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Context for Understanding this Document

The Role of the Accountable Communities of Health — Through this demonstratioreachACHwill serve as the administrative lead for its region to
coordinate and oversee regional projects identified in this took@EHs are regionally situated, mtggctororganizations andas such, are the vehicle to
foster relationships between providers that are necessary to achieve the envisioned Medicaid system transfottatisitical to understand that
ACHs areomprised ofgroups of leaders from a variety séctors. Together, these sectors will partner to design and implement the transformation
projects within this toolkitReferences throughout this document to expectations of the A&elseant to include the broad partnerstspf the ACHs.
In other wordsthe expectation is that providers, both traditional Medicaid and +i@ditional providers, wiltollaborate on the implementation of
projects andbe responsible for committing to and carrying out the project objectives. These participating providées @lidible for incentive
payments for their role in Medicaid transformation.

ACHs are not service delivery organizatinosdo they replaceMedicaidmanaged care organizatio®COs)This demonstration does not interrupt
the relationship thatMedicaidbeneficiaries currently have with theMCQ which remains the central delivery mechanism for serviddslitionally,
projects are intended to be implemented in a manner that uses and builds on existing capacity and infrastructure antballapimate gstems that
are already in place.

Incentive Payments —While the ACH as an entity will have an opportunity to access funding for administrative responsibilities, the majczi SRR
funding will be distributed to providers participating in the tramshation projects upon completion of milestonekhe allocation of potential incentive
payments to each project will vary over time to reflect the relative intensity of effort and benefit of each project oviée tifethe 5year
demonstration.Additiond information for how incentive payments are calculated and earned will be forthcoming but is not reflected in this toolkit.

Value-based Payments — At no point will ACHs be expected, or permitted, to engage in contract negotiations betM@E&sand providrs around
valuebased payment arrangement&CHSs, througkheir represented sectorand participating partners, will be eligible to receive funds for exceptional
performance and attainment of qualityithin that region IncentivizingACHs reinforces the expectation that the project toolkit activisiesuldalign

with quality attainment goals and the vakimsed payment arrangements between MCOs and providers.

Regional Health Needs Inventory — The Regional Health Needs Invent@RHN)J is notan exclusivd®omain 1 activity ani foundational to the entire
toolkit. There will be atandardRHNI deliverabléhat will inform project selection and desigwith an emphasis on understanding health disparities
across various dimensions ofetipopulation ando identify opportunities for improved health equityVle recognizethat much of the RHNI, including the
description of the health care and communitased service systems, will be a formative process. The state is responsjirievidinginitial data to
populate the inventory.
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ACH Certification Process — Prior to submission of a Project Plan, ACHs must fulfill certification criteria which will ensure that ACHs are prepared to
coordinate and oversee project activities. The state will fevmore information on the certification process over the coming weeks.

Transformation Project Plans — Over the coming months the statll develop and releasa Project Plan template. The template will be developed by
the state and posted for public cament. This template will outline the information required to be submitted by each ACH as part of its Medicaid
Transformation Projed®an. It will require ACHs to provide information about how the region is implementing pr@jedtiow project selectiors

based on community needmdwill address health disparities and improve health equityvill also require information related to the ACH
composition, governance structure, and community engagement stratelgielevelopingts Project PlaneachACHmust solicit and incorporate
community input to ensure it reflects the specific needs of its region.

What happens next? Oncethe public comment periodoncludeswe willwork on
revisionsbased on the feedback receivédlfinalizetoolkit. The final version will be
submitted to CMS no later than &fays after we reach approval on the Medicaid
Transformation demonsation. This toolkitis ultimately subjectto CMS approval
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Introduction to the Transformation Project Toolkit

Accoungaible Communities of Health (ACH) and the transformation effoiftse y under t ake are a key component of
Transformatiordemonstrationandcritical levesto help the stateachieveMedicaid transformation goal3.hrough Initiative 1 of the demonstration,
communities will be provided witfinancial resources to improve health system performance for Medioaificiariesat the local ével. Eah region,

through its ACHwill pursue projects aimed at transforming the Medicaid delivery systeserve the whole person and tse resources more wisely

