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Semi-Annual Report Information and Submission Instructions

Purpose and Objectives of ACH Semi-Annual Reporting

As requir ed by the Healthier Washington Medicaid Transformation& Special Terms and
Conditions, Accountable Communities of Health (ACHs) must submit Semi-Annual Reports for
project achievement. ACHs will complete a standardiz ed Semi-Annual Report template
developed by HCA. The template will evolve over time to capture relevant information and to
focus onrequired milestones for each reporti ng period. ACHs must submit reports as follows
each Demonstration Year (DY):

A July 31for thereporting period January 1through June 30
A January 31for thereporti ng period July 1through December 31

Semi-annual reporting isone element of ACH Pay-for-Reporti ng (P4R) requirements. The
purposeof the semi-annual reporti ngis to coll ect necessary information to evaluate ACH project
progress against milestones and metrics basedon approved Project Plans. As needed, ACHs may
be requested to provide back-up documentation in support of progress. HCA and the

Ind ependent Assessor will review Semi-Annual Report submissions.

Reporting Requir ements

The Semi-Annual Report template for thereporting period January 1,2018 to June 30, 2018
includestwo sections as outlined in the table below. Section 1instructs ACHs to report on and
attest to the completion of requir ed milestones scheduled to occur by DY 2, Quarter 2 per the
Medicaid Transformation Toolkit. Section 2 requests information to satisfy ongoing reporting
requir ements to inform the Independent Assessor and HCA of organizational updates and
project implementation progress.

Each section in the semi-annual report contains questions regarding the regional
Transformation work completed during the reporting period. ACHs are requir ed to provide
responsesthat reflect theregional Transformation work completed by either:

A The ACH as an organization,
A The ACH partn ering providers, or
A Both the ACH and its partnering providers.

Pleaseread each prompt carefully for instructions as to how the ACH should respond.

ACH Semi-Annual Report 17 Reporting Period: January 1through June 30, 2018

Section Sub-Section Description

Section 1. Required | Milestone 1: Assesment of Current State Capacity

ToolkitMilestones Milestone 2: Strategy Development for Domain | Focus Areas (Systems for
(DY 2, Q2) Population Health Management, Workfor ce, Value-basedPayment)
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ACH Semi-Annual Report 17 Reporting Period: January 1through June 30, 20 18

Section Sub -Section Description

Milestone 3: Define Medicaid Transformation Evidence-basedApproachesor
Promising Practices, Strategies, and Target Populations

Milestone 4: Identification of Partnering Providers

Section 2. Standard
Repor ting Partnering Provider Engagement
Require ments

ACH Organizational Updates

Tribal Engagement and Collaboration

Project Status Update

Community Engagement

Health Equity Activities

Budget and Funds Flow

Key Terms

Theterms below are used in the Semi-Annual Report and should be referenced by the ACH
when developing responses.

1.

Comm unity Engagement: Outreach to and collaboration with organizations or
individuals, including Medicaid beneficiaries, which are not formally participating in
project activities and are not receiving direct DSRIP funding but are im portant to the
success of the ACH® projects.

He alth Equity: Reducing and ultimately elimi nating dispariti es in health and their
determi nants that adversely affect excluded or marginalized groups.t

Key Staff Position: Position within the overall organizational structure established by
the ACH to reflect capability to make decisions and be accountable for the foll owing five
areas: Financial, Clinical, Community, Data, Program Management and Strategy
Development

Partnering Provider: Traditional and non-traditio nal Medicaid providers and
organizations that have committed to parti cipate in the ACH®& projects. Traditional
Medicaid providers are traditionally reimbursed by Medicaid; non-traditional Medicaid
providers are not tr aditionally reimbursed by Medicaid.

Project Areas: The eight M edicaid Transform ation projects that ACHs can imp lement.

Project Por tfolio: Thefull set of project areas an ACH is implementing.

1Braveman P, Arkin E, Orleans T, Proctor D, and Plough A. What IsHealth Equity? And What Difference Doesa Definition Make?
Princeton, NJ: Robert Wood Johnson Foundation, 2017. Accessible at:

http:// ww w.rw jf.org/c ontent/ dam/farm/reports/issue_briefs/2017/rw jf437393.
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Semi-Annual Report Submission Instructions

ACHs must submit their completed Semi-Annual Reportsto the Independent Assessor no later
than July 31,2018 at 3:00 p.m. PST.

File For mat

ACHs must respond to all items in the Microsoft Word Semi-Annual Report t emplate and the
attached Microsoft Excel workbook in narr ative or table format, based onthe individual
guestion instruction. ACHs are strongly encouraged to be concisein their responses.

ACHs must include all requir ed attachments, and label and make referenceto the attachments
in their r esponseswhere applicable. Additional attachments may only substanti ate, not
substitute for, aresponseto a spedfic question. HCA and the | A reserve the right not to review
attachments beyond those that are requir ed or recommended.

Files should be submitted in Microsoft Word and Microsoft Excel or a searchable PDF format.
Below are examples of the file naming conventions that ACHs should use:

A Main Report or Full PDF: ACH Name.SAR1Report. 7.31.18
A Excel Workbook: ACH Name. SAR1Workbook. 7.31.18
A Attachments: ACH Name.SAR1 Attachment X. 7.3118

Note that all su bmit ted mat eri als will be posted publicly; therefore, ACHs m ust
sub mit versionsthat can be pub lic facing.

Washington Collaboration, Performance, and Analytics System (WA CPAYS)

ACHs must submit their Semi-Annual Reports through the WA CPAS which can be accessedat
https:// cpaswa.mslc.com/. ACHs must upload the Semi-Annual Report, work book,
and any attachments to the sub-folder titled ASemi-Annual Report1 i July 31,
2018. dhefolder path in the ACH®& directory is:

Semi-Annual Reports A Semi-Annual Report 17 July 31, 2018.

Pleaseseethe WA CPAS User Guide provided in fall 2017,and available on the CPAS website,
for further detail on document submission.

Semi-Annual Report Submission and Assessment Timeline

Below is ahigh-level timeline for assessment of the Semi-Annual Reports for reporti ng period
January 1,2018 7 June 30, 2018.
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ACH Semi-Annual Report 17 Submission and Assessment Timeline

Respons ible

Activity Party Timeframe
1. | Distribution of Semi-Annual Report Template and HCA March 30, 2018
Workbook to ACHs
2. | Overviewof Semi-Annual Report Template HCA/IA Apr 9,2018
3. | Publish pre-recorded webinar with additional IA Apr 2018
informat ion about the Semi-Annual Report
assessmat
4. | Submit Semi-Annual Reports ACHs July 31,2018
5. | Conduct assessmat of reports IA Aug 1-25,2018
6. | If needed, issueinformation requestto ACHs within 1A Aug 25-30, 2018

30 calendar daysof report due date

7. | If needed, respond to information request within 15 ACHs Aug 26-Sept 14,2018
calendar days of receipt

8. | If needed, reviewadditional information within 15 1A Sept 10-29, 2018
calendar days of receipt

9. | Issuefindingsto HCA for approval 1A TBD

Contact Information

Questions about the Semi-Annual Report t emplate, submission, and assessment processshould
be direced to WADSRIP@mslc.com.
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ACH Contact Information

Provide contact information for the primary ACH representative. The primary contact will be
used for all correspondencerelating to the ACH& Semi-Annual Report. If secandary contacts
should beincluded in communications, pleasealso include their i nformation.

ACH Name: Southwest Washington Accountable Commu nity of Health (SWACH)

Prim ary Contact Name Daniel Smith
PhoneNumber 503-459-6495

E-mail Address Daniel.smith@southwestach.org

Secondary Contact Kachinalnman

NEme 541-520-9382

PhoneNumber

Kachina.lnman@southwestach.org
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Section 1: Required Milestones for Demon stration Year (DY) 2,

Quarter 2

This section outli nes questions specific to the milestonesrequir ed in the Medicaid
Transformation Project Toolkit by DY 2, Q2. This section will vary each semi-annual reporting
period based onthe requir ed milestones for the associated reporting period.

A. Milestone 1. Assessment of Current State Capacity

1. Atte station: The ACH worked with partn ering providers to complete a current state
assessment that contributes to implementation design decisions in support of each
project areain the ACH®& project portfolio and Domain | focus areas. Placean i X 0 thé n
appropriate box.

Note: the IA and HCA reserve the right to request documentation in support of
milestone compl etion.

—

2. If the ACH checked iNooin item A.1,provide the ACH®& rationale for not completing a
current state assessment, and the ACH® next steps and estimated completion date. If the
ACH checked fives @ item A.1, respond fNot Applicable. ©

ACH Response: Not Applicable.

3. Describe assessment activiti es and processs that have occurr ed, including discussion(s)
with partnering providers and other parti es from which the ACH requested input.
Highlight key findi ngs, as well as critical gaps and mitig ation strategies, by topic area for
the project portfolio and/or by project.

ACH Response:

SWACH fielded two assessments with its partners as part of a suite of assessment activiti es
designed to develop an understanding of the current state of partn er organization capacity and
need in avariety of areas. This will be usedto guide project implementation and inform
resources and technical assistance offerings SWACH may make available in the region.

Health Information Exchange (HIE) Assessnent

Thefirst assessment, launched in February 2018, focused onHIE. An online survey was
distributed to 31 physical and behavioral health organizations acrossthe region. SWACH
received 28 responses Q0%). Sincetheiniti al fielding, several additional organizations have
engaged more deeply with SWACH and may complete the HIE assessment later this year.

Key findi ngsinclude:

Semi-Annual Report Template
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A Mostclinical partner organizations (96%) reported having an Electronic Health Record
(EHR). This is somewhat contrary to anecdotal inform ation that suggested behavioral
health partn ers may not have implemented EHRs. However, it is possible that some
smaller behavioral health providers not included in the assessment or Medicaid
Transformation Project planning have not implemented EHRSs.

A Partn er organizations across the region useat least 15 different EHRs. Approxim ately
half of respondents have the ability or licensing right to modify their EHR. This has
imp lications for partnersoability to effici ently exchangeinformation or implement
technological solutions.

