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Overview
This Rapid Cycle Report presents a progress update on the independent external evaluation of 
Washington’s Medicaid Transformation Project (MTP) for the period July 1, 2021, to September 30, 
2021. In this report, we presented evaluation findings including:

1 Washington State’s Medicaid system performance through September 2020, including key 
performance indicators in ten measurement domains as well as an examination of equity and 
disparities among specific populations within measurement domains. See Section 1, p.4

2 Progress on the implementation of MTP Domain 1 activities (“Health Systems and Community 
Capacity Building”), including delivery system transformation through Accountable 
Communities of Health, value-based payment, workforce development, and health information 
technology expansion. See Section 2, p. 30

KEY FINDINGS

The performance measures in this report include the first six months of the COVID-19 pandemic in Washington 
State. Effects of the pandemic will likely become more pronounced over time.

Access to care changed in complex ways in 2020. Emergency department visits and hospitalizations declined 
sharply in the early months of the public health emergency, as did access to oral health care. Declines in well-
child visits for Medicaid members ages 3-6 were among the most dramatic changes in performance early in the 
pandemic. We also observed decreases in access to primary care, preventive screenings, and mental health care. 

In contrast, some care areas remained stable or improved in the early months of the pandemic. Chronic disease 
management services that could be delivered virtually, such as medication management, remained stable during 
this period. Timely prenatal care and substance use disorder treatment continued to improve statewide. 

As in prior periods, measures of access, quality, and utilization differed among Medicaid members. Rates of opioid 
prescribing to Black members remained markedly higher than for other enrollees, while access to opioid use 
disorder treatment was lower. Rates of emergency department utilization and hospitalizations were higher among 
American Indian/Alaska Native and Black members than for other groups. Rates of arrest and homelessness were 
relatively unchanged, but occurred at higher rates among individuals with serious mental illness.

ACHs have played a fundamental role in promoting Domain One activities and overall progress. They have 
identified gaps, provided education and training, and primed their organizational partners for success. 
Nevertheless, ACHs face limitations in advancing Domain One efforts. ACHs do not have the finances or the 
authority to remove these barriers, making these essential areas for HCA involvement. 
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Evaluation Progress

In this reporting period (July to September 2021), the Independent External Evaluator completed the 
evaluation activities necessary to support the ongoing evaluation of MTP. These included:

• Quantitative analysis of Medicaid data. Acquisition and analysis of administrative data, including 
Medicaid enrollment, encounters and claims, through September 2020.

• ACH, State, and MCO Key Informant Interviews. The qualitative team completed seven Round 
2 interviews with the state, 24 interviews with key informants in Accountable Communities of 
Health (ACH), and one interview with a representative from each of the five MCOs in Washington. 
Qualitative team members have updated ACH analytic case summaries to include Round 2 data 
and publicly available documents such as SAR 5.0 and SAR 6.0 to deepen our understanding of 
ACH approaches, activities, and experiences.

• Provider Interviews. The qualitative team has completed Round 1 interviews with 25 primary care 
practices and Round 2 interviews with 11 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.

Qualitative analysts will continue analyzing data collected in Round 2 of state, ACH, and MCO 
interviews and Rounds 1 and 2 of provider organization interviews on different topics (e.g., Domain 
1, project implementation, and COVID-19 impacts). We will begin developing a sampling plan for the 
final round of state and ACH recruitment based on the remaining gaps identified through analysis. 
The qualitative team plans to collect data about the Foundational Community Supports program 
by interviewing HCA and DSHS leaders and staff and representatives from provider organizations 
that deliver supportive housing and employment services. We developed an initial sampling plan, 
interview guides, and recruitment materials in Q2 of 2021 and began recruitment and interviews 
in Q3 of 2021. Qualitative analysts have begun to analyze data from the first two focused FCS 
interviews and will continue to analyze subsequent interviews.



 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  4

S E C T I O N  1

Medicaid System Performance through September 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 an ongoing 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 to include new data through September 2020, 
where available. 

We also provide a detailed look at each measure, disaggregated by priority subpopulations, including 
specific racial and ethnic groups, people in rural areas, and people with serious mental illness.

We note several considerations: 

• This report provides an ongoing look at how the COVID-19 Pandemic in Washington State may 
have impacted health care access and quality during this period. Most rates reported here are 
based on data collected over an annual period from October 2019 through September 2020. The 
COVID-19 pandemic began in Washington State approximately halfway through this measurement 

https://www.hca.wa.gov/assets/program/mtp-interim-report.pdf
https://www.hca.wa.gov/assets/program/mtp-interim-report.pdf
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period. Thus, this report provides some insights into the impacts of the pandemic on the state’s 
health care delivery system. These impacts will likely become more pronounced in the future as 
the measurement period more fully overlaps with the COVID-19 period (see Exhibit 1). 

