WA
Molina Healthcare of WA
Amerigroup
Molina Healthcare of WA
Coordinated Care
Thurston-Mason Behavioral Health
Organization
United Healthcare
Coordinated Care
Molina Healthcare of WA
Coordinated Care

Board

Council

Support
Team

X

X

X
X

Care
Coordination
and Health
Integration
X
X

X
X

X
X

X
X

Bi-Directional
Care
Integration

Transitional
Care

Opioid
Response

X
X

X
X

X
X

X

X
X

X

X

X

X

X

X

X

X

X

X

X

X
X
X
X

X
X
X

X
X

X
X
X

X
X

X

Reproductive
and Maternal
Child Health
X
X
X
X
X
X

Chronic Disease
X
X

X

X
X
X

X
X
X

X

X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X

X

X

X
X
X
X

Torri Canda
Verni Jogratnum
Yusuf Rashid
Frances Gough

X
X
X
X
X

Amerigroup
United Healthcare
Community Health Plan of WA
Molina Healthcare of WA
Thurston-Mason Behavioral Health
Jason Bean-Mortinson
Organization
Laura Johnson
United Healthcare
Taryn Frazier
Molina Healthcare of WA
David Escame
Amerigroup
Pamela Storkel
Molina Healthcare of WA
Irene Zeilman
Molina Healthcare of WA

X
X
X

X
X

X
X
X

X

X
X

X
X

APPENDIX CC – HEALTH EQUITY TRAINING SLIDES

Working on Health Equity
CPAA Shared Learning Session
9/14/17

Definitions
Health equity means that everyone has a fair and just opportunity to
be as healthy as possible. This requires removing obstacles to health
such as poverty, discrimination, and their consequences, including
powerlessness and lack of access to good jobs with fair pay, quality
education and housing, safe environments, and health care.
For the purposes of measurement, health equity means reducing and
ultimately eliminating disparities in health and its determinants that
adversely affect excluded or marginalized groups.
What is Health Equity? And What Difference Does a Definition Make, RWJF Report

What undermines equity
• Implicit bias
• -isms
• Structural inequity

Your zip code is a bigger determinant of health than your
genetic code

How do you work on equity?
• Understand disparities and their causes
• Analyze gaps and resources in context
• Develop a habit of thinking and decision making
• Focus your impact
• Measure results

Measuring equity
Variables of disparity

Measurement examples

• Demographic
• Geographic
• Disease burden
• Socio-economic
• Environment
• Mortality

• “Fairness Across Places?” – TacomaPierce County Health Department
• “Healthy Communities by Design” –
Cowlitz Wahkiakum Council of
Governments & CCHHS
• Washington Tracking Network –
Department of Health

Measuring equity
Variables of disparity

• Demographic
• Geographic
• Disease burden
• Socio-economic
• Environment
• Mortality

Going deeper with equity analysis
What to analyze

Tools

• Resource allocation
• Policy
• Other decision points

• Training to raise awareness
• Equity lens
• Priority population approach
• What’s currently being done?
• What more could be done?

• Community Engagement

Habits of thought
• Seek to understand
• Use tools to overcome blind spots
• Seek to include diverse perspectives before moving forward, especially:
• Those who will be directly impacted
• Marginalized groups

Getting to impact
What gets measured gets done!
Process Measures

Outcome Measures

• # of people trained
• Frequency of Equity Lens use in
decision making
• Amount of resources directed to
priority populations
• Level and frequency of community
engagement

• Reduction of disparities
•
•
•
•

Health outcomes
Risk factors
Social and economic factors
Environmental factors

APPENDIX DD – REGIONAL CARE TRANSITIONS PLAN

CONSISTENT PRACTICES FOR CARE TRANSITIONS
CHOICE REGIONAL HEALTH NETWORK

Regional Care Transition (RCT) Implementation Plan
December 20, 2013

1. Implementation Plan
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Page 18

3. Appendix 2: Metrics and Measurement – Assessment and Plan
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CONSISTENT PRACTICES FOR CARE TRANSITIONS
CHOICE REGIONAL HEALTH NETWORK
Regional Care Transition (RCT) Implementation Plan – December 20, 2013
This plan is a living document and ongoing refinement of actions, commitments and metrics is expected.
Actions that We Seek to Implement
And Key Implementers

Impact,
Timing,
Commitment

Milestones and Responsibilities

Outcome Metrics
(See Appendix 2)

Objective A: Systematic risk screening to allow focus on transition improvement for patients at the highest risk of
readmission.
A.1.

1.a

1

Readmission risk screening: Implement some
form of systematic risk screening in each hospital
and focus greater discharge planning effort on
those at high risk of readmission. All subsequent
actions are focused on high-risk inpatients.
Desired Action: Implement a risk screening
method in each hospital. Methods need not be
uniform in the region, but should be simple,
usable and leave room for professional
judgment.
Key Implementers
 Hospitals (most already carry out some risk
screening, whether comprehensive or not)

System Impact

Key Sectors Involved
 Hospitals
 MCOs and Health Home lead entities (to
share their results)

High, unless hospital
very small/processes
same regardless of
risk level.
Time Zones
2014
2015

Milestones and Dates
 Many hospitals already have implemented;
at least 6 by end of 2014
2015  Expand comprehensiveness of screening

Commitment
 Generally high

Responsibilities to Implement
 Implement individually selected methods of
readmission risk screening

System Metrics
 See Action-Level Metrics
below

Action-Level Metrics
 At least 6 hospitals
screen for risk by Q4 of
2014 (Metric Priority: PR
A1)
 % of inpatients for whom
risk was formally assessed
(PR A).

Metrics are prioritized with those marked PR A (bolded) being the most important and feasible to implement soon, based on assessment in Appendix 2.
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Regional Care Transition (RCT) Implementation Plan – December 20, 2013
This plan is a living document and ongoing refinement of actions, commitments and metrics is expected.
Actions that We Seek to Implement
And Key Implementers
1.b

Desired Action: Quantify and flag high-risk
subgroups needed (as denominators) for metrics
focused on likely impact of selected actions. (See
Appendix 2, Metrics and Measurement, pages 1
and 2, for discussion of “high-risk groups” as a
measurement issue.)
Key Implementers
 All participants
 All participants
 Pilot implementers: to be determined

1.c

Desired Action: Apply risk assessment results to
prioritize hospital-based discharge planning and
case management, PCP follow-up appointments
and as possible other care coordination outside
hospital.
Key Implementers
 Hospitals
 PCPs
 Community agencies

1.d

Desired Action: Share risk assessment results
among entities that manage care, to facilitate
their own prioritized actions such as access to
prompt appointments or community services.