A Most of the region's HIE occurs within the health system (that is, behavioral health and
physical health providers are sharing information with each other. Other organizations,
such as oral health providers or community-based organizations, exchange much less
information). Most information is exchanged manually (i.e. fax or paper based, rather
than electronic). No organizations reported any electronic exchangewith community
paramedicine or law enforcement / crimi nal justice organizations.

A Just under 40% of organizations participate in any HIE and 50% report using EDIE,
PreManageor both. 25%report having an electronic interface with the Washington
Presaription Monitoring Program.

A When asked about gapsand barri ers, responding organizatio ns highlighted costs to
modifying their EHRs and participating in HIE, as well as ongoing challenges with
interoperability.

HIE assessment results were discussedwith the Regional Health Improvement Plan (RHI P)
Council in March and April. SWACH asked members (including some responding organizatio ns)
for feedback on the findings and potential next steps. RHIP identifi ed several gaps including
information that may be exchanged bylocal public health departments and school-based
providers. Council members noted that exchanging information and using information that has
been exchanged are separate challenges.

HIE assessment results were also reviewed and discussed with the Clinical Integration
Workgroup. The workgroup identifi ed the need for further collaboration between physical
health and behavioral health providers to formul ate regional strategies that allow for more
effici ent means to transfer health information between settings. This review supported the
development of tactical options for the region to consider when developing an organizational
Clinical Transformation Plan that supports increased useof current technology and resources.

As an example of an ongoing mitigation strategy to addressthe gaps in information exchange
and shared care planning that SWACH was aware of prior to aformal assessment, SWACH has
continued to convene a PreManage/ EDIE L earning Cdlaborative to enhancethe useand util ity
of the PreManage platform in the region. The collaborative is supported by SWACH as well as
the Qualis HUB and has created atwo-year strategic framework. The goals of the collaborative
are to:
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1) Increasetheuseof PreManagewithin behavioral health settings

2) Support workflow designs within behavioral health settingsto enhance care coordin ation
and HIE

3) Codllaborate with prim ary care and Managed Care Organizations (M CQOs) to develop
regional policies and protocols for shared care planning

4) Expand the useof the PreManagein emergency room and non-traditio nal care settings

SWACH continuesreviewing HIE assessment reaults to understand gaps. SWACH is also
working to identify potential grouping of partn ers with simil ar strengths and needs. Gaals
include informi ng astrategy around collaborative learning, leveraging funding to support

partn ers with prioritized HIE needs, and supporting the overall regional need for improving the
exchange of health information to improveintegration and care coordin ation in SWACH
communiti es.

Asthe HIE assessment confirm ed the use of various EHRs, SWACH is approaching thisissue as
an opportunity for the region to coordin ate effective strategies that would increase sharing
critical health information for targeted populatio ns. Foll owing the assessments, SWACH
arranged grategic meetingswith clinical partn ersto scope regional priorities, outli ne

imp lementati on strategies related to increased are coordin ation and clinical integration, and
further assessthe capacities of organizations' EHRsto inform potential investment strategiesto
megd int egration objectives. Additional planning in Q3 and Q4 of 2018 will help formul ate a
portfolio of potential solutions.

Clinical Partn er Assessnent

Between March and May of 2018, SWACH fielded a second assessment focused on behavioral
health and physical health partners. This assessment aligned with the Domain | and project
areas outlined in the Medicaid Transformation Project Toolkit.

The Clinical Partn er Assessment was also fielded online. Whereas the HIE Assessment focused
only at the organization level, the Clinical Partn er Assessment was fielded with behavioral
health organizations and physical health practices. This meant that some organizations
submit ted multiple assessments (i.e. both behavioral and physical health; multip le physical
health assessments representing multiple practice sites; etc.).

As of mid-June 2018, SWACH received 47 total responses representing 24 clinical partn er
organizations (82.5%responserate). Sincethe initi al fielding, several additional organizations
have engaged more deeply with the Transformation work. SWACH anticipates seweral additional
complete responseslater this year.

Clinical Partn er Assessnent results were reported out over June and July. Part 1 focused onthe
respondent organizations and the Domain | focus areas; Part 2 focused on project specific
guestions. Reaults were presented and discussed each month with SWACH's Data Workgroup
(formerly Data and Learning Team) and the RHIP Council.
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A Part 1isavailable here: http:// southwestach.org/ wp-
content/ uploads/2018/07/ SWACH -Clinical-Partner-Assesment-Summary-Part-1 for-

RHI P.pdf

A Part 2 is available here: http:// southwestach.org/ wp-
content/ uploads/2018/ 07/ SWACH -Clinical-Partner-Assesment-Summary-Part-2 for-

RHI P.pdf

Key findi ngsinclude:

A Both behavioral health and physical health partners report strong interest in
participating in Bi-directional Integration and Commu nity-Based Gare Coordination
projects. However, only 20% of responding behavioral health organizations are
interested in parti cipating in Chronic Disease projects and 40% are interested in the
Opioid Project.

A All partn ering organizations serve Medicaid members. However, behavioral health
organizations reported higher percentages of Medicaid members (casemix) than
physical health partners. 66% of responding physical health practices reported that less
than 25% of their patients were covered by Medicaid.

A Assessment findi ngs continue to confirm that accessto careis achallengefor the region.
Only 44% of responding physical health practices say they are currently accepting new
Medicaid patients without limit ations. 72% do not expect the proportion of Medicaid
members served to changein the next 12 months.

A Onebehavioral health organization and five physical health practices reported that they
had more than 50% of payments in Value-Based Payment (VBP) categoriesthat count
toward the regional target. Ten behavioral health organizatio ns and nine physical health
practices reported 0% of payments in qualifyi ng VBP categori es. Furthermore, 53% of
behavioral health respondents and 66% of physical health respondents indicated their
participation in VBP was expected to changein the next 12 months.

A Most physical health practices (91%)report having organizational / internal support for
efforts related to delivering integrated care, including specific strategic or operational
plans and completion of various readin ess assessnents and planning. Only 9% of
behavioral health organizationsreport having thesetypes of support. This diff erenceis
also seen in respondents' baseline IPAT scores (i.e. level of integration), where 53% of
behavioral health organizations are in pre-coordination or at level one (minimal
collaboration) and 63% of physical health practices are at levels five or six. Payment or
financing mechanisms were the most commonly reported barri ers to integration by both
behavioral and physical health respondents.

A Mostresponding organizations participate in other care coordin ation programs,
including H ealth Homes, Prim ary Care Case Management, Fir st Steps and more. Most
prioritize various populatio ns for care coordination services. Physical health practices
were lessprepared to manage care for pati ents with severe mental health problems
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and/or need for social services than they were for patients with substance userelated
issues.

A While all but oneresponding physical health practice reported having providers who
prescribe opioids, only 33% of behavioral health organizations do. This may explain the
limit ed interest in the Opioid Project described in thefirst bullet point. 77% of physical
health practices with opioid prescribers have adopted the CDC's opioid prescribing
guidelines, while few behavioral health organizations with opioid prescribers have
adopted any guidelines. Pati ent resistancewasthe greatest barri er to implementing
opioid prescribing guidelines.

A Mostresponding organizations provide multiple types of self-management supports,
including offering avariety of in-house programs. However, only 20% refer patients to a
chronic disease sdf-management program and no behavioral health organizations report
referri ng to the national diabetes prevention program.

Gaps and Mitigation Strategies

SWACH's dinical assesgnents highlighted the region's support for increasing clinical
integration and care coordination between physical health and behavioral health providers. As
noted above, the assessment also indicated the need for regional strategiesto increase
integration acrosscare settings and mitig ate existing barriers to integration. SWACH created a
framework and roadmap that structurally supports aportfolio approach to incentivize cross-
setting partn erships, implement change processfor increased integration, and establish a
framework for collective imp act and shared learning across projects (seeattachment A).

Another component to this mitigation strategy is SWACH's developing plan to fold non-clinical
partn ers into the clinical partn er Transformation planning process, rather than creating a
separate and parallel assessment process. One of SWACH's goalsisto remove barri ers for
clinical partn ers to work with non-clinical partners in developing and implementing their
Clinical Transformation Plans. SWACH will identify seweral categories of non-clinical partn ers
(e.g. housing, transportation, community paramedicine) with clearly defined roles for how each
category of partn er could work with the clinical partn ers to support effortsunder community-
clinical linkages (i.e. have clear tactics). SWACH will issue a Request for Qualifications (RFQ) in
Q3 of 2018to identify non-clinical partn ers that meet defined roles and are willing to participate
in communit y-clinical linkageefforts.

4. Describe how the ACH has used the assessment(s) to inform continued project planning
and implementati on. Specifically provide information as to whether the ACH has
adjusted projects originally proposed in project Plans, based on assessment findi ngs.

ACH Response:

SWACH's assessment portfolio (HI E, Clinical Partner) provided information on the current
state of partn ering providers. SWACH used information collected through the assessments to
help develop the Clinical Transformation plan template (seeattachment B), which included a
menu of tactics for clinical partn ers to choosefor overall project implementati on. For example,
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the assessments identifi ed partn ering providers' desire to potentially integrate peers and/or
Community Health Workers (CHWSs) into their care teams. This information confirmed
SWACH's workforce development strategies related to CHWs and peers. SWACH also used the
assessment findings to solicit guidancefrom the RHIP Council related to workforce needs and
barri ers, future capacity needs of stakeholders and how to break down silos of care.

Additional review of the assessment data continues with the Clinical Integration Workgroup. To
date, review has focused on current organizational practices,approachesto managing chronic
health conditions and exploring how funding and payer mix may imp act capacity for integration
and participation in Transformation activiti es. The assessment also identified that planning for
integration is much farther along in primary carerelative to behavioral health. This data point
will help inform future resource allocations as it identifi ed that behavioral health providers may
have further to travel along the integration continuum.

Information gathered through SWACH's assessments did not result in any major changesto
SWACH's origin al approach outlined in the November project plans.

5. Provide examples of community assets identifi ed by the ACH and partn ering providers
that directly support the health equity goals ofthe region.

