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SWACH Quality Improvement 
Strategy 

Updated 1/10/2022 

Purpose  

Southwest Washington Accountable Community for Health (SWACH) has developed this 

document to guide its approach toward continuous quality improvement, both internally and for 

partnering providers across the region. This Quality Improvement Strategy outlines SWACH’s 

commitment to the Institute for Healthcare Improvement (IHI)’s science of improvement 

methodology and how this will translate into partner requirements for regular reporting and 

engagement in learning communities throughout the Medicaid Transformation Project.  

COVID-19 Update: Since March 2019, all activities have been adapted to the virtual setting. 

While the capacity of our partners has fluctuated over the last approximately 2 years as they 

respond to and support our community during the pandemic, we have seen considerable 

engagement and appreciation for continuing the services outlined below in a virtual setting. 

Expectations for Partnering Providers  

To support continuous quality improvement, SWACH’s partnering providers are expected to: 

• Develop project action plans on a common template provided by SWACH which uses 

the science of improvement concepts as its framework. These project action plans are 

attached to each partner’s binding agreement with SWACH. See Attachment 1.  

• Use the SWACH virtual Learning Community to collaborate with partners and share best 

practices in the spirit of rapid cycle improvement.  

• Report progress on action plans quarterly, and revise action plans at least annually to 

address course correction based on tests of change and/or the changing environment. 

These expectations are consistent for all of SWACH’s partnering providers, both clinical and 

community-serving organizations. Other expectations vary by partner type:  

• Clinical partners (traditional Medicaid providers) have more robust scopes of work, with 

a particular focus on behavioral and physical health integration, opioid use disorder 

treatment, chronic disease management, and care coordination. Clinical partners are 

required to participate in SWACH-sponsored trainings and learning collaboratives, such 

as the Integrated Care Collaborative. They are also required to demonstrate progress in 

behavioral and physical health integration and delivery system changes that SWACH 

expects will impact the Pay for Performance (P4P) measures.  
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• Community-serving organizations (non-traditional Medicaid providers) have scopes of 

work that are targeted toward increasing capacity to partner with the healthcare delivery 

system and community resources to improve community-clinical linkages that contribute 

to a whole person continuum of care.  
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Regional Framework to Support Partners  

SWACH provides infrastructure that supports regional transformation activities through a 

coordinated and standardized approach using the science of improvement as a common vehicle 

for change. The infrastructure consists of program staff trained in science of improvement 

methodology; a full-time staff position to coordinate and integrate quality improvement tools 

across all of SWACH’s transformation activities; and a common virtual space that can be used 

across all partners.  

 

Quality Improvement Infrastructure  
Program Staff Competencies 

• Facilitation  

• Standard project planning using science of 

improvement-based principles and templates 

• Coaching 

• Promoting peer-to-peer learning 

• Developing and implementing training events 

• Use of virtual tools for distance learning 

 

Full-time Transformation Improvement Director  

• Develops and coordinates improvement training and the use of quality improvement 

tools and templates across all SWACH activities 

• Provides coaching and expert consultation for SWACH staff and partners in use of 

quality improvement tools such as developing charters, aim statements, measures of 

success, and PDSA cycles.  

 

SWACH Learning Community (virtual)  

• Subscription to Healthier Washington Collaborative Portal 

• Dedicated SWACH FTE to support staff and partners in using the Learning Community 

• Promotes use of quality improvement tools for staff and partners: 

o Share lessons learned 

o Ask questions of peers 

o Find calendar of training events 

o Submit reports 

o Access recommended quality improvement tools and resources  

See Attachment 2 for screenshots of the SWACH Learning Community, or visit 

https://waportal.org/partners/home/swach  

 

 

The Science of Improvement is an 

applied science that emphasizes 

innovation, rapid-cycle testing in the 

field, and spread to generate learning 

about what changes produce 

improvements in which contexts.  

It is characterized by the combination 

of expert subject knowledge with 

improvement methods and tools. It is 

multidisciplinary – drawing on clinical 

science, systems theory, psychology, 

statistics, and other fields 

https://waportal.org/partners/home/swach
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Quality Improvement Products and Services 

SWACH provides products and services that support partners in using science of improvement 

tools to accelerate system changes to achieve the Medicaid Transformation Project goals (see 

Table 1 below). All organizations who are interested in participating in SWACH activities are 

eligible for some services and products, while some are limited to funded partners only (see 

Table 2 below).  

Table 1: Description of SWACH Quality Improvement Products and Services 

SWACH Learning Community 

Provides a virtual space to support SWACH partners in the 

implementation of transformation activities. The Learning 

Community serves as a place for partners to collaborate, learn from 

each other, and find resources to accelerate health system 

transformation. 

Standard Improvement Project 

Templates 

Includes templates for developing improvement charters, 

statements of work, aim statements, PDSA cycles, measures of 

success, and quarterly reports. 

1:1 Coaching 

SWACH staff support partner organizations in use of standard 

improvement project templates, and course correction when project 

milestones may not be achieved. 

Learning Collaboratives 

Time-bound innovative structured learning initiative that combines 

the transformation topic, science of improvement, and peer-to-peer 

learning to accelerate system changes. Current Learning 

Collaborative descriptions in Attachment 3. 

Facilitation  

SWACH staff provide facilitation for multi-organization partnership 

activities and for SWACH governance committees, including 

development of improvement project charters, aim statements, and 

measures of success. 

Regional Training Events 
Provides funding, event planning, technology, and content for 

trainings offered region-wide, both in person and virtual. 
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Table 2: Partner Eligibility for SWACH Quality Improvement Products and Services  

 

Partner 

Category 

SWACH 

Learning 

Community 

Standard 

Improvement 

Project Tools 

1:1 

Coaching 

Learning 

Collaboratives 
Facilitation 

Regional 

Training 

Events 

Blue Required Required Eligible Eligible Eligible Eligible 

Red Required Required N/A N/A Eligible Eligible 

Green Eligible Eligible N/A N/A Potential Eligible 

Orange Eligible Eligible N/A N/A N/A Eligible 

Partner Categories 

Blue: partners in binding contracts for behavioral health / physical health integration, opioid 

activities, the Integrated Care Collaborative, the Equity Collaborative, and/or Multidisciplinary 

Health Engagement Team pilot.  

Red: partners in contract to provide Pathways (Care Coordinating Agencies)  

Green: community serving organizations who are engaged in developing non-traditional 

partnerships that contribute to Medicaid Transformation Project goals which may lead to future 

Medicaid Transformation Project partner funding.  

Orange: any organization in the SWACH region who is interested in participating in SWACH 

Medicaid Transformation Activities, including the SWACH Learning Community, 

governance/advising committees, and/or regional trainings.  

Monitoring Transformation Efforts  
Partner Reporting   

See Attachment 4 for Partner Reporting Guidelines. 

Baseline Reporting: SWACH is collecting a baseline report from each partner upon completion 

of a fully executed agreement, due within 15 days of fully executing the agreement. This report 

is intended to collect baseline information on the Pay for Reporting (P4R) measures that 

SWACH is required to collect from clinical and community-serving partners and report to the 

Health Care Authority. See Attachment 5.   

Quarterly Reporting: SWACH’s primary mechanism to monitor partner progress on Medicaid 

transformation activities are quarterly progress reports, which SWACH is requiring from all 

partnering providers who enter into binding agreements. Quarterly progress reports are tailored 

to specific agreements between SWACH and its partners, and reporting requirements will vary 

among partners depending on their scope of work. Reports will include a combination of: 



 

 

2404 E. Mill Plain Blvd. Suite B, Vancouver, WA 98661 | 360.828.7319 | www.southwestach.org 

• Narrative describing progress toward Medicaid transformation projects in the prior 

reporting period. This includes: a description of any significant efforts or 

accomplishments toward a partner’s milestones according to their work plan; an 

explanation of any change in work plan during that period; any challenges encountered 

or anticipated; and what additional training and technical assistance is needed to meet 

the milestones. 

  

• An attestation of progress on relevant transformation project milestones during that 

reporting period, along with any supporting documentation as described in the binding 

agreement. For example, SWACH may request a copy of new policies or workflows that 

are adopted by partners.  

 

• Measures related to partners’ transformation activities, as defined in the scope of work. 

These include, at minimum, any relevant HCA-required P4R measures and may also 

include process or quality measures, or output or outcome measures related to a 

partner’s specific transformation activities.  