Impact, Timing,
Commitment

Time Zones
2014
(Q1,2)

2014
2014
Commitment
 Mixed; significant
burden (especially
for hospitals)

Milestones and
Responsibilities
Milestones and Dates
 Continue feedback and finalization process
on metrics and measurement approaches
 Implement/collect needed subgroup counts
 Develop means to flag high-risk and
subgroups for tracking and measurement
Responsibilities to Implement
 Provide input to metrics/measures
 Implement and counts and tracking

Time Zones
Milestones and Dates
2014 2015 2016  By 6/30/14, 75% of region’s hospitals (6 of
8) apply risk assessment results to prioritize
at least one discharge/transition action
 See Obj.B.4 regarding prioritized PCP visits
Commitment
Responsibilities to Implement
 Generally high
 Hospitals prioritize internal efforts
 Medium to high
 PCPs prioritize immediate appointments
 Medium
 Community care coordinators prioritize
high-risk clients identified and referred by
hospitals and Health Home Services leads
Time Zones
2014

2014

2015

2014

2015

Outcome Metrics
(See Appendix 2)
Action-Level Metrics
 Hospitals can identify and
count how many patients
are high-risk by their own
screening methods by
2014 Q 4 (PR A)
 Subgroups needed to
compute priority A
metrics in final Plan can
be identified, counted
and tracked (PR A)

Action-Level Metrics
 % of hospitals in region
that apply risk assessment
results to prioritize at
least one discharge/
transition action (PR A)
 % of inpatients (by
hospital and region-wide)
affected by at least one inhospital action that is
contingent on assessed
risk. (Target: TBD 2014 Q4)
(PR A or B)
Milestones and Dates
Action-Level Metrics
 Pilot voluntary sharing of assessed high-risk By 2014 Q 4:
status with PCPs by hospitals, MCOs and
 At least one hospital and
Health Home leads/CCOs
one MCO share high-risk
patients’ assessed status
 Determine/address any risk (proprietary,
with PCPs (PR A)
liability, etc.) of sharing risk assessments.
 Assess value of shared information to PCPs  Optum or other Health
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Regional Care Transition (RCT) Implementation Plan – December 20, 2013
This plan is a living document and ongoing refinement of actions, commitments and metrics is expected.
Actions that We Seek to Implement
And Key Implementers
Key Implementers
 Hospitals, starting with those that already
contact PCPs to schedule appointments
(tentatively including Mason General, Morton
General and Providence St. Peter)
 MCOs2 (tentatively including CHP and
Coordinated Care)
 Medicaid Health Home Services leads/others
with access to PRISM predictive risk levels

Impact, Timing,
Commitment

Milestones and
Responsibilities

Outcome Metrics
(See Appendix 2)

Commitment
 Low – medium

Responsibilities to Implement
 Inform PCPs on what patients are high-risk

Home lead entity share
PRISM-based high-risk
status with at least two
interested PC practices
(PR A)

 Mixed

 MCOs: Share what enrollees are high-risk
(per MCO methods) with hospitals, PCPs
 Share Health Home eligibility (per PRISM)

 Medium

Objective B: Improve communication between care providers to improve care transitions, with attention to patient perspectives.
B.1

1.a

2
3

Determine, document and share key contacts:
PCPs, hospitals, MCOs and others attempt to
determine, document and appropriately share
who each patient’s key contacts are for follow-up
and care. “Key contacts” include Health Care
Representatives, family, paid caregivers, PCP,
other medical or behavioral health practitioners,
Home Health Agency, and other care
coordinators.3
Desired Action: Long-term, community providers
and care coordinators educate and activate
patients to know and list their key contacts;
share the information with PCP; and bring the
information with them if they must go to the
hospital. Methods of listing and sharing should
emphasize simple and low-tech at first, but could
include Personal Health Records and electronic
media long-term.

System Impact
High: Key to allowing
coordination to occur

Time Zones
2014

2014

2014

2015

Key Sectors Involved





System Metrics

Hospitals
Patients and family
PCPs
Community care coordination agencies

Milestones and Dates
Action-Level Metrics
 Agree on checklist of desired “key
 # of key community care
contacts” to seek and effective wording for
coordination agencies
questions
that coach clients on a
method to record and
 Share effective tools for recording, and
share key contacts. Target
agree on one simple low-tech method that
for 2014 Q4: 10; baseline
is acceptable for optional use
not known. (PR A)
 Each participating agency adopt some
approach that is effective with their clients  # of high-risk patients who

Here and in other actions for MCOs, the RCT project seeks to build on agreements and commitments reached in the WA Department of Health convened MCO work group.
The term “patient’s key contacts” is used throughout this Implementation Plan with this meaning. “Care coordinators” is used to include case managers.
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Regional Care Transition (RCT) Implementation Plan – December 20, 2013
This plan is a living document and ongoing refinement of actions, commitments and metrics is expected.
Actions that We Seek to Implement
And Key Implementers

Impact, Timing,
Commitment

2016  Used the same teaching opportunities to
educate patients to bring discharge
directions to PCPs (see Obj B.5.b).
2015 2016  Consider coaching on using patient portals
Commitment
Responsibilities to Implement
 High
 CHOICE facilitate agreement on key
contact checklist and one acceptable
 Medium to high
means to share
(workload and
resources vary)
 Participating community agencies each
implement a method to educate clients
2014

1.b

Key Implementers
 CHOICE
 Mental health agencies; Area Agencies on
Aging; Home Health Agencies; interested PC
clinics tentatively including Sea Mar and Valley
View; home caregivers; other care
coordinators/case managers; and Grays Harbor
EMS
Desired Action: Hospitals and PCPs ask and
record key contacts. Ask the patient and
accompanying relatives to identify key contacts.
Use a script or prompts so that the broad range
of key contacts desired is clear. When a hospital
or PCP has access to existing plans of care, this
may also be a source of key contact information.

Key Implementers

Milestones and
Responsibilities

2015

Time Zones
2014

Milestones and Dates
 Interested hospitals review and if
indicated strengthen efforts to obtain key
contacts and record/retain them in
hospital records.
2015
 Hospitals track utility of information.
2014 2015 2016  Share best practices to elicit information, ,
and value, via quarterly updates (see E.2)
 Interested PCP practices strengthen efforts
2014 2015 2016
to obtain and record key contacts, and
assess value of the information.
2015 2016  Expand use of successful methods
Commitment
Responsibilities to Implement

 Interested hospitals (tentatively Including
 Medium
Capital Medical Center, Mason General, Morton
General, Providence Centralia, Summit Pacific)
 Long-term. other hospitals based on value,
 Unknown
resources and priority
 Interested primary care practices/clinics
 Low to medium
(tentatively including Sea Mar, Valley View, and

 See Milestones bullets
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Outcome Metrics
(See Appendix 2)
share a list of PCP and
other key contacts on
hospital admission (PR B)
 Long term, increase in %
who share key contacts
with PCP (PR C)

Action-Level Metrics
 # of high-risk inpatients for
which a PCP is identified
during admission process
with enough certainty for
hospital to use (PR B).
 # of high risk patients for
whom one or more active
“outside” care coordinator
is identified before
discharge (PR B or C).
 # of high risk patients for
whom one or more active
“outside” care coordinator
is identified in PCP records
(PR B or C).