ACH Response:

During thereporti ng period, SWACH identifi ed several community assets to support health
equity in the Southwest region:

The Southwest Washington Equity Coalition is agroup of leaders representing community and
cultur ally specific groups and organizational partners from housing, education and health. They
gather together to support equity in the community. The group started by convening afew
community conversations. A need to build collective action around equity emerged from those
meetings.

The Community Foundation of Southwest Washington offered to support the coalition through
training and leadership training with the Center for Equity and Inclusion (CEIl), which supports
the equity movement nationally. The Healthy Living Cdlaborative (HLC), a program of SWACH
and part of the Southwest Washington Equity Coalitio n, leveraged additional resourcesthrough
a United Way grant to further support the work through CEI. The group completed an initi al
three-day training and will continue meeting monthly over the next five monthsto continue the
trainings. This training has already provided a common languageand shared understanding for
equity advocates, which will help in moving coll ective work forward in the community.
Additionally, the group shared toolsincluding the equity lens tool that HLC is implementing
acrossworkgroups and committees (seeattachment C). SWACH plans to bring thesetools to its
other work groups and committees. Furthermore, the equity coalition has helped advance
development of partn erships among its members.

Community Health Advocates and Peer Support Specialists (CHAPS) is aregional peer network
that works to build momentum and support for practicing peers. Peers and CHWs have a unique
ability to support some of the region's most underserved communiti es and are often ableto
provide support for communiti es experiencing greater levels of stigma and trauma. CHAPS
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convene peers every other month to share learnings, network, provide support and advocate for
greater workforce development opportunities in the community.

SWACH's Qinical Partn er Assessment found that 20% of behavioral health organizations and
19%of physical health practices in the region employ or contract with CHWs and 67% of
behavioral health organizations employ peer support workers. Additio nally, 40% of behavioral
health organizations and 34% of physical health practices report having some sort of agreement
with Medicaid M COsto pay for community health workers or peer services. SWACH plansto
support and expand the use of this workforce and provide shared learning collaboration to
promote the asset of peers and CHWSs in Medicaid Transformation Projects.

6. Provide abrief description of the stepsthe ACH has taken to address health equity
knowledge/ski Il gaps identifi ed by partn ering providers, and how thosesteps connect to
ACH Transformation objectives.

ACH Response:

Healthy equity, trauma-informed care and stigma reduction are core components of SWACH's
strategic framework. To addressthese complex issues, SWACH has taken a multi-faceted
approach to further health equity in theregion. This includes:

1) Offer training

2) Infuse equity objectivesthroughout SWACH's drategic framework and Clinical
Transformation Plans

3) Commit to advance SWAC H @palicies and procedures to support furthering
equity

Through HLC's past work and SWACH's 2018 assessments, training emerged as acrit ical fir st
step in understanding the complexity of equity. Many of HLC's partn ers are providers who are
embarking on Transformation efforts. Through the HLC, over the reporting period SWACH
successfully leveraged funding to offer four, eight-hour tr ainings onleading social justice and
equity, including one advanced caurse on implicit bias. Over the past three years, more than 200
individuals received training through HLC. More than 80 individuals completed training during
thereporting period. SWACH plans to continue offering thesetrainingsto further advance
regional understanding of equity issues. That includes anew series oftrainings offered this fall.

Rural communiti es identifi ed the need to slightly modify the current training to better meet
their needs and advance skill development. SWACH will work with the trainer to build this
feedback into the curriculum. Thefocus onhealth equity training will ensure partn ering
providers are more prepared to provide quality, value-based srvices toall. It will also set them
up for successto meet the equity objectivesthey will define in their Clinical Transformation
Plans.

SWACH also convened agroup of partn ering providers and community partners to embed
equity in the Clinical Transformation Plan. The partn ers identified a need for formal equity
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assessments to evaluate a variety of areas. For example, organizational governance, policies and
opportu niti es for improvement around r acial equity, trauma informed care and stigma.
Assessment findi ngs will be reported to SWACH and help shape improvement plans for each
organization that chooses toparticipate. SWACH consulted with equity experts throughout this
processfor guidance on best practices. Based onthe recommendations from partnering
providers and equity experts, the following tactics were embedded in the Clinical
Transformation Plan:

a) Provide equity, stigma reduction or trauma-informed caretraining
b) Complete an equity assessment
c) Develop an equity plan

Partn ering providers interested in embarking on an equity assessment or plan will be required
to participate in ashared learning cohort. SWACH will alsorequire ongoing reporti ngto ensure
partn ers are making milestone improvements over tim e. The cohort provides an opportunity to
share tools and resources as well as discuss barri ers and successs, so the entire region can
benefit.

SWACH has identified aneed to strengthen its own approach to equity and will complete an
equity assessment and plan in 2019. SWACH will actively participate in the shared learning
cohort and complete this work alongside partn ering providers. SWACH is committed to
ensuring that equity is woven throughout the Transformation work and is embedded in the
foundation which supports all goals and objectives, sothat the Southwest region can attain the
vision of all people having equit able accessto quality whole-person care and living in connected
and thriving communiti es without barri ers to welln ess.

B. Milestone 2: Strategy Development for Domain | Focus Areas (Systems for
Population Health Management, Workforce, Value-based Payment)

1. Atte station: Duringthereporti ng period, the ACH has identified common gaps,
opportu nities, and strategies for statewide health system capacity buildi ng, including
HIT/H |E, workforcel practice Transformation, and value-based payment. Placean i X 0
the appropriate box.

Note: the IA and HCA reserve the right to request documentation in support of
milestone compl etion.

2. Ifthe ACH checked fiNooin item B.1, provide the AC H 6 atio nale for not identifyi ng
common gaps, opportunities, and strategies for statewide health system capacity
buildi ng. Describe the steps the ACH will taketo complete this milestone. If the ACH
checked fives,0 espond fiNot Applicable. 0

Semi-Annual Report Template
Reporting Period: January 1, 2018 ¢ June 30,2018 Page 15



ACH Response: Not Applicable

3. Describe progressthe ACH has made during the reporting period to identify potential
strategies for each Domain | focus areathat will support the ACHG project portfolio and
specific projects, where applicable.

ACH Response:

The Domain | focus areas remain apriority for SWACH. During the reporting period, seweral
potential strategies emerged to further develop SWACH's capacity to addressDomain 1.

The most significant development during the reporting period is the statewide focus on

partn ership and collaboration to develop statewide strategies related to Domain |. HCA,
Association of Washington Public Health District (AWPHD), University of Washington, State
Agencies and all nine ACHs have commit ted to identifyi ng common opportuniti es. This led to
the development of a Health Systems Capacity Buildi ng Partn ership (HSCBP) processfor

coll ective action related to Domain | focus areas.

The HSCBP is astrategic partn ership of statewide entiti es and communiti es identifyi ng common
gapsand common opportuniti es statewide for health system capacity building. Canvened by
HCA with the facilitati on support of the AWPHD, the group's purposeis to addresschallenges
and realize opportunitiesin health system Transformation that are best met with coordin ated
regional or statewide approaches. Health system capacity buildi ng, including HIE,

workforce/ practice Transformation and VBP, is an opportu nity to work collaboratively to
catalyze Transformation as one system.

This group met several times during the reporti ng period, organized amatrix of ACH strategies
related to specific projects and determi ned additional correlated statewide initi atives as well as
corregponding potential HSCBPadiviti es. While HSCBPhas continued to develop and results
from the work have materialized, future strategic alignments are forthcoming during Q3 and Q4.

Each month, all nine ACH executive diredors participate in peer-to-peer learning and review
strategies from across the state. During the reporting period, this drategic shift in peer-to-peer
learning and collaboration has been facilitated and supported by a contract with Applied
Insight, LLC, in partn ership with HCA. Structurally, this provides ACHs an opportu nity to
facilitate strategic meetingswith all five MCOs, allied statewide health related associations
(Washington State Hospital Associations, Washington State Medical Association), state
agencies, key stakeholders, constitu ents and avariety of large philanthropic organizations.

Through this processof shared learning, potential strategies have emerged. For example, there
is aneed to address workforce development as well as the regulations and policy needs related
to developing and exchanging health information. The processof shared learning also helped
identify opportuniti es to develop statewide training and development related to value-based
caredelivery and payment reform across the state and in our region. Much of the work during
this reporting period has been foundational and critic al to establishing the structure and
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framework to cdlectively develop partn erships and address Domain | areas acrossregions.
Specifically, a strategic matrix related to workforce was developed through this processand
SWACH isin the processof prioritizing potential regional ACH activiti es that align acrossthe
state. As noted above, the collaborative efforts during this reporti ng period are foundational.
SWACH isin the processof reviewing potential new strategic options and working acrossthe
state and region to prioritize strategies.

SWACH has coordin ated with HCA, VBP Action Team, MCOs, health systems, providers, ACHs,
consultants and other stakeholders to advance SWACH's VBP strategies that will develop
increased apaciti es for providers to be succesdul in a VBP arrangement. Through these

partn erships and processes, SWACH has supported partn ering providersoability to elevate

barri ers to VBP. Partnering providers will need additional training and technical assistanceto
achieve VBP goals. SWACH will leverage ACH resourcesto help partn er organizations address
their training and technical assistance needs. At the statewide level, ACHs established a monthly
meeting with all MCOs to cdlectively strategize and operatio nalize the needed capaciti es within
ACHs and organizationsto support a successful and sustainable transition to VBP. At the
regional level, through the assessment and clinical Transformation plan processes, SWACH is
gaining abetter understanding of the curr ent state of VBP and the potential needs for
investment in infrastructure, workforce and technical assistance. Moreover, SWACH&
assessment of partn ering providersdéHIT/ HIE use has been akey part of the progress made by
SWACH during this reporti ng period. For example, this information has led to further review of
strategies related to advancing PreManage useto support care coordination, transitional care
and shared care planning. This is also an example of how the recent statewide collaborative
approachesto support Domain | initi atives will be leveraged at the regional level.

4. Provide information asto whether the ACH has adjusted Domain | strategies as
originally proposed inits Project Plan based onongoing assessment.