Some elements are included in each quarterly report, others may only be asked annually or 

semi-annually. Clinical partners are asked to report some measures at the practice level to meet 

HCA specifications, and other project narrative or attestation may also be practice/site specific. 

Community serving partners are asked to report at the organization level. 

Quarterly progress reports are submitted online to SWACH on the 15th of the month after each 

reporting period. 

Changes to Reporting 

Due to COVID-19, SWACH reduced reporting burden on its partners by transitioning from 

quarterly reporting to bi-annual reporting. Payments are still disbursed on a quarterly basis. 

Year 1 (2019) 

Reporting Period Report Due Date 

April – June 2019* July 15, 2019  

July – September 2019 October 15, 2019 

October – December 2019 January 15, 2020 

 Year 2 (2020) 

Reporting Period Report Due Date 

January – June 2020 July 15, 2020 

July – December 2020 January 15, 2021 
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Year 3 (2021) 

Reporting Period Report Due Date 

January – June 2021 July 15, 2020 

July – December 2021 January 15, 2022 

*SWACH assumes an April 2019 start date for all Year 1 (2019) activities, regardless of when 

partner binding agreements were fully executed. SWACH recognizes that some partners may 

have started activities prior to April and others may not have begun work until their agreement 

was fully executed, which may be after April.   

Reports are considered complete if all requested information is provided in enough detail for 

SWACH to monitor a partner’s progress toward their scope of work. This may include 

information requested in the quarterly report template, as well as additional clarification or 

documentation.  

 

How SWACH will use these reports  

As part of its monitoring activities, SWACH will compile partner reporting each quarter. 

Summary reports, including whether partners have successfully submitted reports, whether 

partners have successfully included required Pay for Reporting (P4R) measure responses and 

general themes and concerns from the narrative reporting will be created and shared with staff 

and leadership. These reports will enable SWACH to identify partners at risk of not meeting 

agreed-upon milestones in a timely fashion and curate emerging promising practices and 

lessons learned that can be spread across the region.  

Some project specific content from these partner reports will be summarized for workgroup or 

cohort use cases (for example, the Opioid Taskforce may wish to monitor the frequency and 

spread of guideline training across the region) on a quarterly or ad hoc basis.  

 

Site Visits 

SWACH is not requiring site visits for partners, although SWACH has reserved the right to 

conduct site visits and/or collect additional documentation to reflect partnering providers’ 

progress and technical assistance needs. Due to COVID-19, no site visits have been conducted 

as part of reporting and monitoring activities.  
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Other Data Sources  

SWACH is developing a suite of reports to help support monitoring efforts that combine different 

data sources into interactive dashboards that can help monitor trends and performance across 

the region and will serve as a supplement to partner reporting. This suite of reports relies on All 

Payer Claims Database data and will also incorporate Category 1 and Category 2 data products 

from the Health Care Authority, and other data sources. These other data sources may include 

but are not limited to the Department of Health’s quarterly opioid dashboard, and programmatic 

data from SWACH’s Pathways HUB (Pathways HealthConnect).  

Optimizing Transformation Approaches 

SWACH anticipates that delays and setbacks will occur across our range of partnering providers 

and ongoing initiatives. Through coordination, active involvement in learning collaboratives and 

regular reporting mechanisms SWACH will rely on processes to inform our support strategies 

when an organization is not able to meet required milestones. Moreover, SWACH is committed 

to identifying technical assistance needs early and establishing a regional and organizational 

culture of continuous quality improvement and rapid cycle Plan – Do – Study – Act (PDSA) 

methodology.  

SWACH is working with partners to actively plan for these contingencies through developing 

capacity within the organization, leveraging third-party relationships and our funds flow model 

that accounts for expected adjustments.  
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Sharing Best Practices 
 

SWACH intends to share successful 

transformation approaches and lessons 

learned through the following mechanisms:  

Mechanism 

Vehicle for Sharing Frequency 

Collaboration with Other ACHs 

This includes ACH executive directors, data 

leads, Pathways staff, whole person care, and 

other ad hoc collaborations. 

Conference calls and in-

person meetings 

Varies: monthly, bi-

monthly, quarterly, or as 

needed 

Distribution through Regional Governance 

Structures 

This includes SWACH’s Regional Health 

Improvement (RHIP) Council, Workgroup, the 

Healthy Living Collaborative, the Pathways 

Advisory Committee, and more. 

Conference calls and in-

person meetings 

Meeting notes 

Varies: monthly, bi-

monthly, quarterly, or as 

needed 

SWACH’s Communications Website, Social media, 

Press releases / earned 

media 

Varies 

SWACH Learning Community Topic / project teams, 

peer-to-peer “chat” 

feature 

Varies 

SWACH Learning Collaboratives Live events, monthly 

webinars, Collaborative 

Team Folder 

At least monthly 

SAR 4.0 - SWACH Response to Request for Supplemental Information: 

There were two SWACH challenges related to Quality Improvement implementation. Several of 

the clinical organizations requested support for quality improvement training focused on the 

integration of behavioral and physical health and care coordination. The recruitment and hiring 

of a qualified Transformation Improvement Director to support the partner teams was not 

initiated until April 2019. The Director was hired in June 2019 and director orientation completed 

with clinical partners in first three months in the position. In addition, several Clinical 

Transformation Improvement Plans were unable to be launched due to a delay in the signing of 

Contracts by partner organizations. Upon completion of signed contracts, an Integrated Care 

Collaborative was formed, which is composed of 9 teams and 12 organizations with a focus on 

integration of behavioral and physical health, utilizing quality improvement strategies. 
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In retrospect, SWACH should have anticipated and established a communication process to 

better understand the needs of our partners earlier in the contracting process.  In addition, due 

to numerous organizational changes within SWACH, the Transformation Improvement Director 

position was not prioritized appropriately. Once recruitment began, the process was longer than 

anticipated.  In order to expedite support of the partners, the Director utilized consulting services 

to respond to their quality improvement needs. 
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Attachment 1: Scope of Work Template  

SCOPE OF WORK 
This document is intended for SWACH and partners to document decisions and agreements reached regarding the transformation scope of work. This document will be attached to the contract 
as an addendum. Sections that are not relevant for a specific partner should be deleted.   

Organizational Information 

Organization Name:       

Primary Contact:  
Name: Click here to enter text. Contact Email: Click here to enter text. 

Executive Sponsor (if different from Primary Contact): 
Name: Click here to enter text. Title: Click here to enter text.   Email: Click here to enter text.  

Length of Agreement: ☐ 12 months ☐ 24 months ☐ other  

Contract Start Date:        Contract End Date:       

Scope of Work includes the following project areas: 

☐ Whole-Person Care  

☐ Clinic-Community Linkages  

☐ Other (please describe): 
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Transformation Projects  

This section is to document work that will be completed by the organization related to SWACH’s selected project areas. Complete the relevant sections (i.e. not all partners will 

have projects in all areas) and duplicate sections if needed (i.e. some partners may have multiple projects in a given area).  

Whole-Person Care 

Aim Statement 

What will this transformation project(s) accomplish? Please write 1-5 sentences addressing each of the following points. Your project description should be approximately 1 

paragraph in length. 

1. What is the problem, gap, or unmet need that this project seeks to address?  

2. What are you changing or doing differently to address this problem or unmet need? 

3. What is your intended outcome? 

4. How will you know change is an improvement? 

5. How does this change support health equity? 

 

Aim Statement:  

Example:  This example should be related to the example in the matrix below. 
 

Point of Contact for this Project (if different from primary point of contact listed above) 

Name: Click here to enter text. 

Email: Click here to enter text. 

Role: Click here to enter text. 
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Project Milestones:  

Phase 1:  Please complete the major milestones that will achieve your Aim Statement.  Phase 2 - Prior to April 1st you will also need to complete the activities that will support the 

achievement of each milestone with a timeline and evidence of progress (to include a budget attachment). These details will be used to inform ongoing partner reporting process and 

outcome payments.  

Role 
 Lead 
 Partner 

 
 

Partnership Type 
 Communication 
 Collaboration  
 Formal Agreement 
 N/A 

Team Members:  Include all members and the rationale 
for their inclusion on the team) and their expected time 
commitments for the work. Remember to list patient, 
family or community members. 
 Click here to enter text. 

Estimated cost for this project area (a detailed global budget is completed in attachment X): Click here to enter text. 

