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Medicaid Transformation 
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Overview
This Rapid Cycle Report describes activities associated with Washington’s Medicaid Transformation 
Project (MTP) from April 1, 2021, to June 30, 2021. In this report, we present findings related to two 
areas:

1 Washington State’s Medicaid system performance through June 2020, including key 
performance indicators in ten measurement domains and an examination of equity and 
disparities within measurement domains. See page 4.

2 Implementation findings related to Medicaid Managed Care Organizations’ (MCO) roles in 
MTP, the transition to integrated managed care, value-based payment, and impact of and 
response to COVID-19. See page 30.

KEY FINDINGS

The performance measures in this report reflect early impacts of the COVID-19 public health emergency on 
Washington’s health care delivery system and Medicaid population. 

We observed stark declines in emergency department utilization and hospital care, as well as preventive services 
such as well-child visits and oral health care. These changes likely reflect facility closures and behavioral changes 
related to the pandemic rather than impacts of the MTP demonstration on service utilization. 

Notably, care for substance use disorders, including opioids, improved during this period, continuing positive trends 
in prior periods. We also observed improvements in selected measures related to medication use and medication 
management.

Our ongoing evaluation of the state’s transition to Integrated Managed Care (IMC) suggests that behavioral health 
provider organizations continue to experience delayed payments while also facing new administrative burdens and 
a need for new health information technology infrastructure. Some progress toward clinical integration of primary 
care and behavioral health services has occurred, though behavioral health providers have been slower than 
physical health organizations to implement changes. ACHs and MCOs continue to offer support to providers to 
address these challenges during the IMC transition.
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Evaluation Progress

In this reporting period (April to June 2021), we completed evaluation activities necessary to support 
the ongoing evaluation of MTP. These included: 

• Quantitative analysis of Medicaid data. The quantitative team acquired and analyzed 
administrative data, including Medicaid enrollment, encounters, and claims, through June 2020.

• ACH Key Informant Interviews. The qualitative team completed seven Round 2 interviews with 
the state, 24 interviews with Accountable Communities of Health (ACH) key informants, and one 
interview with each of the five MCOs in Washington. 

• Provider Interviews. The qualitative team conducted interviews with primary care practice and 
hospital provider organizations selected from the provider organization survey administered from 
September 2019 through January 2020. We completed 21 interviews with primary care practices 
and 10 with hospitals. Recruitment was slower than planned due to the COVID-19 pandemic, 
which significantly affected provider organization capacity, interest, and availability for interview 
participation. Recruitment and interviewing concluded in Q2 of 2021.

Next Steps in the Evaluation

Evaluation efforts are ongoing, and future reports will continue to present updates and assessments 
of the demonstration in 2021, its final year. At the time of publication of this report, Washington 
State had requested the MTP demonstration be continued for a sixth year, but CMS had not yet 
made a determination regarding this request.

In future periods, the qualitative team will focus data collection efforts on the Foundational 
Community Supports program. We have developed an initial sampling plan, interview guides, and 
recruitment materials, and will begin recruitment in Q3. We are analyzing data from Round 2 
interviews with ACH, state, and MCO representatives. Furthermore, qualitative analysts continue to 
update ACH analytic case summaries to include Round 2 data and publicly available documents such 
as SAR 5.0 to deepen our understanding of ACH approaches, activities, and experiences.
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S E C T I O N  1

Medicaid System Performance through June 2020
The MTP evaluation assesses the performance of Washington State’s Medicaid system throughout 
the demonstration through analysis of administrative data, including Medicaid enrollment, 
encounters, and claims. 

This report presents 44 performance measures in ten domains. A description of the methodology 
used in this analysis can be found within the MTP Interim Evaluation Report.

Measurement domains include:

1 Substance Use Disorder Care. See page 8. 

2 Opioid Prescribing and Opioid Use Disorder Treatment. See page 10. 

3 Emergency Department, Hospital and Institutional Care Use. See page 12.

4 Prevention and Wellness. See page 14.

5 Oral Health Care. See page 17.

6 Access to Primary and Preventive Care. See page 19.

7 Mental Health Care. See page 21.

8 Care for People with Chronic Conditions. See page 24.

9 Social Determinants of Health. See page 26.

10 Reproductive and Maternal Health Care. See page 28.

COVID-19 and Medicaid Performance Measures

This report provides a preliminary assessment of the impacts of the COVID-19 Pandemic on 
Washington’s Medicaid system performance. The report updates measures of health care access and 
quality from the MTP Interim Evaluation Report and the March 2021 Rapid Cycle Report to include 
administrative data through June 2020, where available. 

In addition to the comparison of measures to the prior year, we provide a detailed look at each 
measure disaggregated for priority subpopulations, such as specific racial and ethnic groups, people 
in rural areas, and people with chronic illness.

We note several considerations: 

• Data from June of 2020 were the most recent data available at the time this report was prepared. 
Administrative data used to calculate the performance metrics, including Medicaid claims and 
other data, are typically available with a nine-month lag. 
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• Rates presented by the state in other reports may differ from rates in this report. Although we 
use performance metrics data from Washington State agencies for this report, metrics presented 
in other reports may have been calculated differently. 

• This report provides an early look at how the COVID-19 Pandemic in Washington State may have 
impacted health care access and quality during this period. Most metric rates reported here are 
based on data collected during an annual period from July 2019 through June 2020. Thus, they 
contain data from the onset of the pandemic, but a large portion of each metric’s measurement 
year still predates the pandemic. The impacts of the pandemic are likely to be more pronounced 
in the future, as the period covered by available data shifts further into a post-COVID time frame 
(see Exhibit 1). 