Eforts will focus onimprovingpopulation health andeducing disparities tachievehealth equty acrosspopulations

The Trasformation Project Toolkit reflectbe evidencebasedstrategiesand promising practicethe ACH will use to develop Medidd transformation
project plandor implementation acrosgegions.Evidencebased tansformationstrategiesare included within several project options and organized
within a framework othree domains:

1 Domain 1Health Systemand CommunityCapacity Building
1 Domain 2: Care Delivery Redesign
9 Domain 3: Revention and Health Promotion

The Domainsandthe strategies definedvithin eachDomain are interdependentDomain 1 is focused aystemwideplanning and capacitpuilding to
reinforce transformation projectdomain 1 strategies are to be tailored to support efforts in Domain 2 and Dompinj8cts in Domain 2 and Domain
3integrate and applypomain 1 strategie® the specified topics and approaeh Projectswill be interrelated and interdependentACH must evaluate
priorities and implement projectsoncurrentlyacrossall domains, as gposed to approaching the domains as sequential undertakings

Domain 3

Domain 2

------- —Domain 1------——--
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Importantly, projects within this toolkit are not a replacement for existing services provided under the Medicaid State Plan and cannot
duplicate services provided through Initiative 2 and Initiative 3 of this demonstration.

Domain 1 does natepresentindividual projectsbut three required focus areas (Financial Sustainability throyak -
Value Based Payment, Workforce, é3ystems foPopulation Health Management) be implemented and In summary, ACHs (through their

expanded across the delivery system, iste of all provider types, toenefitthe entire Medicaid population. | Partners and participating
providers) will implement:

Domain 2 includes onequiredproject (Project 2MAiDirectional Integration of Care and Primary €ar
Transformation and threeoptional projectgProject 2BCommunitybasedCare Coatination, Project 2€
Transitional Care and Project Zhiversion InterventionsACHs must select at least one of the optional projec
in Domain 2.

A The strategies across all three
Domain 1 focus areas;

A At least two Domain 2 projects;
and

A At least two Domain 3 projects.

Domain 3 includesne requiredproject (Project 3AAddressing thépioid UsePublic Health Crisiandthree
optional prgects(Project 3BMaternal and Child Health, Project-2€cess to Oral Health Services, and Project
3D-Chronic Disease Prevention and ContalJt$ must select at least onef the optional projecsin Domain 3

Performance Measurement

Systemwidameasures will béncluded for each project. These measurefieet the impact of the projecdn thelarger systemSystemwidaneasures
areto be monitored and reported at the state level and, where possible, at the ACHTéesle measures shloube reported at least annually, but if
possible, at tk same frequency as the projelevelmeasures.

Projectlevel measures will bmcluded for each project. These measures serve to track performance at a level more directly tied to project dediverabl
For examplean increase in mental health treatment penetration at the regional level should be reflected in an improvement in repaottedeadal

health status at thesystemwide statelevel. The projectspecific measures should be reported at thekhlevel and, if possible and applicable, at the
practice levelThey should be reported as frequently as feasible and relevant; frequency may vary by measure.

A list of performance measurésincluded in Appendix I. Depending on the design of regional project plans, measures will be selected that best relate to
the project activities anéhtended outcomesAdditional guidance and measurement details will béhimoming this is not intended tde an exhaustive

list of outcome measures. Measures from M&ashingtonState Common Measure Set and the CvAgency HB 1519/SB 5732 g@ngoritized to ensure
alignment. ldwever, particular project areas may require measures niotently available in egting sate measures lists to appropriately monitor and
measure project performance.
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Project Planning Activitiesxd Resources