Milestone Changes Implemented:  For 
example, partner will implement new 
standardized behavioral health screening 
tool at all three organizations. 

Key Change Activities:  List key tactics or activities that will support the 
achievement of each milestone. Note: Please include any tactics that 

support equity. For Example: Identify process and system changes 
needed to implement behavioral health screening and the strategies to 
support patient behavioral health integration needs in the primary care 
setting. 

Timeline  
Y1/Q1-4 

Evidence of Progress 
Process Example: written update / attestation of 
completion / screenshots of implemented 
screening tool in EHRs Outcome Example:  % of 
patients screened for depression. 

1. Click here to enter text. 1A Click here to enter text. 
 Click here to enter text. 1B Click here to enter text. 

1C Click here to enter text. 

1D Click here to enter text. 

2. Click here to enter text. 2A Click here to enter text. 
 Click here to enter text. 2B Click here to enter text. 

2C Click here to enter text. 

2D Click here to enter text.  

3. Click here to enter text. 3A Click here to enter text. 
 Click here to enter text. 3B Click here to enter text. 

3C Click here to enter text. 

3D Click here to enter text. 

4. Click here to enter text. 4A Click here to enter text. 
 Click here to enter text. 4B Click here to enter text. 

4C Click here to enter text. 

4D Click here to enter text. 

Add milestones and/or activity rows as necessary   
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Community-Clinical Linkages 

Project Description 

What will this transformation project(s) accomplish? Please write 1-2 sentences addressing each of the following points. Your project description should be approximately 1 

paragraph in length. 

1. What is the problem, gap, or unmet need that this project seeks to address?  

2. What are you changing or doing differently to address this problem or unmet need? 

3. What is your intended outcome? 

4. How will you know change is an improvement? 

5. How does this change support health equity? 

Aim Statement:   

Point of Contact for this Project (if different from primary point of contact listed above) 

Name: Click here to enter text. 

Email: Click here to enter text. 

Role: Click here to enter text. 
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Project Milestones:  

Phase 1:  Please complete the major milestones that will achieve your Aim Statement.  Phase 2 - Prior to April 1st you will also need to complete the activities that will support the 

achievement of each milestone with a timeline and evidence of progress (to include a budget attachment). These details will be used to inform ongoing partner reporting process and 

outcome payments.  

Role 
 Lead 
 Partner 

 
 

Partnership Type 
 Communication 
 Collaboration  
 Formal Agreement 
 N/A 

Team Members:  Include all members and the rationale 
for their inclusion on the team) and their expected time 
commitments for the work. Remember to list patient, 
family or community members. 
 Click here to enter text. 

Estimated cost for this project area (a detailed global budget is completed in attachment X): Click here to enter text. 

Milestone Changes Implemented:  For 
example, partner will implement new 
standardized behavioral health screening 
tool at all three organizations. 

Key Change Activities:  List key tactics or activities that will support the 
achievement of each milestone. Note: Please include any tactics that 

support equity. For Example: Identify process and system changes 
needed to implement behavioral health screening and the strategies to 
support patient behavioral health integration needs in the primary care 
setting. 

Timeline  
Y1/Q1-4 

Evidence of Progress 
Process Example: written update / attestation of 
completion / screenshots of implemented 
screening tool in EHRs Outcome Example:  % of 
patients screened for depression. 

1. Click here to enter text. 1A Click here to enter text. 
 Click here to enter text. 1B Click here to enter text. 

1C Click here to enter text. 

1D Click here to enter text. 

2. Click here to enter text. 2A Click here to enter text. 
 Click here to enter text. 2B Click here to enter text. 

2C Click here to enter text. 

2D Click here to enter text.  

3. Click here to enter text. 3A Click here to enter text. 
 Click here to enter text. 3B Click here to enter text. 

3C Click here to enter text. 

3D Click here to enter text. 

4. Click here to enter text. 4A Click here to enter text. 
 Click here to enter text. 4B Click here to enter text. 

4C Click here to enter text. 

4D Click here to enter text. 
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Other 

Project Description 

What will this transformation project(s) accomplish? Please write 1-2 sentences addressing each of the following points. Your project description should be approximately 1 

paragraph in length. 

1. What is the problem, gap, or unmet need that this project seeks to address?  

2. What are you changing or doing differently to address this problem or unmet need? 

3. What is your intended outcome? 

4. How will you know change is an improvement? 

5. How does this change support health equity? 

Aim Statement:   

Point of Contact for this Project (if different from primary point of contact listed above) 

Name: Click here to enter text. 

Email: Click here to enter text. 

Role: Click here to enter text. 
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Project Milestones:  

Phase 1:  Please complete the major milestones that will achieve your Aim Statement.  Phase 2 - Prior to April 1st you will also need to complete the activities that will support the 

achievement of each milestone with a timeline and evidence of progress (to include a budget attachment). These details will be used to inform ongoing partner reporting process and 

outcome payments.  

 

Role 
 Lead 
 Partner 

 
 

Partnership Type 
 Communication 
 Collaboration  
 Formal Agreement 
 N/A 

Team Members:  Include all members and the rationale 
for their inclusion on the team) and their expected time 
commitments for the work. Remember to list patient, 
family or community members. 
 Click here to enter text. 

Estimated cost for this project area (a detailed global budget is completed in attachment X): Click here to enter text. 

Milestone Changes Implemented:  For 
example, partner will implement new 
standardized behavioral health screening 
tool at all three organizations. 

Key Change Activities:  List key tactics or activities that will support the 
achievement of each milestone. Note: Please include any tactics that 

support equity. For Example: Identify process and system changes 
needed to implement behavioral health screening and the strategies to 
support patient behavioral health integration needs in the primary care 
setting. 

Timeline  
Y1/Q1-4 

Evidence of Progress 
Process Example: written update / attestation of 
completion / screenshots of implemented 
screening tool in EHRs Outcome Example:  % of 
patients screened for depression. 

1. Click here to enter text. 1A Click here to enter text. 
 Click here to enter text. 1B Click here to enter text. 

1C Click here to enter text. 

1D Click here to enter text. 

2. Click here to enter text. 2A Click here to enter text. 
 Click here to enter text. 2B Click here to enter text. 

2C Click here to enter text. 

2D Click here to enter text.  

3. Click here to enter text. 3A Click here to enter text. 
 Click here to enter text. 3B Click here to enter text. 

3C Click here to enter text. 

3D Click here to enter text. 

4. Click here to enter text. 4A Click here to enter text. 
 Click here to enter text. 4B Click here to enter text. 

4C Click here to enter text. 

4D Click here to enter text. 
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Additional Accountabilities 

Use this section to document any additional accountabilities a partner may have, including, but not limited to: whether the partner will serve as a subject matter expert or technical assistance 

provider for any other partners in the region, and whether the partner will play any leadership roles related to collaboratives or shared learning, etc.   

Partner will participate in Equity Collaborative: ☐ Yes ☐ No  
Point of Contact for Equity Collaborative:  

Name: Click here to enter text. Email: Click here to enter text. 

Partner agrees to participate in the Equity Assessment: ☐ Yes ☐ No  

Equity Assessment will be completed by: [date] 

Partner agrees to participate in the Equity Plan: ☐ Yes ☐ No  

Equity Plan will be completed by: [date] 

 

How is your organization working toward health equity now? What technical assistance would you like to strengthen your efforts: 

 

How is your organization engaging community residents in project work now? What technical assistance would you like to strengthen your efforts: 
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Washington State Health Care Authority Definitions 

• Health equity: Reducing and ultimately eliminating disparities in health and their determinants that adversely affect excluded or marginalized groups. 

• Community engagement: Outreach to and collaboration with organizations or individuals, including Medicaid beneficiaries, that are not formally participating in project 

activities and are not receiving direct DSRIP funding but are important to the success of the Accountable Community of Health’s projects. 

 

Reporting Frequency: 

☒ Quarterly (default) ☐ Semi-Annually ☐ Annually ☐ Other       

If reporting frequency is other than quarterly, please explain:       

 

Partner agrees to participate in SWACH’s online reporting: ☐ Yes ☐ No 

Note any variation or special consideration for partner reporting if applicable: Click here to enter text. 
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Attachment 2: SWACH Learning Community Home Page 
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Attachment 3: Equity Collaborative and Integrated Care Collaborative 
Charters 

Equity Collaborative  
 

SWACH has identified health equity as a critical part of the region's overall vision, strategy and 
work. Health equity means that all people have equal access to a healthy environment, 
community, and services. SWACH will further equity work by supporting partners in the SWACH 
Equity Learning Collaborative, where partners will receive peer and expert support in completing 
an equity assessment and/or equity plan.  
 