• To capture the impacts of the COVID-19 pandemic, we display quarterly data beginning June 
2019. However, most outcome measures are defined on an annual basis. Thus, each quarterly 
update overlaps with previous quarters. All years are labeled with their end date throughout this 
report. 

Exhibit 1: The measurement period captures outcomes partially impacted by the COVID-19 public 
health emergency, but we expect these impacts to become more pronounced in future reporting 
periods.

Current reporting period
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Summary of Findings: Medicaid System Performance
A summary of key changes in performance during the measurement period is presented in Exhibit 2, 
including observed improvements, worsening performance, and measures that exhibited little or no 
change.

Exhibit 2: Summary of Changes in Medicaid System Performance through June 2020

Change in 
Measure Domain Description

Better • Care for substance use disorders improved during the second quarter of 
2020, continuing trends that were observed in previous reports. In particular, 
follow-up care after an ED visit for alcohol or drug dependence rose by 4.6 
percentage points, and engagement in treatment for alcohol or other drug 
dependency increased by 1.7 percentage points. These represent some of the 
largest relative improvements displayed in this report.

• Opioid prescribing and opioid use disorder treatment also improved during 
this period, extending trends observed in the last two quarters.

• Emergency department utilization fell significantly, as did acute hospital care. 
These declines most likely reflect responses to the onset of the COVID-19 
public health emergency or barriers to care resulting from the pandemic.

Worse  • Across a variety of domains, receipt of in-person care declined during this 
period, likely due to the onset of the COVID-19 emergency. One of the 
sharpest relative declines occurred with well-child visits for members between 
the ages of three and six. This measure fell by 8.5 percentage points. Most 
other metrics related to prevention and wellness also declined in the most 
recent quarter.

• Oral health care access declined sharply in the most recent quarter, with 
periodontal exams for adults falling by 9.8 percentage points. Utilization of 
preventive or restorative dental services fell by 3.8 percentage points.

• Access to primary and preventive care fell slightly.
• Generally, measures of mental health care and care for people with chronic 

conditions declined. Some metrics specific to medication use and maintenance 
moved in the desired direction.

Mixed or Flat • Measures related to social determinants of health remained unchanged 
during this period. Rates of employment decreased slightly, while rates of 
homelessness and arrests showed little movement.

• Measures of reproductive and maternal health care were not updated in this 
report due to data availability.
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How to Read this Report
In the subsequent sections, we present detailed information related to 44 performance measures 
organized into ten domains. An example of these measurement displays is provided below. 

Statewide rates for June 2018 to June 2020 and adjusted annual change

June 2020 rate by health condition and geography (chronic, SMI, rural, high poverty)

Graphs show outcomes for measurement periods 
spanning June 2018 through June 2020 unless 
otherwise noted.

Within each domain, we present the statewide 
rate as of June 2020 (unless otherwise noted).

We also present the change in each 
performance measure from the prior year, 
with changes in the measure indicated by 
blue (better) or orange (worse) shading. Some 
measures cannot be publicly reported due to 
small sample sizes and are presented as “NA.”For context, we include a line to indicate the 

date of Washington State’s stay-at-home order 
due to COVID-19

In addition to these measures of change over time, we provide a detailed look at 
each measure disaggregated for priority subpopulations such as specific racial 
and ethnic groups, people in rural areas, and people with chronic illness.

Health 
Condition

Geographic 
Area

Chronic SMI Rural
High 

Poverty
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Substance Use Disorder Care

Measures related to substance use disorder treatment and care improved in the second quarter of 
2020, continuing trends observed in the March 2021 Rapid Cycle Report and the Interim Evaluation 
Report. All measures in this domain moved in the desired direction, with follow-up care after an 
emergency department visit for alcohol or other drugs increasing by 4.6 percentage points and 
engagement with treatment for alcohol or other drug dependence increasing by 1.7 percentage 
points. Other metrics in this domain also improved, but relative increases were smaller.

Statewide Rate for June 2018 to June 2020 and Adjusted Annual Change for 2019 to 2020

Members with a severe mental illness or chronic health condition and those living in high poverty 
areas generally experienced better outcomes related to substance use disorder care compared with 
the state as a whole. These metrics were generally worse in rural areas.

Statewide Rate by Health Condition and Geography (chronic, SMI, rural, high poverty), June 2020

Health 
Condition

Geographic 
Area

Chronic SMI Rural
High 

Poverty
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Substance Use Disorder Care (continued)

Asian, Black, Native Hawaiian, and Pacific Islander, and Hispanic members experienced markedly 
worse access to SUD care relative to American Indian/Alaska Native and White Medicaid members, 
reflecting a continuation of inequities reported previously.

Statewide Rate by Race, June 2020 (American Indian/Alaska Native, Asian, Black)

Statewide Rate by Race, June 2020 (Native Hawaiian/Pacific Islander, Hispanic, White)

AI/AN Asian Black

HI/PI Hispanic White
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Opioid Prescribing and Opioid Use Disorder Treatment 

Statewide measures related to opioid use disorder all moved in the desired direction, continuing 
trends observed during the previous two quarters. 

Statewide Rate for June 2018 to June 2020 and Adjusted Annual Change for 2019 to 2020

In contrast to most outcome measures presented in this report, which are based on four quarters, 
three of the four outcome metrics in this domain are based on data from a single quarter. The opioid 
use disorder (OUD) treatment metric is calculated from a full year of data.