Regional Health Needs Inventory

To ensure a strategic approach, A®HI use population healtland health service capacityformation to guide the selection, planning, targeting, and
implementation of transformation projects. Each ACH will be required to complete a comprehensive Regional Health Needg (RiNtahead of
finalizing project implementation plan¥he Wasligton Health Care Authority (HCA) wilickage angbrovide relevant information to the ACH from
various statewide data sets, to the fullest extent possiblgdpulatethe RHNI. ACHWill need to fill gaps in data using local data sourcesvaificheed

to complete an environmental scan of current service delivery and padrganizationcapacity. Information gathered and included in the RHNI should
be sufficient to justify the selection of specific projects and strategies and to guide project impleroeniktin developmentEfforts should bexplicitly
targeted to address identified dgigrities in health service access, health sergigality, andhealth cutcomes across populations

The ACH may rely on previously completed inventories or assessmaneetdhe requirements of the RHNIhe RHNI is a vital component of the
planning process, as it provides the information necessary to design the initiatives to maximum benefit by tailoringttiheeomique needs and
circumstances of the communities in iwhthe projects will be implementedror a description of what should be included in the RHNI, see Appéndix

StatewidéValue Based Payment Transition Taskforce and Workforce Development Taskforce

The HCAIn partnership with ACHuiill create andfaciitate a StatewideValuebasedPayment Transitiomaskforceand a Statewide Woftrce
DevelopmentTaskforcao supportMedicaidtransformation. ACswill engage in thesstatewide taskforces through commitment to ongoing
participation, contributiorto outputs and recommendationsind incorporation ofaskforcerecommendationst the regional levelTo the extent that
regional andocatlevelneeds are not fulfilled through thstatewidetaskforce structures, AGshould convene regional or lockdvelsub-taskforceso
provide input to and guide efforts around regil value based payment transition and workforce development effuetsded for successful
implementation

The Statewide Value-based Payment Transition Taskforce will include state, regionandlocatevelstakeholdersand tribal government partners
representingphysical health care providers, behavioral health care providers, hospitals, dhidies, health care providerspmmunity-based
organizations, Managed @aOrganizations (MCQjublic health providersand others Representation will appropriately reflect Domain 2 and Domain 3
recommended partners and required strategi@is taskforce will be responsible for:

9 Serving in an advisory capacity to the further development and implementation ¢i@®/aluebasedRoadmapand alignment to federal
VBP/APM efforts.
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1 Recommending process for conducting statewide assessment ohlue-basedpaymenttransition and readiass:
0 Unless otherwise availablegdelopsurvey/attestation assessments facilitate the reporting otvalue-basedpaymentlevels to understand
the current types ofalue-basedpaymentarrangements across the provider spectruamd
o Validatecurrentvalue-basedpaymentbaseline, thdevel ofvalue-basedpaymentarrangements as a percentage of total payments across
the state.
1 Identifyingandrecommending strategiete addressstakeholder needs for education, training, and technicalsiance to shiftd value-based
paymentmodels and providingtakeholder training aroundalue-basedpaymentmethodologies.

The Statewide Workforce Development Taskforce will include state, regional arildcaHevelstakeholdersand tribal government partnenepresenting:
physical health care providers, behavidnahlth care providerdndian health care providerspmmunitybased organizations, government entities
(such as elected officials, education authorities, law enforcement, housing authorities, workforce authbapartment of Health and Department of
Social and ehlth Services), union and employee advocacy organizatimssifutions of higher learning;onsumer advocates and conunity
representatives, and otherfkepresentation will appropriately reflect Dom& and Domain 3 recommended partners and required strategies.

Practice Transformatid@upportHub

Healthier Washington suppatransformation of the health delivery system through investmeritriowledge, training, and tootbat effectively
coordinate care, promote clinicRbmmunity linkages, and transition to vatbased payment modelS.he Practice Transformation Support Huit
convene, coordinate and develop resources to give practices the training, cogamihgpolsthey need to:

! Stimulate and accelerate the uptake of integrated andibéctional culturally competenbehavioral health (mental health and substance use
disordeis) and primary care.