• Health care claims data from September 2020 and member enrollment data through June 
2020 were the most recent data available at the time of this report. Administrative data used 
to calculate the performance metrics, including Medicaid claims and other data, are typically 
available with a nine-month lag. 

• 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.

• To fully capture any impacts of the COVID-19 pandemic in a historical context, we display 
quarterly data, beginning in June 2019. Due to the rolling annual nature of most measures, each 
quarterly update overlaps with displayed data from previous quarters. All years are labeled by end 
date throughout this report. 

Exhibit 1: The measurement period includes the early months of the COVID-19 public health 
emergency. We expect the impacts of the pandemic on performance measures to become more 
pronounced in future reporting periods.

October 2018 - September 2019

January 2019 - December 2019

April 2019 - March 2020

July 2019 - June 2020

October 2019 - September 2020

January 2020 - December 2020

April 2020 - March 2021

July 2020 - June 2021

October 2020 - September 2021

Statewide stay at home order issued in WashingtonStatewide stay at home order issued in WashingtonStatewide stay at home order issued in WashingtonStatewide stay at home order issued in WashingtonStatewide stay at home order issued in WashingtonStatewide stay at home order issued in WashingtonStatewide stay at home order issued in WashingtonStatewide stay at home order issued in WashingtonStatewide stay at home order issued in Washington

Current reporting period

Statewide stay at home order issued in Washington
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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 September 2020

Change in 
Measure Domain Description

Better • Access to substance use disorder treatment improved, continuing previous 
trends. The rate of follow-up care after an emergency department visit for 
alcohol or other drugs also improved. 

• Statewide measures related to opioid use disorder treatment all moved in the 
desired direction, continuing trends observed previously. Of note, care for 
opioid use disorder increased 3.5% among people with a treatment need.

• Utilization rates for emergency departments and acute hospital care 
continued to fall sharply. These decreases coincided with the onset of the 
COVID-19 pandemic and likely reflect pandemic-related behavior changes in 
the population. These rates varied substantially among members of different 
racial and ethnic groups.

Mixed  • Access to mental health care was mixed during this period. Medication 
management improved, but all other measures related to mental health access 
and quality worsened. The decline in mental health treatment penetration 
coincided with the onset of the COVID-19 pandemic. 

• Access to care for chronic conditions was mixed. Prescriptions and medication 
management for chronic conditions were stable or improved. Disease 
management services that must be delivered in-person declined.

• While measures related to social determinants of health were mostly 
unchanged, members with serious mental illness experienced homelessness 
and arrests at roughly three times the rate of other members. Members with 
chronic conditions also experienced notably worse outcomes, including higher 
rates of homelessness and arrests and lower rates of employment. In contrast, 
the rate of homelessness among Medicaid members in rural areas was lower 
than the state average.

• Changes in reproductive and maternal health care measures were mixed 
during this period, with receipt of timely prenatal care and access to 
contraception within 60 days of delivery both improving. Access to 
contraception declined. 

Worse • Outcomes related to prevention and wellness worsened, likely reflecting the 
impacts of the COVID-19 pandemic. Well-child visits for members age 3-6 
declined sharply. Preventive screening rates for various conditions, including 
breast, cervical and colorectal cancer, also declined.

• Oral health care measures for adults declined sharply in this period. These 
declines coincide with the onset of the pandemic. The receipt of topical 
fluoride at a medical visit remained relatively flat.
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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 September 2018 to September 2020 and adjusted annual change

  

Statewide Rate by Health Condition and Geography, September 2020
Rate for people with chronic conditions, serious mental illness, rural residency, or residence in a high-poverty area

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

38.7%

+1.2

Substance Use Disorder Treatment
Penetration

41.3%

+3.1

COVID-19 in WA

Alcohol or Other Drug
Treatment: Initiation

17.0%

+1.6

Alcohol or Other Drug Treatment:
Engagement

32.4%

+3.7

30-Day Follow-Up After ED Visit for
Alcohol/Drug Use

Within each domain, we present the statewide 
rate as of September 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.

Health 
Condition

Geographic 
Area

Chronic SMI Rural
High 

Poverty

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.
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Substance Use Disorder Care

Measures related to substance use disorder treatment improved in the third quarter of 2020, 
continuing previous trends. 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 3.7 percentage 
points and engagement with treatment for alcohol or other drug dependence increasing by 1.6 
percentage points. Other metrics in this domain also improved.