Regional Care Transition (RCT) Implementation Plan – December 20, 2013
This plan is a living document and ongoing refinement of actions, commitments and metrics is expected.
Actions that We Seek to Implement
And Key Implementers

1.c

longer term, some independent PCPs
Desired Action: MCOs4 share information they
have on PCP and care coordinators with hospital
during hospitalization (as part of concurrent
review), and share information on care
coordinators with PCPs

Key Implementers
 Willing MCOs, tentatively including CHPW and
Coordinated Care
 Hospitals (tentatively including Mason General)
 PCPs

4

Impact, Timing,
Commitment

Milestones and
Responsibilities

Outcome Metrics
(See Appendix 2)

Time Zones
2014 2015
(Q3,
Q4)

Milestones and Dates
 Willing Medicaid MCOs note PCP of
 During 2014, pilot
record, and whether billings show an
completed of reconciling
ongoing PCP relationship, in fax or
PCP information between
electronic information sent to hospitals
at least one MCO and one
during Concurrent Review.
hospital during Concurrent
2014 2015
Review, including counting
 Willing MCOs also note (in Concurrent
# of otherwise unknown
Review) if patient is Health Home Services
PCPs/key contacts
eligible, and identities of other known care
determined (PR A).
coordinators.
2014 2015
 Willing hospitals attempt to reconcile their
information on PCP with that of MCO
2015 2016  MCOs improve ability to pool relevant
information from multiple systems during
time constraints of Concurrent Review.
2015 2016  Increase number of hospitals/MCOs
participating, including Medicare
Advantage plans, if effectiveness and value
are demonstrated.
Commitment
Responsibilities to Implement
 Mixed
 MCOs: Share PCP and other key contacts
 Hospitals: Attempt to reconcile PCP per
MCO with other sources; get information
 Mixed
received to discharge staff for their use
 Mixed/Unknown
 PCPs enter key contacts in patient record;
and use information received to
coordinate with external case managers

Here and in other actions for MCOs, the RCT project seeks to build on agreements and commitments reached in the WA Department of Health convened MCO work group.
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Regional Care Transition (RCT) Implementation Plan – December 20, 2013
This plan is a living document and ongoing refinement of actions, commitments and metrics is expected.
Actions that We Seek to Implement
And Key Implementers
1.d

1.e

B.2

Impact, Timing,
Commitment

Milestones and
Responsibilities

Hospitals share patient’s “key contacts”
determined during hospitalization with PCPs.

Not prioritized short-term.
 One means of passing on contacts discussed in the project was to identify contacts in clinical
records that will be shared with the PCP post-discharge.
Consider additional means of incorporating key
Not prioritized short-term.
contact information into electronic systems such  The “pointer system” idea was explored during the project, including a legal advice memo on issues
as EMRs, the Emergency Department Information
of unconsented confidential sharing of what care coordinators work with named patients. The
Exchange (EDIE), or a special regional “pointer” or
general consensus was that it is preferable to implement such an approach on a consented basis.
“look-up” system.
Short-term focus shifted to B.5.d below, improving community agencies’ forms and practices for
obtaining advance patient consent for information sharing.
Notify a high-risk patient’s PCP and other key
System Impact
Key Sectors Involved
System Metrics
contacts of hospitalization as soon as possible
Very high, per PCPs
 Hospitals
 % of high-risk inpatients
after admission.
and care
whose PCP is known and is
 Other entities that know of admission and
coordinators.

2.a

Outcome Metrics
(See Appendix 2)

notified before discharge
have capacity and legal basis to inform PCP
by any means. (PR B or C)
(including MCOs, Health Home networks
and in some cases, community case
 Increased notification of
coordinators)
other key contacts
 Develop baseline data for
above metrics by 2014 Q4
Desired Action: Hospitals notify the patient’s PCP
Time Zones
Milestones and Dates
Action-Level Metrics
(if known), that the patient is hospitalized.
2014 2015
 Notify when PCP is on hospital EMR
 All hospitals in region
Methods should be as automatic as possible,
2014
participate in the shared
 Shared learning focused on methods each
streamlining the steps to notification such as to
(Q3)
learning event (2014 Q3)
hospital uses to notify PCPs/share clinical
avoiding the need for physician orders wherever
(PR A)
information from inpatient treatment
possible.
2015 2016  Develop other means of automated or
 For each hospital, % of
PCPs with at least 5
manual notification to supplement EMR
patients discharged per
(may be as simple as paper copy in
year for whom EMR
physician box at hospitals where
access is in place and used
“rounding” occurs)
(PR A)
Key Implementers
Commitment
Responsibilities to Implement
 Hospitals
 Medium – High
 Hospitals provide notification
when PCP is on
 PCPs
 PCPs comply with reasonable
EMR; lower if not
requirements for EMR access
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Regional Care Transition (RCT) Implementation Plan – December 20, 2013
This plan is a living document and ongoing refinement of actions, commitments and metrics is expected.
Actions that We Seek to Implement
And Key Implementers
2.b

Impact, Timing,
Commitment

Desired Action: Build on automated admission
notification function that is being developed
within the Emergency Department Information
Exchange (EDIE) system, for use in at least the
Medicaid “Health Home Services” networks (care
coordination for very high-risk Medicaid and
“Duals”). Note: Whatever the success of focusing
on the specific very high-risk patients eligible for
Health Home Services, using Health Home as a
learning pilot can develop and test broader
solutions.

Time Zones
2014
2014
(Q1)

Milestones and Dates
 Assess feasibility, cost, impact, timing
 Shared learning on Health Home
implementation approaches (Optum,
MCOs) and potential for broader autonotification of PCPs and community care
coordinators
2014 2015 2016  Implement auto-notification for Health
Home network (CCOs)
2015 2016  Implement more broadly if feasible (other
high-risk patients, notification to PCPs)
2015
 Seek funding if a priority and cost is issue
Commitment
Responsibilities to Implement

Key Implementers

2.c

Milestones and
Responsibilities

 Collaborative Medical Technologies (CMT: EDIE
vendor) and Optum (United Behavioral Health)
 Hospitals

 High (contract)



 Unknown



 Optum
 Health Home care coordination network
entities
 Medicaid MCOs that are Health Home leads
 Interested clinical practices (longer term)








Desired Action: Hospitals expand notification of
admission to other known key contacts critical to
after-care (such as Home Health, case managers).
Consider priority for
 Health Home Services clients (see 2.c)
 Mentally ill patients.
 Patients with no established primary care
relationship, when care coordinators may be
able to support their clients’ follow-through.
See B.5.d for actions to facilitate advance patient

High
Unknown
Likely high
Unknown




Time Zones
2014



2014



Outcome Metrics
(See Appendix 2)

Action-Level Metrics
 EDIE-based (or other)
auto-notification to
Health Home network is
operational (PR A)
 % of high-risk inpatients
who are Health Home
eligible and thus could
benefit (see A.1.b) (PR A).
 Number of patients
discharged whose PCPs
report they were first
notified of hospitalization
via Health Home network
CMT/Optum roll out new EDIE
(PR B or C).
functionality
 Means for EDIE-based (or
Hospitals assess and if feasible implement
other) auto-notification to
changes in required hospital data feeds
PCPs developed and tested
Optum receive notifications and share
(PR B or C).
with contracted care coordination
 % of PCPs with at least 5
organizations
discharges/year in region
Other MCOs implement their approaches
who have access to EDIE
PCPs assess feasibility, effort, value
(or other means) (PR B)
Milestones and Dates
Action-Level Metrics
Identify hospitals/areas where this can
 Increased notification of
move forward short-term. In general,
high-risk patients’
hospitals lack capacity to notify a long list
hospitalization (by any
of contacts.
means) to mental health
agencies, AAAs and other
Shared learning event 2014 Q2 (see E.2) on
key community agencies
ways community agencies can facilitate
(PR C)
successful discharge, to increase
awareness of the value of select
notifications.