ACH Response:

A key component of SWACH's approach to developing Domain | strategies was to conduct
assessments related to this domain. Asmentioned in the responseto Milestone 1, SWACH
conducted two formal assessments duri ng thereporting period that gathered inputs related to
Domain | (HIE Assessment and Clinical Provider Assessment).

HIT/H |E (Population Health Management)

Assessment findi ngsled SWACH to make two strategic changes tothe overall HIT/HIE
approach. Prior to the assessnent, SWACH's initial strategic approach outlined the
establishment of a HIT /HIE T ask Force comprised of chief information offic er/ chief technology
officer level participants and staffed internally by SWACH's chief information and technology
officer. This task force was intended to analyzethe assessments and provide recommendations
to allocateregional resources from a Systems Capacity Buildi ng Fund (SCBF).

While SWACH still intends to develop recommendations for allocating regional resources,
assessment findings led SWACH to make two strategic changesto the overall HIT/HIE
approach:
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First, existing workgroups are best positioned to synthesize assessment data and a separate
HIT/H |E task force is not necessry. The Data Workgroup conducted an initi al review of
assessment findings, revised and presented thosefindi ngsto the RHIP Council for further input
and analysis. Thefindings were alsodistributed to the clinical workgroups, which helped inform
tactical considerations for partic ipati ng partn ers as they developed aframework for clinical
Transformation.

Second, it was determi ned that SCBFwas redundant and that funding category was elimi nated.
During thereporti ng period, the SWACH Board of Trustees approved a2018 funding allocation
and processfor regional capacity investment aswell as Transformation plan and

imp lementation. This rendered the SCBF strategy unnecessry since elements of the SCBF,
including HIT/HIE investments, would be folded into the regional capacity invesment.

Workforce

SWACH is strategically aligned with avariety of statewide and regional initiatives to support
workforce development necessary to provide team-based coordinated care across settings. As
another example of how assessment results influ enced strategies, SWACH developed a deeper
understanding of the potential role of peers and CHWSs acrosscare settings. Theresults
indicated astronger than anticip ated desire from clinical providers to develop new opportu nities
to integrate peers and CHWs into the care team. SWACH will continue to work with partners,
CHWs and peers to further evaluate interest and determi ne how SWACH can best support the
growth and development of the opportuniti es for CHWSs and peers in regional workforce
development.

VBP

Duri ng the reporti ng period, SWACH did not adjust the originally proposed VBP strategies. Due
to the collaborations and shared learning opport uniti es in Q2 between HCA, MCOs and ACHs,
SWACH anti cipates potential refinements or reprioritization during the next reporti ng period
becausemore information is now being shared related to MCO strategies and priorities.
SWACH remains aneutral convener, willing and able to provide technical assistance. SWACH is
also committed to invesing resourcesto increase provider capacity, aswell as help identify
regional gaps and barriers.

5. Describethe ACH®& need for additional support or resources, if any, from state agencies
and/or state entities to be succesful regarding health system capacity buildi ng in the
Transformation.

ACH Response:

SWACH recognizes that with limit ed resources across the state, prioritizing additional support is
often difficult. SWACH believes that collaboration across the state is akey element in achieving
the desired outcomes for Transformation and has cdlaborated with ACHs to develop the chart
below. While the following is not an exhaustive list, SWACH recommends the foll owing
additional supports:
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He alth System
Capacity Building
Strong partn erships
with Washington
Association of Public
Hospital Districts

Strong partn erships
with Washington
Hospital Association

Stronger collaboration
between HCA and
MCOs

ACH and HCA
continued collaboration
to find interoperability
solutions

HCA and ACH

coll ectively identify
opportu nities for
collaboration with
stakeholders and
partners related to an
educational/TA series
regarding HIT/ HIE

In collaboration with
stakeholders, identify
solutions for provider
shortages, ncreasing
accessand expanding
the scope of practice for
current providers and
allowing for
reimbursement on
additional codes
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Technical Assistance

HCA and ACH collectively
identify opportuniti es for
collaboration with
stakeholders and partn ers
related to an educational/ TA
series regarding HIT/H IE.

Support from HCA for
guidanceon the ACHs'role
in moving towards whole-
person care and VBP.

ACH®& would benefit from
additional trainingto fully
understand our rolein
supporti ng VBP contracts
between HCA, MCOs, and
provider organizations.
ACH also seeks geater
clarity on the state® ongoing
rolein the Practice
Transformation Support
Hub, the P-TCPi Practice
Transformation Network,
and its vision for conti nuity
after January 2019.

Clear tim elines and
transparency about the
extent of continued support
plannedd and neededd for
practice transformation
resourcesand initiatives

Support from the state on
VBP, specifically
understanding how we can
advance VBP to support
project implementation and
sustainability of health
system transformation. This
support can be facilitated
through the MVP Action

Admi nistrative

Approving general behavioral
health integration codes would
significantly imp act long-term
sustainability of integrated
care, alleviate initi al financial
costs to develop an integrated
care program and allow
organizations more flexibility
to adapt core principles of
collaborative careto their
specific practice settings.
Streamline the Washington
State credentialing processfor
medical and behavioral health
professionals, including
telemedicine, to lessen the
costs of hiring.

Streamline informational
requests from our partners.
This will enhance continued
assessment and planning.

Regular communication and
accessto results from state-
level health system capacity
surveys such asthe VBP
survey, the Washington State
Health Workforce Sentinel
Network and the Medicaid
EHR Incentive Program.
Engagement of ACH staff and
key partn ers in design and
dissemination of theseand
other surveys will also limit
redundancy and increase
responseratesto data
collection processes.

ACHs want to ensure that
information held in these data
repositories (All-Payers
Claims Databaseand Clinical
Data Repository) is accurate,
accessible, timely and useful to
our transformation work and
to our partners.
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Systems for Population
Health Management
support for:

A Bta governance
Anteroperability

AHI E

A D iaseeegistries

A @ehealth
APreManagel EDIE

A entralized registries
Stronger recruitment
and tuition support at
the state level for

prim ary care, behavioral
health, nursing and
licensed social workers
Support for dental
health aide therapists
and other dental
professions that expand
soope of practice will
imp rove dental access
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Team or other technical
assistancefrom the state.
Training and TA for key
workforce positio ns within
requir ed projects (e.g.,
CHWSs, peer support
specialists, care coordinators
BH specialists)

Training and TA for common
training needs: MAT, PMP, 6
Building Blocks, Transitional
Care models, trauma-
informed practices, cultural
sensiti vity

Incre ased apacity for
practice transformation
support diredly to
participating providers-i.e.
practice transformation
coaches, clinical subject
matter expertise,change
management expertise,
workforce training and
collaborative tools needed to
work acrossACH regions
Tailor ed guidancefor rural
health providers (both larger
providers and smaller rural
health clinics/critical access
hospitals) sothey truly
understand the types of VBP
arrangements and rural
multi -payer models, how it
will imp act them and what
steps they should take to be
prepared

Resourcestailored to
behavioral health providers
who are having to build
capacity around quality

imp rovement and
measurement as they look
ahead and adapt to a
landscapewhere they are
rewarded for quality, not
guantity

MCOVBP and quality

imp rovement requir ements as
well as VBP models to support
CHWs, peers and other
positions not reimbursedby
Medicaid

Establishing acareer path for
rur a nursing and workforce
needs, from high school,
through four-year programs

Im proved coordin ation with
DOH to ensure coordin ated
opioid prevention efforts

Help bring more alignment to
measures and incentivesacross
payers. Reducing vari ability in
how providers are rewarded

for performance would allow
providers to focus onthe actual
work of providing better care.

Advocatefor increased
Medicaid rates in Washington
State. Providing adequate
financial incentives is key to
supporti ng the sustainability of
Medicaid Transformation
Projects.
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Best practices and strategies Taking leadership role around
specific to billing/ coding for regulations that are abarrier to

healthcare providers that MTP gaals. Specifically,

align payments with the behavioral health information
intent behind bi-directional exchange (42 CFR, Part 2).
integration (i.e. DOH's Theselaws prevent some of the

Practice Transformation Hub ideals of healthcare reform and
is coordinating with the UW health information exchange
AIMS Center to provide from happening.
guidancearound

collaborative care codes)

C. Milestone 3: Define Medicaid Transformation Evid ence-based Approaches
or Promising Practices, Strategies, and Target Populations

For this milestone, the ACH should either:

A Respond to items C.1-C.3in the table following the questions, providing responses
by project. (For projectsthe ACH is not implementing, respond fiNot Applicable.g)

Or,

A Provide an alternative table that clearly identifies responses to the requir ed items,
C.1-C.3. The ACH may usethis flexible approach aslong as requir ed items below
are addressed.

1. Medicaid Transformation Appr oaches and Strategies

Through the Project Planning process, ACHs have committed to aset of projects and
associated strategies/approaches. For each proj ect, pleaseidentify the approach and
targeted strategies the ACH is implementing. The state recognizes that ACHs may be
approaching project implementati on in avariety of ways.

For each project areathe ACH is implementing, the ACH should provide:

a. A description of the ACHO evidence-based approaches or promising practices
and strategies for meeting Medicaid Transformation Toolkit objectives, goals,
and requir ements.

b. Alist of Transformation activities ACH partnering providers will implement in
support of project objectives. Transformation activiti es may include entire
evidence-based approaches or promising practices, sub-components of evidence-
based approaches or promising practices, or other activiti es and/ or approaches
derived from the goals and requir ements of a project area.

c. Ifthe ACH did not select at least one Project Toolkit approach/ strategy for a
project area, and instead choseto proposean alternative approach, the ACH is
requir ed to submit a formal request for review by the state using the Project Plan
Modification form. The state and independent assessor will determi ne whether
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the ACH has sufficiently satisfi ed the equivalency requir ement.
2. Tar get Populations

Provide a detailed description of population(s) that Transformation strategies and
approaches are intended to impact. Identify all target populations by project area,
including the foll owing:

a. Define therelevant criteria used toidentify the target population(s). These
criteria may include, but are not limit ed to: age, gender, race,
geographic/r egional distribution, setting(s) of care, provider groups, diagnosis,
or other characteristics. Provide suffici ent detail to clarify the scope of the target
population.