1 Support progress toward valtlsased payment systems.
1 Improve populabn health by strengthening clinical practice alignment with commubétged services for whole person care.

The Hub will assist providers in the ACH region to impectin& site data management capacity by providing training and tools that strengthentpiac e s’
use of data to drive decisiamaking, contract negotiations, demonstrate health improvement/outcomes, and connect care delivery transformation
success with cost reduction (performance, outcome, idased approachesACH will connect with and deend upon the Hub to support

transformation project implementation efforts.
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Domain 1: Health and Community Systems Capacity Building

This domain addresses the core health system capacities to be developed or enhanced to transition the delivery systenr di ng tso
Medicaid Transformatiodemonstration Domain 1 does not outline individual projects, bbatherthree required focus areas to be implemented ar
expanded across the delivery system, inclusive of all provider typégniefit the entire Medicaid populationThe three areasfdocusare: financial
sustainabilitythrough value based paymemorkforce,and systems fopopulation health management. Each of these areas will need to be
addressed progressively throughout the fiyear imeline to directly support Domain 2 and Domain 3 transformation project success.

Financial Sustainability through Value Based Payment

Rationale: Medicaid transformation efforts must contribute meaningfully to moving Washington forward on-based payment (VBP). Paying for
value across the continuum oéreis necessary tensurethe sustainability of the transformation projects undertaken through tedicaid
Transformatiordemonstration A transition away from paying for volume may be challenging to some providers, both fiaactbhdministratively.
Asnot all provider orgaizations are equipped at present to successfully operate in these payment models, providers may need assistance to
additional capabilities and infrastructurk.will be imperative that providers within a specific ACH take responsibility to suppdrembrace VBP. If
VBP benchmarks fatatewideVBP attainment are not met, a percentage of Delivery System Reform Incentive Payment (DSRIP) funding will |
Financial incentives will support provider and plan capacity in achieving systemi@chdrayv services are reimbursdelnds will further incent
providersalreadyparticipating in Healthier Washington Paymédrmstmodels.

Overarching Goal: Achieve the Healthier Washington goal of having 90% of state payments tied to value by 2021.

Annual Benchmarks:

By the End of Calendar Year 2017, achieve 30% VBP benchmark.

By the End of Calelar Year 2018, achieve 50% M#&RAchmark.

By the End of Calendar Year 2019, achi&¥é VBP benchmark.

By the End of Calendar Year 2020, achié% 8BP benchmark.

By the End of Calendar Year 2021, achieve 90% VBP benchmark.

Stage 1 - Governance 1 The HCAIn partnership with ACHuill facilitate the establishment of the Statewid&luebasedPaymentTransition
TaskforceRepresentatives may inctie:

o Physical health care providers;

o Behavioral health care providers;

0 Hospitals and clinics;

o Tribal governments and Indian health care providers;

= =4 —a - -9
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Local health jurisdictions;
Communitybased organizations;
Managed Care Organizations (MCO); and
0 BehavioraHealth Organizations (BHO).

O O O

Stage 2 - Planning

Statewide Planning Activities:

In collaboration with the HCA, the Statewidaluebased
PaymentTransition Taskforce willerform an assessment
to captureor validatea baselineof the current VBP levels
To the extent assessments have already been conducte
the taskforce will build from those assessments.

Building from existing wonlwhen applicablethe taskforce
will:

1 Deploysurveyattestation assessment® facilitate the
reporting of VBP levels to uedstand the current types
of VBP arrangements across the provider spectrum

1 Validatethe level of VBP arrangements as a percent:
of total payments across the region to determine
current VBP baseline.

