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Medicaid Transformation 
Project Rapid Cycle Report

Overview
This Rapid Cycle Report describes results from the evaluation of Washington’s Medicaid 
Transformation Project (MTP). In this report we present findings in three areas, including:

1 Washington State’s Medicaid system performance through March 2020, including key 
performance indicators in ten measurement domains as well as examination of equity and 
disparities within measurement domains. See page 5.

2 Progress toward MTP goals related to health equity in 2020, including ACH-led equity 
activities and additional opportunities for state support or guidance. See page 25.

3 ACH participation in the state’s COVID-19 response and recovery in 2020, including factors 
that facilitated ACHs’ abilities to respond to community needs during the first year of the 
pandemic. See page 32.

Due to disruptions in data collection occurring in the first half of 2020 related to the pandemic, 
results in this report were not included in the Interim Evaluation Report. We have summarized these 
findings in order to extend and add detail to the results recently presented in the Interim Evaluation 
Report that was delivered to Washington State in December 2020. 

A summary of key findings in this report is presented on page four. 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.

Evaluation Progress and Next Steps

During this reporting period (October 2020 through March 2021) the Independent External Evaluator 
(IEE) completed evaluation activities necessary to support ongoing evaluation of MTP. These 
included: 

• On December 31, 2020, the Washington Health Care Authority and the IEE submitted the draft 
Interim Evaluation Report for CMS review. This report was accepted by CMS on March 5, 2021. 

• The IEE acquired and analyzed administrative data through March 2020.

• The IEE completed interviews with 11 key informants from Accountable Communities of Health 
(ACHs) and state agencies. 
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• The IEE has completed 16 provider organization interviews with hospitals and primary care 
practices. 

• The IEE reviewed and analyzed publicly available materials including ACH semi-annual reports to 
the Washington Health Care Authority (HCA), ACH and HCA communications and events, and the 
1115 waiver request summary and amendment.

Data collection and analysis are ongoing, and the IEE quantitative team will continue to analyze and 
update performance measures as new administrative data become available. We are working closely 
with Washington State to understand how COVID-19 affected administrative data collection and 
data quality during 2020, and to assess the potential implications for the MTP summative evaluation.

The IEE qualitative team is currently interviewing MCO representatives to learn about MCO roles in 
MTP, the transition to integrated managed care, value-based payment, and impact of and response to 
COVID-19. We expect to complete these interviews by June 2021 and report results in subsequent 
reports. We have completed three out of five planned interviews. 

The qualitative team is also actively conducting additional interviews with primary care and hospital 
provider organizations. These organizations were selected based on their response to the survey that 
was administered September 2019 through January 2020. Recruitment has been slower than planned 
due to the COVID-19 pandemic, which has significantly affected health care provider organization 
capacity and reduced interest and availability for participation. 

Recruitment and interviewing will continue between April and June 2021. This timeline will allow us 
to achieve our proposed sampling plan, which includes variation on key organization characteristics 
such as rural or urban location, Medicaid panel size, partnership status with ACHs, ACH region, and 
value-based payment efforts.

Interviews completed in 2020 with ACH and state representatives also focused on value-based 
payment, integrated managed care, workforce capacity building, health information technology 
(HIT), and health improvement projects. The qualitative team will continue to analyze these data and 
report updated findings in future reports. We will continue to monitor the evolution of Washington's 
COVID-19 response as well as strategies to address health equity as key factors influencing MTP 
implementation.
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KEY FINDINGS IN THIS REPORT

• We observed substantial and continued improvement in measures related to Substance Use Disorder and Opioid 
Use Disorder – a trend that has continued since the Interim Evaluation Report. We also observed improvements 
in some preventive and wellness services such as childhood immunizations and BMI screenings, but worsening 
performance on others such as well-child visits for children ages 3-6.

• While we observed improvement in antidepressant medication management for adults, other measures of 
mental health care declined. Of concern, the 30-day rates of follow up care after an emergency department 
visit or hospitalization for mental illness continued to worsen. Readmission rates for psychiatric conditions also 
increased. This is an important area for Washington State to monitor closely. 

• Measures related to social determinants of health, primary care access, and care for people with chronic 
conditions were mostly unchanged. Rates of utilization of emergency departments, acute hospital care and 
institutional care were unchanged. 

• The Accountable Communities of Health (ACH) model provides a framework for integrating equity into the 
health system transformation goals of MTP. There is evidence that ACHs have sought to address equity in the 
areas that are commonly described as the core elements of the ACH model, such as community partnerships, 
shared definitions and language, and data sharing. 

• ACHs would benefit from increased support and guidance regarding health equity from the Health Care 
Authority. Two distinct approaches have emerged among ACHs, one focused on racial equity and disparities, 
and the other focused on social needs. A comprehensive strategy would incorporate both of these approaches.

• ACHs have contributed to the state’s COVID-19 response, leveraging their existing community partner networks 
and information exchange infrastructure to meet community needs during the pandemic. Specific federal and 
state actions supported ACHs’ ability to adapt their operations toward COVID-19 response. 
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S E C T I O N  1

Medicaid System Performance through March 2020
The MTP evaluation aims, in part, to assess the performance of Washington State's Medicaid system 
over the course of the demonstration through analysis of administrative data including Medicaid 
enrollment, encounters and claims.

This report updates performance measures presented in the Interim Evaluation Report to include 
administrative data through March 2020, where available. A description of the methodology used in 
this analysis can be found within the MTP Interim Evaluation Report.  

A summary of key changes in health care access and quality during the measurement period is 
presented in Exhibit A (next page), including observed improvements, worsening performance, and 
measures that exhibited little or no change. This report presents measures through March 2020, 
the earliest days of the COVID-19 Pandemic in Washington State. The majority of the measurement 
period predates the pandemic. 

In the subsequent sections, we present detailed information related to 44 performance measures 
organized into ten domains. Within each domain, we present the change in each performance 
measure from the prior year, with changes in the measure indicated by blue (better) or orange 
(worse) shading. 

Where available, we also include a national average for 2019 for comparison. Some measures cannot 
be publicly reported due to small sample sizes and are presented as “NA.” 

Measurement domains include:

1 Social Determinants of Health. See page 8. 

2 Access to Primary and Preventive Care. See page 9.

3 Reproductive and Maternal Health Care. See page 10.

4 Prevention and Wellness. See page 12.

5 Mental Health Care. See page 24.

6 Oral Health Care. See page 16.

7 Care for People with Chronic Conditions. See page 17.

8 Emergency Department, Hospital and Institutional Care Use. See page 19.

9 Substance Use Disorder Care. See page 21.

10 Opioid Prescribing and Opioid Use Disorder Treatment. See page 23.

https://www.hca.wa.gov/assets/program/mtp-interim-report.pdf
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In addition to this 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. 

Exhibit A: Summary of Changes in Medicaid System Performance through March 2020

Change from 
Prior Year Description

Improved • Substantial and continued improvement in measures related to substance use 
disorder and opioid use disorder – a trend that was evident in the Interim 
Evaluation Report. All measures within these domains moved in the desired 
direction, including (but not limited to) a 6.5% increase in OUD treatment, a 4.7% 
increase in follow up care within 30 days after an ED visit for alcohol or drug use, 
declines in 90mg opioid prescriptions (3.2%) and concurrent prescription of opioids 
and sedatives (1.4%). 