Note: ACHs may identify multip le target populations for a given project area or
targeted strategy. Indicate which Transformation strategies/approaches
identifi ed under the project are expected to reach which identifi ed target
populations.

3. Expansion or Scaling of Tra nsformation Strategies and Ap pr oaches

a. SuccessfulTransformation strategies and approaches may be expanded in later
years of Medicaid Transformation. Describe the AC H &owr ent thinking about
how expanding Transformation strategies and approaches may expand the scope
of target population and/ or activities later in DSRIP years.
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Medicaid Transfor mation Evidence-based Appro achesor Pro mising Practices, Strategies, and Tar get Popul ations

Project 2A: Bi-directional Integration of Physical and Behavioral Health

1. Tran sformat ion | Project 2A (Bi-directional Integration) is built upon five core concepts of integration that have been identifi ed by the Clinical
Str ategies and Int egration Workgroup and that are fundamental evidence-based practicesand strategies of the Collaborative Care Model and the
Ap proaches Bree Collaborative. The core concepts go beyond asingle project and provide a foundational path for sustainable integration beyond
the project tim eline.

The commi ttee selected five core concepts as the core concepts that SWACH will useto develop the imp lementation plans and direc
resourcestoward. They include:

1) Offering enhanced devdopment of integrated care teams

2) Ensuring that behavioral health and prim ary care become routine services, including health screenings, regardlessof setting
3) Sharing of clinical information acrosssettings

4) Implementing srategies and systemsto increase capacity to support population health management

5) Utilizing datato provide accountable care

Crucial to SWACH 06 ssrategy of five core concepts of integration, rather than a specific clinical model, is the implementation of a
flexible approach toward integration allowing providers to build upon their integration efforts that are currently underway. This
approach will offer all Medicaid providers, regardless of size or scope, the ability to incrementally increasetheir capacity to provide
integrated clinical services.

To align the region with acommon languagearound state of readin essand organizational goals, SWACH will utilize the SAMSHA Six
Levels of Integration to conceptualize readin ess, strategic goals and progress. The SAMSHA model provides asystemic organizational
structure to implement a variety of clinical integration strategies in differ ent clinical settings for different sub-populations and
provider types. BecauseSWACH is taking aflexible approach toward clinical models of integration, having aconceptual tool to
organize the region along a continuum of integration will be useful for supporting change acrosssettings. Allowing the

imp lementati on of key concepts common to both the Bree Collaborative recommendations and the Collaborative Care Model, based
on aprovid e rréadinessand consistent with their strategic plans, enables SVACH to support positive movement alongthe
continuum of integration wit hout dictating which integration model a provider must use. By encouraging providers to choose the
integration model best suited to their r eadinessand strategic plansi whether it be the Bree Collaborative or Collaborative Care Model
T the ACH can support movement along the continuum of integration. Through buildi ng astrong foundation of core concepts, this
approach becomes an architedonical framework.
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2. Target
Popula tions

Tar get Population: all Medicaid beneficiaries (adults and childre n) acrossthe region. Asbehavioral health and prim ary care
settingsthat serve Medicaid further their i ntegration efforts, each practice or collaboration may im plement strategies throughout the
project that focus on more targeted sub-populations, such as individuals with specific chronic, mental health or substance use
conditions.

Scope: Thetargetpopulation includesjust under 128,000 individuals, with the majority (93%) residing in Clark County. 62,343
(49%) are childre n, with a higher percentage of children living in Clark County (49%) than in Klickitat and Skamania (43%).

Clark Klickitat Skamania SWACH Total
Total Medicaid 118,904 6,632 2,386 127,904
Lives

HCA AppleHealth Enrollment Reports, Enrolleesin Medical Programs by County, May 2018.

Criteria: Targetpopulation selection was informed by the Clinical Integration Workgroup, the suggestedtarget population in the
state's Project Toolkit and an understanding that many of the strategies and activiti es that partn ers will be implementing are systems
changesthat have the potential to affect all pati ents/cli ents, rather than a more tail ored program with more specific enrollment
criteria. This broad population is alsowell aligned with SWACH's focus onsustainable, large scale imp act.

3. Expansion or
Scaling of
Tran sformation
Str ategies and
Ap proaches

SWACH supports regional partn ers through targeted investments and technical assistancefor integrated, team-based models of care.
SWACH will support regional workforce development and auth entic community engagement to enhance equity policies and
procedures to include reducing institutional racism, addressing stigma and providi ng trauma-informed care. Alongside our partn ers,
SWACH will support the development of communit y-clinical linkages,advancement of population health management systems and
will support providersto build capacity to be successful in VBP contracting.

Acrossthe project portfolios, cohorts of providers will develop organizatio nal strategies to integrate physical and behavioral health
supports along the six levels of SAMH SA integration framework. (Substance Abuseand Mental Health ServicesAdministration
https:// www.integration.samhsa.gov/i ntegrated-care-models/CIHS Framework_Final_charts.pdf) Additio nal strategies include:

A Support the development of a Clinical Transformation Plan that includes system changeimprovements for physical
and behavioral health integration models, inclusive of chronic disease prevention/m anagement, substance use
disorders and the social determi nants of health. (seeattachment B)

A Establish continuous quality improvement principles to beapplied to all settings.
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Develop and implement a region-wide monitoring plan that incorporates available data from multiple sourcesand
includesregular reporting from partnering providers.

Develop and implement an evaluation plan for key initi atives.

Design and implement a shared learning infrastructure for providers across the region.

Develop clear purposes,objectives and outcomes for each shared learning cohort.

Align cohorts based oncommonaliti es.

Link cohortsto Policy Committ ee for policy development.

Add regional value byincorporating community voices throughout shared learning infrastructure.

Publish and disseminate learnings, barriers and opportuniti es.

Support shared learning acrossdata sharing partners and broader SWACH partn ers where results can inform
Medicaid Transformation Project activiti es and decision making.

Continue to support regional efforts to integrate cross-sedor data (health, education, housing), identify populations
that are being served by multip le sectors and understand how experiences in one sector influence outcomes in another
( @mmunity Connections @niti ative).

A Fund Transformations that are scalable and significant system redesigns.

A Facilitate technical assistanceto providers to help transition to value-based contracting.

Do Do Do Do Do Do Do o Do P

SWACH® approach regarding shared learning collaborative cohorts, evaluations, regular monitoring, partnerships and relying on
data for decision making provides aframework for regional and organizational continuous quality improvement and therefore guides
expansion and scaling of clinical integration approaches. SWACH recognizes that organizations are in differ ent stages of changeyet
all working towards meeting an overall goal of integrated care delivery. Shared learning collaboratives will all ow thosethat are fart her
along the continuum of integration to can share best practices, approachesto Transformation activities, identification of barriers and
opportu nities for improvements. Likewise,organizations not as far along will benefit from thosethat are farther alongi creating a
continuous learning environment supported by SWACH.

Project 2B: Care C

oor di nation

1. Tran sformat ion
Str ategies and
Ap proaches

SWACH has slected the Pathways Community HUB project as an evidence-based and natio nally endorsed model for the assessnent
and coordin ation of services that are critical for improving health outcomes, including medical (e.g., physical, behavioral, substance
abuse and oral health), social, environmental and educational services. SWACH's Canmunity Care Coordin ation Workgroup, formed
to support the implementation of the Pathways HUB, has endorsed the model. In recognizing the Pathways HUB will taketime to
scale and sustain, the workgroup recommended several additio nal elements to the care coordin ation strategy (to compliment
Pathways HUB implementation). The Pathways HUB will serve as acore SWACH program, creating cohesion and linkagesacross
Medicaid, including the regiond sther MTPs. Ultimately, the Pathways HUB will be available for usewith all payers in theregion to
further support the sustainability of system Transformation.
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As part of the strategic framework and in response to the recommendation of the Community Care Coordin ation Workgroup,
SWACH has added the foll owing care coordin ation strategiesto support commu nity-clinical linkages:

A Support increasedefficiency and accessto information on real-time social services

A Support development of care coordination in rural areas as appropriate and informed by rural community voice

A Provide training and collaborative learning opportuniti es to create or strengthen community-clinical partn erships

Theseadditio nal strategies ensure support of care coordin ation activities throughout MTP and the Pathways HUB project

imp lementation and SWACH will work with partners to determi ne how best to support thesestrategies in parallel to the Pathways
HUB implementati on and beyond.

Within the Clinical Transformation Plan, there is one requir ed care coordination tactic and partners may choose additional tactics
under care coordin ation as well. Through assessnent, providers have expressed much interest in participating in the Pathways HU B.
Many will chooseto have a partic ipatory role within the HUB either as aReferral Partn er or as acontracted Care Coordin ating
Agency (CCA) as the model is scaled. As some partn ers may not imm ediately have an active rolein the HUB, and asthe HUB will take
time to implement and scale, SWACH included additional tacticsto support and enhance Transformation in care coordin ation,
particularly in support of communit y-clinical linkages. Rartn ers are required to choosethe tactic: Increase/ enhance partnerships
with community partners through policy, protocol or formal agreement to ensure clinical providers think beyond clinical walls in
Clinical Transformation Plans. Requiri ng Ainical Transformation Plans to include interdependent communit y-clinical linkages is
necessary and it will not be simple. Thework ahead is new and SWACH will provide technical assistance and support in the design
and implementation of aregional shared learning infrastructure for communit y-clinical partnerships for exchange of best practices,
barri ers and solutions.

For the full list of care coordination tactics in the Clinical Transformation Plan, pleasesee he attachment B.

Community-clinical linkagesand support of the three care coordin ation strategies listed above are critical to the Transformation of
healthcare; improving health outcomes, decreasing health inequiti es and providing system savingswhich will support value-based
contracting. SWACH plans to engagenon-clinical partn ers to participate in the Clinical Transformation Plans through an RFQ
process, which will serveto incentivize innovative cross-sector relatio nships, focus on specific populations not initia lly targeted by the
HUB and tie back to the expanded care coordination strategy listed above. The Pathways HUB will further support the sustainability
of the health system Transformation by serving as thecommu n i tdryving forcefor breaking down silos, coordin ating needed
supports beyond the walls of health care and advancing improvements in overall health and disparities.