Statewide Rate for Sept. 2018 to Sept. 2020 and Adjusted Annual Change for 2019 to 2020

Engagement with treatment for alcohol and other drug dependency was markedly worse for 
members with severe mental illness. Substance use disorder treatment penetration was also worse 
for members with serious mental illness, chronic conditions, and those living in rural and high-
poverty areas. Follow-up care after an emergency department visit for drug abuse or dependence 
was better for these groups than the state as a whole.

Statewide Rate by Health Condition and Geography, September 2020

Rate for people with chronic conditions, serious mental illness, rural residency, or residence in a high-poverty area

38.7%

+1.2

Substance Use Disorder Treatment
Penetration

41.3%

+3.1

COVID-19 in WA

Alcohol or Other Drug
Treatment: Initiation

17.0%

+1.6

Alcohol or Other Drug Treatment:
Engagement

32.4%

+3.7

30-Day Follow-Up After ED Visit for
Alcohol/Drug Use

Health 
Condition

Geographic 
Area

Chronic SMI Rural
High 

Poverty
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Substance Use Disorder Care (continued)

American Indian/Alaska Native and White Medicaid members experienced better than average 
access to SUD care across most or all measures. In contrast, Asian, Black, Native Hawaiian/Pacific 
Islander, and Hispanic members experienced markedly worse access to SUD treatment, reflecting a 
continuation of inequities reported previously.

Statewide Rate by Race, September 2020 
Rate for American Indian/Alaska Native, Asian, and Black members

Statewide Rate by Race, September 2020 

Rate for Native Hawaiian/Pacific Islander, Hispanic and White members

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 three quarters. Of note, care for opioid use disorder increased 
3.5% among people with a treatment need. 

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

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

Members with a chronic health condition or severe mental illness and those living in rural 
communities generally experienced worse outcomes related to opioid prescribing and opioid use 
disorder treatment compared with the statewide average. In contrast, measures of opioid prescribing 
and OUD treatment access were better than average in high-poverty areas.

Statewide Rate by Health Condition and Geography, September 2020

Rate for people with chronic conditions, serious mental illness, rural residency, or residence in a high-poverty area 

32.0%

-0.2

People with an Opioid Prescription
>= 50mg MED

12.1%

-1.2

COVID-19 in WA

People with an Opioid Prescription
>= 90mg MED

16.6%

-1.1

People with an Opioid Prescription who
were Prescribed a Sedative

57.6%

+3.5

Opioid Use Disorder Treatment for People
with Treatment Need

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/Pacific Islander, and Hispanic members continued to experience worse 
access to OUD treatment than the statewide average, while rates were better among American 
Indian/Alaska Native and White members. 

Rates of opioid prescribing were substantially higher among Black members than other groups, while 
OUD treatment access was lower than average, representing a continuation of previously reported 
inequities.

Statewide Rate by Race, September 2020 

Rate for American Indian/Alaska Native, Asian, and Black members

Statewide Rate by Race, September 2020 
Rate for Native Hawaiian/Pacific Islander, Hispanic and White members

HI/PI Hispanic White

↓ 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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Emergency Department, Hospital, and Institutional Care Use 

Utilization rates for emergency departments and acute hospital care fell sharply in the third quarter 
of 2020. Although these changes 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. 

Statewide Rate for September 2018 to September 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, as well as higher than average hospital readmission rates, likely due to poorer 
health status and higher care needs. While ED visits and hospital use rates were higher than average 
in high-poverty areas, utilization was lower than average in rural areas.

Statewide Rate by Health Condition and Geography, September 2020

Rate for people with chronic conditions, serious mental illness, rural residency, or residence in a high-poverty area

Note: the rates of emergency department visits and acute hospital use among adults are reported per 1,000 member-months.

Health 
Condition

Geographic 
Area

Chronic SMI Rural
High 

Poverty

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

41.3

-7.9

Emergency Department Visit Rate

52.1

-6.5

COVID-19 in WA

Acute Hospital Use among
Adults

14.1%

+1.3

Hospital Readmission within 30 Days

95.4%

+1.7

Ratio of Home and Community-Based Care
to Nursing Facility Use
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Emergency Department, Hospital, and Institutional Care Use (continued)

Asian, Native Hawaiian/Pacific Islander, and Hispanic Medicaid members had better outcomes than 
the state average for most measures in this domain. 

Emergency department utilization and acute hospital use continued to be well above the state 
average among American Indian/Alaska Native, Black, and White members. These groups also 
experienced higher than average rates of hospital readmission. 

Statewide Rate by Race, September 2020 

Rate for American Indian/Alaska Native, Asian, and Black members

Note: the rates of emergency department visits and acute hospital use among adults are reported per 1,000 member-months.

Statewide Rate by Race, September 2020 
Rate for Native Hawaiian/Pacific Islander, Hispanic and White members

Note: the rates of emergency department visits and acute hospital use among adults are reported per 1,000 member-months.