• Some improvements in preventive and wellness services, including a 2.3% increase 
in BMI assessment, a 1.5% increase in child immunization, and a 1.4% increase in 
long-acting reversible contraception (LARC)*. 

• An increase in antidepressant medication management for adults (3.2% at 12 
weeks and 2.5% at 6 months). This improvement continues the trend reported in 
the Interim Evaluation Report, but is in contrast to declining performance observed 
in other measures of mental health care in this report.

Worse  • Worse performance in measures of mental health care for some populations. 
Antipsychotic medications for people with schizophrenia decreased 1.5%. Among 
people who visited the emergency department for mental illness, the rate of 30-
day follow up care decreased 4.9%. The rate of 30-day follow up care following 
a hospitalization decreased 4.1%, and hospital readmission rates for people with 
psychiatric conditions increased 2.1%. The overall rate of mental health treatment 
penetration was unchanged during this period.

• A 1.1% decrease in well-child visits for children ages 3-6 reflects a reversal from an 
improving trend reported in the Interim Evaluation Report. 

• Periodontal exams for adults decreased 2% from the prior year, reversing a flat or 
slightly improving trend reported in the Interim Evaluation Report.

Mixed or No 
Change

• Generally unchanged measures of social determinants of health, including 
homelessness and arrest rates. The employment rate for Medicaid enrollees was 
flat, reflecting a leveling off from a trend in worsening performance seen in the 
interim report. 

• No changes were observed in access to primary care or care for people with 
chronic conditions, continuing relatively flat trends seen in the Interim Evaluation 
Report. Measures related to reproductive or maternal health care* were mostly 
flat, along with most prevention and wellness measures.

• Emergency department, hospital and institutional care measures exhibited little or 
no change, continuing the trend observed in the Interim Evaluation Report. 

Data Source: Medicaid claims, encounters and enrollment data from Washington State Health Care Authority. 
Note: The measurement period for most metrics is April 2019 to March 2020. Reproductive and maternal health care metrics (marked *) are calculated 
through December 2019 due to a difference in data production schedule. Changes of less than 1% in either direction are described as “unchanged.”
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ABOUT THE DATA

The following information should be considered 
when interpreting the metrics in this report:

• Administrative data from March 2020 were the most 
recent data available at the time this report was 
prepared. Administrative data used to calculate the 
performance metrics are typically available with a 
nine-month lag. For example, we received complete 
administrative data in November 2020.

• These performance metrics reflect the earliest phase 
of the COVID-19 pandemic in Washington State. 
The first presumptive positive case in Washington 
State was detected in January 2020, followed by the 
first outbreak in a long-term care facility in March 
2020. These events occurred relatively late in the 
measurement period covered in this report; however, 
metrics may reflect early effects of the pandemic on 
both the health status of Medicaid members as well 
as disruptions in care access and delivery.

• Although we use performance metrics data from 
Washington State agencies for this report, metrics 
presented by the state in other reports may have 
been calculated differently.

• US rates from the NCQA cannot be directly 
compared to rates in this report. To help understand 
performance of Washington State’s Medicaid 
system, we include US rates published by the NCQA 
for Medicaid where available. These rates are based 
on data from a self-selected sample of diverse 
Medicaid managed care organizations across the 
US that report to NCQA, and are not necessarily 
comparable to our Washington State data.

A detailed guide to these displays may be 
found on page 21 of the Interim Evaluation 
Report available at https://www.hca.wa.gov/
assets/program/mtp-interim-report.pdf
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Domain 1: Social Determinants of Health

Measures of social determinants of health were generally unchanged from the interim report, including 
homelessness and arrest rates. The employment rate for Medicaid enrollees was flat, reflecting a leveling off 
from a trend in worsening performance seen in the interim report. 

Statewide Rates, Change from Prior Year, and US Comparison
Statewide Rate for April 2019 to March 2020, Change from Prior Year, and National 2019 Benchmark

Rate 
Statewide

2019-2020
Change

2019
US Average

Improved from 2019 Worsened from 2019
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)

Medicaid beneficiaries in rural areas experienced lower homelessness and arrest rates and higher employment 
than the average for all Medicaid members. Sub-analyses indicate American Indian, Alaska Native, Black and 
White Medicaid beneficiaries continue to experience worse performance on SDoH measures than Asian and 
Hispanic enrollees.

Measures by Health Condition and Geographic Area
Members with chronic illness, members with severe mental illness (SMI), members living in rural areas, and members living in 
high-poverty areas

Health Condition Geographic Area
Chronic SMI Rural High-Poverty

Better than state average Worse than state average
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)

Measures by Race and Ethnicity
American Indian or Alaska Native (AI/AN), Asian, Black, Hawaiian or Pacific Islander (HI/PI), Hispanic and White members

AI/AN Asian Black

HI/PI Hispanic White

Better than state average Worse than state average
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)
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Domain 2: Access to Primary and Preventive Care

No changes were observed in access to primary care or care for people with chronic conditions, continuing 
relatively flat trends in these measures in the Interim Evaluation Report.

Statewide Rates, Change from Prior Year, and US Comparison
Statewide Rate for April 2019 to March 2020, Change from Prior Year, and National 2019 Benchmark

Rate 
Statewide

2019-2020
Change

2019
US Average

Improved from 2019 Worsened from 2019
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)

We observed slightly better than average access to primary and preventive care among people with chronic 
conditions or serious mental illness, relative to the average for all Medicaid members. 

Measures by Health Condition and Geographic Area
Members with chronic illness, members with severe mental illness (SMI), members living in rural areas, and members living in 
high-poverty areas

Health Condition Geographic Area
Chronic SMI Rural High-Poverty

Better than state average Worse than state average
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)

Differences among racial and ethnic groups were slight, though Native Hawaiian and Pacific Islander children and 
adolescents experienced notably worse access to primary care than children of other races. 

Measures by Race and Ethnicity
American Indian or Alaska Native (AI/AN), Asian, Black, Hawaiian or Pacific Islander (HI/PI), Hispanic and White members

AI/AN Asian Black

HI/PI Hispanic White

Better than state average Worse than state average
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)
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Domain 3: Reproductive and Maternal Health Care

Due to differences in data availability, the measurement period for reproductive and maternal health care measures is 
January to December 2019 (in contrast to other measures in this report presented for April 2019 to March 2020). 

We observed a 1.4% increase in long-acting reversible contraception (LARC). Other measures of reproductive 
and maternal health care were unchanged. 

Statewide Rates, Change from Prior Year, and US Comparison
Statewide Rate for January to December 2019, Change from Prior Year, and National 2019 Benchmark

Rate 
Statewide

2018-2019
Change

2019
US Average

Improved from 2019 Worsened from 2019
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)

Measures were generally better than average for people in rural or high poverty areas, and for Medicaid 
beneficiaries who were Hispanic or White, when compared to all Medicaid members. 