2. Target
Popula tions

Tar get Population: Adult Medicaid beneficiaries with co-occurring physical health and behavioral health (mental health and/or
substance use) conditions.

SWACH has defined a broad target population for Pathways HUB implementati on to leave spaceto continue conversationswith
MCOs and local partn ersleading up to alignment with existing care coordination efforts (e.g. Health Homes, etc.). During Pathways
HUB implementation, refinement of the target population is expected.
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Scope: Approximately 5.7% of the SWACH Medicaid population have co-occurring conditions, or 6,272 individuals, defined as one
or more chronic conditi on, amental health condition and substance usedisorder. If only looking at the Medicaid population with one
or more chronic conditions and amental health condition, this expands to 15.3%. Data from HCA: Behavior al Health and Chronic
Disease Co-Occurrin g Conditions, 2016.

Criteria: The Community Care Coordin ation Workgroup recommended the initi al target population, with information and support
provided by the Data Workgroup. The workgroup reviewed populations used in Ohio HUB implementati on (high risk pregnancies),
however, there was concern the population was not large enough in the Southwest region and the population characteri stics were

diff erent from the high risk pregnancy populations in larger urban regions (higher education attainment of mothers, predominantly
white, etc.). The workgroup preferr ed to focus onabroader population with high morbidity / mortality (as adult M edicaid

benefici ari es with co-occurring physical health and behavioral health (mental health and/ or substance abuse) conditio ns experiencea
higher rate of morbidity/mo rtality. The National Association of State Mental Health Program Dir ectors found in 2006 that
individuals with serious mental il Inesswere dying 25 years earlier than the general population and frequently the causes of death
were tr eatable health concerns such as metabolic disorders, cardiovascular diseaseand diabetes.

SWACH anticipates that this project will have broad impact as increasedregional focus on coordination, collaboration, efficiency and

practice alignment will extend beyond the Medicaid population. The Community Voices @uncil, regional partn ers, as well as payors,
will help inform the expansion of the project beyond the Medicaid population as the model expands.

3. Expansion or
Scaling of
Tran sformation
Str ategies and
Ap proaches

SWACH is commi tted to implementati on of a Community-Based Pathways HUB to support a network of Care Coordination Agencies
(CCAs), helping to elimi nate organizational silos and avoid duplication of services. The SWACH board has approved the contract with
the Coordin ated Care Solutio ns software consult ants, Providence CORE evaluation components; and the contracts and training with
two CCAsare expected to be complete by end of Q4 2018. Oncetheinitial training, implementati on of software and workflows are
completed during implementati on, SWACH expects to expand the number of CCAs. and with the help of a Community Voices Council
and the Data Workgroup, populations will be further refined, and additional populationswill be identifi ed to continue expansion and
scaling of the Pathways HUB across the region and to populations beyond Medicaid.

SWACH will also serveas asupport for community-clinical linkages byincentivizing i nnovative cross-sedor relationships and
projects through the Clinical Transformation Plans; and provide opportu nities for learning, action and caretraffic control. SWACH
will foster authentic community informed improvements to our healthcare system through investment in commu nity-based

partn erships with clinical settings.Investments will target workforce development, population health management systems and
guality improvement support, aswell as incorporation of equity policiesand procedures to addressinstitutio nal racism, stigma and
trauma.

Project 2C: Transitional Care
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1. Tran sformat ion
Str ategies and
Ap proaches

Not Applicable

2. Target
Popula tions

3. Expansion or
Scaling of
Tran sformation
Str ategies and
Ap proaches

Project 2D: Div ersion Interventions

1. Tran sformat ion
Str ategies and
Ap proaches

Not Applicable

2. Target
Popula tions

3. Expansion or
Scaling of
Tran sformation
Str ategies and
Ap proaches

Project 3A: Addressin gthe Opi oid Use Public Health Crisis

1. Tran sformat ion
Str ategies and
Ap proaches

SWACH aims to reduce opioid-related morbidity and mortality through programs and services that form an integrated net of
prevention for people at risk of opioid abuseand ablanket of support for people struggling with opioid use. To accomplish thisaim,
SWACH supports amulti-sector, multipronged approach to address the epidemic with afocus on prevention, treatment, overdose
prevention and recovery. SWACH evidence-basedstrategies and approaches are informed by a diverse and robust regional opioid

collaborative as well as grategy spedfic taskforcesand workgroups. Opioid strategies integrate across SWACH 6 concurrent projects

Semi-Annual Report Template
Reporting Period: January 1, 2018 ¢ June 30,2018 Page 28




of Bi-directional Integration, Commu nity-Based Gare Coordin ation and Chronic Disease Prevention and Control. For an illustration
of how opioid strategies integrate acrossthe SWACH project portfolio, please seeQuestion 4 7 the section titled: Outcome s by the
End of the T ransformation - From a Medicaid Beneficiar y ®erspective (See page40).

SWACH STRATEGY To Address Opioid Misuse : vc,fo Top

SWACH OPIOID RESPONSE PROJECT:
REDUCE OPIOID MISUSE THROUGH CROSS SECTOR COLLABORATION IN CLARK, SKAMANIA, KLICKITAT COUNTIES
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To addressthe opioid public health epidemic, SWACH intends to work with partnering providers to imp lement the following
Transformation activities

OVERALL
A Promot e culture shift to unders tand and treat Opioid Use Disorder (OUD) as a chr onic di sease affecting th e
brain

PREVENTI ON

Tra ining and Support for Providers

Im plement Washington State Medical Director Group Interagency Guidelines on Prescribing Opioids for Pain
For Emergency Department: Im plement Washington Emergency Department Opioid Prescribing Guidelines
Int egrate decision support tools for opioid prescribing in the EHR

Partic ipate in the WSMA/W SHA Washington Opioid Reports Program

Provide trainingson trauma-informed care

Provide trainings on pain management

Do Do Do o P Jo

Promote Use of Prescripti on Monitori ng Program
A Register providers with the PMP
A Establish guidelines and protocols for checking PMP
A Plan for / integrate PMPinto EHR

Promote Safe Storage and Appr opriate Disposal of Medications

Promote public awareness campaign and distribute educational materials about safe storage and disposal of medications
Promote and utilize fAStart with Onedcampaign and resources

Develop partn erships between community and clinical agencies to support return / disposal of medication

Secure medication disposal within clinical settings

Secure medication disposal in the community (in partn ership with pharmacy, law enforcement, fire and rescue, etc.)

Do Do Do Io o

Supp ort Teleh ealth in Opioid Response
A Utilize telehealth to support partn erships between physical health, behavioral health and community agencies for integrated
care approaches to management and treatment of pain and opioid patients

TREATMENT
Identify and Supp ort Access Pointsto Tr eatment
A Engageacross settings for communication / collaboration and/or i ntegration of services to support greater engagement of
peaple with OUD and accessto treatment
A Develop care coordin ating mechanism to support tr eatment initia tion and conti nuing support/m anagement of tr eatment
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Do Do Do Do Do o o

A
A

A

A
A

Utilize peer support services

Im plement validated screening and provide training for identific ation of OUD

Provide training for stigma reduction, support and management of people with substance usedisorders
Develop policies and protocol for referring/ connecting to treatment

Increasenumber of treatment access points in clinical settings

Apply the Collaborative Care Model in Office Based Opioid Treatment (OBOT) settings

Apply the Nurse Care Management OBOT model in clinical settings

In crease Number of Provide rs Certified to Provide M edica tion Assisted Treatment (MAT)

Provide Training for Providers to receive MAT waivers
Increase number of MAT providers in care settings outside of substance use disorder treatment settings(e.g. prim ary care,
hospitalists, ED&, specialists)

Diversify MAT Initiation Sites

Develop cross-setting partn erships and policiesto increase MAT initi ations coupled with care coordin ation and transition to
treatment

Create policiesthat lower barriers to treatment initi ation

Initiate MAT in ER alongside development of cross-setting partn erships and policies to ensure care coordin ation and
transition to treatment

OD PREVENTION

Do Do Io o Do Do

A

A
A

In crease Access to Nal oxone

Provide overdoseand naloxone training for careteam and/or patients and/ or community members

Increaseaccessto Naloxone through prescription and/or d istribution

Expand settings for access and distribution of naloxone

Develop crosssetting partnerships to support naloxone distribution

For Emergency Department: Provide overdoseeducation and take-home naloxone for individuals seen of opioid overdose
Expand accessto Harm Reduction and Syringe Exchange services

RECOVERY
Enhance Peer Supp ort Servicesto Supp ort Persons wi th OUD

Support engagement and develop partn erships acrosssettings utilizing peers in outreach, engagement and ongoing support
efforts for persons with OUD

Provide training in recovery coaching for peers

Provide trauma-informed caretraining for peers
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2. Target
Popula tions

Tar get Population : All Medicaid benefici ari es without a cancer diagnosis who useopioids, including a subpopulation of thosewith
Opioid UseDisorder (OUD) who are not receiving medically assisted treatment (MAT).

Scope: In FY 2016,there were approximately 12, 234 Medicaid beneficiaries in the SWACH region who usedopioids and did not
have a cancer diagnosis. 2,288 had a diagnosis of opioid abuse and of those, 81.8% (1,872 individuals) were not receiving MAT. Data
from HCA. Regional Health Neads Inventory Data Packet, Phase 3, Opioid Tab. April 2017.

We anticip ate that this project will have broad impact as increased regional focus on coordin ation, collaboration, effici ency and
practice alignment will extend beyond the Medicaid population to benefit all persons who useopioids. According to data from the
Washington Prescription Monitoring Program, in Q4 2016there were approximately 46,939 individuals with any opioid prescription,
with ahigher rate of prescriptions in Clark and Skamania Counties (90.5 per 1,000 and 83.8 per 1,000 respectively) compared to
Klickitat (50.3 per 1,000). Data from DOH. Prescri ption Monitorin g Program Ind icators 2012-2016.Nov 2017.

Criteria: The Opioid Workgroup used sveral key criteria to inform project development, including target population selection.
Theseincluded:

True Need - is there a high magnitude of documented need?