9

Regional Care Transition (RCT) Implementation Plan – December 20, 2013
This plan is a living document and ongoing refinement of actions, commitments and metrics is expected.
Actions that We Seek to Implement
And Key Implementers
consent for certain notifications and disclosures.

Impact, Timing,
Commitment

2.d

2.e

B.3

Desired Action: MCOs initiate, when feasible,
other means of automated notification to the
PCP of record that their patient is hospitalized,
using electronic message or fax capabilities that
are already in place for other purposes.
Key Implementers
 MCOs (tentatively including Coordinated Care
and Molina)
 PCPs, possibly physician networks
Sharing of news of a mutual client’s/patient’s
hospitalization among community agencies.

Hospitals increase the thoroughness of discharge
plans for high-risk patients.

Outcome Metrics
(See Appendix 2)

 Expanded notification of other key
contacts based on value to discharge
process
Commitment
Responsibilities to Implement
 Medium
 Interested hospitals expand notification of
key contacts deemed helpful for successful
discharge and re-admission reduction
Time Zones
Milestones and Dates
Action-Level Metrics
2014
 MCOs assess potential and feasibility
 By end of 2015, at least
2014
one MCO pilots directly
 PCPs assess feasibility, effort, value
2014 2015
notifying PCPs of high-risk
 Implement in pilot locations
2015 2016  Expand implementation
patients’ admission (PR B)
Commitment
Responsibilities to Implement
 Unknown
 See Milestones above
 Unknown
2014

Key Implementers
 Hospitals (tentatively may include Morton
General. Providence Centralia, Summit Pacific)

Milestones and
Responsibilities

2015

2016

Not prioritized short-term.
 Phone tree approaches are a possibility, especially if procedures for advance consent to
information (B.5.d) are in place.
 Sharing of notifications likely will occur by phone within Health Home networks (see B.2.b), in
addition to auto-notification as planned.
Not prioritized short-term, apart from related actions considered under other objectives such as:
 Document “key contacts” in records that will go to PCPs (for their use in care coordination).
 Shared learning among hospitals and community agencies addressing what outside case
managers/care coordinators do and potential value of including them in discharge planning (e.g.,
can authorize services, can assist or coach patients to make and keep follow-up appointments).
Other potential actions (not prioritized):
 Agree on necessary minimum elements for discharge plans for high-risk patients, building on
existing standards and procedures. (JCAHO requirements are quite high-level but several of the
CMS/Joint Commission quality measures for hospitals address discharge directions and teaching.)
 Carry out in-hospital medication reconciliation prior to discharge, based on available information
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Regional Care Transition (RCT) Implementation Plan – December 20, 2013
This plan is a living document and ongoing refinement of actions, commitments and metrics is expected.
Actions that We Seek to Implement
And Key Implementers

Impact, Timing,
Commitment

Milestones and
Responsibilities

Outcome Metrics
(See Appendix 2)

Long-term metrics: See CMS/Joint Commission quality measures.

B.4

4.a

4.b

Carry out a “warm hand-over” (starting as soon
as possible after admission) from hospital to PCP,
or if there is none, to a medical provider willing
to assume care.

System Impact

Key Sectors Involved

 Hospitals
 PCPs, physician networks, WHIN
collaborative (see D)
 Community care coordinators (sometimes)
Desired Action: Make arrangements for a timely
Time Zones
Milestones and Dates
PCP appointment: within 7 days of discharge, or
2014 2015
 Continue or institute phone calls to make
sooner if high risk of readmission.
PCP appointments for high-risk patients.
Key Implementers
Commitment
Responsibilities to Implement
 Hospitals
 High at most
 Phone calls to make follow-up appointhospitals
ments with PCPs (at many/most hospitals)
 Community agencies, hospitals, PCPs, others
 High
 Shared learning event during 2014 Q2 will
address how community care coordinators
can help patients follow through with PCPs
 PCPs and medical practices (tentatively
 Mixed
 PCPs prioritize appointments for current
including Sea Mar, Valley View, clinics
patients with high risk of readmission
participating in WHIN (see Objective D) and
 Call to remind discharged patients of
some PSW affiliated PCPs)
appointment (priority on high-risk)
 Physician networks (tentatively including PSW)  Med to high
 Educate PC clinics on importance of timely
and WHIN.
appointments requested by hospitals
Desired Action: If hospital staff cannot determine
Time Zones
Milestones and Dates
a PCP for a high-risk patient, refer the patient to
2014 2015
 Expedite contact with the clinic being
a source of primary care
asked to assume care, using methods
agreed with that clinic
2014 2015 2015  Consider prioritizing contact with outside
case managers who know patient well and
might be able to support a warm handover
High
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System Metrics
 TBD

Action-Level Metrics
 Increase # of hospitals
that call PCPs for
appointments and/or
enlist help of community
care coordinators on
making and keeping
appointments (PR A).
 % of high-risk patients
with established PCPs who
go to an appointment in 7
days.

Action-Level Metrics
% of high-risk inpatients:
without a known PCP:
 For whom contact is made
with a safety net clinic
within 2 days of admission
regarding likely hand-over
for post-discharge care (PR
B or C).

Regional Care Transition (RCT) Implementation Plan – December 20, 2013
This plan is a living document and ongoing refinement of actions, commitments and metrics is expected.
Actions that We Seek to Implement
And Key Implementers

B.5

5.a

Impact, Timing,
Commitment

Key Implementers
 Hospitals
 Traditional safety net clinics

Commitment
 Medium to high
 High

 Other care coordinators/ case managers

 Unknown

Hospitals share clinical information/discharge
plan with patient’s PCP and, when prioritized or
properly requested, with other key contacts. (The
standard is increasingly that information is
received by PCPs within 24 hours of discharge or
certainly before a visit that occurs within 7 days.
Initial RCT target for information transfer is lower
as a transition.)
Desired Action: Make hospital record, discharge
summary and notes available to PCP via existing
or planned EMR.
Key Implementers
 Hospitals

System Impact
High

Time Zones
2014 2015
Commitment
High (EMRs)
Mixed (policies)
Mixed
Med – High?

 PCPs, other providers
 All






 PCPs and hospitals

 Low - Medium

Milestones and
Responsibilities

Outcome Metrics
(See Appendix 2)

Responsibilities to Implement
 Refer early with “warm hand-over”
 Use timed gained by early referral to
prepare for the patient
 Support patient’s engagement with new
PCP. (May include follow-up calls by some
hospital case managers, to verify the
patient followed up on appointment.)
Key Sectors Involved

 For whom hospital staff
identify and contact a
behavioral health provider
or case manager with
existing relationship prior
to discharge for help with
post-discharge care (PR B
or C).