Measures by Health Condition and Geographic Area
Members with chronic illness, members with severe mental illness (SMI), members living in rural areas, and members living in 
high-poverty areas

Health Condition Geographic Area
Chronic SMI Rural High-Poverty

Better than state average Worse than state average
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)
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Domain 3: Reproductive and Maternal Health Care (continued)

Measures by Race and Ethnicity
American Indian or Alaska Native (AI/AN), Asian, Black, Hawaiian or Pacific Islander (HI/PI), Hispanic and White members

AI/AN Asian Black

HI/PI Hispanic White

Better than state average Worse than state average
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)
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Domain 4: Prevention and Wellness

We observed some slight improvements in preventive and wellness services, including a 2.3% increase in BMI 
assessment and a 1.5% increase in child immunizations. In contrast, well-child visits for children ages 3-6 declined 
by 1.1%. Other measures were unchanged. 

Statewide Rates, Change from Prior Year, and US Comparison
Statewide Rate for April 2019 to March 2020, Change from Prior Year, and National 2019 Benchmark

Rate 
Statewide

2019-2020
Change

2019
US Average

Improved from 2019 Worsened from 2019
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)

Measures were generally better than average for people with chronic illness or serious mental illness, but slightly 
worse for those in rural areas. 

Measures by Health Condition and Geographic Area
Members with chronic illness, members with severe mental illness (SMI), members living in rural areas, and members living in 
high-poverty areas

Health Condition Geographic Area
Chronic SMI Rural High-Poverty

Better than state average Worse than state average
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)
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Domain 4: Prevention and Wellness (continued) 

American Indian and Alaskan Native members experienced notably lower access to preventive care than 
members of other races. 

Measures by Race and Ethnicity
American Indian or Alaska Native (AI/AN), Asian, Black, Hawaiian or Pacific Islander (HI/PI), Hispanic and White members

AI/AN Asian Black

HI/PI Hispanic White

Better than state average Worse than state average
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)
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Domain 5: Mental Health Care

We observed an increase in antidepressant medication management for adults (3.2% at 12 weeks and 2.5% at 6 
months). This improvement continues the trend reported in the Interim Evaluation Report, but is in contrast to 
declining performance observed in other measures of mental health access and treatment in this report.

We see continued evidence of worsening performance in measures of mental health care for some populations. 
Antipsychotic medications for people with schizophrenia decreased 1.5%. Among people who visited the 
emergency department for mental illness, the rate of 30-day follow up care decreased 4.9%. The rate of 30-
day follow up care following a hospitalization for mental illness decreased 4.1%. Hospital readmission rates for 
people with psychiatric conditions increased 2.1%. The overall rate of mental health treatment penetration was 
unchanged during this period.

Statewide Rates, Change from Prior Year, and US Comparison
Statewide Rate for April 2019 to March 2020, Change from Prior Year, and National 2019 Benchmark

Rate 
Statewide

2019-2020
Change

2019
US Average

Improved from 2019 Worsened from 2019
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)

Measures by Health Condition and Geographic Area
Members with chronic illness, members with severe mental illness (SMI), members living in rural areas, and members living in 
high-poverty areas

Health Condition Geographic Area
Chronic SMI Rural High-Poverty

Better than state average Worse than state average
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)
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Domain 5: Mental Health Care (continued) 

Among subpopulations, White Medicaid members generally experienced better access to mental health care than 
other racial or ethnic groups. Mental health treatment penetration was worse than average for Asian, Hawaiian 
and Pacific Islander members.

Measures by Race and Ethnicity
American Indian or Alaska Native (AI/AN), Asian, Black, Hawaiian or Pacific Islander (HI/PI), Hispanic and White members

AI/AN Asian Black

HI/PI Hispanic White

Better than state average Worse than state average
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)
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Domain 6: Oral Health Care

Periodontal exams for adults decreased 2% from the prior year, reversing a flat or slightly improving trend 
reported in the Interim Evaluation Report. Other oral health care measures were unchanged.

Statewide Rates, Change from Prior Year, and US Comparison
Statewide Rate for April 2019 to March 2020, Change from Prior Year, and National 2019 Benchmark

Rate 
Statewide

2019-2020
Change

2019
US Average

Improved from 2019 Worsened from 2019
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)

Measures by Health Condition and Geographic Area
Members with chronic illness, members with severe mental illness (SMI), members living in rural areas, and members living in 
high-poverty areas

Health Condition Geographic Area
Chronic SMI Rural High-Poverty

Better than state average Worse than state average
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)

Periodontal exams were better than average for Asian and Hispanic Medicaid members than members of other 
racial and ethnic groups.

Measures by Race and Ethnicity
American Indian or Alaska Native (AI/AN), Asian, Black, Hawaiian or Pacific Islander (HI/PI), Hispanic and White members

AI/AN Asian Black

HI/PI Hispanic White

Better than state average Worse than state average
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)
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Domain 7: Care for People with Chronic Conditions

Measures of care for people with chronic conditions were generally unchanged during this period, with the state 
performing better than the 2019 national average for Medicaid members receiving controller medications for 
asthma and statin medication for cardiovascular disease.

Statewide Rates, Change from Prior Year, and US Comparison
Statewide Rate for April 2019 to March 2020, Change from Prior Year, and National 2019 Benchmark

Rate 
Statewide

2019-2020
Change

2019
US Average

Improved from 2019 Worsened from 2019
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)

Measures were similar for members in rural or high-poverty areas, or with chronic conditions, than the average 
for all Medicaid members. However, American Indian, Alaskan Native and Black members generally experienced 
worse outcomes than members of other races. 

Measures by Health Condition and Geographic Area
Members with chronic illness, members with severe mental illness (SMI), members living in rural areas, and members living in 
high-poverty areas

Health Condition Geographic Area
Chronic SMI Rural High-Poverty

Better than state average Worse than state average
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)
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Domain 7: Care for People with Chronic Conditions (continued) 

Measures by Race and Ethnicity
American Indian or Alaska Native (AI/AN), Asian, Black, Hawaiian or Pacific Islander (HI/PI), Hispanic and White members

AI/AN Asian Black

HI/PI Hispanic White

Better than state average Worse than state average
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)
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Domain 8: Emergency Department, Hospital and Institutional Care Use

Emergency department, hospital and institutional care measures exhibited generally flat performance, continuing 
the trend observed in the Interim Evaluation Report.

Statewide Rates, Change from Prior Year, and US Comparison
Statewide Rate for January to December 2019, Change from Prior Year, and National 2019 Benchmark

Rate 
Statewide

2019-2020
Change

2019
US Average

Improved from 2019 Worsened from 2019
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)

Among subpopulations, people with chronic conditions and serious mental illness experienced markedly higher 
rates of utilization, likely reflecting their poorer health status and higher care needs. In contrast, members in 
rural areas had lower than average rates of hospital and ED utilization.

Measures by Health Condition and Geographic Area
Members with chronic illness, members with severe mental illness (SMI), members living in rural areas, and members living in 
high-poverty areas

Health Condition Geographic Area
Chronic SMI Rural High-Poverty

Better than state average Worse than state average
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)
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Domain 8: Emergency Department, Hospital and Institutional Care Use (continued)

Among specific racial and ethnic groups, Asian, Hawaiian/Pacific Islander and Hispanic members exhibited lower 
than average service utilization, while American Indian/Alaskan Native, Black, and White members typically had 
higher than average utilization rates. 