Current Efforts - what populations are curr ently being targeted by regional efforts? How canwork curr ently taking placebeg
be supported without duplication?

Im pact/ Scale - does it affect many Medicaid covered lives; will it provide areturn on investment within two-three years?
Spread i doesit engageacrossthe region?

S S SRR S S

Actionable - is it ready to be implemented imm ediately?

SWACH was alsoinformed by conversationswith local providers that indicated OUD is underdiagnosedand actual tr eatment
penetration rates (including MAT) are likely lower than the data suggest.
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3. Expansion or
Scaling of
Tran sformation
Str ategies and
Ap proaches

SWACH has successfully supported the development of collaboratives to inform the Medicaid Transformation Project. The work has
brought together regional clinical and community stakeholders. It &reated opportu niti es for alignment and collaboration across
settingsresulting in communication and collaboration with the aim of i ncreased accessto treatment, improved transition of care and
continuity of OUD treatment, as well as connection to social supports.

SWACH proposesto leverage this funding to further support regional coalition buildi ng. For patients to get the greatest benefit in
connecting to a range of treatment and wrap around services, the service providers themselvesneed to be connected, engaged and
collaborating. This funding would be usedto build on the work so far and enhanceregional and local opportuniti es to develop new
policies and systemchange approaches to addressthe opioid crisis. Continued and enhanced caalition building supports the aim of
new policies and systemchangesto make sustainable the cross-setting collaboration and community-clinical linkagesnecessry in
service of people with OUD.

SWACH would leveragepartn erships with public health agencies in each of the counti es in the SWACH region (Clark, Skamania and
Klickita t) to staff and coordin ate this push towards geater coll ective impact through coalition building.

As the Medicaid Transformation progresses, SWACH will expand the scope of our region® opioid responsestrategies. Expanded
participation and impact will be achieved through the following strategies:

A SWACH and its partners will review regional data to identify non-participating providers and community partners whose
involvement would support ascale up of the regional responseto the opioid epidemic, develop acommu nication and outreach
strategy and engagepotential partn ers in involvement. SWACH and its partn ers will refine our recruitm ent schedule basedon
interim progress.

SWACH will identify commu nity partn ers who can champion expansion and mobilize increased partic ipation.

SWACH will form committe es and workgroup structures for discussion, collaboration and implementati on of innovative
strategies and systemchanges toaddressthe opioid crisis.

SWACH's DataWorkgroup will review available data to inform scale and sustain strategies.

SWACH will develop virtual platforms and social media portals, community information sharing, partn er sharing and sharing
across ACH projects.

SWACH will work with local public health agencies in Clark, Skamania and Klickitat to develop/ expand county spedfic
coalitions addressing locally specific circumstances related to the opioid epidemic. Coditio nswill maximize coll ectiveimp act
locally while remaining connected to and informed by regional work. County specific coalitions will support sustainability of
cross-setting collaboration and commu nity-clinical linkages,new policies and systemchangesthat develop through the MTP
work.

SWACH will engagepartners, workgroups and committ ees to consider and plan for regional opioid conferences.

SWACH management team will monitor implementati on progressand provide support to troubleshoot issues. Each site will share
learning needs with this team which will evaluate needs and deploy support.

SWACH will work to devdop and regularly report on VBP models for the region.

SWACH will collaboratively work with MCO partners to develop payment structures supporting evidence-based bes practices
that sustainably addressthe opioid crisis.

SWACH will work with MCO partn ers to establish VBP models for participating providers.

SWACH will work with partn ers to establish regular needs assessments for ongoing supports.

Do DoPe Do)

DoPo Do Do
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A SWACH will establish cross-site and cross-setting shared learning collaboratives to facilit ate best practice sharing, support
ongoing training and assist efforts to scale up selected strategies/ approaches.

Project 3B: Repro ductive and M aternal/ Child Health

1. Tran sformat ion
Str ategies and
Ap proaches

Not Applicable

2. Target
Popula tions

3. Expansion or
Scaling of
Tran sformation
Str ategies and
Ap proaches

Project 3C: Accessto Oral Health Servic es

1. Tran sformat ion
Str ategies and
Ap proaches

Not Applicable

2. Target
Popula tions

3. Expansion or
Scaling of
Tran sformation
Str ategies and
Ap proaches
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Project 3D: Chro nic Disease Prev ention and Control

1 Tran sformat ion As participants in the Chronic Disease Prevention and Control project, prospective Transformation Partn ers must decde on 1) the
Str ategies and target population(s) they will focus upon, aswell as 2) the change strategy they will implement from alist of the Chronic Care

Ap proaches

A

A

A

Model elements, including:

Systams of care: promote effective improvement of strategies aimed at comprehensive system change, encourage open and
systematic handling of errors, provide incentives based onquality of care, develop agreements that facilit ate coordination of
care acrossorganizations

Self-management support: train providers and staff on helping pati ents with self-management goals, using evidence-based
sdf-management tools, using group visits to support sdf-management, set and document self-management goals
collaboratively with pati ents, follow-up and monitor self-management goals; seek to break down barri ers to utiliz ation of
community health workers as part of atreatment team; actively promote evidence-based sIf-management education for
pati ents as part of whole person care

Delivery system design: use planned interactionsto support evidence-based are, ensure regular follow-up by care team,
define roles and tasks of team members, provide clinical case management services br complex patients with coordin ation

Decision support: embed evidence-based gudelines into daily clinical practice, integrate specialty expertise in prim ary care,
share evidence-based gudelines and information with patients

Clinical information systems: provide timely reminders for providers and pati ents for recommended care, identify relevant
subpopulations for proactive care, facilit ate individual patient care planning, share information with pati ents and providers to
coordin ate care, monitor performance of practice team

Community-basedresources: encourage pati ents to participate in effective community programs for partnerships with
community organizations to support and develop interventions that fill gaps in needed services

In addition to these Chronic Care Model elements, each Transformation Partn er can chooseoptional activiti es such as
imp lementation of the Stanford Chronic Disease Sdf-Management Program, Million Hearts Campaign, CDC Natio nal Diabetes
Prevention Program and/or partn er with Community Paramedicine.

SWACH®& merge with the Healthy Livi ng Collaborative also servesto help our region (as well as Cowlitz/C PAA ACH) with its
mission of policy initi atives, engagement of community health workers as aworkforce, its capacity as aconvener and commitment
to upstream health initi ativesd all contribute to addressing regional health prioriti es and expansion of succesgul chronic disease
prevention efforts.
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2. Tar get Tar get Population: Medicaid beneficiaries with the following chronic conditions: adults with diabetes (particularly Type 2), adults
Popula tions and children with obesity, adults with hypertension and cardiovascular disease,and children with asthma.

In addition to thesetarget populations, SWACH is following its provider champions in supporting the emerging cultur al shift to view
OUD as achronic disease. Asthis effort continues throughout the Transformation period, SWACH may seek additio nal alignment
between the Opioid and Chronic Disease Prevention and Control projects by including OUD as an area of focus for chronic disease
efforts. Related, SWACH is also exploring pain as a chronic condition.

Scope: SWACH has caonstructed the following estim ates to understand the potential Medicaid population sizes by condition. Some
are presented as ranges, given the variety of data sources and measurement periods. Estimates are likely an undercount, given that
chronic conditions may be more prevalent in Medicaid populations than the general population

A Adults with diabetes: 4,000 i 6,000. An additio nal 6,100 adults may also have pre-diabetes. Data from BRFSS 2012-2014
and 2014-2016,Medicaid enrollment reports (May 2018), Healthi er Washington Data Dashboard (July 2016 - June 2017),
and HCA: Behavior al Health and Chronic DiseaseCo-Occurin g Conditions, 2016.

Adults with obesity: 17,700. Data from BRFSS 2014-2016 and Medicaid enrollment reports (May 2018).

Children with obesity: Approximately 11%of 10t graders in Clark County and 17%in Klickitat County are obese.Data from
Healthy Youth Survey 2014,2016

Adults with hypertension: 18,560 1 19,200. Data from BRFSS 2013, 2015 (county and state estimates) and Medicaid
enrollment reports (May 2018).

S SRS S 8

Adults with cardiovascular disease: Approximately 12,180 adults have cardiovascular disease (including hypertension,
endocardial disease, myocardial infarction, angina, congestive heart failure, cardiomyopathy and related conditions). Data
from HCA: Behavior al Health and Chroni c Disease Co-Occurrin g Conditions, 2016.

A Children with asthma: Approximately 10% of 10th graders in Clark County have asthma, and 16% of adults in the SWACH
region have had asthma at some point in their lives. Data from Healthy Youth Survey 2014,2016and BRFSS 2014-2016.

Criteria: Thetarget population selection was informed by areview of avail able data focusing on both Medicaid and the broader
population, to understand disease prevalence and leading causes of morbidity and mortality in the region. Potential target
populations were then refin ed based onRHIP and workgroup/ committee feedback, including clinical perspedives and an
understanding of which populations likely align with other projects in the portfolio.
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3. Expansion or Through Clinical Transformation Plans, regional partn ers and organizations serving the cultur al, linguistic and geographic
Scaling of diversity acrossthe region, SWACH expects to identify cohorts of providerswho identify intereds in serving chronic disease
;?gtjgi";:ingn populations and making significant im provement on performance metrics identifi ed for the Chronic Disease Prevention and
Ap proaches Control project area, including areduction in health dispariti es. Thesemetrics include:

Emergency department visits per 1000-member months

Child and adolescentséaccessto prim ary care practitioners

Comprehensive diabetes care: eye exam (retinal) performed

Comprehensive diabetes care: HbAlc

Comprehensive diabetes care medical attention to nephropathy

Inpati ent hospital utiliz ation

Do Do Do Do Do Do D

Statin therapy for pati ents with cardiovascular disease

Successfulproviders will be asked to share learning through shared learning oollaborativesand SWACH will support effortsto scale
thosestrategies or approaches that prove to be impactful as well as identify ways to ensure long-term sustainability. SWACH will also
prioritize strategiesthat connect community to clinical efforts to ensure all people have accessto chronic disease management and
prevention where they live and not just in aclinical setting.