 Hospitals
 PCPs
 Community agencies

System Metrics

 Among high-risk inpatients
with known PCP, % whose
PCP receives basic clinical
information on the hospitalization (1) within 2 days
and (2) within 7 days (dual
measure) by any method
(PR B).
Milestones and Dates
Action-Level Metrics
 TBD
 For each hospital, % of
PCPs with at least 5
Responsibilities to Implement
patients discharged per
year for which EMR
 Develop and refine EMR capabilities
access is in place and
 Broaden EMR access (hospital policies, PCP
used (PR A).
willingness to seek access)
 Support Health Information Exchange
solutions to broader/easier info transfer
 Long-term, seek agreement on what PCPs
really need and try to standardize brief
discharge reports from EMRs in region.
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Regional Care Transition (RCT) Implementation Plan – December 20, 2013
This plan is a living document and ongoing refinement of actions, commitments and metrics is expected.
Actions that We Seek to Implement
And Key Implementers
5.b

5.c

Desired Action: Seek additional ways to get key
information to PCPs without EMR access.
Key Implementers
 Hospitals, PCPs, community care coordination
organizations

Time Zones
ST
M
LT
Commitment
 Mixed

 Hospitals

 Low to Medium

Desired Action: Hospitals clarify methods that
PCPs and care coordinators can use to obtain
currently or recently hospitalized
patients/clients.
Key Implementers
 Hospitals

 Community care coordination organizations

5.d

Impact, Timing,
Commitment

Desired Action: Community providers, care
coordinators and hospitals develop information
release forms and practices that facilitate twoway sharing of information among hospitals,
PCPs and other care coordinators.

Time Zones
2014
(Q3)
Commitment
 Medium - High
 Mixed
 Unknown
 High
Time Zones
2014
Q1-2
2014
Q3-4

Milestones and
Responsibilities

Outcome Metrics
(See Appendix 2)

Milestones and Dates
Action-Level Metrics
 TBD
 % of high-risk patients
Responsibilities to Implement
with a post-discharge PCP
visit who bring discharge
 Educate patients to bring printed
directions. Start with
discharge directions with them to PCP
baseline data for Q4 2014.
appointment and show it to relevant care
(PR B)
coordinators. Hospitals consider colorcoding the sheet.
 Seek additional technical or manual means
to share clinical information or patient
discharge instructions with PCPs where
hospital procedures and resources permit.
Milestones and Dates
Action-Level Metrics
 Shared learning (see Metric to right)
 All hospitals in region
participate in shared
learning processes (2014
Responsibilities to Implement
Q 3) addressing methods
for notification of
 Clarify responsibilities and procedures
hospitalization and
 Develop new methods for quick
sharing clinical
authorization and release, where feasible
information (PR A).
 Participate in shared learning session
 Follow hospital’s preferred methods
 When in doubt, call existing contacts such
as discharge coordinators (as now)
Milestones and Dates
Action-Level Metrics
 Starting in Thurston County, community
 By end of 2014, improved
agencies develop forms and practices with
forms/practices develtechnical feedback from hospitals
oped that hospitals
consider adequate to
 Each hospital indicate whether resulting
authorize patient-specific
methods will be accepted as advance
information release (PR A)
authorization of patient-specific releases
Shared learning presenting results
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Regional Care Transition (RCT) Implementation Plan – December 20, 2013
This plan is a living document and ongoing refinement of actions, commitments and metrics is expected.
Actions that We Seek to Implement
And Key Implementers

Impact, Timing,
Commitment

2015

Key Implementers
 Community agencies (MH, AAAs, etc.)
tentatively including BHR, Lewis-MasonThurston AAA, Willapa Behavioral Health
 Hospitals (tentatively including PSPH)

Commitment
 High
 Medium - High

Milestones and
Responsibilities

Outcome Metrics
(See Appendix 2)

 Explore whether legal models exist for
release of patient census to certain
agencies with many high-risk care
coordination clients
Responsibilities to Implement
 Work jointly to develop forms/procedures
 Provide feedback and consultation

Objective C: Implement post-discharge transition coaching for those at high risk of hospital readmission.
C.

Develop the capability and information to refer
consenting high-risk patients to qualified postdischarge coaching, consistent with guidelines
developed in the project.

Not prioritized short-term. Actions that should be considered after fund flows for coaching have
stabilized include:
 Develop and update a regional inventory with information on qualified coaching resources
(including their capabilities, referral guidelines and procedures). This can build on the list of key
requirements for coaching that was developed in July 2013. Include medical clinics that develop
team capacity for effective coaching (as incorporated in WHIN training).
 Make information on qualified coaching resources available to hospital staff.
 When appropriate, hospitals refer consenting high risk patients for post-discharge coaching,
taking into account referral guidelines developed in July 2013 that favor qualified agencies having
existing relationships with patients.
Short-term metric to help shape future priorities:
 Baseline # of high-risk patients at each hospital discharged (1) to Skilled Nursing Facilities, (2)
home with certified Home Health Agencies, and (3) home with AAA services (PR A).
Potential future metric: # of high-risk patients receiving skilled evidence-based coaching (no PR).
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Regional Care Transition (RCT) Implementation Plan – December 20, 2013
This plan is a living document and ongoing refinement of actions, commitments and metrics is expected.
Actions that We Seek to Implement
And Key Implementers

Impact, Timing,
Commitment

Milestones and
Responsibilities

Outcome Metrics
(See Appendix 2)

Objective D: Support primary care practices achieving high function in areas characteristic of mature Patient Centered Medical
Homes (PCMHs) that help in achieving key aspects of transition care coordination in a timely and effective way.
D.

5

Support primary care practices achieving high
function in areas characteristic of mature Patient
Centered Metical Homes (PCMHs).

Not prioritized short-term, except for the following:
 Build on the WA Department of Health’s Washington Healthcare Improvement Network (WHIN)
by participating in that learning collaborative and sharing its methods through the Regional Care
Transition project in ways that do not duplicate WHIN participation or effort.
Actions that should be considered longer term include:
 Strengthen care coordination in ambulatory care practices, including awareness of community
resources and partnership with community case managers who work with the clinic’s patients.
 Pursue other opportunities to improve care transitions consistent with the PCMH model and
AMA recommendations.5 Both emphasize care coordination that includes community services.
Other AMA domains include assessment, goal setting with patients, supporting self-management,
and medication management.
 All parties support PCMH development and increasing reliance on mature PCMHs for appropriate
functions in care transition coordination.
Interim metrics:
 % of primary care practices in region participating in Washington Healthcare Improvement
Network (WHIN) (PR A).
 # of primary care patients within WHIN practices’ panels (PR A) and estimated subtotal who
are high risk (PR B or C).

“There and Home Again, Safely: 5 Responsibilities of Ambulatory Practices in High Quality Care Transitions” (AMA, 2013).

15

Regional Care Transition (RCT) Implementation Plan – December 20, 2013
This plan is a living document and ongoing refinement of actions, commitments and metrics is expected.
Actions that We Seek to Implement
And Key Implementers

Impact, Timing,
Commitment

Milestones and
Responsibilities

Outcome Metrics
(See Appendix 2)

Objective E: Develop and maintain the infrastructure and continued cooperation among partners to move care transition
improvement forward over time.
E
1.

2.

Infrastructure and continued cooperation for
Phase 2 (instrumental for success of all actions)

System Impact
 Instrumental
Time Zones
2014
(Q1)
2014 2015 2016
2014 2015 2016
2014 2015 2016

Key Sectors Involved
 All project participants
Desired Action: Framework to continue
Milestones and Dates
 Confirm desired role for CHOICE in staffing
collaborative work to improve care transition
the project, subject to resources.
(Phase 2 of project)
 Continue Steering Committee
 Track implementation
 Continue input/correction processes
Key Implementers
Commitment
Responsibilities to Implement
 CHOICE
 High
 Process support and technical assistance
 All project participants
 Mixed
 Implement actions as individually agreed
 Expand primary care participation if possible
 Mixed
 Share actions and outcomes
 Mixed
 Contribute input
Desired Action: Shared learning methods to shape,
Time Zones
Milestones and Dates
2014
 Begin quarterly written updates on best
motivate, celebrate and assess actions taken to
(Q 1)
practices, pilots and implementation
improve care transitions
success in the region
2014
 Shared learning events6 with pre-planned
(Q 1,
topics for first three quarters of 2014 (see
2, 3)
list, Appendix 1), subject to resources.
 Select and carry out additional shared
2014
learning events approximately quarterly,
(Q 4) 2015 2016
subject to resources.