An equity assessment includes an analysis of existing policies, practices, programs and 
outcomes to determine how they may impact equity. Partners may also decide to develop an 
equity plan with clear goals to improve current policies, practices, programs or outcomes. 
Overall goals include enhancing equity and trauma informed practices, while reducing stigma.  
 
The Equity Collaborative will: 

• Consist of partners who will complete an equity assessment and or plan in 2019 

• Provide an environment to learn about tools, resources and approaches to move toward 
health equity 

• Empower participants to discuss barriers and share successes with other organizations 
embarking on equity assessments and plans 

 
Organizations interested in participating will identify two staff to actively participate in monthly 
learning opportunities focused on health equity. Organizations interested in participating in the 
learning collaborative will need to complete and equity assessment and/or plan in 2019.  
 
Partners will need to complete an equity assessment before embarking on a plan. If they have 
indicated completing a plan but not an assessment, we will need to ensure an equity 
assessment has been completed.  
 
Participating in the Equity Collaborative is a commitment. It will take buy-in from both the 
individual participants, and the leadership of the organizations that the direct participants 
represent. Interested organizations will need to be able to identify clear understanding of the 
scope of health equity work, including tactics to get to complete their equity assessment and/or 
plan. As a collaborative we will work together to build health equity in Southwest Washington. 
 
For more information please contact:   
Sky Wilson sky.wilson@southwestach.org 
  

mailto:sky.wilson@southwestach.org
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Integrated Care Collaborative 
 

Introduction 
The integration of physical and behavioral healthcare is a high priority for SWACH and many of 
its clinical partners. Successful integration requires workforce development of staff in the 
transition of the current system of care to an integrated system of care. System changes at the 
care team level include: 

• Senior leader commitment and engagement  

• Use of QI methods to test and implement changes 

• Shared patient registries/population health management 

• Defined and implemented care team roles 

• Engaged patients and families 

• Evidence-based, organized care to assure both behavioral health and physical health 
screening and treatment occur 

• Care coordination between care team members and across organizations 

While work may be going on at the organizational level to improve care coordination, work also 

needs to be done at the care team level to shift staff culture and workflows for integrated care. 

This basic change work and skill building with care team members is similar across our partner 

organizations. Therefore, SWACH is sponsoring a learning initiative for healthcare staff and 

providers to support partner organizations in this deep change work. 

Integrated Care Collaborative (ICC) 
This Collaborative provides a structured, yet innovative learning space for front line staff, 

clinicians, managers, and senior leaders to come together and operationalize the 

transformational work needed to implement a bi-directional integrated system of care. It will 

support one or more clinical care teams from each partner organization who are working on bi-

directional integration. Teams will meet in person 4 times over the 12-month period to 

understand what transformed care looks like; set aims and measures of success; and learn from 

each other. During the months between learning events, teams will work on tests of change per 

their own unique needs and report on their progress quarterly.  

Value for SWACH Partners 
• Technical assistance, training, and support of staff that enhances the organization’s 

integrated care transformation strategy at no cost to the organization 

• Structured forum for regional peer-to-peer learning 

• One—on-one coaching in use of Science of Improvement methods for rapid cycle 
change 

• Consultation with subject matter experts in the integration of physical and behavioral 
healthcare 
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Expectations of Partners 
• Care team(s) participate in the Integrated Care Collaborative (see definition of care team 

and participation below) 

• Senior leader assigned to break down barriers and challenges of care team participants 
and assure that tests of change are congruent with the organization’s strategic plan for 
integration 

• Share tests of change and quality improvement metrics with SWACH and participating 
teams 

Selecting Your Teams 

All partners who are signing a statement of work with SWACH are required to send at 
least one care team to participate in the Collaborative.  

For small and/or rural clinics – modification of required team members is negotiable to 
align with your capacity. 

 A strong team is crucial to the success of implementing bi-directional integration. Choose care 
teams who are involved and enthusiastic for integration and systems improvement. Team 
members will need some time between learning events to test changes. One member will 
function as the lead to drive the change work forward. This may require 5% of an FTE. Select 
team members from the following roles: 

• Clinical Champions (primary care provider and behavioral health provider)-both 
required 

• Day-to-day leader - required 

• Medical Assistant  

• Caseload Manager 

• Psychiatric Consult: Psychiatrist or Psychiatric ARNP 

 

Others who would benefit participating alongside their care teams include clinical and 

administrative leaders such as clinic managers; administrative directors; information technology 

or financial directors who want to make substantial system changes to support innovative 

delivery models.  

Participation Requirements (whole care team) 
Activity Type Time 

Pre-work Workshop Virtual August 14, 2019  
12:00pm-1:00pm 

Completion of MeHAF*  W/Coach in Person Pre-Collaborative; Quarterly 

Use of SWACH Learning 
Community portal 

Online Duration 

Kickoff Event, full day In Person  October 3, 2019, 8:30am-4:30pm 

Learning Event, half day  In Person  January 29, 2020, 8:30am-11:30am 

Learning Event, half day Virtual May 27, 2020, 8:30am-11:30am 
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Learning Event, half day Virtual September 10, 2020, 
11:00am-2:00pm 

Conducting PDSA cycles Team Specific All 4 Quarters 

Care Team Meetings Virtual Monthly (minimum) 

Content Trainings Virtual  Monthly  

Coaching Virtual As needed  

Narrative Report Online Template Quarterly 
*assessment of level of integration 

For more information please contact:   

Kim Lepin kim.lepin@southwestach.org 
  

mailto:kim.lepin@southwestach.org
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Attachment 4: Partnering Reporting Guidelines  
 

Partner Reporting Guidance – Updated 
 

This guidance document was updated July 2, 2019 with revised contact information. 

This guidance document was updated and expanded on April 9, 2019 to provide additional 

clarity on required reporting components and timelines, SWACH’s review process, and the 

Baseline Report template. 

About Partner Reporting  
What information is SWACH collecting from its partners? 
Submission of progress reports is a requirement for all partners engaged in Medicaid 

transformation projects and entering into contracts with SWACH. This document details what 

partners need to do to successfully complete this requirement.  

SWACH will collect a baseline report from each partner upon completion of a fully executed 

agreement. The baseline report is a report that will be due within 15 days of fully executing an 

agreement with SWACH. Ongoing quarterly progress reports will begin in July 2019. These 

quarterly reports will include a combination of: 

• Narrative descriptions of implementation processes and progress, 

• Attestation of completion of certain programmatic or quality improvement milestones, 

and 

• Measures of relevant program outputs and services provided. 

Quarterly progress reports are tailored to specific agreements between SWACH and its 

partners. Reporting requirements will vary among partners depending upon the contents of their 

scope of work.  

Clinical Partners 
Clinical partners will be required to report Pay for Reporting (P4R) measures at the practice / 

site level to meet Health Care Authority specifications (see details below) as part of their 

quarterly progress reports. Other reporting elements may also be required at the practice / site 

level depending on the partner’s scope of work.  

Community Serving Partners  
Community serving partners are required to report Pay for Reporting (P4R) measures at the 

organization level as part of their quarterly progress reports.   

How will this information be used? 
Like all Accountable Communities of Health, SWACH is required to collect certain information 

from its partners to fulfill reporting obligations to the Washington State Health Care Authority 

(HCA) and earn the region’s payments for Medicaid transformation.  

In addition to monitoring the region’s progress toward Medicaid transformation goals, these 

reports will assist SWACH in developing technical assistance and support that is timely and 
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responsive to our region. Reports will also be used to help determine payment for partners (see 

below).  

Reporting Requirements  
What reports need to be submitted to SWACH? 
Baseline Report  
All partners entering into a binding agreement with SWACH are required to complete a Baseline 

Report, due within 15 days of the fully executed agreement. SWACH will send each partner a 

link to complete the Baseline Report and their specific due date, based on their fully executed 

agreement.  

This report is intended to collect baseline information on the Pay for Reporting (P4R) measures 

that SWACH is required to collect from clinical and community-serving partners and report to 

the Health Care Authority twice per year. The majority of P4R measures are multiple-choice 

questions about processes (e.g. has the organization adopted opioid prescribing guidelines?); 

P4R measures do not require compiling and submitting any clinical or client data.  