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  

Outcomes related to prevention and wellness worsened during this period, likely reflecting the 
impacts of the COVID-19 pandemic. Well-child visits for members age 3-6 showed the greatest 
decline, falling 10.6 percentage points compared with the previous year. However, the majority of 
this decline occurred in the early months of the pandemic. In addition, preventive screening rates for 
a variety of conditions, including breast, cervical and colorectal cancer, also decreased.

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.

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

70.0%

NA

Well-Child Visits in the
First 15 Months

52.6%

-10.6

COVID-19 in WA

Well-Child Visits Age
3 to 6

40.8%

NA

Immunization for Children

34.5%

-1.2

Body Mass Index Assessment for Adults

48.3%

-3.0

Chlamydia Screening for Women

48.3%

-2.5

Cervical Cancer Screening

47.0%

-3.5

Breast Cancer Screening

39.6%

-2.7

Colorectal Cancer Screening
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Prevention and Wellness (continued)

Rural communities saw poorer performance than the state average for most metrics in this domain. 
In contrast, members with a chronic condition or a serious mental illness experienced better 
outcomes relative to the state average.

Statewide Rate by Health Condition and Geography, September 2020

Rate for people with chronic conditions, serious mental illness, rural residency, or residence in a high-poverty area

Access to preventive care, including cancer screenings, was markedly lower among American Indian/
Alaska Native members than the state average and other member groups. 

Outcomes for other groups were mixed. For example, Asian and Hispanic members generally 
experienced better than average access to preventive care and screenings than the average Medicaid 
member.

Statewide Rate by Race, September 2020 

Rate for American Indian/Alaska Native, Asian, and Black members

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, September 2020 

Rate for Native Hawaiian/Pacific Islander, Hispanic and White members

HI/PI Hispanic White
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Oral Health Care

Preventive or restorative dental services and periodontal exams for adults both dropped sharply in 
this period (by 7.6 and 14.8 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. The receipt of topical fluoride at a medical visit remained relatively flat.

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

Members with chronic conditions or serious mental illness had lower than average rates of 
preventive or restorative dental services, while members living in rural or high poverty areas were 
less likely to receive topical fluoride at a medical visit.

Statewide Rate by Health Condition and Geography, September 2020

Rate for people with chronic conditions, serious mental illness, rural residency, or residence in a high-poverty area

40.5%

-7.6

Preventive or Restorative Dental Services

4.2%

-0.3

COVID-19 in WA

Topical Fluoride at a Medical
Visit

36.1%

-14.8

Periodontal Exam for Adults

Health 
Condition Geographic Area

Chronic SMI Rural
High 

Poverty
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Oral Health Care (continued)

Some racial inequities in access to oral health care persisted in the third quarter of 2020, with 
generally worse outcomes experienced by American Indian/Alaska Native members compared with 
the average Medicaid member. Access to preventive or restorative dental services was notably worse 
for Native Hawaiian/Pacific Islander and White members.

Statewide Rate by Race, September 2020 

Rate for American Indian/Alaska Native, Asian, and Black members

Statewide Rate by Race, September 2020 
Rate for Native Hawaiian/Pacific Islander, Hispanic and White members

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 worsened somewhat during this period, with 
these reductions coinciding with the onset of the COVID-19 pandemic. Access to primary care 
declined for both children and adults.

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

Medicaid members with chronic conditions or serious mental illness saw notably better than average 
access to primary care and preventive services during the year ending in the third quarter of 2020.

Statewide Rate by Health Condition and Geography, September 2020

Rate for people with chronic conditions, serious mental illness, rural residency, or residence in a high-poverty area

87.5%

-2.9

Children and Adolescents' Access
to Primary Care

76.1%

-2.3

COVID-19 in WA

Adults' Access to Primary
Care

Health 
Condition

Geographic 
Area

Chronic SMI Rural
High 

Poverty
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Access to Primary and Preventive Care (continued)

Differences in outcomes among racial and ethnic groups were relatively small, although some 
inequities continued from prior periods. Among children and adolescents, Black, Native Hawaiian/
Pacific Islander, and White members had lower access to primary care. Among adults, rates of 
primary care access were lower than average for Asian, Black, and Native Hawaiian/Pacific Islander 
groups.

Statewide Rate by Race, September 2020 

Rate for American Indian/Alaska Native, Asian, and Black members)

Statewide Rate by Race, September 2020 
Rate for Native Hawaiian/Pacific Islander, Hispanic and White members

AI/AN Asian Black

HI/PI Hispanic White
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Mental Health Care

Measures of mental health care demonstrated mixed performance during this period. While rates of 
antidepressant medication management improved for adults during this period, all other measures 
related to mental health care access and quality worsened compared with the previous year. The rate 
of mental health treatment penetration declined 1.7 percent; this decline coincided with the onset of 
the COVID-19 pandemic. 