6

System Metrics
Action-Level Metrics

Action-Level Metrics
 Learning events planned
for Q1, 2 and 3 of 2014
occur (PR A).

Steering Committee (November 2013) recommended use of “non-synchronous” methods (such as stored Webinars and brief low-polish video clips of participants describing
their accomplishments) as well as physical meetings (challenging to attend) and electronic formats (such as Webinars with audio). Phone conferences by themselves are not a
promising method based on experience to date in the project.
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Regional Care Transition (RCT) Implementation Plan – December 20, 2013
This plan is a living document and ongoing refinement of actions, commitments and metrics is expected.
Actions that We Seek to Implement
And Key Implementers
Key Implementers
 All participants
 CHOICE
 CHOICE

3.

4.

5.

 All participants
Desired Action: Develop and execute feasible
measurement methods for metrics

Key Implementers
 All participants
 All participants
 CHOICE
Desired Action: Seek funding to support project
infrastructure and, where possible,
implementation
Key Implementers
 CHOICE
 All participants
 All participants
Long-term IT solutions to move transition
information exchange into a seamless electronic
environment

Impact, Timing,
Commitment

Milestones and
Responsibilities

Commitment
 High
 High
 High if resources

Outcome Metrics
(See Appendix 2)

Responsibilities to Implement
 Contribute implementation experiences
 Solicit, edit and share quarterly updates
 Plan and organize first three shared
learning events, collect ideas forward
 Medium to high
 Participate in shared learning events
Time Zones
Milestones and Dates
Action-Level Metrics
2014
 Continue feedback and finalization process  % of priority A metrics in
(Q1,2)
on metrics and measurement approaches
this assessment/plan that
are implemented by end
 Develop baseline data where not available
2014
of 2014 unless a later date
 Implement/collect Priority A metrics
2015
is indicated (target 100%)
2014 2015 2016  Consider documenting publishable quality
(PR A).
improvements to national SQUIRE standard
Commitment
Responsibilities to Implement
 Mixed
 Provide feedback on metrics/measurement
 To be determined  Collect and submit agreed measurements
 High
 Collate and share results
Time Zones
Milestones and Dates
Action-Level Metrics
2014
 CHOICE seek continuation funds from
(Q1)
current funders
2014 2015 2016  All participants share funding leads/effort
Commitment
Responsibilities to Implement
 High
 Seek continuation funds
 Mixed
 Contribute time/resources within means
 Unknown
 Participate in seeking external funding
Not prioritized short-term: Discussion centered on further steps, including:
 Linkage of diverse EMRs through the overall Health Information Exchange, reaching virtually all
PCPs as well as hospitals.
 Patient portals into this system, allowing a truly common approach to electronic Personal Health
Records that include lists of “key contacts.”
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CONSISTENT PRACTICES FOR CARE TRANSITIONS
CHOICE REGIONAL HEALTH NETWORK
Appendix 1: Initial Schedule for Shared Learning Events (Objective E.2)
(Final RCT Implementation Plan – 12/20/13)

Shared learning events are subject to resources. Format for sessions to be determined.
 2014 Q 1: Optum (along with any Medicaid MCOs rolling out separate approaches to Health Home networks) present their
approach to notifying contracted Care Coordination Organizations (CCOs) when a Health Home enrolled patient is
hospitalized. Encourage discussion of how notification of PCPs will be verified, what collateral notification (of other key
contacts) will be expected of CCOs, and opportunities to expedite implementation and maximize long-term value of similar
systems and protocols for notification and care coordination with other high-risk individuals.
 2014 Q2: Presentations and discussion on specific ways that community agencies can assist successful hospital discharge
planning and PCP hand-over, if invited to assist in a timely manner. Special focus on capacity for coaching and direct
assistance so that patients schedule follow-up PCP appointments (if not already facilitated by hospital) and successfully
follow through on appointments (including transportation and bringing discharge directions and lists of medications and
“key contacts”).
 2014 Q3: Updates and discussion on each hospital’s approaches to notifying PCPs of their patients’ admission and
providing them with discharge summaries and earlier clinical information. Request presentations that address both
requirements for PCPs to receive this information via each hospital’s EMR, and other “lower-tech” means available for
timely information transfer (whether initiated by the hospital, or via special request by PCP).
 Learning sessions after 2014 Q3: to be determined.
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CONSISTENT PRACTICES FOR CARE TRANSITIONS
CHOICE REGIONAL HEALTH NETWORK
Appendix 2: Metrics and Measurement – Assessment and Plan
December 20, 2013
Approach to metrics:
 We are committed to having metrics that go beyond process milestones.
 Metrics below are only for “priority actions” in the Implementation Plan.
 Some process measures are included due to the importance of carrying out pilots in areas where most participants’ willingness and
capacity to proceed on the best ideas generated are likely to be weak without early results showing value. In addition, process measures
addressing implementation of evidence-based actions are stronger than those related to untested ideas. The Implementation Plan
contains many additional milestones.
 Priorities are suggested for executing metrics. Priority A (“PR A”) metrics are important and more readily accomplished. Priority B and C
metrics have lower importance and/or feasibility.
Metrics will be further reviewed and refined early in 2014 as part of project Phase 2.
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Appendix 2: Metrics and Measurement – Assessment and Plan
December 20, 2013
Objective
Overarching objective: Reduce readmission of
high-risk hospital inpatients
Note: Readmission rates are a “gold
standard” for post-acute transition
improvement but executing useful readmission
metrics for project actions will be difficult.
Necessary data collection and analysis are
burdensome; and it is problematic to interpret
changes in rates because many overlapping
approaches to improving outcomes are
occurring among high-risk patient sub-groups.
We ask for feedback on whether the project
should develop and track readmission related
metrics as part of evaluating project actions.

Potential Metrics
30 day readmission rates for high-risk
subgroups of inpatients. Key subgroups:
 All high-risk by each hospital’s screening
method (PR B or C due to complexity)
 Health Home eligible7 (PR A)
 Have mental health diagnosis (need to
determine: any Dx or severe/persistent
mirroring RSN eligibility) (PR B or C). Note:
mentally ill patients are a high risk group,
and a special focus in HEDIS.
 Best approximation(s) of desired subgroups
based on combinations of standard Qualis
Health readmission data8 – simpler than
other methods and expansion is planned
from Medicare to all-payer data. (PR A)

7

Measurement Approach or Options
 Hospitals identify patients they consider
high risk per their own screening methods
(see Obj. A.1.a) and flag them in a way
permitting identification within EMR or by
match with external data sources (complex)
 Define, count and flag subgroups with
closest relation to priority actions in
Implementation Plan (see middle column)
 Optum and WA Health Care Authority
compute readmission rates for Health Home
enrolled (and if possible, eligible) patients
 Willing MCOs pilot methods for analysis by
hospital of index hospitalization (“whose
readmission”) and by subgroup
 Assess options to use standard subgroup
analyses of readmission rates from existing
sources (Medicare, Qualis, WSHA and other)
to approximate the desired subgroups
 Develop baseline data during 2014 (retrospective data for 2013 is best)
 Outcome data for 2014 and later years will
be lagged due to data compilation/analysis
for all methods

Readmission rate will be determined as a primary metric for Washington’s Health Home Services program for high-risk Medicaid and Dual-Eligible individuals.
Qualis data address the subgroups of patients with 2 or more, 3 or more and 4 or more diagnoses, as well as various disease categories that hospitals may be tracking as part of
their own risk assessment approaches.
8
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Appendix 2: Metrics and Measurement – Assessment and Plan
December 20, 2013
Objective
A.1.a Implement a risk screening method in
each hospital (need not be uniform)

A.1.b Quantify and flag high-risk subgroups
needed to calculate desired metrics focused
on impact of selected actions.