Clinical partners will also need to submit the Maine Health Access Foundation’s integrated care 

site self-assessment survey (MeHAF) for each site/clinic participating in Medicaid 

Transformation Project activities. For the Baseline Report, clinical partners can submit a 

previously completed MeHAF (as long as it was completed June 2018 – present).  

See Attachment A for the Baseline Report, including additional details on the MeHAF 

requirement.  

Quarterly Progress Reports  
Clinical and community-serving partners contracting with SWACH agree to collect and 

document efforts as necessary to support the submission of the following information: 

• A narrative report describing progress toward Medicaid transformation projects in the prior 

reporting period, following a template to be provided by SWACH. This report will include a 

description of any significant efforts or accomplishments toward a partner’s milestones 

according to their work plan, an explanation of any changes in work plan during that period, 

and any challenges encountered or anticipated.  

 

• An attestation of progress on relevant transformation project milestones during that 

reporting period, along with any supporting documentation as described in the contract. For 

example, SWACH may request a copy of new policies or workflows that are adopted by 

partners if these policies or workflows are identified in the partner’s scope of work. 

 

• Measures related to partner’s transformation activities, as defined in the scope of work. 

These will include, at minimum, any relevant HCA required P4R measures and may also 

include process or quality measures, or output or outcome measures related to a partner’s 

specific transformation activities.  
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When are reports due to SWACH?  
Baseline Report  
The Baseline Report is due to SWACH within 15 days of each partner’s fully executed 

agreement. Each partner will have their own due date for the Baseline Report.1  

Quarterly Progress Reports 
The Quarterly Progress Reports are due on the 15th of the month after each reporting period.  

Year 1 (2019) 

Reporting Period Report Due Date 

April – June 20192 July 15, 2019 

July – September 2019 October 15, 2019 

October – December 2019 January 15, 2020 

 

Year 2 (2020) 

Reporting Period Report Due Date 

January – June 2020 July 15, 2020 

July – December 2020 January 15, 2021 

 

Year 3 (2021) 

Reporting Period Report Due Date 

January – June 2021 July 15, 2021 

July – December 2021 January 15, 2022 

 

Partners are required to submit quarterly progress reports on the above schedule, regardless of 

when the partner’s binding agreement began. For example, a partner with a fully executed 

agreement on April 21st will be required to submit the July 15th report. A partner with a fully 

executed agreement on June 30th will also be required to submit the July 15th report. A partner 

with a fully executed agreement on July 7th will not submit a report until October 15th.  

 
1 Depending on when a partner’s binding agreement is fully executed, they may be required to submit their first 
Quarterly Report (due July 15, 2019) prior to submitting their Baseline Report.  
 
2 SWACH is assuming an April start date for all Year 1 (2019) activities, regardless of when partner binding 
agreements were fully executed. SWACH recognizes that some partners may have started activities prior to April 
and others may not have begun work until their agreement was fully executed, which may be after April.  
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Extensions 
SWACH reserves the right to grant any extensions to these reporting deadlines on a case-by-

case basis. All requests for report extensions must (1) be received in writing prior to the report 

due date and (2) must include a proposed timeline/due date for the requested extension.  

To request an extension, please contact partners@southwestach.org 

How should reports be submitted to SWACH? 
SWACH will collect reports and supporting documents through an online portal. The online 

portal will allow for document submission as well as survey-type questions for attestation and 

measure reporting.  

Partners will identify a primary contact who will be responsible for accessing the portal and 

submitting reports within it as part of the contract negotiation.  

Payment  
How are reports tied to payments?  
Each of SWACH’s required reports has an associated payment:  

Year 1 (2019) 

Reporting Period Report Due Date Associated Payment 

Baseline  15 days after agreement is executed 40% of 2019 funds 

April – June 20193 July 15, 2019 20% of 2019 funds 

July – September 2019 October 15, 2019 15% of 2019 funds 

October – December 
2019 

January 15, 2020 25% of 2019 funds* 

 

Year 2 (2020) 

Reporting Period Report Due Date Associated Payment 

January – March 2020 April 15, 2020 25% of 2020 funds 

April – June 2020 July 15, 2020 25% of 2020 funds 

July – September 2020 October 15, 2020 25% of 2020 funds 

October – December 
2020 

January 15, 2021 25% of 2020 funds* 

 
3 SWACH is assuming an April start date for all Year 1 (2019) activities, regardless of when partner binding 
agreements were fully executed. Year 1 (2019) ends December 31, 2019. SWACH recognizes that some partners 
may have started activities prior to April and others may not have begun work until their agreement was fully 
executed, which may be after April.  
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Year 3 (2021) 

Reporting Period Report Due Date Associated Payment 

January – March 2021 April 15, 2021 25% of 2021 funds 

April – June 2021 July 15, 2021 25% of 2021 funds 

July – September 2021 October 15, 2021 25% of 2021 funds 

October – December 
2021 

January 15, 2022 25% of 2021 funds* 

 

SWACH will release the associated payment for each report after the review process has been 

completed. Generally payments will be disbursed six to eight weeks after acceptance of a 

complete report. Failure to submit timely or complete reports may result in delayed payment for 

that quarter. SWACH may follow up with partners to request additional information if reports are 

incomplete.  

SWACH will make reasonable efforts to accommodate unforeseen challenges in implementation 

or shifts in approach that are consistent with overall project goals, providing these changes are 

communicated to SWACH as soon as possible after they have been identified.  

All notification or requests to change the SOW must be sent to SWACH: 

partners@southwestach.org  

*Payment at Risk 
The final report and associated payment for each year is tied to partners successfully 

completing agreed upon milestones or reaching agreed upon outcomes, as outlined in their 

individual scopes of work. SWACH will provide additional details about associated payments 

under separate cover.    

Will reports be reviewed or scored?  
SWACH will follow a two-step process for all partner reporting: (1) ensuring submitted reports 

were complete and timely, and (2) reviewing report content. See Attachment B for additional 

details on the review process.  

Complete and Timely Submission  
Quarterly progress reports will be considered complete if all required questions have been 

answered and all requested information is provided in sufficient detail for SWACH to monitor a 

partner’s progress toward their scope of work. This may include standard information requested 

in quarterly progress report templates as well as additional clarification or documentation that 

SWACH may request as needed. Some elements are required quarterly, others will be semi-

annual or annual.  

Additionally, reports will be considered timely if they are submitted by the due dates listed 

above.  

SWACH will send partners administrative notification when their reports are received, with the 

results of the timely and complete review, and when the content review is complete and their 

mailto:partners@southwestach.org
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payments have been released. SWACH may also follow-up with partners to ask clarifying 

questions about report content.  

Changes to Reporting Requirements 
SWACH reserves the right to modify reporting requirements in the future, to reflect changes to 

scope of work or HCA requirements. In addition to these reporting requirements, SWACH also 

reserves the right to conduct site visits, inspect organizational records, or request additional 

information from partners as needed to support SWACH monitoring, reporting and evaluation 

efforts.  

SWACH will continue to update this document and provide notice to partners as Quarterly 

Progress Report templates and instructions are available.  
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Attachment 5: Baseline Report Template  
This attachment provides the final baseline report template as of April 23, 2019. 
Partners must complete the baseline report online, using the link SWACH will provide. An 
electronic copy of this document will not be accepted.   
 

Note the template below includes questions for both clinical and community serving 
organizations, but the online survey skip logic will only display the appropriate questions for 
each partner based on the response to Q1.1.   
 

SWACH Partner Reporting –  

Baseline Report 
 

 

Start of Block: Organization Information 

 

SWACH Partner Reporting - 2019 Baseline Report  

  

 

 

I am a (choose one): 

o Clinical organization   

o Community serving organization   

 

 

 

Organization name:  

________________________________________________________________ 
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Contact person: 

________________________________________________________________ 

 

 

 

Contact email: 

________________________________________________________________ 

 

 

 

Contact person is the assigned Medicaid Transformation Project (MTP) project manager? 

o Yes   

o No   

 

 

 

Commitment to continue serving Medicaid: 

▢ I attest that our organization is committed to continuing to serve Medicaid 

members.   

 

End of Block: Organization Information 
 

Start of Block: Clinical Organization Questions 
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The following information is being requested to meet Washington Healthcare Authority reporting 

requirements for all Accountable Communities for Health.      