Measures by Race and Ethnicity
American Indian or Alaska Native (AI/AN), Asian, Black, Hawaiian or Pacific Islander (HI/PI), Hispanic and White members

AI/AN Asian Black

HI/PI Hispanic White

Better than state average Worse than state average
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)
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Domain 9: Substance Use Disorder Care

We observed substantial and continued improvement in measures related to Substance Use Disorder – a trend 
that was evident in the Interim Evaluation Report. All measures within these domains moved in the desired 
direction, including a 4.7% increase in follow up care within 30 days after an ED visit for alcohol or drug use and 
a 3% increase in SUD treatment penetration.

Statewide Rates, Change from Prior Year, and US Comparison
Statewide Rate for January to December 2019, Change from Prior Year, and National 2019 Benchmark

Rate 
Statewide

2019-2020
Change

2019
US Average

Improved from 2019 Worsened from 2019
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)

In rural and high poverty areas, members experienced lower rates of SUD treatment penetration. In contrast, the 
rate of 30-day follow up care after an ED visit for alcohol or drug use was higher in these areas than the state 
average for all Medicaid members.

Measures by Health Condition and Geographic Area
Members with chronic illness, members with severe mental illness (SMI), members living in rural areas, and members living in 
high-poverty areas

Health Condition Geographic Area
Chronic SMI Rural High-Poverty

Better than state average Worse than state average
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)
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Domain 9: Substance Use Disorder Care (continued)

Asian, Black and Native Hawaiian and Pacific Islander beneficiaries experienced markedly worse access to SUD 
care relative to Medicaid members of other races. 

Measures by Race and Ethnicity
American Indian or Alaska Native (AI/AN), Asian, Black, Hawaiian or Pacific Islander (HI/PI), Hispanic and White members

AI/AN Asian Black

HI/PI Hispanic White

Better than state average Worse than state average
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)
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Domain 10: Opioid Prescribing and Opioid Use Disorder Treatment

All measures within this domain moved in the desired direction, including a notable 6.5% increase in OUD 
treatment, declines in 90mg opioid prescriptions (3.2%) and concurrent receipt of prescriptions for opioids and 
sedatives (1.4%). 

Statewide Rates, Change from Prior Year, and US Comparison
Statewide Rate for January to December 2019, Change from Prior Year, and National 2019 Benchmark

Rate 
Statewide

2019-2020
Change

2019
US Average

Improved from 2019 Worsened from 2019
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)

Opioid treatment was better than average for Medicaid members in high-poverty and rural areas, but lower than 
average for people with serious mental illness or chronic conditions.

Measures by Health Condition and Geographic Area
Members with chronic illness, members with severe mental illness (SMI), members living in rural areas, and members living in 
high-poverty areas

Health Condition Geographic Area
Chronic SMI Rural High-Poverty

Better than state average Worse than state average
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)
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Domain 10: Opioid Prescribing and Opioid Use Disorder Treatment (continued)

Despite overall improvements, Asian, Black, Hawaiian and Pacific Islander, and Hispanic members experienced 
worse access to OUD treatment than other Medicaid members. 

Measures by Race and Ethnicity
American Indian or Alaska Native (AI/AN), Asian, Black, Hawaiian or Pacific Islander (HI/PI), Hispanic and White members

AI/AN Asian Black

HI/PI Hispanic White

Better than state average Worse than state average
10% 25%10%25% 0% ↓ Lower is better   [3] Projects where this metric is pay-for-performance (P4P)
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S E C T I O N  2

Health Equity 
The previous results highlighted sustained improvements on Medicaid Transformation Project (MTP) 
measures, namely in substance use disorder and opioid use disorder. However, when outcomes were 
disaggregated by race and ethnicity, differences remained. To illustrate, American Indian/Alaska 
Native (AI/AN) and Black Medicaid members experienced less access to or a lower quality of care on 
most measures, when compared to Medicaid members overall. 

Lack of access to care may explain the high rates of emergency department visits, acute hospital 
use, and hospital readmission rates among both groups. These types of health disparities are likely 
the result of social, economic, and environmental conditions (i.e., social determinants of health) that 
reduce access to resources and opportunities for underserved groups and communities, affecting 
how “people are born, live, work, play, worship, and age” (U.S. Department of Health and Human 
Services, 2020a; Braverman, 2014; Rollins, 2011; Institute of Medicine, 2002). 

DEFINING HEALTH EQUITY

Our analysis was informed by the World Health 
Organization (WHO) definition of health equity: “...
the absence of unfair and avoidable or remediable 
differences in health among population groups 
defined socially, economically, demographically or 
geographically.” (Solar & Irwin, 2010). We chose 
this definition because the WHO recognizes 
the influence of socioeconomic conditions in 
perpetuating health disparities. In addition, the 
work of Dr. Camara Phyllis Jones, an activist, 
physician, and leading researcher, on the impact 
of racism on health informed our work. Dr. Jones 
regards health equity as a process requiring 
sustained commitment (National Academies, 2019).

Through review of the literature on health equity, 
we identified a set of assumptions that informed 
our analysis:

• Health disparities are the result of social, 
economic, and/or environmental disadvantages―
structural racism, income inequality, educational 
inequality that perpetuate inequality 
between groups (WHO Commission on Social 
Determinants of Health, 2010; Rollins, 2011).

• The relationship between structural racism and 
health disparities reveals that health equity and 
racial equity are also inextricably linked (WHO 
Commission on Social Determinants of Health, 
2010; National Academies of Sciences, 2019). 

• Working towards health equity requires an 
acknowledgement of our social history (WHO 
Commission on Social Determinants of Health, 
2010; National Academies of Sciences, 2019). 

• Working towards health equity requires 
continuous quality improvement cycles for 
newly instituted health programs, policies and 
practices (Annie E. Casey Foundation, 2014; 
Robert Wood Johnson Foundation, 2017; powell, 
Menendian, & Ake, 2019).

We understand that health disparities are rooted 
in socioeconomic, political, racial and historical 
contexts. Health equity requires collective action, 
and accountability is integral to eliminating health 
differences between and among groups. This 
perspective informed our analysis. 
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Eliminating health disparities requires collective action to advance the principle of health equity and 
attain “the highest level of health for all people” (U.S. Department of Health and Human Services, 
2020b). MTP provides an opportunity for the state to address health disparities through regional 
Accountable Communities of Health (ACHs) and Indian Health Care Providers. These organizations 
were tasked with “broadly infusing health equity and population health” by implementing prevention 
and health promotion strategies for targeted populations (Lindeblad, 2018; 2015). 

ACHs would benefit from increased support and guidance on health equity 
from the Health Care Authority.
While HCA developed the ACH model and the health improvement project framework, the agency 
was unclear about how ACHs should approach health equity. This resulted in two ACH approaches, 
one which emphasized the connections between racial equity and health equity (e.g., acknowledging 
racism as a public health crisis, convening a tribal learning series, examining the impact of systemic 
racism in the health care system), and the other which focused exclusively on intermediary social 
factors or social determinants of health (e.g., adverse childhood experiences, geographic isolation, 
homelessness and housing, and language barriers). Health equity cannot be achieved without 
racial equity. ACHs that focused primarily on social determinants of health have an opportunity to 
strengthen their approach to health equity by explicitly recognizing structural racism. The state 
can support this work by helping develop a shared understanding of health equity among ACHs, 
supporting capacity building and greater accountability. 