Members with a severe mental illness or chronic health condition were prescribed concurrent opioids 
and sedatives at a higher rate than the state average for all members. However, other metrics related 
to opioid prescribing and treatment were generally better for these groups than for the state overall, 
reversing trends reported in the previous quarter’s report.

Statewide Rate by Health Condition and Geography (chronic, SMI, rural, high poverty), June 2020

Health 
Condition

Geographic 
Area

Chronic SMI Rural
High 

Poverty

↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)
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Opioid Prescribing and Opioid Use Disorder Treatment (continued)

Asian, Black, Native Hawaiian, and Pacific Islander, and Hispanic members continued to experience 
worse access to OUD treatment than the statewide average for all members. Rates of opioid 
prescribing were also substantially higher among Black members than other groups.

Statewide Rate by Race, June 2020 (American Indian/Alaska Native, Asian, Black)

Statewide Rate by Race, June 2020 (Native Hawaiian/Pacific Islander, Hispanic, White)

AI/AN Asian Black

HI/PI Hispanic White
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Emergency Department, Hospital, and Institutional Care Use 

Utilization rates for emergency departments and acute hospital care fell sharply in the second 
quarter of 2020. Although these changes in measures are in the desired direction, they likely reflect 
behavioral changes in the population or barriers to care resulting from the onset of the COVID-19 
Pandemic during this period. Hospital readmissions and the ratio of home and community-based care 
to nursing facility care remained relatively flat.

Statewide Rate for June 2018 to June 2020 and Adjusted Annual Change for 2019 to 2020

Members with chronic conditions or severe mental illness experienced markedly higher rates of 
care in these settings, likely due to poorer health status and higher care needs. Previously reported 
inequities in care persisted for measures of emergency department, hospital, and institutional care 
use. Asian, Native Hawaiian/Pacific Islander, and Hispanic Medicaid members had better outcomes 
than the state average for measures in this domain, as did members living in rural areas. Emergency 
department utilization among American Indian/Alaska Native and Black members was well above the 
state average.

Statewide Rate by Health Condition and Geography (chronic, SMI, rural, high poverty), June 2020

Health 
Condition

Geographic 
Area

Chronic SMI Rural
High 

Poverty

↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)
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Emergency Department, Hospital, and Institutional Care Use (continued)

Statewide Rate by Race, June 2020 (American Indian/Alaska Native, Asian, Black)

Statewide Rate by Race, June 2020 (Native Hawaiian/Pacific Islander, Hispanic, White)

AI/AN Asian Black

↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)

HI/PI Hispanic White

↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)
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Prevention and Wellness  

Most outcome metrics related to prevention and wellness worsened during this period, likely 
reflecting the impacts of the COVID-19 Pandemic. 

Two measures in this domain – immunization for children and well-child visits in the first 15 months 
of life – lack recent updates for inclusion in this report. Of the remaining measures, only the rate of 
BMI assessment improved. Well-child visits for members between the ages of three and six showed 
the greatest decline, falling 8.5 percentage points compared with the previous year. This drop 
represents one of the sharpest relative declines depicted in this report.

Statewide Rate for June 2018 to June 2020 and Adjusted Annual Change for 2019 to 2020
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Prevention and Wellness (continued)

Rural communities experienced worse outcomes than the state average for most metrics in this 
domain. Rates for people with chronic conditions and serious mental illness were generally better 
than average.

Statewide Rate by Health Condition and Geography (chronic, SMI, rural, high poverty), June 2020

American Indian/Alaska Native members generally experienced markedly worse outcomes for metrics 
related to prevention and wellness compared with the state average and other member groups. Rates 
for other groups were mixed, though Asian and Hispanic members generally experienced better than 
average access to preventive care.

Statewide Rate by Race, June 2020 (American Indian/Alaska Native, Asian, Black)

Health 
Condition

Geographic 
Area

Chronic SMI Rural
High 

Poverty

AI/AN Asian Black
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Prevention and Wellness (continued)

Statewide Rate by Race, June 2020 (Native Hawaiian/Pacific Islander, Hispanic, White)

HI/PI Hispanic White
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Oral Health Care

Periodontal exams for adults and preventive or restorative dental services both dropped 
considerably in this period (by 3.8 and 9.8 percentage points, respectively) compared with the 
previous year. These declines are likely the direct result of the COVID-19 Pandemic in Washington, 
as they coincide with its onset. Receipt of topical fluoride at a medical visit remained relatively stable 
compared with rates observed last year.

Statewide Rate for June 2018 to June 2020 and Adjusted Annual Change for 2019 to 2020

People with chronic conditions or serious mental illness received topical fluoride at higher rates than 
the state average for all members. In contrast, the rate was lower than average for people in rural 
areas. People with serious mental illness had lower than average rates of preventive or restorative 
dental services.

Statewide Rate by Health Condition and Geography (chronic, SMI, rural, high poverty), June 2020

Health 
Condition

Geographic 
Area

Chronic SMI Rural
High 

Poverty
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Oral Health Care (continued)

People with chronic conditions or serious mental illness received topical fluoride at higher rates than 
the state average for all members. In contrast, the rate was lower than average for people in rural 
areas. People with serious mental illness had lower than average rates of preventive or restorative 
dental services.

Statewide Rate by Race, June 2020 (American Indian/Alaska Native, Asian, Black)

Statewide Rate by Race, June 2020 (Native Hawaiian/Pacific Islander, Hispanic, White)

AI/AN Asian Black

HI/PI Hispanic White
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Access to Primary and Preventive Care 

Measures of access to primary and preventive care declined in 2020.