1 Perform assessmesbf VBP readiness across region:
provider systems

1 Develop recommendations to improve VBP readines
across regional provider systems.

Regional Planning Activities:

To support the Statewidd/aluebased Payment Transition
Taskforcethe ACHsuvill:

1 Inform providers of various VBPadiness tools and
resources. Some viable tools may include:
0 JSI/ NACHC Payment Reform Readiness Toolkit
0 https://www.stepsforward.org/modules/value
basedcaret#sectiorreferences
0 http://cph.uiowa.edu/ruralhealthvalue/TnR/VBC/VB

Tool.php
0 Assessments deployed by the Practice

Transformation Hub and th&ransforming Clinical
Practicelnitiative (TCP)

1 Connect providers to training and technical assistanct
developed and made available by the HCA and the
statewide taskforce

1 Supportinitial survey/attestation assessments of VBP
levels to help the taskforce substantiate reporting
accuracy.

Using the recommendations of thaskforce, the ACHsill:

1 Developa Regional VBP Transition Plhat:
o0 Identifies stategies to be implemented in the
region tosupport attainment ostatewide VBP
targets
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o

Definesa pathtoward VBP adoption that is
reflective of current state of readiness and the
implementation strategies within the
Transformation Project Toolkit (Domain 2 and
Domain 3)

Defines a plan for encouraging participation in
annualstatewide VBP surveys.

Stage 3 -
Implementation

Statewide Implementation Activities:

1 Implementstrategiesto support VBRransitions in
alignment withMedicaid transformatioractivities.

(0]

By the End of Calendar Year 2017, achieve &
VBP benchmark at a regional level

By the End o€alendar Year 2018, achieve 5(
VBP benchmark at a regional level

By the End of Calendar Year 2019, achieve i
VBP benchmark at a regional level.

By the End of Calendar Ye&420, achieve 8%
VBP benchmark at a regional level.

By the End of Calendar Ye&#21, achieve 90%
VBP benchmark at a regional level.

1 Performongoingmonitoringto inform the annual
update of the Valuebased Roadmap.

Regional Implementation Activities:

1 Implementstrategiesto support VBP transitions in
alignment withMedicaid transfomation activities.

o

1 Continue to engage in and contribute to the Statewide
VBP Transition Taskforce, to inclumtegoingrefinement
of the VBP Transition Plan as needed.

1 Achieve progreswoward VBP adoption that is reflective
of current state of readiness and the implementation
strategies within the Transformation Projetbolkit
(Domain 2 and Domain 3).

By the End of Calendar Year 2017, achieve 3(
VBP benchmark at a regional level

By the End of Calendar Year 2018, achieve 5(
VBP benchmark at a regional level

By the End of Calendar Year 2019, achieve 7%
VBP benchmark at a regionalé.

By the End of Calendar Y&420, achieve 8%
VBP benchmark at a regional level.

By the End of Calendar Year 2021, achieve 9(
VBP benchmark at a regional level.
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Workforce

Rationale: The health services workforce will need to evolve to meet the demands of the redesigned system Wfarferce transformation will be
supported through the provision of training and education services, hiring and deployment processes, and integrationasitias jand titles to
support transition to tearrbased, patiencentered care and ensure the etyf care delivery across populatiois taskforce will build on the
work that has been done by other health workforce committees.

Overarching Goal: Improve and sustain alignment between health services workforce capacity and community health needs.

Stage 1 - Governance

The HCAIn partnership with ACHuiill facilitate the establishment dhe Statewide Workforce Development Taskfotoe
build on existing statewide worlRepresentatives may include:

O O O O O

o O O ©

(0]

Health care providers;

Communitybased organizations;

Managed care organizations

Behavioral health organizations;

State g@vernment entities (such as elected officials, education authorities, law enforcement, housing authc
workforce authoritiesDepartment of Health, anBepartment of Social and Healtre&ices);
Tribal governments and Indian health care providers;

Publichealth providers;

Education institutions;

Union and employee advocacy organizations; and

Consumer advocates and community representatives.

Stage 2 - Planning

Statewide Planning Activities:

1 Support identification of workforce required to meet th

Regional Planning Activities:

1 Training of existing workforog@itilizing the Practice

objectives of the Medicaid Transformation
demonstration.