While HCA offered a definition of health equity, there was little evidence that this 
definition was shared by ACHs and their partners. 

The MTP project plan and semi-annual report templates referenced the Robert Wood Johnson 
Foundation (RWJF) definition of health equity, “reducing and ultimately eliminating disparities in 
health and their determinants that adversely affect excluded or marginalized groups.” It does not 
appear that this definition was formally adopted by HCA, or shared by the ACHs. A shared definition 
can clarify the differences and relationships among widely used and related terms, and dispel 
uncertainties about where to direct attention and resources to communities in need (Hughes, et al., 
2020). An agreed upon definition of health equity that informs work is a true north or orienting point. 
As such, it is a step toward formalizing an agency or organization's commitment to equity (Braveman, 
2014; Institute for Medicaid Innovation, n.d.).  

Capacity-building resources from HCA were limited. 

When health equity is recognized as a process it provides an opportunity to support steps or stages 
throughout the journey. In 2019, an ACH staff member shared, “people really avoid speaking about 
racism.” Another ACH staff member shared a stakeholder’s initial reaction to the ACH’s approach 
to health equity in their region: “We don’t need to worry about equity. There are no Black people in my 
county.” In 2020, four years into the project, ACH staff still wanted clearer direction on health equity 
from HCA. 
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Events focused on health equity capacity building can support ACHs by facilitating difficult 
discussions about race and racism, and keeping health equity at the forefront of health system 
transformation. Between 2018 and 2020, we confirmed three health equity-related events took 
place. They included the following:

• Healthier Washington’s Quarterly Webinar Series. Building equity into Washington State’s Health 
System (June 6, 2018, [55-minute session] available here)

• Medicaid Transformation Learning Symposium. Managing Change and Advancing Equity (October 
24, 2018 (full-day [8-hour session]), available here)

• 2020 HCA and ACH Learning Symposium. Community Health Through an Equity Lens (October 
26-28, 2020 [three 4-hour sessions], available here) 

These HCA-sponsored health equity events represented a combined 21 hours of time between 
2018-2020. If ACHs did not supplement these opportunities with their own activities, then a minimal 
amount of time was dedicated to promoting health equity. Supporting a shared understanding of 
health equity and delivering ongoing technical assistance could aid conversations that some ACHs 
deemed difficult regarding the inextricable link between health equity and racial equity, as well as 
the social history of historically underserved groups and communities.

ACH health equity-related project reporting requirements were restricted to early semi-
annual reports. 

ACH health equity strategies can have short, medium and long-term impacts on population health 
outcomes, and the time horizon for monitoring is an important consideration (Hughes, et al., 2020). 
HCA monitoring of ACH progress on health equity was limited to the first two Semi Annual Reports 
(SARs). SAR 1.0 required ACHs to describe how they planned to assess and prioritize health equity. 
While ACH responses provided insights about what they planned to do, HCA did not follow-up on 
this reporting in the subsequent SAR 2.0. Without follow-up, HCA had limited information on ACH 
efforts to monitor and evaluate health equity. Consistent health equity reporting requirements could 
provide an opportunity for HCA to track progress towards the state’s goal of achieving health equity, 
allow ACHs to identify successes, challenges, and areas of need, and elevate this work’s importance 
by highlighting specific innovative and successful efforts and giving health equity statewide 
prominence.

Essential elements of the ACH model were leveraged to address regional 
health disparities. 
Within the last four years, ACHs made considerable efforts in promoting health equity through a 
range of strategies in their regions. We attribute part of their success to the ACH model design. 
Of the more than 100 “accountable care communities” or “accountable communities of health,” 
researchers have identified a shared set of essential elements (Hughes, et al., 2020). These essential 
ACH elements include: 

• Community partnerships. 

• A shared vision. 

• Financing and targeted interventions. 

• Data systems. 

• Continuous learning. 

https://www.youtube.com/watch?v=PqU-Ag9Kw1U&list=PLTGQrGiHUW9V7-UPt-AaGRKuf7sOVCs7m&index=21
https://waportal.org/node/5155
http://washingtonach.org
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We describe below how ACHs in Washington integrated health equity into each of these elements of 
the ACH model. 

ACHs fostered diverse community partnerships to collectively identify and address 
regional priorities. 

Advancing health equity requires ACHs to engage the communities and groups directly impacted 
by intermediary social factors that negatively influence their health (Wyatt, et al., 2016; Annie E. 
Casey Foundation, 2014). During the first round of interviews in 2019, ACHs identified themselves 
as conveners and facilitators and employed collective action, a conceptual framework that draws on 
community partnerships to achieve social change. 

ACH partnerships were fostered through: 

• Dedicated ACH staff support. ACH staff served a key role in convening community partners. 
Roles included the director or manager of equity initiatives, community engagement manager, and 
community and tribal engagement manager. 

• Stakeholder advisory committees or councils. Every ACH had a committee or council comprised 
of community members including rural health improvement planning councils, indigenous nations 
committees, tribal partners leadership councils, and community and/or consumer voices councils. 

• Local health collaboratives. ACHs with multiple counties convened local health collaboratives 
that operated separately from the ACH governance structure. These collaboratives identified 
and addressed local priorities. Groups included county or region-specific community forums or 
collaboratives, local health improvement networks, and coalitions for health improvement.

ACHs developed or adopted shared visions, definitions, values and conceptual 
frameworks. 

ACHs adopted health equity definitions from Healthy People 2020, the Robert Wood Johnson 
Foundation, and the World Health Organization. A stakeholder advisory group at one ACH 
developed its own definition, which stated: 

We work to intentionally eliminate disparities and build on strengths in health and well-being 
and address the current power dynamic and structural racism in our health care system that 
perpetuates inequities. We believe that every community member in [county] should receive the 
type of care that they deserve - with respect and without stigma - to address their unique and 
individual needs. - ACH Stakeholder Advisory Group

That ACH’s governing board approved and adopted the definition. This definition, along with a set 
of equity guidelines, were used to hold partnering providers accountable. Other examples of shared 
values included Native American and Indigenous land acknowledgments shared at the beginning of 
meetings and statements against systemic racism and discrimination after the death of George Floyd 
in 2020. 

ACHs also adopted frameworks including Targeted Universalism, which involves setting universal 
equity goals with targeted processes (powell, Menendian, & Ake, 2019) and the Institute for 
Healthcare Improvement’s Framework for Improving Health Equity, which offers organizations 
guidance on how to improve health equity in their communities (Wyatt, et al., 2016).  
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ACHs required and incentivized strategies and tactics to promote health equity. 

MTP's health improvement projects were a key mechanism for ACHs advancing health equity. ACHs 
embedded contracting requirements that required and incentivized focus on health equity. For 
example, a change plan, which ACHs used to monitor implementation progress, required partnering 
providers to use their electronic health record system to disaggregate patient or client data by 
subpopulation characteristics (e.g., race and ethnicity, gender, and age) in order to identify and track 
health differences.