Statewide Rate for June 2018 to June 2020 and Adjusted Annual Change for 2019 to 2020

Medicaid members with serious mental illness accessed primary care and preventive services at 
higher rates than the average enrollee.

Statewide Rate by Health Condition and Geography (chronic, SMI, rural, high poverty), June 202

Differences among other subpopulations were small, although some disparities persist among 
members of selected racial and ethnic groups. Native Hawaiian/Pacific Islander children and 
adolescents experienced lower access to primary care than other groups.

Statewide Rate by Race, June 2020 (American Indian/Alaska Native, Asian, Black)

Health 
Condition

Geographic 
Area

Chronic SMI Rural
High 

Poverty

AI/AN Asian Black
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Access to Primary and Preventive Care (continued)

Statewide Rate by Race, June 2020 (Native Hawaiian/Pacific Islander, Hispanic, White)

HI/PI Hispanic White
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Mental Health Care   

The rate of antidepressant medication management for adults improved during this period, but 
all other measures related to mental health care access and quality worsened compared with 
the previous year. While the COVID-19 public health emergency may have played a role in these 
declines, some measures in this domain began this trajectory before the pandemic. 

Rates of follow-up care after an emergency department (ED) visit or hospitalization for mental 
illness leveled off but were still lower than the previous year (by 4.0 and 4.3 percentage points, 
respectively). Hospital readmissions for a psychiatric condition increased by 2.4 percentage points 
in the most recent quarter. Rates of mental health treatment penetration and diabetes screening 
for people with schizophrenia or bipolar disorder reversed positive trends observed in the previous 
quarter. This change may be attributable to the pandemic.

Statewide Rate for June 2018 to June 2020 and Adjusted Annual Change for 2019 to 2020
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Mental Health Care (continued)

Most mental health care measures were similar to the statewide average for people with chronic 
conditions or serious mental illness and in rural or high poverty areas.

Statewide Rate by Health Condition and Geography (chronic, SMI, rural, high poverty), June 2020

In a continuation of previously reported differences, White Medicaid members generally experienced 
better access to mental health care than other racial or ethnic groups. 

Statewide Rate by Race, June 2020 (American Indian/Alaska Native, Asian, Black)

Health 
Condition

Geographic 
Area

Chronic SMI Rural
High 

Poverty

↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)

AI/AN Asian Black

↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)
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Mental Health Care (continued)

Statewide Rate by Race, June 2020 (Native Hawaiian/Pacific Islander, Hispanic, White)

HI/PI Hispanic White

↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)
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Care for People with Chronic Conditions 

Measures of care for members with chronic conditions were mixed, with those related to medication 
maintenance for asthma and cardiovascular disease improving slightly. The onset of the pandemic 
was associated with a decrease in measures that required in-person care, such as eye exams or 
hemoglobin A1c testing for people with diabetes.

Statewide Rate for June 2018 to June 2020 and Adjusted Annual Change for 2019 to 2020

Most differences among subpopulations in care for chronic conditions were slight, although Asian 
Medicaid members continued to experience better than average care in this domain. The rate of 
controller medication for asthma was notably lower among American Indian/Alaska Native members 
than for other groups.
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Care for People with Chronic Conditions (continued)

Statewide Rate by Health Condition and Geography (chronic, SMI, rural, high poverty), June 2020

In a continuation of previously reported differences, White Medicaid members generally experienced 
better access to mental health care than other racial or ethnic groups. 

Statewide Rate by Race, June 2020 (American Indian/Alaska Native, Asian, Black)

Statewide Rate by Race, June 2020 (Native Hawaiian/Pacific Islander, Hispanic, White)

Health 
Condition

Geographic 
Area

Chronic SMI Rural
High 

Poverty

AI/AN Asian Black

HI/PI Hispanic White
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Social Determinants of Health

Measures of social determinants of health were mostly unchanged, although rates of employment fell 
by 1.8 percentage points. 

Statewide Rate for June 2018 to June 2020 and Adjusted Annual Change for 2019 to 2020

Statewide Rate by Health Condition and Geography (chronic, SMI, rural, high poverty), June 2020

American Indian/Alaska Native, Black, and White Medicaid members continue to suffer notably 
higher rates of homelessness and arrest than the state average for all members, representing a 
continuation of inequities previously reported.

Health 
Condition

Geographic 
Area

Chronic SMI Rural
High 

Poverty

↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)
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Social Determinants of Health (continued)

Statewide Rate by Race, June 2020 (American Indian/Alaska Native, Asian, Black)

Statewide Rate by Race, June 2020 (Native Hawaiian/Pacific Islander, Hispanic, White)

AI/AN Asian Black

↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)

HI/PI Hispanic White

↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)
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Reproductive and Maternal Health Care

Measures related to reproductive and maternal health care were calculated from data with a longer 
lag than other measures in this report. The most recent available data spanned the calendar year 
2019 and showed little change from the prior period. In keeping with other comparisons in this 
report, adjusted changes are based on a comparison of the current rate with the rate in June 2019. 
They may differ from changes reported in the previous quarter’s report.

Statewide Rate for June 2018 to June 2020 and Adjusted Annual Change for 2019 to 2020

Reproductive and maternal health care outcomes among subpopulations in this domain are similar to 
those reported in the March 2021 Rapid Cycle Report. Rates were generally better for people in rural 
and high-poverty areas than the statewide average rate. Access to timely prenatal care was slightly 
worse than average for people with chronic conditions and serious mental illness.