A.1.c Apply risk assessment results to
prioritize hospital discharge planning/case
management, PCP follow-up appointments
and as possible other care coordination.

A.1.d Share risk assessment results among
entities that manage care, to facilitate their
own prioritized actions such as prompt
appointments or community services.

Potential Metrics
A. Readmission risk screening
 # of hospitals in region that screen risk for
all or most inpatients (Target: 6 of 8 initially,
reassess 2014 Q4). (PR A)
 % of inpatients (by hospital and regionwide) for whom risk was formally assessed.
(Target: TBD 2014 Q4) (PR A)
 Hospitals can identify and count how many
patients are high-risk by their own screening
methods by 2014 Q 4 (PR A)
 Subgroups needed to compute priority A
metrics in final Implementation Plan can be
identified, counted and tracked (PR A)
 # of hospitals (total = 8) that apply assessed
risk levels to prioritize at least one
discharge/transition action. (PR A)
 % of inpatients (by hospital and regionwide) affected by at least one in-hospital
action that is contingent on assessed risk.
(Target: TBD 2014 Q4) (PR A or B)
 For metrics related to post-discharge PCP
appointments, see Obj B.4.a.
Process measure: Pilots described in Implementation Plan completed during 2014. (PR A)
 At least one hospital and one MCO share
high-risk patients’ assessed status with PCPs
 Optum or other Health Home lead entity
share high-risk status (based on PRISM) with
at least two interested PC practices.
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Measurement Approach or Options
 Hospitals describe their own screening
method(s) and annually (starting 2014 Q1)
estimate number of inpatients to whom
method(s) are applied
 Calculate percentages as estimated number
screened / total discharges
 Regarding the most important sub-groups,
see Measurement Approach comments for
the 30 day readmission rates (first entry in
matrix) and for other priority A metrics
below.
 Hospitals annually describe what actions are
contingent on risk level (starting 2014 Q1).
 Each hospital and CHOICE agree on a way to
estimate numbers of inpatients affected by
discharge/transition actions that are
focused on high-risk patients.

 Status of pilots can be determined from
project records (primarily brief reports as
part of quarterly shared learning; see E.2).

Appendix 2: Metrics and Measurement – Assessment and Plan
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Objective

Potential Metrics

Measurement Approach or Options

B. Improve communication between care providers to improve care transitions, with attention to patient perspectives.
B.1 Determine, document and share high-risk
patients’ key contacts (PCPs, family, care
coordinators/case managers)
B.1.a Community agencies educate and
activate patients to know and list key contacts
and share the information with PCPs, and with
hospital staff if hospitalized

B.1.b Hospitals and PCPs ask and record key
contacts

B.1.c MCOs share information they have on
PCP and care coordinators with hospital

 # of key community care coordination
agencies that coach clients on a method to
record and share key contacts, as defined in
Implementation Plan. Target for 2014 Q4:
10; baseline not known. (PR A)
 # of high-risk inpatients who share a share a
list of PCP and other key contacts on
hospital admission (PR B; measurement
burden)
 Long-term, % of high-risk patients who
share key contacts with PCPs (PR C)
Increase from baseline in:
 # of high-risk inpatients for whom a PCP is
identified during admission process with
enough certainty for hospital to use (PR B).
 # of high risk patients for whom one or
more active “outside” care coordinator is
identified before discharge (PR B or C).
 # of high risk patients for whom one or
more active “outside” care coordinator is
identified in PCP records (PR B or C).
 During 2014, pilot completed of reconciling
PCP information between at least one MCO
and one hospital during Concurrent Review,
including counting # of otherwise unknown
PCPs/key contacts determined (PR A).
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 Participation in community education based
on project records (primarily via brief
reports on pilots as part of quarterly shared
learning; see E.2).
 Tracking the number of inpatients who
bring a contact list would involve
measurement burden such as special tallies,
whether routine or sampled, as well as
flagging of high-risk (see Obj A.1.b).

 Special data collection is likely necessary to
capture data for all three metrics. While
hospital EMRs identify physicians, it is
unclear what it would take to flag which
entries are considered “verified” for the
purpose of hospital follow-up actions.
 It is unclear whether there are consistent
EMR fields for the kind of “outside” care
coordinators /case managers intended here.
 Project records (primarily via brief reports
on pilots as part of quarterly shared
learning; see E.2).
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Objective
B.2 Notify a high-risk patient’s PCP and other
key contacts of hospitalization ASAP
(Global metrics for B.2 as a whole)

B.2.a Hospitals notify the patient’s PCP (if
known) that the patient is hospitalized

B.2.b Build on automated admission
notification function that is being developed
for use in the Medicaid “Health Home
Services” networks

Potential Metrics

Measurement Approach or Options

 % of high-risk inpatients whose PCP is
known and is notified before discharge by
any means. (PR B or C). (Hospitals cannot
notify an unknown PCP but this still is the
global measure of system performance.)
 Increased notification of other key contacts
(PR B or C)

 Knowing what PCPs are notified before
discharge will require follow-back calls from
hospital lists of high-risk patients, with
undetermined effort by hospitals or others
authorized to collect QI data for them.
 Some hospitals may have records allowing
counting of notification date in relation to
discharge date (same day, day before, etc.)

 All hospitals in region participate in shared
learning processes (2014 Q 3) addressing
methods for notification of hospitalization
and sharing clinical information (PR A).
 For each hospital, % of PCPs with at least 5
patients discharged per year for whom
EMR access is in place and used (PR A).
 Process measure: EDIE based (or other)
auto-notification to Health Home network
is operational (PR A).
 % of high-risk inpatients who are Health
Home eligible and thus could benefit (see
A.1.b) (PR A).
 # of patients discharged whose PCPs report
they were first notified of hospitalization via
Health Home network (PR B or C).

 Shared learning participating from project
record.
 Requires review of EMR participation list
against hospital data on discharges by PCP.
Confirming calls to PCPs desirable.