Other measures in this domain began their worsening trajectory before the pandemic, including a 3.7 
percent increase in hospital readmissions for psychiatric conditions and decreases in follow-up care 
following an ED visit or hospital stay for mental illness (2.5 percent and 3.9 percent, respectively).

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

54.3%

-1.7

Mental Health Treatment Penetration

55.4%

+3.6

COVID-19 in WA

Antidepressant Medication for Adults
(12 Weeks)

39.7%

+3.0

Antidepressant Medication for Adults
(6 Months)

62.5%

-0.9

Antipsychotic Medication for People
with Schizophrenia

76.0%

-4.0

Diabetes Screening for People with
Schizophrenia/Bipolar Disorder

67.9%

-2.5

30-Day Follow-Up After ED Visit for
Mental Illness

68.0%

-3.9

30-Day Follow-Up After Hospitalization
for Mental Illness

16.1%

+2.7

30-Day Hospital Readmission for a
Psychiatric Condition
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Mental Health Care (continued)

Most measures of mental health care access and quality were similar across geographic regions and 
among different health conditions. Mental health treatment penetration and the rate of hospital 
readmission for a psychiatric condition were markedly higher among people with serious mental 
illness, likely reflecting higher acuity and treatment needs. Hospital readmissions for psychiatric 
conditions were lower than the state average in rural areas.

Statewide Rate by Health Condition and Geography, September 2020

Rate for people with chronic conditions, serious mental illness, rural residency, or residence in a high-poverty area

In a continuation of previously reported differences, White Medicaid members generally experienced 
better than average access to care on most mental health measures. Access to mental health care 
was generally lower than the statewide average for all other groups, though Asian Medicaid members 
experienced better rates of follow-up care after an ED visit or hospitalization for mental illness. 

Statewide Rate by Race, September 2020 

Rate for American Indian/Alaska Native, Asian, and Black members

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, September 2020 

Rate for Native Hawaiian/Pacific Islander, Hispanic and White members

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 and reflected changes that 
coincided with the onset of the COVID-19 pandemic. There was a marked 5.3 percent increase in 
medication maintenance for asthma, while statin medication for cardiovascular disease remained flag. 
Measures of care that must be delivered in-person, such as eye exams or hemoglobin A1c testing for 
people with diabetes, declined at the onset of the pandemic.

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

58.7%

+5.3

Controller Medication for Asthma

40.0%

-5.6

COVID-19 in WA

Eye Exam for People with
Diabetes

78.9%

-4.3

Hemoglobin A1c Testing for People with
Diabetes

82.0%

-2.7

Nephropathy Screening for People with
Diabetes

84.0%

+0.4

Statin Medication for Cardiovascular
Disease
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Care for People with Chronic Conditions (continued)

Most quality measures were similar among subpopulations with chronic conditions, serious mental 
illness, or residing in rural or high-poverty areas. Asian Medicaid members continued to experience 
better than average care in this domain. In contrast, the rates of controller medication for asthma 
and eye exams for people with diabetes were both notably lower among American Indian/Alaska 
Native members than the average Medicaid member.

Statewide Rate by Health Condition and Geography, September 2020

Rate for people with chronic conditions, serious mental illness, rural residency, or residence in a high-poverty area

Statewide Rate by Race, September 2020 

Rate for American Indian/Alaska Native, Asian, and Black members

Statewide Rate by Race, September 2020 

Rate for Native Hawaiian/Pacific Islander, Hispanic and White members)

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, though the employment rate fell 
by 2.1 percentage points from the prior year. 

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

Medicaid members with serious mental illness experienced homelessness and arrests at roughly 
three times the rate of other members. Members with chronic conditions also experienced notably 
worse outcomes than average, including higher rates of homelessness and arrests and lower rates of 
employment. In contrast, the rate of homelessness among Medicaid members in rural areas, at 2.3 
percent, was lower than the state average of 3.2 percent.

Statewide Rate by Health Condition and Geography, September 2020

Rate for people with chronic conditions, serious mental illness, rural residency, or residence in a high-poverty area

3.2%

-0.2

Homelessness (Narrow Definition)

46.9%

-2.1

COVID-19 in WA

Employment
(Age 18 to 64)

3.3%

-0.7

Arrest Rate (Age 18 to 64)

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)

American Indian/Alaska Native, Black, and White Medicaid members continue to suffer notably 
higher rates of homelessness and arrest than other members. The rate of employment was also lower 
among American Indian/Alaska Native and White members compared to other groups.