ACHs established financial investments to address the social determinants of health. 

ACHs also created resiliency funds to support regional needs. Local health collaboratives played an 
active role in deciding where to invest in the community. For example, one ACH distributed $1.4 
million dollars across local health improvement networks to address social determinants of health.

ACHs and partners employed data and data systems to plan for and monitor projects. 

Beginning with the project plan, ACHs disaggregated data by race and ethnicity, gender, and age, 
allowing them to identify health disparities and select regional needs and priorities. ACHs also used 
data dashboards provided by the state (e.g., the Analytics, Research, and Measurement and Healthier 
Washington dashboards) to monitor health disparities in their communities. 

ACHs used continuous learning opportunities to promote and apply health equity 
strategies. 

ACHs provided two types of technical assistance and support to partners: 

• Occasional training events on regional priorities, with topics including housing, stigma, and 
trauma-informed care. 

• Equity-focused cohorts or collaboratives that ACHs convened over a sustained period. 

With equity collaboratives, ACHs employed a systematic process to facilitate learning. A few ACHs 
required partners to complete an equity assessment and develop aims statements to embed health 
equity into their organizational culture. Additionally, partners were required to attend shared 
learning events.

While ACHs are well-positioned to identify and address regional health disparities, 
health equity is a statewide goal that requires coherence and coordination across the 
nine ACH regions.

HCA envisioned that ACHs would facilitate health transformation and achieve health equity through 
population health strategies. We identified two approaches ACHs employed to advance health 
equity: one which emphasized the connections between racial equity and health equity; and the 
other which focused exclusively on intermediary social factors or social determinants of health. 

The MTP evaluation has so far documented disparities in statewide performance outcomes between 
Medicaid members of specific races and ethnicities, with American Indian/Alaska Native and Black 
Medicaid members experiencing lower access to and quality of care relative to other members. ACHs 
that opted to address social, economic, and environmental conditions without recognizing the role 
systemic racism plays in health and the health care system overlooked an integral component to 
achieving health equity. 
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Four years into the project, ACHs wanted clearer direction on health equity from HCA. Our 
findings suggest that while ACHs infused health equity throughout their work, HCA could provide 
a framework that articulates a shared vision and direction for achieving health equity. Sustained 
capacity-building support to address emerging challenges and needs could keep health equity at the 
forefront of health system transformation. Stronger reporting requirements and emphasis on equity 
in continuous quality improvement would strengthen the state's ability to track and work toward its 
goal of improving population health.
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HEALTH EQUITY: DATA COLLECTION AND ANALYSIS

Two data sources were collected and analyzed: interviews with key informants at the state and each ACH, 
and publicly available documents produced by HCA and the ACHs. The MTP evaluation is focused on state 
and ACH efforts, and interviews were not conducted with Indian Health Care Providers. 

Interviews. The qualitative team conducted two rounds of interviews in 2019 and 2020. During the first 
round, we traveled to each ACH for in-person interviews between May and November 2019. We completed 
between five and nine interviews with staff at each ACH. In total, we completed 60 semi-structured 
interviews. The number of interviews were based on ACH staff size, number of selected health improvement 
projects, and organizational structure. Between June 2020 and February 2021, the qualitative team 
conducted another 24 interviews with ACHs (two to three interviews per ACH) and seven interviews with 
state key informants. These interviews focused on implementation updates and changes that occurred after 
2019. Health equity was among the topics discussed during both rounds of interviews. The first round of 
interviews in 2019 was primarily conducted on-site while 2020 interviews were conducted over the phone 
or using web-conferencing software. Interview guides were tailored for each interviewee based on their 
expertise. Interviews were approximately 60 minutes in length. They were professionally transcribed, and 
transcripts were deidentified and entered into Atlas.ti (Version 8, Atlas.ti Scientific Software Development 
GmbH, Berlin, Germany) for data management and analysis.

Publicly available documents. Informational materials produced by HCA and ACHs were collected to 
supplement learnings from interviews. Documents were published between 2014 and 2020 and included: 

• Washington State Health Care Innovation Plan.

• Washington State Waiver Application including the CMS Special Terms and Conditions.

• MTP fact sheets and presentations.

• The MTP Project Toolkit. 

• ACH project plans.

• Semi-annual reports 1.0 through 4.0.

• ACH artifacts.

We employed an integrated analytical approach, using inductive and deductive coding to identify patterns 
and key findings in interview transcripts and publicly available documents (Bradley, Curry & Devers 2007; 
Borkan, 1999). Beginning in 2019, we used inductive coding to identify and organize all content. We 
developed the code “health equity” to capture relevant information. Then we conducted a brief literature 
search to ground our understanding of health equity and inform the next phase of analysis. We limited our 
literature search to a 10-year period, with terms that included health disparities, health equity, racial equity, 
and social determinants of health. We also consulted with colleagues with expertise in health disparities 
research to identify theoretical frameworks. While the search was not exhaustive, we identified a working 
definition for health equity and developed a set of statements to ground our analytical process. The 
literature review provided an organizing framework, which the team used to refine its coding structure foe 
health equity (i.e., deductive coding). The coding structure was comprised of widely-adopted strategies that 
organizations can employ. Team members developed memos to capture findings for discussion during team 
meetings. Team meetings and memos allowed analysts to identify and compare approaches to health equity, 
particularly across ACHs. By organizing the data by strategies, we were able to recognize the extent to 
which ACHs used similar strategies to promote health equity.
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S E C T I O N  3

ACH Responses to COVID-19
The SARS-CoV-2 virus was first identified in the United States in Snohomish County on January 20, 
2020 (Holshue et al., 2020). On February 29th, Governor Inslee declared a state of emergency and 
by March 23rd, a stay-at-home order was issued across Washington State (Inslee, 2020b). Business 
operations, including delivery of health services, were restricted to essential services only in order 
to minimize viral transmission in the population and the resulting strain on the healthcare system 
(Inslee, 2020a). 

As the Governor’s stay-at-home order was extended into April and May, the duration of the 
COVID-19 pandemic remained a question for Washington’s Accountable Communities of Health. 
ACHs delayed making decisions regarding if, or how, they should redesign MTP activities they 
formerly delivered in person. By June 2020, with the support of Washington’s Health Care Authority 
(HCA), ACHs moved to modify their activities and operations to accommodate state health and 
safety regulations developed in response to COVID-19.

In this section, we describe: 

• Factors that positioned ACHs to respond to emerging needs in their regions.

• Changes ACHs made to accommodate provider organizations.

• Ways ACHs revised their organizations' roles and responsibilities.

• How the Pathways Community HUB model, adopted in several regions as a health improvement 
project for MTP, was used to support healthcare delivery amidst the COVID-19 crisis.  

ACHs' local knowledge, partnerships, and processes facilitated Washington State's 
COVID-19 response. 