SWACH alsointends towork with HLC and CPAA ACH to expand the CHW workforce and leverage resourcesto share and expand
successful chronic disease management and prevention efforts.
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4. What specific outcomes does the ACH exped to achieve by the end of the
Transformation if the ACH and its partn ering providers are succesgul? How do these
outcomes support regional Transformation objectives?

ACH Response:

For the SWACH region to succeed, coll ective action from parti cipating providers and
stakeholders is necessary. Achieving amore connected service delivery system, improving access
to services, connecting social service agencies with care settingsin new ways and transitioning
to aVBP systemwill improve overall welln essin the region. SWACH isworking with partn ers in
its region to improve health, increasethe quality of care and services,enhance employee
satisfaction, increase employee retention and maintain a sustainable workforce. SWACH wiill
invest in prevention, support welln essfor its neighbors at every stage of life and help build
strong famili es. SWACH's cdl ective imp act strategy is huilt on three gears that turn together to
catalyzeand drive long-term Transformatio n:

1) A strong and diverseset of aoss-sedor partn erships
2) Authentic community engagement
3) A strongdata and shared learning infrastructure

SWACH is working to create healthy communiti es by bringing diverse organizational partners,
fund ers and community members together to find ways to sustainably finance large-scale social
impact innovations. This occurs through convening and providing tools, technical assistance
and investments that allow SWACH to bring health, equity and community voice to decision
making.

At a high level, the SWACH region has several goals and outcomes that will be indicators of
success for the region. SWACH hasfour cornerston es and three broad focus areas to
benchmark against:

Cornerstones

1) Health equity

2) Reduction of stigma

3) Trauma-informed care

4) Collaborative shared learning

Thesecornerstones support SWACH's Transformation objectives. They are fundamental to
SWACH's vision in which all people have equitable accessto quality whole-person care and live
in connected and thriving communiti es without barri ers to welln ess. Through a partn ership
framework, SWACH is working with partnering providers, community members, stakeholders
and content experts to develop tools and approaches to addresshealth inequiti es, reducethe
role of stigma and approach our coll ective work through atrauma-informed lensi regardless of
setting.

Focus Areas

1) Whole-person integrated care
2) Community-clinical linkages
3) Sustainable large-scale imp act
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Wh ole-Person Integrated Care

A primary goal for theregion is to provide integrated behavioral health and physical health care
for the Medicaid populatio n. Advancing along the continuum of integrated care, SWACH has
organized its strategy along the six levels of SAMHSA integration fram ework. Because

partn ering provider organizations are in different phases of change and have diff erent
organizational goals, the region has organized progress measures for overall integration success
in two broad ways (sub measurements are in devdopment). One, partn ering providers will
solidify the level of integration they are currently in by improving coordin ation with other care
settings. This would include, for example, the devdopment of policies and protocolsto share
health information, develop new workforceto support int egrated care teams, create closedloop
referral processesand procedures, and advance population health management systemsthat
create capacity to succeed in VBP contracts. Second, partnering providers have identifi ed
movement along the SAMHSA continuum (i.e.from level two to level four) within their
organizations goals. Asthe framework would suggest, as partn ering providers move farther
along theintegration continuum they are providi ng more integrated services in their care
settings. SWACH has assessed partnering providers during this reporting period to provide
basdine data on the level of integration. As SWACH engages with partnering providersto
develop their Clinical Transformation Plans, SWACH has made the movement or solidif ication
along the continuum one of three requir ed tacticsto participate with SWACH. Through this
process, SWACH will analyzefuture state goals of providers and monitor regional and
organizational progresstoward achieving clinical integration.

Comm unity-Clini cal Li nkages

SWACH will serve as asupport for community -clinical linkages byincentivizing i nnovative
cross-sector relationships and projects; and providing opportuniti es for learning, action and
caretraffic control. SWACH will foster authentic communit y-informed improvements to our
healthcare system through invesment in community-based partn erships with clinical settings.
Investments will target workforce development, population health management systemsand
quality improvement support, aswell as incorporation of equity policies and proceduresto
addressinstitutional racism, stigma and trauma. SWACH will also develop a Communit y-Based
Pathways HUB to support a network of CCAs, helping elimi nate organizational silos and avoid
duplication of services. A key measurement of the SWACH region's successis developing the
Pathways Community HUB infrastructure, developing the CHW and pee workforcethrough
Community Care Agencies (CCA) within organizations and enhancing carecoordin ation efforts
acrossthe region.

Sustainable Larg e-Scale Impact

SWACH believesthat to achieve sustainable large-scale imp act, we must effectively allocate
resourceswhich align with the overall strategy and goals ofthe region. Embedded in SWACH&
strategic framework is theidea that SWACH will work to create healthy communiti es by
bringing diverse organizational partn ers, funders and commu nity members together to find
ways to sustainably fin ance large-scale social impact innovatio ns. We do this by convening,
providing tools, technical assistance and investments that allow usto bring health, equity and
community voiceto decision making. Partnering providers expect SWACH investments to be
successful over the long term and during the Transformation tim eline. Supporti ng providers to
have theinfrastructur e, workforce and technology needed to be succesgul in a VBP
arrangement and effectively provide integrated and connected care will be critical. Another
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im portant component of large-scale imp act it the intent to fund Transformations that address
inequiti es, stigma, trauma and institu tional racism.

Outcomes by the End of the Transformation - From a Medicaid Beneficiary6 s
Perspective

From the perspective of a Medicaid beneficiary, how do SWACH cornerstones and focus areas
translate to a future state of whole person care? Consider a hypothetical Alane Doed , mogher
with an unmanaged chronic diseaseand behavioral health conditions. Sheaccesses srvices
from a non-clinical community -based organization but is not actively engaged in physical or
behavioral health care services for her conditions.

Jane has undiagnosed Opiate UseDisorder (OUD) and uncontrolled diabetes. She accesses
services Pr her child through Women, Infants and Children (WIC). In the following example of
the SWACH future state vision, SWACH opioid response strategies synergistically weave
together in support of Jane Doe and integrate acrossSWACH® soncurr ent projects of Bi-
directional Integration, Community-Based Care Coordin ation and Chronic Disease Prevention
and Control.

When Jane Doe accessesWIC, her encounter initiates acascade of support and accessto
services beyond WI C6 scope. Communit y-clinical linkagesand cross-setting collaboration serve
to lower barri ers for Jane to engagein treatment for her physical and behavioral health issues.
The WIC encounter becomes the access point for Janeb engagement with treatment servicesfor
her diabetes and OUD as well as aspectrum of biopsychosocial resources or whole person
health. Asillustrated in the diagram below, the following overlapping conditions are in place by
the end of the Transformation Project, reinforcing one another in delivery of whole-person
integrated care for Jane Doe.

A CBOs as Outr each and Access Points
o0 Janegoesto WIC where staff are trained to recognize that she may have OUD
and provide her with outreach and engagement support. Jane receives education
on options for support and areferral to treatment and Pathways care
coordin ation.
A Care Coordin ation - Pathways
o0 Janefinds she has accessto support from a CHW to overcome social
determi nants and system challenges that could be barri ers to her engagement
and treatment. The CHW connects her to resources tohelp addressher needs and
supports her in keeping on track with her treatment goals. The HUB is also able
to track Janed sare coordination needs, ensuring the CCA is appropri ately
meeting her needs and identifyi ng any parti ally met or unmet pathways.
A More Sitesand Providers for Medically Assisted Treatment (MAT) initiation
o Janefinds she has multiple options for accessing and initiating MAT: through
prim ary care, at a substance usedisorder treatment facility, as apatientin the
hospital, in the ED, in jail or as aclient at the syringeexchange. When sheis
ready to start treatment, she has accessto the opportunity. Once she has initi ated
treatment and has stabilized sheis connected to ongoing MAT management in a
prim ary care setting through care coordination and/or peer support services.
A Peer Support Services
0 Janehasaccessto peers with shared experiencewho can quickly establish
rapport and serve as supports without Jane feding sigmatized. Peers connect her
to resources across settings as well as to the recovery community. They are
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trained as recovery coaches and trauma-informed.
A More Primary Care MAT Management
o Janefinds she can accesslong-term OUD treatment through her prim ary care
setting. Prim ary care settings have more providers of MAT who are trained in
trauma informed care. The primary care settings have established a collaborative
care model for OUD treatment in which Jane can accessbehavioral health and
physical health carein the same setting. Through engagement with primary care,
Janereceives treatment for her diabetes.
A Chronic Disease Management
o Janeb suppsrt system (CH W8, peers, providers) connect her to an evidence-
based chronic disease sdf-management education opportu nity through which
Jane gains il ls to better manage her diabetes and take control of her health.
A Behavioral and Physical Care Integration
0 Janereceives diabetes care, prescription medication for OUD, and sees a
behavioral health provider in the same setting. The integration of behavioral and
physical health care services inacollaborative care model greatly im provesher
chancesof long-term tr eatment retention and abstinencefrom illicit drug use.
A IncreasedAccessto Naloxone
0 Janehas low barrier accessto naloxone through dispensation or prescription
acrossevery care setting in which she received treatment related to OUD. She
and family members have received education as to how to usenaloxone to treat
opioid overdoses.Jane saves acommunity member who overdoses.Later the
community member is ready to engagein treatment and easily able to access
service.
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Opioid Project Strategies & System Support G R e A e s
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D. Milestone
4: ldentification of Partnering Providers

This milestone is completed by executing Master ServicesAgreements (formally referred to
as Standard Partnership Agreements) with partnerin g providers that are registered in the
Financial Executor Portal. For submission of this Sem-Annual Report, HCA will export the
list of partnerin g providersregistered in the Portal as of June 30, 2018.

1. The state understandsthat not all ACH partn ering providers participating in
Transformation activitieswill belisted in the Financial Executor portal export. In the
attached Excelfile, under thetab D.1,#Additional Partn ering Providers, lbst additional
partn ering providers that the ACH has identifi ed as participating in Transformation
activities, but are not registered in the Financial Executor Portal as of June 30, 2018.

Comple teitem D.1in the Semi-Annual Report Workb ook.
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