Statewide Rate by Health Condition and Geography (chronic, SMI, rural, high poverty), June 2020

Health 
Condition

Geographic 
Area

Chronic SMI Rural
High 

Poverty
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Reproductive and Maternal Health Care (continued)

Health inequities were apparent, with American Indian/Alaska Native, Black, and Native Hawaiian/
Pacific Islander members less likely than other groups to receive timely prenatal care. Access to 
contraception was also markedly worse among Asian, Black, and Native Hawaiian/Pacific Islander 
members.

Statewide Rate by Race, June 2020 (American Indian/Alaska Native, Asian, Black)

Statewide Rate by Race, June 2020 (Native Hawaiian/Pacific Islander, Hispanic, White)

AI/AN Asian Black

HI/PI Hispanic White
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S E C T I O N  2

Summary of Qualitative Findings 
This report provides a progress update on the transition to integrated managed care, integration 
support provided by MCOs and ACHs, and bi-directional integration efforts in behavioral health and 
primary care settings. 

Integrated Managed Care and Bi-directional Integration Progress 
Many state Medicaid programs have historically separated the financing of behavioral and physical 
healthcare. For years, Washington State utilized a behavioral health “carve-out” arrangement, that 
separated behavioral health administration and financing from physical care to protect funding for 
behavioral health services. Studies have found that carve-outs successfully lower cost and improve 
access, but can contribute to fragmented care delivery systems (Frank, Huskamp, and Pincus, 
2003). Their impact on care quality is mixed (Frank and Garfield, 2007). Separate financing and 
administration can inhibit reimbursement for integrated services, create complexity for patients, and 
impact referrals and communication across separate networks and systems (McConnell et al., 2021).

In 2014 when the Washington legislature approved House Bill 6312, the state began contracting 
with Managed Care Organizations (MCOs) to provide all services for Medicaid beneficiaries (Frank 
and Garfield, 2007; Senate Bill 6312, 2014). This legislation eliminated the behavioral health carve-
out and directed MCOs to integrate all physical health, mental health, and substance use disorder 
(SUD) services for Medicaid members. This initiative, Integrated Managed Care (IMC), took effect 
on January 1, 2020. The shift to IMC was intended to support the delivery of integrated behavioral 
health and physical health care. 

In addition to the state’s efforts to integrate physical and behavioral health services at the MCO 
level, the MTP demonstration encouraged primary care and behavioral health provider organizations 
to engage in efforts to provide bi-directional integrated services at the point of care. The transition 
in Washington revealed several challenges that can impact how behavioral health provider 
organizations finance, operate and deliver care to patients. In this rapid cycle report, we describe 
statewide progress and organizations’ experiences with IMC (financial and administrative integration) 
and Bi-Directional Integration of Physical and Behavioral Health (clinical integration) implementation. 
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METHODS

The following qualitative data were collected and analyzed for this rapid cycle report: 

• Key informant interviews with representatives from the nine ACHs (n= 84)

• Key informant interviews with representatives from the five MCOs (n=5)

• Key informant interviews with representatives from primary care provider organizations located across 
the state (n=9)

• Publicly available documents produced by the Health Care Authority (HCA) and the ACHs (e.g. Semi-
annual reports 1.0 through 5.0 and ACH artifacts)

The qualitative team conducted interviews with ACH key informants in 2019 and 2020. We completed 60 
in-person semi-structured interviews with ACH key informants (5-9 interviews per ACH) between May 
and November 2019. ACH key informants included ACH staff, representatives from partnering provider 
organizations, and individuals with seats on the ACH governing boards. We asked ACH participants about 
their experiences with the transition to IMC and efforts to support partners’ bidirectional integration. The 
team conducted 24 interviews with ACH key informants (2-3 interviews per ACH) between June 2020 and 
February 2021. These interviews focused on IMC progress and updates to bidirectional integration efforts. 

The team conducted interviews with five MCOs between December 2020 and May 2021. Participants were 
asked about experiences transitioning to IMC. 

The team conducted interviews with nine primary care organizations partnered with the ACHs. Interviews 
focused on receipt of technical assistance and support from ACHs, and project progress including partner 
organizations’ bidirectional integration implementation efforts. One limitation to our work is that we did not 
interview behavioral health provider organizations. As such, our understanding of their experience is from 
the perspective of ACH contacts and MCOs/contrasted with primary care. 

All interviews were approximately 60 minutes and professionally transcribed. De-identified transcripts and 
publicly available materials were entered into Atlas.ti (Version 9, Atlas.ti Scientific Software Development 
GmbH, Berlin, Germany) for data management and analysis.

The team used an inductive analytic approach to identify and organize all interview data. We developed a 
code to capture all relevant interview data pertaining to financial and administrative integration and a code 
to capture ACH, MCO, and provider organization efforts to integrate care in behavioral health and primary 
care settings. Data were coded and analyzed to identify patterns concerning IMC and integrated care. We 
filtered and organized the data to examine how these patterns were manifested differently across regions 
and IMC waves. For this report, team members independently analyzed the coded interview data, developed 
analytic memos and met for weekly analysis meetings to discuss emerging findings. 
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Summary of Findings: Integrated Managed Care
All regions of Washington were required to complete the transition to IMC by 2020. Regions were 
encouraged to transition to IMC before the 2020 deadline, and the state provided financial support 
to early and mid-adopter regions to aid the transition. Regions transitioned in waves between 2016 
and 2020 (See Exhibit 3).

Exhibit 3: Implementation of IMC in Washington, by Region and Date

The IMC transition had a more pronounced impact on behavioral health provider organizations since 
most MCOs were already contracting with primary care provider organizations.