ACHs have been convening and building relationships with organizations in multiple sectors 
since their creation, and possessed established community knowledge that was advantageous in 
responding to arising COVID-19 related needs. Emergency changes in the state's Medicaid waiver 
in mid-2020 also allowed ACHs to direct MTP funds toward COVID-19 responses and to modify 
organizational activities and partner requirements.

Prior to the COVID-19 pandemic, ACHs had established communication with a variety of 
organizations beyond regional health services, including social services, schools, religious 
organizations, charitable foundations, correctional facilities, and public health jurisdictions. When 
the pandemic began, the ability of ACHs to quickly communicate and mobilize regional efforts was 
critically helpful, as smaller organizations and communities would have been challenging for the state 
to reach alone. For example, ACHs used their websites to create resource pages and collate emerging 
COVID-19 guidance for established local audiences.

ACHs had consistently reached out to their partner organizations prior to the pandemic to help 
identify and support their needs, such as offering resources on best practices, technical assistance, 
or support and training for HIT tools. These preestablished relationships meant that ACHs were 
an obvious partner for public service and provider organizations to turn to with needs for support 
during the pandemic. 
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Prior to COVID-19, ACHs had also begun to connect and build partnerships between previously 
fragmented sectors in order to support care coordination across service providers. This allowed for 
the ACH and its partners to coordinate a cross-sector response to address needs arising from the 
pandemic, which may not have been possible without the connections between organizations. For 
example, one ACH established a single point of access for behavioral health service referrals by 
collaborating with regional behavioral health, mental health, primary care, substance use disorder, 
and social support organizations. These established working relationships were tremendous assets 
during the pandemic, and would have been challenging to institute during a state of emergency.

Federal and state regulatory changes supported ACH responses. 

Federal and state regulatory changes made in response to the COVID-19 pandemic supported 
ACHs’ ability to modify partner contracts, project change plans, MTP funds allocation, and reporting 
requirements. This flexibility also granted ACHs the opportunity to support a range of needs (i.e., the 
transition to telehealth or addressing social determinants of health). 

Impact of Federal Regulatory Changes

The Centers for Medicare & Medicaid Services (CMS) approved HCA’s Medicaid Transformation 
Project section 1115 waiver amendment request, which allowed for flexibility on state goals, 
reporting requirements, and performance measure achievement. These modifications included 
relaxed requirements on health improvement project implementation and reporting intended to 
support ACHs and Indian Health Care Providers responding to COVID-19. 

Based on these federal regulatory changes, ACHs took the following actions:

• ACHs modified partner requirements and contract terms. ACHs offered their partners options 
for delayed reporting for January – March 2020 without penalization. In some regions, delayed 
reporting was also offered for March – July 2020. Some ACHs modified partners’ agreements by 
extending their contract length, revising milestone achievement requirements, or accepting late-
stage adjustments to change plans. 

• ACHs permitted partners to pause health improvement project implementation. Across all 
regions, MTP project strategies that took place in community settings, including schools and 
community centers, were stopped when these locations closed to prevent viral transmission. This 
discontinuation particularly influenced implementation of Projects 3A ("Addressing the Opioid Use 
Public Health Crisis") and 3D ("Chronic Disease Prevention and Control"). Conversely, activities 
that took place in care settings deemed "essential" and that did not close were less likely to be 
paused. ACHs relayed that Project 2A ("Bi-directional Integration of Physical and Behavioral 
Health") partner work was further along in implementation, and easier to maintain during the 
pandemic.

Impact of State Regulatory Changes

HCA modified state-level requirements by creating new options and billing codes for telehealth 
services, including options to bill for tele-mental health services. To support telehealth access, HCA 
coordinated laptop and cell phone donations, distributed a limited number of video conferencing 
licenses, and prioritized donations to small organizations with less infrastructure and organizations 
that serve vulnerable populations. Modifications to Medicaid payments and billing codes expanded 
telehealth options to support regional social and economic needs exacerbated by the pandemic. 



 C E N T E R  F O R  H E A L T H  S Y S T E M S  E F F E C T I V E N E S S  3 4

Based on these state-level modifications, ACHs took the following actions:

• ACHs financially supported partners’ COVID-19 response. The COVID-19 pandemic decreased 
patient utilization of preventive, maintenance, pediatric, and some emergency services across the 
state. For many provider organizations operating within fee-for-service payment arrangements, 
this sharp service reduction meant decreased revenue. ACHs were a resource for meeting 
partners’ arising financial needs because the ACH could quickly distribute funding. Funds reserved 
for integrated managed care or project efforts were diverted toward COVID-19 emergency 
response. In some cases, ACHs targeted specific provider organization types for support. 
Examples of provider support included:

 ҉ Funding to support the transition to telehealth, including resources and technical support.

 ҉ Funding for behavioral health provider organizations to participate in a Behavioral Health 
Integration Telehealth Rapid Response Committee to support continuity of services for 
established patients.

 ҉ Zero-interest bridge loans to behavioral health provider organizations to cover upfront costs 
until Coronavirus Aid, Relief, and Economic Security (CARES) Act reimbursement was accessible.

• ACHs financially supported communities. ACHs extended financial support opportunities beyond 
contracted partners to their communities at large. ACHs provided financial support to community-
based organizations for pandemic response, as well as to support those in isolation, for incidence 
response, and to address basic community needs. Examples of community support included:

 ҉ Funding for community-based organizations to purchase technology and equipment to support 
remote work and service delivery.

 ҉ Cell phone purchases to support patient access to telehealth care.

 ҉ Grants for activities addressing social determinants of health.

 ҉ Funds to build partner infrastructure and capacity to respond to COVID-19, create drive-through 
test sites, and maintain continuity of care.

 ҉ Funding for a broadband feasibility study to address barriers to telehealth access in rural areas.

ACHs adjusted their roles and responsibilities to meet emerging needs. 

ACHs worked with the HCA, regional and county entities, public health jurisdictions, community-
based organizations, and their partners to assist with COVID-19 responses on the ground. 

ACHs expanded their roles in the following ways:

• Goods distribution. ACHs distributed masks to tribes, partner organizations, and communities 
at-large. ACHs also distributed food boxes and care packages to local nursing homes, community 
partners, farming communities, and families in need.

• Public health education. ACHs launched public health education campaigns, including messaging 
about the importance of masking and of continuing to attend preventative care and behavioral 
health appointments.

• Support for public health entities. ACHs helped local health districts evaluate, implement, and 
disseminate information on COVID-19 precautions and public health guidelines to community-
members and provider organizations. Several ACHs directed staff time to supporting public health 
department operations.
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• Telehealth transition support. Several ACHs organized telehealth trainings for primary care, 
behavioral health and/or integrated care through the University of Washington AIMS Center. 
ACHs also distributed technology required for provider organizations to deliver telehealth 
including software, internet cards, and cell phones, and created remote convening opportunities 
for partners to share experiences with telehealth. 

• Supportive resources and tools. ACHs developed training tools for COVID-19 care coordination. 
Examples included a dashboard to track real-time capacity of provider organizations in 
anticipation of increased behavioral health service needs, and a guide on effectively using 
Collective Medical (a health information exchange tool) to share information with other 
organizations about patients with COVID-19. 