Statewide Rate by Race, September 2020 

Rate for American Indian/Alaska Native, Asian, and Black members

Statewide Rate by Race, September 2020 
Rate for Native Hawaiian/Pacific Islander, Hispanic and White members

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

Reproductive and maternal health outcomes were mixed during this period. The receipt of timely 
prenatal care and access to contraception within 60 days of delivery both improved. However, access 
to effective contraception declined by 1.5 percent during this period, while access to long-acting 
reversible contraceptives was flat.

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 covers an annual period that 
ends in June of 2020, shortly after the onset of the COVID-19 Pandemic in Washington.

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

Access to contraception was generally better than average during this period for members with 
chronic conditions, serious mental illness, and those living in rural or high poverty areas. In contrast, 
timely prenatal care was slightly lower than average for members with chronic conditions or serious 
mental illness.

Statewide Rate by Health Condition and Geography, September 2020

Rate for people with chronic conditions, serious mental illness, rural residency, or residence in a high-poverty area

89.2%

+1.6

Timely Prenatal Care

26.9%

-1.5

COVID-19 in WA
Effective Contraception

16.1%

-0.1

Long-Acting Reversible ContraceptivesLong-Acting Reversible Contraceptives

41.1%

+0.4

Effective Contraception within 60 Days
of Delivery

Health 
Condition

Geographic 
Area

Chronic SMI Rural
High 

Poverty
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Reproductive and Maternal Health Care (continued)

Racial and ethnic health inequities in timely prenatal care were apparent, with American Indian/
Alaska Native, Black, and Native Hawaiian/Pacific Islander members receiving timely care at lower 
rates than other groups or the state average for all members. Access to contraception was higher 
than average among Hispanic members and worse among Asian and Native Hawaiian/Pacific Islander 
members.

Statewide Rate by Race, September 2020 

Rate for American Indian/Alaska Native, Asian, and Black members

Statewide Rate by Race, September 2020 
Rate for Native Hawaiian/Pacific Islander, Hispanic and White members

AI/AN Asian Black

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

MTP Domain 1 Implementation Progress 
This report provides a progress update on the implementation of MTP Domain 1 activities (“Health 
Systems and Community Capacity Building”). Washington State’s Medicaid Transformation Project 
(MTP) Initiative 1, Transformation through ACHs, focuses on three domains: 

1 Health and Community Systems Capacity Building.

2 Care Delivery Redesign. 

3 Health Promotion and Prevention.

The intent of Domain 1 is to support and sustain the health improvement project work of Domains 2 
and 3. Efforts in Domain 1 fall into three categories:

• Value Based Payment (VBP): shifting provider payment from fee-for-service to value-based 
(i.e., paying for quality rather than quantity) through incentives earned for achieving established 
population-based health outcomes. 

• Workforce: identifying and addressing gaps, increasing opportunities for employment and skills 
training, improving workforce cultural competency, and integrating roles in new settings to 
support bi-directional integration. 

• Health Information Technology and Exchange (HIT/E): improving system infrastructure and 
technology use to support population health management, care coordination, and access to data 
for quality improvement. 

ACHs were charged with leading Initiative 1 transformation by supporting regionally-based efforts 
to enhance workforce development, improve population health management, and move provider 
organizations towards value-based arrangements.

This report describes ACH accomplishments in Domain 1 and the factors they identified as barriers 
to progress, including special considerations made for MTP partners based on their size, care sector, 
or location. 

Finally, we describe how the Health Care Authority (HCA) and Managed Care Organizations (MCOs) 
could support provider organizations and ACHs to address these barriers and promote Washington’s 
progress towards statewide capacity building.
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QUALITATIVE METHODS

We conducted key informant interviews with representatives from HCA and Department of Social and 
Health Services (DSHS) (N=9), nine ACHs (N=84), five MCOs (N=5),  ACH-partnered (n=12) and non-
partnered primary care practices (N=9) and ACH-partnered hospitals (N=9) across the state. We also 
analyzed publicly available documents produced by HCA and the ACHs (e.g., Semi-Annual Reports 1.0 
through 5.0 and ACH artifacts). 

• We conducted two rounds of interviews with HCA, DSHS, and ACH key informants (January-November 
2019 and June 2020-February 2021). During both rounds of interviews, we asked interviewees about 
their perceptions of and experiences with MTP Domain One capacity-building activities, including VBP, 
workforce, and HIT/E.

• We interviewed MCO key informants between December 2020 and May 2021. Participants were asked 
about ACH and MCO partnerships, how MCOs support provider organizations, and their perspectives on 
VBP.

• We interviewed primary care and hospital key informants between June 2020 and June 2021. We asked 
representatives from each organization about their experiences with VBP, workforce capacity, use 
of HIT/E tools, and their experience working with ACHs when applicable. Our sample did not include 
behavioral health provider organizations and lacks representation from small and independent primary 
care practices due to recruitment challenges during the COVID-19 pandemic. 