 Means for EDIE-based (or other) auto-notification
to PCPs developed and tested (PR B or C).
 % of PCPs with 5+ discharges/year in region who
have access to EDIE (or other means) (PR B)

B.2.c Hospitals and PCPs expand notification
of admission to other known key contacts
critical to after-care

 Increased notification of high-risk clients’
hospitalization (by any means) to mental
health agencies, AAAs and other key
community agencies (PR C)
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 Auto-notification implemented, as verified
by Optum, participating hospitals, care
coordination organizations (CCOs).
 Number of Health Home enrollees
hospitalized in each hospital. (Validating
whether these individuals also were
classified as high-risk by the hospital would
add burden with perhaps little value.)
 PCPs would need to be contacted to
address how they learned of hospitalization.
 PCPs with access to EDIE can be determined
from the vendor, Collective Medical
Technologies
 Probably not feasible to measure shortterm.
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Objective
B.2.d MCOs initiate other means of direct
automated notification to PCPs
B.3 Hospitals increased the thoroughness of
discharge planning (not an action priority)

B.4 Carry out a “warm hand-over” (ASAP
after admission) to PCP

Potential Metrics
 By end the of 2015, pilot conducted by at
least one MCO of directly notifying PCPs of
hospitalization of high-risk patients (PR B)
 No metrics at this time
 Longer term, several of the CMS/Joint
Commission quality measures for hospitals
address aspects of discharge directions and
teaching.
 % of high-risk inpatients (with or without
established PCP) who go to a post-discharge
appointment within 7 days. (PR B or C)

(Global metric for B.4 as a whole)
B.4.a Make arrangements for a timely PCP
appointment: within 7 days of discharge, or
sooner if high risk of readmission.

B.4.b If hospital staff cannot determine a PCP
for a high-risk patient, refer the patient to a
source of primary care

 Increase the # of hospitals that call PCPs
for appointments and/or enlist help of
community care coordinators on making
and keeping appointments (PR A). Baseline
and target TBD by 2014 Q3, after related
learning session in Q2, per Obj. E.2.
 % of high-risk inpatients with established
PCP who go to a post-discharge
appointment within 7 days (PR C).
 % of high-risk inpatients without a known
PCP for whom contact is made with a safety
net clinic within 2 days of admission
regarding likely hand-over for postdischarge care (PR B or C).
 % of high-risk mentally ill inpatients without
a known PCP for whom hospital staff
identify and contact a behavioral health
provider or case manager with existing
relationship prior to discharge for help with
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Measurement Approach or Options
 Project records (primarily via brief reports
on pilots as part of quarterly shared
learning; see E.2).

 Enlist MCOs’ assistance to analyze billing
records for data of a billed PCP visit postdischarge.
 Also possible to call a sample of discharged
patients to verity.
 For first metric, project records (primarily
via brief reports on pilots as part of
quarterly shared learning; see E.2).
 Second metric requires use of MCO data or
follow-up phone calls (see Measurement
Approach for B.4 global metric, above)
matched with hospital data on which
patients have a known PCP (see
Measurement Approach for B.1.b above).
 First metric: Data could come from hospitals
and/or safety net clinics but would require
special measurement effort, probably best
done on a sample basis or as a pilot with
selected safety net clinics.
 Second metric: Mentally ill patients are a
high risk group, and a special focus in HEDIS.
The subset of seriously mentally ill who are
Health Home eligible may be the easiest
proxy group to track for measurement (via
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Objective

B.5 Hospitals share clinical information/
discharge plan with patient’s PCP and, when
prioritized or properly requested, with other
key contacts.
(Global metric for B.5 as a whole)

B.5.a Make hospital record, discharge
summary and notes available to PCP via
existing or planned EMR.
B.5.b Seek additional ways to get key
information with PCPs without EMR access.
B.5.c Hospitals clarify methods that PCPs and
care coordinators can use to obtain currently
or recently hospitalized patients/clients.
B.5.d Community providers, care coordinators
and hospitals develop information release
forms and practices that facilitate two-way
sharing of information among hospitals, PCPs
and other care coordinators.

Potential Metrics
post-discharge care (PR B or C).

 Among high-risk inpatients with known PCP,
% whose PCP receives basic clinical
information on the hospitalization (1) within
2 days and (2) within 7 days (dual measure)
by any method (PR B). Note: It is understood
the % initially may be low even for 7 days.
However, one metric for the Health Home
program is transition record received by PCP
or other professional within 24 hours.
 For each hospital, % of PCPs with at least 5
patients discharged per year for whom
EMR access is in place and used (PR A).
 % of high-risk patients with a post-discharge
PCP visit who bring discharge directions.
Start with baseline data for Q4 2014. (PR B)
 All hospitals in region participate in shared
learning processes (2014 Q 3) addressing
methods for notification of hospitalization
and sharing clinical information (PR A).
 Process measure: Improved forms/
practices developed that hospitals consider
adequate to authorize patient-specific
information release (PR A).
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Measurement Approach or Options
Health Home network). A more complete
measure would require matching data from
multiple sources.
 Measurement methods need development.
Methods used in similar CMS and Health
Home metrics may be instructive. The goal
for the RCT project should be determining a
baseline for the region and each hospital by
the end of 2014.

 Hospital administrative records for EMR
system participation combined with EMR
content related to discharges by PCP.
 Would require special tallies by PC clinic
staff, starting with volunteer clinics.
 Project records.

 Project records, with follow-up calls to
confirm which hospitals will accept.
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Objective

Potential Metrics

Measurement Approach or Options

C. Implement post-discharge transition coaching for patient at high risk of hospital readmission
 Not prioritized for action initially but may
rise in significance as sources of coaching
are clarified,

 For the purpose of shaping potential future
priorities, baseline estimates on # of highrisk patients at each hospital discharged (1)
to Skilled Nursing Facilities, (2) home with
certified Home Health Agencies, and (3)
home with AAA services (PR A).
 Potential future metric, if expansion of
evidence-based coaching is prioritized later:
# of high-risk patients receiving such
coaching (metric unprioritized).

 Data from hospitals and/or the SNFs,
certified HHAs and AAAs. These entities,
along with Health Home networks (which
are an overlay to the community agencies
themselves), are among the most likely
sources of skilled coaching.
 Because the impact of skilled coaching is
well demonstrated (at least for the CTI
model), the # high-risk patients participating
is a measure of results as well as of process.

D. Support primary care practices achieving high function in areas characteristic of mature PCMHs
 Not prioritized for action except through
support of existing efforts including the
Washington Healthcare Improvement
Network (WHIN).

 % of primary care practices in region
participating in WHIN.
 # of primary care patients within those
practices’ panels (PR A) and estimated
subtotal who are high risk (PR B or C).

 WHIN as a quality improvement network
facilitated by the state Department of
Health which has a special pilot in the
CHOICE region. WHIN includes special
training and support activities for improving
care transitions with PCMHs.
 It is unclear how participating WHIN clinics
would estimate patients at high risk of
hospital admission/readmission.

E. Infrastructure and continued cooperation to move care transition improvement forward (Phase 2)
E.1 Framework to continue collaborative work
to improve care transition (Phase 2 of project)
E.2 Shared learning methods to shape,
motivate, celebrate and assess actions to
improve care transitions

 No metrics other than Milestones in
Implementation Plan.
 Learning events planned for Q1, 2 and 3 of
2014 occur (PR A).
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 Project records
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Objective
E.3 Develop and execute feasible
measurement methods for metrics

E.4 Seek funding to support project
infrastructure and, where possible,
implementation

Potential Metrics
 % of priority A metrics in this assessment/
plan that are implemented by end of 2014
unless a later date is indicated (target
100%) (PR A).
 No metrics other than Milestones in
Implementation Plan.
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Measurement Approach or Options
 Project records