Identify gaps in current workforce initiatives/activitias
it pertains to Domain 2 anddbnain 3 activities.
Develop a specific action plan to address gaps and
training needs, and to make overall progrésward the

Transformation Support Hub as appropriate)
Development and deployment efforts; and
Recruitment and retentin incentives and efforts to
address workforce shortages (e.g., family practitioner:
behavioral health providers, community health worker
dentists, others).
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envisioned future state for Medicaid transformation.
The action plan should include:

0 Activities/strategies to respond to gap analysis,
including objectives, actions to be taken, and
target dates, that tie directly tbomain 2 and
Domain 3 projects.

0 Strategies may include:

0 The approach to cultural competency an
health literacy trainings @rticularly for
clinical staff, service providers, and othe|
patient-facing staff);

o A plan for continuation of activities and
expectation for reaching goals beyond th
demonstration timeline;

0 Strategies to mitigate impact diealth
careredesign on workfare delivering
services for which there is a decrease in
demand.

Stage 3 —
Implementation

T
T

Implement the Workforcé\ctionPlan.
Administer necessary resourcessupport all efforts.

Last Updated 2/30/2016
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Systems for Population Health Management

Rationale: The expansion, evolution and integration of health information systems and technology will need to be supported to impspescth
quality, safety, and cost of care. Thisludes linkages to communityased care models. Health data and analytics capacity will need to be imprg
to support system transformation efforts, including combining clinical and claims data to advance VBP models and tohactiplesaim.

Overarching Goal: Leverage and expand interoperable health information technology (HIT) and health information exchange (HIE) infrastictl
tools to capture, analyze, and share relevant data including combining clinical and claims data to advance VP mode

Stage 1 - Governance

For purposes of this demonstration, population health management is defined as:

1
1
1
1

Governance for developing Systems for Population Hédithagement is envisioned as a miiéred approachData and
measurement activity in service bfedicaid transformatiorwill be facilitated by the HCA, in coordination with otlstate
agenciesand partner organizations.

1

Data aggregation

Data analysis

Datarinformed care delivery
Dataenabled financial models

The Office of the National Coongitor develops policy and system standards which govern Certified Electronic
Health Record Technology (CEHRT), and sets the national standards for how health information systems cz
share and useformation.

The HCA will coordinate efforéanongmultiple state government agencies to link Medicaid claims, social servi
data, population health information, and social determinants of health data.

HCA will work with ACHs to ensure that data products are developed that meet ACH project neetbstathed
combined in ways that meet local needs, and that access to data accommodates different levels of IT sophis
local use, and supports improved care.

Stage 2 - Planning Statewide Planning Activities: Regional Planning Activities:

1 Assess current population health management | To support projects withibomain 2 andomain3, ACHs will
capacity in service ddomain 2 anddomain3 convene key providers and health system alliances to shal
projects. information with the state on:
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)l

Identify tools available for population health
management which may include:

o0 Agency for Healthcare Research and
Quality’'s (BadsedRQ) P/
Population Halth;

o Office of the National Coordinator for
Health 1 T s 2016 1 |
Advisory; and

0 SAMHSAHRSA’' s Center f
Health Solutions Population Health
Management webinars.

The HCA will promote on demand access to
standard care summas and medical records
within the Link4Health CDR through the HIE and
claims through the development of an integrated
health information system.

To support the work, HCA will coordinate with thy
state designated entity for HIE, OneHealthPort,
whichis responsible for building and implementin
the infrastructure used for HIE and developing
tools and services which support broader access
and utilization of both HIE and clinical data. In
addition, OneHealthPort works for and with the
provider community to hip develop community
best practices for data exchange and use.

1 Provider requirements to effectively access and us

ACHs will createdpulation Health Management
Transformation Plans that

1 Define a pathtoward information exchange for

population health data necessary to advance VBP
new care models

Local health system stakeholder needs for populat|
health, social service, and social determinants of
health data.

communitybased, integrated care. Transformation
pl ans should be tailore
current state of readiness and the implementation
strategies selected within Domain 2 afibmain3.