Participant interviews were approximately 30 to 60 minutes. All interviews were professionally transcribed. 
De-identified transcripts and ACH artifacts 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. First, we developed and applied codes to capture all relevant 
interview data pertaining to Domain One. Then, we filtered and organized the data to examine similarities 
and differences in experiences across key informant groups related to each aspect of Domain One. Each 
focus area (VBP, workforce, and HIT/E) was analyzed by a member of our team. Team members developed 
analytic memos to share emerging thematic findings and facilitate group discussion during weekly analysis 
meetings. We synthesized these data as a group to identify findings present across all three Domain One 
focus areas. 
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Summary of Qualitative Findings

ACHs provided support and capacity-building resources throughout the demonstration 
period for each Domain 1 focus area. 

ACH accomplishments that supported Domain 1 goals included:

• Offering partners VBP contract negotiation trainings. 

• Promoting the state’s VBP survey to gather feedback from MTP partners on barriers and 
facilitators to transitioning from fee-for-service to VBP.

• Training workforce to develop new skills, such as how to develop an equity statement and 
implement pregnancy intention screening tools. 

• Establishing partnerships with local academic institutions and provider organizations to offer 
workforce education opportunities, including apprenticeships and paying for licensure fees.

• Investing in regional pilots of community information exchange (CIE) tools.

• Offering partners technical assistance and practice coaching to optimize use of HIT/E tools and 
develop strategies for quality improvement.

The COVID-19 pandemic continued to place stress on provider organizations’ infrastructure 
and capacity. ACHs delivered support by developing resources delivered through Pathways 
Community HUBs to help individuals with COVID-19 related needs, funding HIT/E tools for provider 
organizations to transition to telehealth, and relaxing reporting requirements for partners related to 
both Domain 1 and health improvement project goals. 

ACHs experienced barriers to achieving Domain 1 goals. Some barriers were within their 
scope to address, while others require HCA or MCO action.

ACHs partnered with some organizations that needed significant support to make progress on 
Domain 1 goals. Initially, MCOs had intentionally focused their efforts for VBP adoption on larger 
organizations with more resources. 

Focusing on larger organizations had several advantages:

• Larger organizations often had the workforce and financial margins to take on VBP risk.

• Larger organizations often had advantages in developing a more robust workforce. For example, 
they could offer higher salaries, offer more desirable locations, and support more advanced care 
teams. Furthermore, these organizations had dedicated and experienced professionals to help 
support quality improvement and population health management. 

• Larger organizations tended to be more adept at HIT/E. They tended to have better systems, 
information technology experts, a larger interconnected initial footprint, access to funding 
resources outside of the ACH for upgrades, and an incentive to work on advances. 



 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 3

MCOs often did not initially prioritize smaller organizations, behavioral health provider organizations, 
and provider organizations located in rural communities, as these groups had more limited resources 
and capacity to advance work in Domain 1. As a result, these organizations needed significant 
support from ACHs. Barriers to Domain 1 progress included: 

• VBP arrangements and many HIT/E tools were not well-suited to behavioral health services. 
VBP arrangements and HIT/E tools were designed for medical services and tended to not 
adequately account for behavioral health metrics, patient outcomes, or therapeutic modalities.

• Rural health centers received cost-based reimbursements, which made adopting VBP challenging.

• Small, behavioral health and rural provider organizations lacked the time and staff to engage in 
quality improvement efforts required to achieve Domain 1 goals.

• There were severe workforce shortages in rural areas, particularly for behavioral health 
professionals. Rural provider organizations had difficulty finding staff with flexible skillsets and 
experience working in rural settings. Recruitment was also limited by the perception that rural 
areas were undesirable places to live and work. Salaries were often perceived to be lower, and 
professionals had fewer advanced technologies at their disposal.

• Low Medicaid reimbursement rates for behavioral health services influenced some behavioral 
health staff to move to primary care settings or organizations that served higher proportions of 
commercially insured patients (where reimbursement rates were higher). This limited behavioral 
health access for Medicaid patients.

• Reimbursement rates for telehealth remained lower than in-person visit rates. These lower 
reimbursement rates created additional challenges for smaller and rural provider organizations 
that could have otherwise benefited from expanding their telehealth options. 

• Smaller and rural provider organizations often had outdated electronic health record systems 
with limited capacity to communicate with other HIT/E tools and less of a financial reserve to help 
support the cost of upgrading their HIT/E tools.