    

Measure specifications may be found in Appendix K of the DSRIP Measurement Guide, 

available online at https://www.hca.wa.gov/assets/program/mtp-measurement-guide.pdf  

 

 

Please list the names of all clinics or sites participating in Medicaid transformation 

activities under your binding agreement with SWACH. We understand not all clinics or sites 

are participating in all activities, and this question will provide more granular response options 

for later questions.  

 

Please leave any unused fields blank rather than entering text (i.e. "not applicable") 

 Clinic 1  Clinic 2  Clinic 3 Clinic 4 Clinic 5  

Clinic or site 
name  

 
    

 

 

End of Block: Clinical Organization Questions 
 

Start of Block: Clinical Project questions 

http://https/www.hca.wa.gov/assets/program/mtp-measurement-guide.pdf
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All clinics / sites participating in SWACH integration activities are required to complete and 

submit the Maine Health Access Foundation's integration self-assessment or "MeHAF" twice per 

year.  

 

  If this does not apply to your organization, please check the box below and move to the 

next section of the baseline report.  

▢ I attest that my organization is not participating in integration activities as part of 

our agreement with SWACH.  (1)  

 

 

 

If your organization has clinics or sites participating in SWACH integration activities, please 

complete a MeHAF assessment for each clinic / site. If a clinic / site has completed a MeHAF 

assessment during or after June 2018, you may submit that version and do not need to re-do 

the assessment at this time. 

 

You have two options for submitting your MeHAF assessment(s). Choose one of the following 

options:       

 

• Enter all numeric responses for each participating clinic/site into the SWACH MeHAF 

Assessment Template and submit as a single excel file below (preferred)   -or-     

• Upload a completed PDF assessment tool for each individual clinic / site below    

    

NOTE: If you upload a file in error, upload the correct file using the same box. This will 

overwrite the incorrect file.    

 

 

To submit your clinic/site MeHAF responses in a single file using the SWACH template: 

 

 

To upload a PDF assessment tool for each individual clinic/site: 

 

 

http://providenceoregon.co1.qualtrics.com/CP/File.php?F=F_3P0I1q86U2RLqbr
http://providenceoregon.co1.qualtrics.com/CP/File.php?F=F_3P0I1q86U2RLqbr
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All clinics / sites participating in SWACH opioid use disorder prevention and treatment activities 

are required to submit responses to the questions below.   

  

 If this does not apply to your organization, please check the box below and move to the 

next section of the report. 

▢ I attest that my organization is not participating in opioid use disorder activities in 

our work with SWACH   

 

 

 

For all of your organization's clinics / sites that are participating in SWACH opioid 

activities: 

   

 Do providers at this site/clinic utilize any of the following opioid prescribing guidelines?   

 Select all that apply. 

 
AMDG / 

Washington 
State  

Bree 
Collaborative 

Centers for 
Disease 

Control (CDC) 
Other  

None of the 
above 

Clinic / Site 1 ▢  ▢  ▢  ▢  ▢  

Clinic / Site 2  ▢  ▢  ▢  ▢  ▢  

Clinic / Site 3  ▢  ▢  ▢  ▢  ▢  

Clinic / Site 4  ▢  ▢  ▢  ▢  ▢  

 

 

If you answered "other" above, please describe: 

________________________________________________________________ 
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Does your practice/clinic’s clinical decision support for opioid prescribing guidelines include any 

of the following features?  Note: Clinical decision support may occur through the EHR or 

through another system. Guidelines could include AMDG/Washington State, Bree Collaborative, 

CDC, or others.  

  

 Select all that apply.     

 

Integrated 
morphine 

equivalent dose 
(MED) calculators  

Links to opioid 
prescribing 
registries or 

Prescription Drug 
Monitoring 
Programs 
(PDMPs)  

Automatic flags for 
co-prescriptions of 
benzodiazepines 

None of the 
above  

Clinic/ Site 1 ▢  ▢  ▢  ▢  

Clinic / Site 2 ▢  ▢  ▢  ▢  

Clinic / Site 3 ▢  ▢  ▢  ▢  

Clinic / Site 4 ▢  ▢  ▢  ▢  

Clinic / Site 5 ▢  ▢  ▢  ▢  

 

 

 



 

 

2404 E. Mill Plain Blvd. Suite B, Vancouver, WA 98661 | 360.828.7319 | www.southwestach.org 

 

What protocols are in place to provide a pathway for patients with opioid use disorder to be 

evaluated for behavioral health interventions?    

  

 Select all that apply.  

 

Screening 
and 

treatment 
occurs on 

site for 
depression 
and anxiety  

Screening 
occurs on 

site for 
depression 
and anxiety, 
and patients 
are referred 
for treatment  

Contracting 
with 

providers 
who offer 

these 
services  

Formalized 
referral 

relationship 
(through MOU 

or similar 
arrangement) 
with providers 

who offer 
these services  

Informal 
referral 

relationships 
with providers 

who offer 
these 

services  

None 
of the 
above  

Clinic / Site 1 ▢  ▢  ▢  ▢  ▢  ▢  

Clinic / Site 2 ▢  ▢  ▢  ▢  ▢  ▢  

Clinic / Site 3 ▢  ▢  ▢  ▢  ▢  ▢  

Clinic / Site 4 ▢  ▢  ▢  ▢  ▢  ▢  

Clinic / Site 5 ▢  ▢  ▢  ▢  ▢  ▢  
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What protocols are in place to provide a pathway for all patients with opioid use disorder to be 

evaluated for medication-assisted treatment (MAT)?    

Select all that apply.  

 
Medications 
are provided 

on site  

Contracting 
with providers 

who offer 
these services  

Formalized 
referral 

relationship 
(through MOU 

or similar 
arrangement) 
with providers 

who offer 
these services  

Informal 
referral 

relationships 
with providers 

who offer 
these services 

None of the 
above  

Clinic / Site 1  ▢  ▢  ▢  ▢  ▢  

Clinic / Site 2 ▢  ▢  ▢  ▢  ▢  

Clinic / Site 3 ▢  ▢  ▢  ▢  ▢  

Clinic / Site 4 ▢  ▢  ▢  ▢  ▢  

Clinic / Site 5 ▢  ▢  ▢  ▢  ▢  

 

 

 

Page Break 
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If your organization has an Emergency Department and is participating in SWACH opioid 

activities, please complete this section.   

  

 If this does not apply to your organization: 

▢ Not applicable   

 

 

If this does apply to your organization, does your Emergency Department have protocols in 

place to initiate Medication Assisted Treatment (MAT) and offer take-home naloxone for 

individuals who are seen for opioid overdose?   

Select all that apply. 

▢ MAT initiation   

▢ Take home naloxone   

▢ Our ED does not offer these services   

 

End of Block: Clinical Project questions 
 

Start of Block: Clinical Wrap Up 

 

NOTE: Please stop here if you are not finished with this report or intend to enter additional 

information on previous questions.  We recommend that you review all responses for 

completeness and accuracy prior to submission.  

 

If you are ready to submit your report, please click 'Submit' below. Your responses will be 

submitted to SWACH. On the next page, you will have the option to print your responses for 

your records.  

 

End of Block: Clinical Wrap Up 
 

Start of Block: CSO Project Questions 
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Does your organization have protocols in place to refer people with opioid use disorder to 

providers of medication-assisted treatment (MAT)? 

o Yes   

o No    

 

Does your organization refer people with opioid use disorders for psychosocial care?  

o Yes   

o No   

 

 

Does your organization actively refer people with opioid use disorder to a Hub & Spoke network 

or Opioid Treatment Network (OTN) where both medication and behavioral health treatments 

are available?  Select one. 

o Yes, via warm handoff   

o Yes, via providing information   

o No, we provide these services on site   

o No, we do not refer for another reason   

 

 

 

Optional: If you answered "no, we do not refer for another reason", please provide reason for 

not referring to or offering services: 

________________________________________________________________ 
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Did your organization receive technical assistance to organize or expand a syringe exchange 

program, or to learn about locally available access to clean syringes?  

o Yes, to organize and expand   

o Yes, to learn about access   

o No, we did not receive technical assistance   

 

 

 

Optional: If your organization did not receive technical assistance, describe any needed or 

desired technical assistance related to syringe exchange programs: 

________________________________________________________________ 

 

Does your organization provide referral information for clients interested in testing or treatment 

for Hepatitis C and HIV? 

o Yes, via warm hand-off   

o Yes, via providing information   

o No, we provide these services on-site   

o No, we do not refer for another reason   

 

 

 

Optional: If you answered "no, we do not refer for another reason", please provide reason for 

not referring to or offering services: 

________________________________________________________________ 

 

End of Block: CSO Project Questions 
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Start of Block: CSO Wrap Up 

 

NOTE: Please stop here if you are not finished with this report or intend to enter additional 

information on previous questions.  We recommend that you review all responses for 

completeness and accuracy prior to submission.  