Findings: Financial and Administrative Integration

Our evaluation of the IMC transition in Washington revealed several challenges that impacted how 
behavioral health provider organizations financed, operated, and delivered care to patients. These 
issues were not unique to specific regions and were present across the state.

Behavioral health provider organizations needed new Electronic Health Records (EHRs) to meet 
MCO reporting and billing requirements.

Behavioral health provider organizations required new or updated EHRs to accommodate MCO 
billing and reporting requirements. Adopting new EHRs and reporting tools required financial 
resources and time and training to use the new tools appropriately. Converting to a new EHR was 
a substantial change for behavioral health provider organizations. Some organizations previously 
used paper charts and were learning to use an EHR for the first time. Adopting a new EHR required 
system implementation, configuration, and resources for staff to learn new documentation 
requirements, billing codes, and new billing processes. 
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Behavioral health provider organizations experienced new administrative burdens with the 
transition to IMC. 

Behavioral health provider organizations previously possessed a single Washington Medicaid 
contract with their respective regional Behavioral Health Organization (BHO). With the transition to 
IMC, behavioral health provider organizations had to develop as many as five unique contracts with 
each of the MCOs in their region. Exhibit 4 shows the number of MCOs in each of the regions. As a 
result of IMC, behavioral health provider organizations had to: 

• Negotiate and develop new and multiple contracts with differing terms.

• Adapt to multiple and unique reporting requirements and processes.

• Hire new staff to meet new and greater administrative needs.

Exhibit 4: Regional IMC Characteristics

Participants indicated that behavioral health provider organizations lacked the skills and experience 
needed to negotiate advantageous contract terms with MCOs. The increased administrative work 
required to acquire and manage multiple dissimilar contracts led some behavioral health provider 
organizations to divert funding to administrators rather than using these resources for patient care.

The administrative overhead of the [MCOs] is much greater than what our regional BHO was. 
The administrative overhead for our organization to manage the requirements of [the] different 
contracts is going up. What that does is, it erodes the funds that are available to treat patients. 
[…] We've already added one financial type person, I think we're gonna add a second financial 
type person, and we're gonna have to add at least another IT person, just to help us manage 
these contracts and their requirements. (ACH Partner, Behavioral Health Provider Organization, 
Participant #145)

Wave Date Adopter ACH Region MCOs 
in 2021

1 4/2016 Early adopter Southwest ACH 4

2 1/2018 Mid-adopter North Central ACH 4

3 1/2019 Mid-adopter

Greater Columbia ACH 4

Healthier Here 5

Elevate Health 5

Better Health Together 3

4 7/2019 Mid-adopter North Sound ACH 5

5 1/2020 On-time adopter
Olympic Community of Health 3

Cascade Pacific Action Alliance 3
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The IMC transition impacted the timeliness of claims payments and service pre-authorization 
requirements. 

Behavioral health provider organizations experienced delays in claims payments and claims rejections 
from MCOs following their transition to IMC. The reasons for delays and payment rejections 
included: 

• Contracts with MCOs that were not fully configured by the IMC deadline.

• Incomplete member rosters that were initially uploaded into MCO databases.

• MCOs requiring the pre-authorization of different services than what behavioral health provider 
organizations were accustomed to.

• Provider organizations that were still learning proper coding and billing processes and how to 
meet new and disparate MCO requirements.

Behavioral health provider organizations that lacked financial reserves and operated with small 
profit margins experienced financial problems due to these payment delays and rejections. During 
the COVID-19 pandemic, behavioral health provider organizations also experienced revenue 
loss from reductions in service utilization reduction. While claims payment delays and rejections 
were experienced by behavioral health provider organizations in all regions, organizations that 
were located in the on-time adopter regions (See Exhibit 4) experienced this financial hardship 
simultaneously with the onset of the COVID-19 pandemic. 

In addition, behavioral health provider organizations experienced challenges navigating new MCO 
pre-authorization requirements, particularly for residential treatment facilities. MCOs introduced 
new rules about the number of days that were approved per authorization. These rules differed from 
the BHOs’ previous policies, resulting in barriers to treatment and delayed services for patients.

When the MCOs took over some of the roles of managing behavioral healthcare of Medicaid 
folks, there were people in crisis who were not immediately getting services. Either they were 
getting denied—the different MCOs have different pre-approval processes, and there were folks 
during that period [that] were getting denied going to treatment or going to a facility. (ACH Staff, 
Participant #14)

MCOs needed to build new relationships and behavioral health expertise. 

The partnerships between behavioral health provider organizations and payers were disrupted with 
the shift from one contract with a single regional BHO to multiple MCO contracts. Furthermore, 
Washington BHOs operated regionally, whereas MCOs operate in multiple regions across the state. 
With the transition to IMC, interviewees found that the lack of localized relationships created 
additional bureaucracy and barriers. One MCO, Community Health Plan of Washington, began 
to address this issue. They recognized the need and benefit of providing localized support and 
developed infrastructure to establish regional offices in the five regions they serve.

Whereas BHOs had prior experience and knowledge about behavioral health services and 
appropriate treatment of mental and addiction disorders, MCOs were historically rooted in a physical 
health paradigm. Behavioral health services were new lines of service for them. Some MCOs 
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ultimately hired staff who previously worked for a BHO to develop and grow the MCO’s behavioral 
health expertise. 