Domain 1 activities were also highly interdependent. For example, advancing VBP adoption required 
the HIT/E infrastructure to identify populations or panels of patients. It also required a workforce 
that knew how to abstract those data into useful reports and engage in the activities involved 
in managing patients' health. Thus, smaller, rural, and behavioral health provider organizations 
struggled to make progress on Domain 1 goals. These organizations required significant attention 
from ACHs to address their developmental and capacity-building needs. 

There is uncertainty about the extent to which Community Information Exchanges (CIEs) will 
be compatible across all regions in the state. All nine ACHs convened to agree on the essential 
components and principles for a CIE that could be used across ACH regions and diverse settings. In 
2021, HCA endorsed its support for a statewide CIE. However, ACHs may be hesitant to risk new 
investments until they receive more direction from HCA about CIE and HIT/E tools suitable for 
statewide use.
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There are opportunities for HCA to work with MCOs and ACHs to support Domain 1 
transformation. 

HCA and MCOs in Washington State have influence on and responsibilities related to Domain 1 
goals. HCA sets rules and requirements to promote accountability, coordination, and standardization 
across the state. HCA can set requirements that influence how MCOs and private insurers provide 
care to insured individuals. MCOs contract directly with medical and behavioral health provider 
organizations to establish VBP terms and reimbursement rates and play a role in funding HIT/E tools 
for provider organizations in their network.

HCA and MCOs can further support Domain 1 transformation in the following ways: 

• HCA can work with MCOs to assist smaller, rural provider organizations with narrower financial 
margins with VBP adoption. VBP adoption is an area where ACHs have little influence. VBP 
contracts and arrangements are made between provider organizations and MCOs. To date, MCOs 
have helped larger organizations with VBP adoption. HCA can encourage MCOs to expand their 
work to include the smaller, rural, and behavioral health provider organizations that need support.

• HCA can work with MCOs to refine licensing, regulatory, and reimbursement policies that 
influence workforce development and expansion. ACHs have little influence on these policies. 
HCA could provide direction on VBP contracts that would more directly support ACH efforts. 
For instance, HCA could potentially require VBP contracts to be generous enough to support the 
hiring of Peer Support Specialists and Community Health Workers to promote population health. 
The HCA could also help small, rural, and behavioral health provider organizations, particularly in 
navigating licensing, regulatory, and reimbursement policies associated with VBP. The need for 
support for behavioral health providers is particularly acute.

• HCA can play an important role in supporting state-wide HIT/E adoption. While ACHs have 
identified provider organizations’ needs related to HIT/E adoption and use, ACHs reported that 
they were not positioned to financially underwrite the major changes needed to promote HIT/E 
adoption in their regions. Furthermore, their regional focus means that they are not positioned 
to ensure statewide HIE compatibility. The state is uniquely positioned to make contributions in 
this area. With a clear vision and direction from the state, MCOs could work with ACHs to help 
partners implement new HIT/E tools and help ACHs build confidence that HIT/E investments are 
supported and cohesive across the state. This assistance would need to include the provision of 
funding, training, and technical assistance.  

• HCA can influence telehealth service delivery regulations. Changes in federal regulations – in 
response to the COVID-19 pandemic – have improved some reimbursements for Medicaid 
for distance-site providers (i.e. providers delivering health services via telehealth). However, 
reimbursement rates for telehealth visits remain lower than for in-person visits. HCA and 
MCOs have the authority to reform telehealth reimbursement to make these visits a viable and 
sustainable option. These reforms could be particularly important for improving medical and 
behavioral health care access in rural and underserved areas of the state.
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CONCLUSION

ACHs have played a fundamental role in promoting Domain 1 activities and overall progress. They 
have identified needs, provided education and training, and primed their organizational partners for 
progress in Domain 1. In partnership with MCOs and ACHs, HCA has the leverage and influence to 
further foster Domain 1 advancement. Efforts are underway to improve collaboration on Domain 1 
activities, particularly between HCA and ACHs. This assistance will be necessary to reach the state’s 
2021 goals. Finally, HCA has endorsed its support for a statewide CIE as of 2021. 

Nevertheless, ACHs face limitations in advancing Domain 1 efforts. There is uncertainty about the 
extent to which HIE and CIE systems will be unified or standardized. ACHs reported they did not 
have the finances to support HIT/HIE systems, and they were hesitant to invest significant funds 
without a statewide strategy. State and MCO action could include state direction, coordination, and 
financial support for a unified HIE or CIE system. ACHs provided some capacity-building training and 
education, some directed to smaller, rural, and behavioral health organizations, but this support is 
insufficient to achieve Domain 1 goals. There is a need for more attention to the barriers that limit 
smaller, rural provider organizations and behavioral health organizations from advancing on Domain 
1 activities. ACHs do not have the finances or the authority to remove these barriers, making these 
essential areas for HCA involvement. 