• Outreach and disseminating information. In addition to making use of their websites, newsletters 
and regular calls with partners, ACHs leveraged local or county-based collaboratives (e.g., 
Natural Communities of Care, Local Health Improvement Networks, and Coalitions for Health 
Improvement) to support pandemic response. These local collaboratives provided a forum for 
partners to connect with public response efforts, including information sharing and action 
planning. Some ACHs also offered grant funding to the collaboratives to support behavioral health 
workforce training and local task forces.

ACHs used Pathways HUBs for regional care coordination related to COVID-19. 

Five ACHs using the Pathways Community HUB model for health improvement project 2B 
(Community Based Care Coordination) used their established regional HUBs to coordinate COVID-19 
related care. A HUB represents a network of Care Coordination Agencies that hire and support 
community health workers to assess medical, social, and behavioral health risk factors in identified 
high-risk clients (Redding & Wilk, 2019). Pathways HUBs became a resource for COVID-19 risk 
assessment, access to testing, and referrals to resources to address the social determinants of health. 
Partners with access to the Pathways Care Coordination System used the platform to track patients 
discharging from county quarantine sites. 

Use of Pathways for COVID-19 care coordination was impacted in some regions by cancelled 
community health worker trainings and furloughs. In addition, the Pathways model was no longer 
endorsed by HCA, and its services were not reimbursable by Managed Care Organizations. This had 
led one ACH to pause its Pathways efforts several months prior to the onset of the pandemic, while 
another ACH applied for external funding through the CARES Act to expand its Pathways program 
and increase support to quarantined COVID-19 patients.
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COVID-19: DATA COLLECTION AND ANALYSIS

We reviewed the following for information about state and regional COVID-19 response efforts:

• Interviews. Between June 2020 and February 2021, we conducted 24 interviews with ACHs (2-3 
interviews per ACH) and seven interviews with state key informants. These interviews focused on 
implementation updates and changes that occurred since 2019. Interview questions covered topics 
including the ways the state and ACHs were impacted by and responded to the COVID-19 pandemic. 
Interviews lasted approximately one hour and were conducted over the phone or using video software. 
Interviewers followed a guide that was tailored to each participant’s area of expertise. State and ACH 
interviews were professionally transcribed, and transcripts were deidentified and entered into Atlas.ti 
(Version 9, Atlas.ti Scientific Software Development GmbH, Berlin, Germany) for data management and 
analysis.

• Publicly available materials. Our team accessed and reviewed the following materials published online: 
HCA announcements, including the state's 1115 waiver request summary and amendments; information 
shared on ACH websites including news, webinars, COVID resources, and event calendars; and ACH 
newsletters that team members had subscribed to. We collected information from these sources from 
March to December 2020. 

• Semi-Annual Report 5 (SAR5). We reviewed the fifth round of semi-annual reports that ACHs submitted 
to the HCA covering their activities from January 1 through June 31, 2020. 

We engaged in an iterative analytical process, also known as immersion/crystallization, to identify emergent 
and key themes (Borkan, 1999). In Atlas.ti, we developed a single code to broadly tag all text relevant to 
COVID-19 related impacts and responses in our 2020 interview transcripts. 

Team members jointly reviewed text coded as ‘COVID-19.’ We met regularly to discuss the coded data as a 
group, deliberate the findings, and develop consensus and shared understanding among team members. We 
categorized ACH strategies and responses and populated this content into a matrix to examine COVID-19 
response variation among the ACHs. We continued to immerse ourselves in the coded data to further our 
understanding of how the pandemic impacted MTP efforts and the ways HCA and the ACHs responded 
to emerging state and regional needs. Findings were supplemented by publicly available materials, which 
improved our understanding of federal and state regulatory changes and how these changes influenced ACH 
activity. 

Finally, to confirm and expand our understanding of regional relief efforts, we reviewed section 2, number 
15 from each SAR5 submitted by ACHs to HCA covering their COVID-19 responses carried out through June 
31, 2020. 
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Intersection of the COVID-19 Pandemic and Health Equity
These social conditions - the COVID-19 pandemic and mass civil unrest - were important factors 
in the fourth year of MTP implementation, as cities and communities across the country called 
for accountability surrounding COVID-19 response, police violence, and systemic racism. These 
conditions shaped ACH perspectives on health equity during 2020 - impressions which may endure 
for the remainder of the transformation. 

COVID-19 had implications for how ACHs addressed health equity. 

Awareness of increased COVID-19 infection and mortality rates in Black, Indigenous and people 
of color (BIPOC) communities prompted ACHs to focus less on health equity learning events and 
assessments, and more on responding to health inequities that were clearly emerging. Exhibit B 
displays the actions taken by ACHs to address health equity specifically during the pandemic:

Exhibit B: ACH Strategies to Address Health Equity during COVID-19

Strategy Examples

ACHs 
increased 
outreach 
efforts to 
communities 
of color

To increase support for the most vulnerable communities in their regions, ACHs 
took the following actions:

• Produced and distributed non-English language health and safety information 
• Intensified outreach efforts and resource distribution to farming and migrant 

communities
• Increased funding opportunities for services that support BIPOC communities

ACHs 
increased 
support for 
Tribal Nations 
and Native 
serving 
organizations 

ACHs made the following efforts to support Washington State tribes’ health 
service delivery and public health response efforts during the pandemic:

• Provided financial resources to help tribes and Indian Health Care 
Providers purchase laptops and cameras to begin telehealth services, and 
facilitated communication to help them acquire these resources from HCA

• Offered technical assistance to tribal partners to apply for grants and 
complete funding applications 

• Donated personal protective equipment 
• Donated funds to support food banks and food distribution on reservations 
• Increased communication by scheduling regular calls, funding special mailers, 

or attending tribal leadership meetings in order to identify needs and ways to 
offer assistance 

• Organized delivery of trauma-informed care education with a special focus 
on American Indian and Alaska Native populations to Native American 
communities and the provider organizations that serve them

ACHs 
reduced 
health equity 
requirements 
for partners

While ACHs increased their own health equity actions, they reduced health 
equity responsibilities for MTP partners considerably, including: 

• ACHs that had established partner requirements for health equity, such 
as milestones, attendance at learning events, and completion of regular 
assessments, paused partners’ reporting obligations 

• In MTP Year 4, Quarter 1, health equity learning events for partners were 
cancelled by some ACHs, as they grappled with how to conduct these remotely
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By the end of 2020, ACHs had reconfigured health equity partner activities to be delivered remotely 
in several regions. However, ACHs have increasingly recognized the need for open dialogue 
surrounding health equity to foster a shared understanding and growth. ACHs noted the loss of in-
person connection during these activities due to the COVID-19 pandemic was a challenging shift. 

In their responses to COVID-19, ACHs made progress towards addressing health equity in their 
regions by assuming new roles and responsibilities to provide support and emergency relief to BIPOC 
communities. They also shifted their approaches to health equity education, due to their partners’ 
increased responsibilities and limited ability to participate in learning activities and assessments. 

As the fifth year of the MTP demonstration has begun amid the ongoing pandemic, consideration 
should be given to the ways COVID-19 has impacted ACHs' progress in advancing health equity, 
including both enhanced ACH engagement efforts and delayed opportunities to advance social 
change.
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