I think a lot of us [MCOs], as we went through that transformation, actually have a lot of the 
historical BHO and [regional health network] staff who work for us now. That’s certainly helped 
with behavioral health, like building relationships and making sure that the workforce wasn’t 
unemployed after the integration of managed care. (MCO, Participant #5)

Behavioral health provider organizations in King County experienced fewer transition challenges 
than other regions. 

The King County region has a unique arrangement with the King County Integrated Care Network 
(KCICN). MCOs subcontract with KCICN, which then contracts with the behavioral health provider 
organizations in the region. HCA temporarily approved this arrangement. While this modified 
approach may not build capacity for behavioral health provider organizations to report and contract 
with MCOs directly, it appears to limit some of the administrative burdens that organizations in other 
regions experienced. In particular, this arrangement limited the number of contracting arrangements 
for behavioral health provider organizations and allowed for centrally managed reporting and billing 
processes. On the other hand, this arrangement may act as a type of “de facto carve-out.” It will be 
important to monitor whether the King County region’s approach is fully aligned with the goals of 
integrated care.

Findings: ACH and MCO Integrated Managed Care Transition Support

The MTP demonstration required ACHs to support physical and behavioral health providers in the 
transition to “bidirectional integrated care.” These efforts, occurring in parallel to the IMC transition, 
impacted provider organizations’ ability to adapt to new arrangements. (See the MTP Interim Report 
for a description of these activities.)

ACHs played a critical role in helping behavioral health provider organizations overcome some of 
the IMC transition challenges.

ACHs provided financial support, advocacy, and technical assistance to behavioral health provider 
organizations. This support included: 

• Funding for EHR enhancements or to support the purchase of new EHRs. This funding was 
especially critical for behavioral health provider organizations in IMC “on-time adopter” regions 
that did not receive financial incentives from the state.

• Contracting with a consulting organization, XPIO Health, to deliver technical assistance and 
support behavioral health provider organizations with EHR implementation, reporting, and billing.

• Facilitated learning opportunities for behavioral health provider organizations to develop 
contracting and rate negotiation skills.

• Facilitated forums for behavioral health providers, MCOs, and HCA to collectively troubleshoot 
IMC-related issues.
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• Funding was provided during the pandemic to behavioral health provider organizations that were 
experiencing revenue loss and cash flow constraints from claims delays and denials.

MCOs also improved processes and provided support to address some of the challenges with 
financial integration. 

MCO strategies to support providers during the IMC transition included the following: 

• Beginning in October 2020, MCOs collectively contracted with Beacon, an external vendor, to 
build a unified reporting platform that would streamline provider organization reporting demands.

• Some MCOs implemented claims testing before the IMC deadline to troubleshoot and test billing 
processes and minimize payment delays and rejections. 

• MCOs participated in forums with behavioral health providers, ACHs, and HCA to collectively 
troubleshoot IMC-related issues.

• Some MCOs initially maintained rates and contract terms that behavioral health provider 
organizations previously had with their BHO to allow them time to adapt to new administrative 
processes.

Behavioral health provider organizations’ ability to implement other changes, including bi-directional 
integrated care, was influenced by challenges in integrating payments. Additional efforts were 
needed to achieve clinical integration. These clinical integration efforts were unique and separate 
from IMC, and administrative and financial integration efforts. In the following section, we describe 
primary care and behavioral health provider organization progress at integrating services at the point 
of care. 

Findings: Clinical Integration

The state required all ACHs to participate in a health improvement project focused on bi-directional 
integration of physical and behavioral health care. ACHs were tasked with implementing a project 
that included at least one approach to integrating behavioral health into primary care settings and at 
least one approach to integrating primary care into behavioral health settings. 

The MTP Project Toolkit presented two approaches to integration for primary care settings: 1)  the 
Collaborative Care Model, a well-established team-based model developed by the University of 
Washington (UW), and 2) the Bree Collaborative recommendations, which are not a model, but a set 
of guidelines and best practices for integrated care. The Project Toolkit also presented guidance from 
a Milbank Report on integrated care approaches for individuals with severe mental illness (SMI) who 
receive care in behavioral health settings. 

ACHs led and facilitated several efforts to support provider organizations with clinical integration. 

ACHs reported conducting the following activities: 

• Facilitating assessments to evaluate partner progress toward bi-directional integration and 
identify provider organization needs. ACHs used the following assessment tools:

• Maine Health Access Foundation (MeHAF) (a required screening tool from the HCA Toolkit).

• Patient-Centered Medical Home (PCMH) framework.
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• Facilitating learning opportunities and technical assistance support including:

• Direct or contracted support and guidance on adopting the Collaborative Care Model, 
including support from the UW Advancing and Integrated Mental Health Solutions (AIMS) 
Center. 

• Peer learning opportunities, allowing experienced partner organizations to share best 
practices.

• Direct or contracted support and guidance on implementing new care processes such as 
routinized screening (e.g., depression screening).

• Providing funding for population health management tools (e.g., patient caseload tracker used by 
care managers in the Collaborative Care Model) to support integrated care.

• Co-developing change plans with partnered provider organizations that specified partner 
activities, goals, milestones, and outcomes for integrated care projects.

• Developing proxy and process measures to reflect integrated care progress when MTP-associated 
performance measures were not appropriate or applicable. For example, the Patient Health 
Questionnaire (PHQ-9) was often selected by ACHs to monitor partner efforts at implementing 
depression screening.

Behavioral health and primary care organizations implemented new screenings to identify patients’ 
integrated care needs.