Responds to needs and gaps identified in the curre
infrastructure.
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Domain 2: Care Delivery Redesign

Transformation projects within this domain focus on innovative models of care that will imgrevquality, efficiencyand effectiveness of care
processes. Perserentered approaches and integrated models are emphasRethain 2 includes one required project and three optional project
ACHs will be required to select at least one of the optignajects for a minimum of two Domain 2 projects in total.

Project 2A: Bi-directional Integration of Care and Primary Care Transformation (Required

Rationale: The Medicaid system aims to support persmamtered care that delivers the right services in the right place at the right time. Primary
services are a key gateway to the behavioral health system, and primary care providers need additional suppsduands to screen and treat
individuals for behavioral health care needs, provide or link with appropriate services, and manage care. Similarlprfemnpeengaged in primary
care services, behavioral health settings can be equipped to providetedggimary care services. Integrating mental health, substance use disc
and primary care services has been demonstrated to deliver positive outcomes and is an effective approach to caringefaitheupltiplehealth
careneeds. Through a wholeerson approach to care, physical and behavioral health needs will be addressed in one system through an integ
network of providers, offering better coordinated care for patients and more seamless access to the services they npegjedtigll adance
Heal thier Washingt on’ s finamcindgand adliviery & phiysical éand bhelhagioral heajtle serkiteought nfamaged care
organizationsfor people enrolledn Medicaid

The state is changing how it pays for delivery of phyhiealth services, mental health services and substance use disorder (SUD) services in tf
Medicaid (Apple Health) prograBy combining thdinancingfor all services and holding one organization (the managed care plan) accountable
delivering highguality whole-person care, incentives are better aligned to allow for expanded prevention, improved health outcomes, and flexi
models of care that can support interdisciplinary care teahwssupport the movement to fully integrated managed care, incredisaticial
resourceaunder Project 2Awill be available for those regions that commit to and implemiattgrated financingf physical and behavioral health
services for people enrolled in Medicaid, through managed care prior to 2020.

Primary care and betvioral health providers are undergoing substantial changes in order to deliveryérden care efficiently and effectively, an
to transition to valuebased payment modelslighquality, comprehensive primary and behavioral health care are cornerstireasy high
performing health system. All providers will need support to implement advareat-basedmodels thatare persorcentered, rely on evidenee
based guidelines, and use health information technology meaningfully to support care integrationcaidohation. This project offers a variety of
implementation options in an effort to be sensitive to the unique circumstances of a given practice or community, aral&tél gn avenue for
increasing the level of integratioithe evidencéased approacheprovided are consistent with theelementddentified by the Bree Collaborative
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team-based care, access to psychidy medication managemengccess taoutine behavioral health and physical health ggvepulation-based
care, accessibility/sharingf information, evidencebasedprescribingand use oflata for quality improvement

Target Populations: Medicaidbeneficiarieqchildren and adults) with, or atsk for, behavioral health conditions, including mental gisend/or
substance usdisorder (SUD)

Recommended Implementation Partners: Behavioral Health Providers, Primary Care Providers, County Goverriroeak Public Health Agencies
TribalGovernments IndianHealth Care Providers,Managed Care Organizations, Criminal Justice, Drpat of Social and Health ServicBartners
for Primary Care Transformation should include: Primary Care Providers (including independent practices)afffisigdl health centers, and
Federally Qualified Health Centers and Rural Health Clinidegénedicaidbeneficiaries

Evidence-based Approaches for Integrating Behavioral Health into Primary Care Setting: (MUST SELECT AT LEAST ONE)

1. PatientCentered Medical Hom@ CMHhttp://www.ncga.org/programs/recognition/practices/patiertenteredmedicathome-pcmh
2. Collaborative Care Modéilttp://aims.uw.edu/collaborativecare
1 The Collaborative Care Model is a teased model that adds a behavioral health care manager and a psychiatric consultant to support the pri
care pr owvaglemént nmaf individual patients’ behavioral health need
1 The model can be either practidrsed or telemedicindased, so it can be used in both rural and urban areas.