 

If you are ready to submit your report, please click 'Submit' below. Your responses will be 

submitted to SWACH. On the next page, you will have the option to print your responses for 

your records.  

 

End of Block: CSO Wrap Up 
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KEY PERFORMANCE INDICATORS 
                       

                              

OVERVIEW 
SWACHs community-transformation model is an integrated community-based system designed to support 
intersectional solutions to complex community health challenges.   Designed around five foundational 
elements and easily adaptable to individual communities’ context and needs, SWACH works to create a more 
aligned and integrated community health resource ecosystem, generate better, more equitable health 
outcomes for all, and to improve communities’ capacity to address complex shared challenges and invest in 
the upstream determinants of health.    
 

▪ KPIs for MONITORING & QI:  These indicators represent fidelity to the most important change 
concepts within the SWACHs community transformation model to be monitored on an ongoing basis 
to support continuous quality improvement.  Data for these measures come from a SWACH’s records 
and operational data systems.    

 

SUMMARY OF KEY PERFORMANCE INDICATORS [KPIs] 
While there are many important impacts of SWACH’s work, the following #15 KPIs represent the most 
important change concepts to track continuously across the model’s five foundational elements. The 
highlighted ‘yellow’ KPIs are for initial implementation with the HealthConnect HUB in 2021. 2022 
Implementation across all 15 KPI’s will monitor SWACH’s holistic community transformation model including 
both the intersection and the individual impacts of SWACH’s HealthConnect Hub and SWACH’s Collaborative 
Impact initiatives.   
 

KPIs to Monitor Implementation & Fidelity 

MODEL 
ELEMENTS 

KEY CONCEPTS PROPOSED METRIC 

Community 
Engagement & 
Power Building 

Representative 
Leadership 

% of people in decision making roles who identify from priority 
populations.    

Cross-Sector 
Collaboration 

% of identified sector partners with at least 1 voting member in 
governance structure. 

Shared Learning & 
Listening  

% of diverse partner organizations participating in shared learning 

opportunities 

Integrated Service 
Model  

Low Barrier Entry  % of clients referred to the HUB who complete enrollment within time 
benchmark.   

Cross-Continuum Access % of identified care needs as currently defined by an open SSR and 
medical referral in care plans for which a service connection is 
documented. 

Long-Term Support 
Handoffs 

% of clients needing ongoing help for whom a connection is 
documented at discharge. 

Community-Led 
Collaboratives 

% of diverse partner organizations participating in community 
identified learning collaboratives 

Data & Program 
Infrastructure 

Integrated Care 
Screenings 

% of clients with completed & documented integrated care needs 
screenings. 

Shared Comm Health 
Record  

% of clients whose records are accessed by 1+ clinical & 1+ community 
partner. 
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Timely, High Quality Data  % of critical data elements with documentation completed within time 
benchmark.  

Community-Based 
Workforce  

CBW Professional 
Development 

% of active CBW that participate in cohort learning and improvement 
opportunities. 

CBW Investments % of ops budget invested to support CBW professional development, 
training, etc. 

CBW Living Wage  
(optional) 

% of CBW workforce that makes a living wage within the community 

Community 
Investment, Finance 
& Sustainability  

Partner Payments % of HIP* partners funded contracted that receive any outcome based 
payments (*HealthConnect Integrated Partners) 

Braided Investments  % of SWACH’s operating budget supported by a portfolio of investment 

partners. 

 

 
 
 
KEY INDICATOR #3. SHARED LEARNING.  
RATIONALE:  SWACH is an active community convener, occupying intersectional spaces to identify key 
community challenges – shaped by what happens in multiple sectors, including health care, public health, social 
services, public safety, and others – and raise voices of the community to 
supported shared learning and listening.   This measure represents the shared 
learning and listening opportunities SWACH and its HealthConnect HUB actively 
convenes to address health outcomes, equity and collective impact.  

PROPOSED METRIC:  The percent of diverse partner organizations participating 
in shared learning opportunities within SWACHs HealthConnect HUB shared 
learning structures – HealthConnect cohort and CAREs cohort monthly meetings. 
 
REQUIREMENTS:  To create this measure, SWACH will:  

1) Specify which sectors or sector partners should ideally be 
represented to promote shared learning – Decision: limit to the 
following (inclusion): 

▪ HealthConnect Cohort meetings (open invite) 
▪ CARES Cohort Meetings (focused on Care Connect WA 

partners only, closed invitation) 
2) Maintain a membership roster for key committees or groups – HC 
Cohort and CARES cohort meetings 
3) Provide forum or agenda that elicits engagement of learnings from 
diverse partners, with summary of results into a survey report 

AGGREGATION & NESTING:  Measures on this score nest within and can be rolled up to an overall 
community score, which can be defined as the average score of all participating partnerships. Community 
scores can be rolled up to state agencies to provide a community performance comparison. 
 
GOALS:  SWACH works together with state and local partners to set goals for this measure. SWACH may 
determine its representation goals based on local context and demographics.  
 
 
 

SAMPLE SECTOR MAP 

Health care delivery systems 

Behavioral Health  

Managed Care Organizations  

Housing  

Public Safety  

Education  

Community-Based Services 

Public Health & Services 

Tribal Governments 

Faith Communities  

Culturally Specific Orgs  

Others as Appropriate 
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SUMMARY OF SPECIFICATIONS:  

METRIC DESCRIPTION NUMERATOR DENOMINATOR SOURCE 

SHARED LEARNING % of diverse partner 
organizations participating in 
shared learning opportunities 

# of diverse partner 
organizations participating in 
SWACH-HealthConnect HUB 
shared learning opportunity 

Total # of HealthConnect 
diverse partners (across 
sectors) as identified as 
priority for representation 
in forum 

Committee Rosters  
Meeting attendance 
rosters and 
membership lists 

 

INTEGRATED SERVICE MODEL  
SWACH’s integrated service model represents its ability to deploy or support a comprehensive suite of 
evidence-based strategies, interventions, or programs that are connected into a coherent portfolio and 
collectively address all the key aspects of a given health challenge –its upstream drivers and downstream 
impacts across sectors and along the health continuum.  To support this vision, SWACH will:  
 

INTEGRATED SERVICE MODEL – KEY CONCEPTS MAJOR STRATEGIES  

Access to diverse services across continuum Facilitate low barrier access with no wrong door.  

Coordinated & de-duplicated efforts across partners Integrate work between clinical and community partners.  

Warm hand-offs to long-term programs & supports.  Connect clients to the enriched, integrated resource ecosystem.  

Community-led learning collaboratives   Optimize SHOH services & cross-sector outcomes.  

 
MOST CRITICAL CONCEPTS:  Low Barrier Entry, Access to Cross-Continuum Services, Warm Hand-Offs for 
Continued Support & Community-Led Collaboratives.  These four concepts are the most fundamental 
building blocks of SWACH’s integrated service model, representing the HealthConnect Hub’s role as a “no 
wrong door” and “right” entry point to an integrated resources and services ecosystem to provide 
comprehensive whole-person supports for health.    
 

KEY INDICATOR #4. LOW BARRIER ENTRY. 
RATIONALE:  Ensuring timely, low-barrier access to the resource ecosystem is critically important– a 
referral into SWACH’s HealthConnect Hub represents a moment of opportunity to connect and integrate 
someone into the community resource & services ecosystem, but that moment may quickly pass.  In a 
low-barrier entry system, community partners facilitate timely referral and engagement reflecting the 
needs for different populations or subgroups to access those services. 
 
PROPOSED METRIC:  The percent of clients referred to the SWACH HealthConnect HUB who complete 
the enrollment/sign-up process within a time benchmark set by the SWACH.   
 