Behavioral health providers introduced new screenings, including determining whether or not 
patients had a primary care provider, body mass index (BMI), and blood pressure. If appropriate, 
Medicaid beneficiaries were connected with a partnering primary care practice. In addition, 
behavioral health provider organizations began to hire their physical health staff to provide primary 
care services (e.g., a nurse manager to take basic vitals, provide care coordination, and panel 
management). Primary care provider organizations also adopted and implemented new screenings 
(i.e., depression screening [PHQ-9], anxiety screening [GAD-7], Screening, Brief Intervention and 
Referral to Treatment [SBIRT], and CRAFFT, a substance use screening tool for adolescents). 

Provider organizations varied in how they adapted their staffing structure to meet patient needs 
identified through new screenings. 

These approaches included employing new staff, contracting with other partner organizations, and 
continuing to refer patients out to partners with the enhanced effort to strengthen those referral 
relationships. Primary care provider organizations hired new staff, including behavioral health 
counselors to provide brief therapy for patients with mild to moderate behavioral health needs. 
They also hired care managers to track and monitor patient symptoms, coordinate patient care, and 
communicate patient needs to primary care teams. Primary care organizations that adopted the 
Collaborative Care Model also hired clinicians with psychiatric expertise to provide medication 
management. 

Other provider organizations developed contracts and collaborations with partnering organizations 
to embed behavioral health counselors in primary care settings, typically on a part-time basis. Some 
organizations were less far along the integrated care continuum (Heath, Wise, and Reynolds, 2013) 
and focused on developing stronger cross-organization, closed-loop referral processes as well as 
processes for identifying shared patients.
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Behavioral health provider organizations have been slower than primary care organizations to 
implement clinical integration. 

Participants attributed slower integration progress in behavioral health settings to capacity 
constraints from the IMC transition. While on-time and mid-adopter regions had only recently 
transitioned to IMC, regions in waves 1 and 2 had completed this transition as many as five years 
prior. Participants suggested that primary care practices may have made faster progress integrating 
care than behavioral health provider organizations due to the presence of other state and national 
efforts that encouraged integration in primary care settings. For example, the Healthier Washington 
Practice Transformation Hub effort worked with over 150 primary care provider organizations 
to adopt integrated care components. PCMH certification requirements rewarded practices for 
adopting an integrated care component. In addition, primary care provider organizations reported 
that before MTP they were already involved in or were planning to adopt bi-directional integration. 
ACHs provided additional funding, accountability, and technical support and helped them “jump-
start” their efforts, but delivering integrated care was already a priority for their organizations.

When we first started we had one contracted counselor. Now we have six full-time therapists, and 
I’ve just hired two psychiatrists. I’m trying to think, it’s hard for me to piece out how much is just 
the natural growth that would’ve happened anyway versus how much we were doing [with] MTP. I 
really can't. To be honest, I think that even if MTP weren’t around we would’ve done this. It wasn’t 
really a big driver of that part of our work. […]  (ACH Partner, Primary Care Provider Organization, 
Participant #1)

These findings suggest bi-directional integration in behavioral health settings may have been 
inherently more challenging to implement. Behavioral health provider organizations often had 
less experience with practice transformation, quality reporting, conducting population health 
management activities, and EHRs. Delivery of integrated care in behavioral health settings also 
raised physical space challenges, including the need for exam rooms and clinical equipment. 

Participants also indicated that reimbursement rates in behavioral health settings for some services 
and procedures had not kept pace with the cost of care. Low reimbursement rates made it difficult 
to adopt new services even when services were technically billable. Furthermore, if integrated 
services were not included in their contracts, organizations could not bill for those services without 
an amendment. Participants indicated that reimbursement rates were higher in primary care settings 
than behavioral health settings, making it difficult to compete to retain experienced staff.

The [provider organization] wasn’t able to bill because it wasn’t in their contract for their services, 
even though they were billable services under Medicaid. That’s been a lingering challenge of IMC 
is if somebody brings on services midyear, they still can’t get them paid for […] That’s the lingering 
challenge. (ACH Staff, Participant #178)
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CONCLUSIONS

There is debate in the literature regarding whether or not financial integration promotes integrated 
clinical care or impedes access and quality (Palmer and Rossier Markus, 2020). These early and 
preliminary findings suggest that payment-level integration does not automatically lead to clinical 
integration and an integrated care experience for patients. 

Despite transitioning to IMC and completing financial integration years ago, some behavioral health 
provider organizations have made limited progress with clinical integration. Behavioral health 
provider organizations serve some of the state’s most vulnerable and complex Medicaid beneficiaries, 
yet these organizations have experienced additional obstacles to integration compared to primary 
care provider organizations and may benefit from further support. 

Washington has initiated efforts to streamline and simplify MCO reporting through the state’s 
new Beacon system, which may help mitigate administrative burdens. HCA may also consider other 
opportunities for standardization across MCOs (e.g., reporting requirements, pre-authorization 
requirements, or billing practices) to help lessen some of these challenges. Other states have 
reduced administrative burden by requiring MCOs to use similar pre-authorization processes and 
guidelines (Palmer and Rossier Markus, 2020).

It will be critical for the state to monitor these issues to ensure patients can access the mental 
health and SUD services they need and behavioral health provider organizations are appropriately 
supported to create an integrated care experience for Medicaid beneficiaries. Washington’s 
behavioral health provider organizations will continue to face a shifting landscape of payments and 
contractual requirements as the state implement a newly-approved mental health waiver to redesign 
inpatient behavioral health care in 2021 and beyond (i.e. MTP Initiative 5). Future reports, including 
the final evaluation report and a mid-point assessment of the mental health waiver, will continue to 
monitor and explore these issues. 
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