REQUIREMENTS:  To create this measure, the SWACH Health Connect HUB will: 

▪ Specify a standard according to their desired program service model [i.e., within 2 business days]. 
o Pathways: 30-days 
o Care Connect WA – 48 hours 
o CCFR CARES program – 1 week - pending 
o Access2Health – 1 week 

▪ Ensure their care coordination data systems can track times for initial referral and time of 
enrollment. 
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▪ Aggregate program data into HealthConnect HUB aggregate measures with numerator being # of 
clients to enroll within the standard and denominator = to the total # of individuals referred to the 
HealthConnect HUB 

 
AGGREGATION & NESTING:  Measures on this score nest within and can be rolled up to an overall 
community score, which can be defined as the average score of all participating partnerships. Community 
scores can be rolled up to state agencies to provide a community performance comparison. 
 
GOALS:  SWACH works together with state and local partners to set goals for this measure. SWACH may 
determine its representation goals based on local context and demographics.  
 
SUMMARY OF SPECIFICATIONS:  

METRIC DESCRIPTION NUMERATOR DENOMINATOR SOURCE 

LOW BARRIER 
ENTRY 
 
 

The % of clients referred to the 
HUB who complete enrollment 
within the time benchmark set 
by the SWACH.  

# of individuals referred to the 
Hub who enroll within the time 
benchmark set by the SWACH. 

Total # of referred 
individuals who enroll in the 
SWACH.  

Care Coordination 
System  

 

 
EQUITY LENS:  To assess equity, examine the variance in this metric for identified subgroups of interest [such 
as BIPOC identifying clients, non-native English speakers, or other historically underrepresented or excluded 
populations] compared to the remainder of the SWACH’s client population.    
     

KEY INDICATOR #5. ACCESS TO CROSS-CONTINUUM SERVICES. 
RATIONALE:  The integrated service model’s power lies in providing clients with seamless, one-stop access to 
a range of services across the health continuum that can help them achieve the goals in their care plan.  This 
measure represents how often the HealthConnect HUB and/or SWACH community partners are able to 
successfully make the link between an identified health or social need and resources or service designed to 
help clients resolve it.   
   
PROPOSED METRIC:  The percent of identified care needs as currently defined by an open social service 

referral (SSR) and medical referral in care plans for which a service connection is documented. 

REQUIREMENTS:  To create this measure, SWACHs will: 
▪ Define what triggers an identified need across programs 

o Decision: Social service and medical referral 
▪ Ensure their care coordination data systems or electronic health records can track initiation of a SSR 

and medical referral, where the client wants help with those needs, as recorded within the 
assessment or care plan. 

▪ Ensure their care coordination data system or electronic health records can “close the loop” on 
referrals to services in order to ensure a connection was actually made.  

▪ Provide drilldown of specific themes in reported service needs for the SSR and Medical Referrals to 
demonstrate community impact 

 
AGGREGATION & NESTING:  Measures on this score nest within and can be rolled up to an overall 
community score, which can be defined as the average score of all participating partnerships. Community 
scores can be rolled up to state agencies to provide a community performance comparison. 
 
GOALS:  SWACH works together with state and local partners to set goals for this measure. SWACH may 
determine its representation goals based on local context and demographics.  
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SUMMARY OF SPECIFICATIONS:  

METRIC DESCRIPTION NUMERATOR DENOMINATOR SOURCE 

INTEGRATED CARE 
SCREENINGS 

 

% of identified care needs as 
currently defined by an open SSR 
and medical referral in care 
plans for which a service 
connection is documented. 
 

The # of identified care needs in 
clients’ social services AND 
Medical referral for which a 
connection to associated 
services is documented [ i.e. 
completed pathways]. 

Denominator: The total # of 
opened Social Service and 
Medical Referral Pathways 
for which clients have 
expressed a desire to get 
assistance 

Care Coordination 
System 

 
EQUITY METRIC:  To assess equity, examine the variance in this metric for clients from identified subgroups 

of interest [such as BIPOC identifying clients, non-native English speakers, or other historically 

underrepresented or excluded populations] compared to the remainder of the SWACH’s population.   

KEY INDICATOR #11. COMMUNITY WORKFORCE DEVELOPMENT  
RATIONALE:  The SWACH community transformation model relies heavily on the client-community-based 
workforce (CBW) partnership, with the CBWs being trained to act as effective partners to clients and having 
sufficient time to build trust and partner effectively.    
 
PROPOSED METRIC:  The % of active CBW members who participate in cohort learning and improvement 

opportunities. 

REQUIREMENTS:  To create this measure, SWACHs will: 
▪ Provide a forum to support workforce development and shared learning with the community-based 

workforce; applies to the following HealthConnect Integrated Partner (HIP) Network Agencies to 
track in the denominator: 

o HIP Agencies participating in HealthConnect Community & CARES cohort meetings 
▪ Keep updated records of all CHWs who are currently operating in the SWACH’s care coordination 

network; defined as anyone actively receiving referrals within the SWACH’s care coordination 
system.   

▪ Track completion of trainings and curricula by CBW members working in the partner agencies who 
comprise the SWACH’s care coordination/HIP network. 

 
AGGREGATION & NESTING:  Measures on this score nest within and can be rolled up to an overall 
community score, which can be defined as the average score of all participating partnerships. Community 
scores can be rolled up to state agencies to provide a community performance comparison. 
 
GOALS:  Measures on this score nest within and can be rolled up to an overall community score, which can be 
defined for this measure. SWACH may determine its representation goals based on local context and 
demographics.  

 
SUMMARY OF SPECIFICATIONS:  

METRIC DESCRIPTION NUMERATOR DENOMINATOR SOURCE 

COMMUNITY 
WORKFORCE 
TRAININGS 
 
 

The % of active CBW that 

participate in cohort learning and 

improvement opportunities 

 

Total # of CHWs or peer 
specialists active in the SWACH’s 
care coordination network who 
participate in cohort learning or 
improvement opportunities. 

Total # of CHWs or peer 
specialists active in the 
SWACH’s HIP 
partnership network. 

Meeting attendance 
rosters and 
membership lists 
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EQUITY METRIC:  To assess equity, examine the ratio of CHWs from identified subgroups of interest [such as 

BIPOC identifying persons, non-native English speakers, or other historically underrepresented or excluded 

populations] compared to the average rate for the CBW as a whole.    

KEY INDICATOR #14. PARTNER PAYMENTS   
RATIONALE:  SWACH aims to create a value-based payment infrastructure in communities – a way for funding 
to flow to the places in the community where value is created through the delivery of upstream services.  As 
SWACH’s value-based infrastructure matures, a greater percentage of the money that goes to partners 
delivering those upstream services should be paid out using some form of value-or outcomes-based payments. 
To initiate on this journey of value-based and upstream investment into the community, SWACH is positioned 
to support partner payments with targeted incentives for shared collaboration and community-accountability. 
This work is currently support by HealthConnect through outcome-based payments. 
 
PROPOSED METRIC:  The % of HealthConnect Integrated Partners funded through contracts that receive any 
outcome-based payments 

REQUIREMENTS:  To create this measure, SWACHs will: 
▪ Define which services in their ecosystem they would like to ultimately move to value-based payment, 

and which are better operated under a more traditional payment model.  
▪ Develop & implement models and contracts that compensate community partners for achieving 

milestones or outcomes associated with delivery of those services.  
▪ Ensure demonstration of partner payments that mirrors HealthConnect budget, contracts with 

partners and designated OBP. 

 
CONSIDERATIONS 

▪ Needs to be a nuanced conversation. Not a blanket approach.  
▪ There are some programs where OBP is the payment method to monitor and measure 

against. But we are not saying that all need to be; data and performance will inform.  
 
AGGREGATION & NESTING:  Measures on this score nest within and can be rolled up to an overall 
community score, which can be defined as the average score of all value-based partners payments. 
Community scores can be rolled up to state agencies to provide a community performance comparison. 
 
GOALS:  SWACH works together with Board, RHIP and other key partners to set goals for this measure. 
SWACH may determine its representation goals based on local context and contracts support population 
targets.  

 
SUMMARY OF SPECIFICATIONS:  

METRIC DESCRIPTION NUMERATOR DENOMINATOR SOURCE 

PARTNER 
PAYMENTS 

% of HealthConnect 
Integrated Partners 
funded contracted 
that receive any 
outcome based 
payments 

# of HealthConnect 
Integrated partners 
funded contracted 
partners receiving an 
outcome based payments 
(identified activity or 
outcome was paid) 

Total # of HealthConnect 
Integrated partners 
funded contracted 
partners (includes OBPs, 
FTE, HUB 
utility/infrastructure 
costs)      

Smartsheet for 
contracting  

 