1 The model can be used to treat a wide range of behavioral health conditions, inctiepngssion, substance use disorders, bipolar disorder, PTSL
other conditions.

Approaches based on Emerging Evidence for Integrating Primary Care into Behavioral Health Setting: (MUST SELECT AT LEAST ONE)
Select at least one of the three approachesaesi b e d i nintdgratimg PriregpydCarée intd Behavioral Health Settings: What Works for
Individuals with Serious Mental llinésgtp://www. milbank.org/wpcontent/files/documents/papers/IntegratindgPrimaryCareReport.pdf

1. Off-site, Enhanced Collaboration

2. Colocated, Enhanced Collaboration

3. Colocated, Integrated
And apply core principles of the Collaborative Care Model (see above) to integiratt the Behavioral Health setting.

Additional Resources

1 Bree Collaborativehttp://www.breecollaborative.org/
1 SAMHSAIRSA Center for Integrated Health Soluthis.//www.integration.samhsa.gov/integrategtaremodels
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1 Evolving Models of Behavioral Health Integration in Primary Care
http://www.milbank.org/uploads/documents/10430EvolvingCare/EvolvingCare.pdf

1 Approaches to Integrating Physical Health Services into Behavioral Health Organizations
http://www.integration.samhsa.gov/Approaches _to_Integrating_Physical Health _Services _into BH Organizations_ RIC.pdf

1 HCA Advancing Integrated Care: The Road to 2aigdParks, MPBest Practices in Integrated Caré Full Continuum of Integrated Care,
Part ||

1 U.S. Preventive Services Task Hoitps://www.uspreventiveservicestaskforce.org/Page/Name/usfstind-b-recommendations/

Project Implementation Stages

Stage 1 — Planning

Rely on the Regional Health Neddgentory to identify target population and provideserving MedicaideneficiariesAssessthé ar get pr

current capacity to effectivgldeliver integrated care the following areas; include strategies within the systemwide plan completedwitbmain 1

for:

1 Population Health Management/HIQurrent level of adoption of EHRs and other systems that support relevatitdational data sharing,
clinicalcommunity linkages, timely communication among care team members, care coordinationaaragjement processes, and information
enable population health management and quality improvement processes; preedarability to produce and share baseline information on
care processes and health outcomes for population(s) of focus.

1 Workforce Capacity and shortages; incorporate content and processes into the regional workforce development and training plan thalt tes
project-specific workforce needs such as:

0 Shortge of MentaHealth Providers, SubstanceéJDisorder Providers, Social WarkeNurse Practitioners, Primary Care Provid€are
Coordinators and Care Managgrs

0 Opportunities foruse oftelehealthandintegrationinto work streams

0 Workflow changes to suppomtegration of new screening and care processase integration, commnicatiory and

0 Cultural and linguistic competency, health literacy deficiencies.

i Einancial SustainabilibAlignment between current payment structures and guideloencordantphysical and behaviorahre, inclusive oflinical
andcommunity-based; incgporate current statgbaseline)and anticipated future state dfBParrangements to suppoihtegrated careefforts
into the regional VBP transition plaAissessimeline or status fomdoption of fully integrated managed care contrad®velopment of mdel
benefit(s) to cover integrated care models.

Assess the current state ¢ifitegrated Care Model Adoption: Descritbes level ofintegrated care modehdoption among the target

providers/organizéions serving Medicaitieneficiaries Explain which integrated models or practices are currently in ptawkdescribavhere each
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target provider/organization currently falls in the five levels of collaboration as outlined in the StalRdamdwork for Integrated Care
(http://lwww.integration.samhsa.gov/integrateecaremodels/A_Standard_Framework_for_Levedf_Integrated_Healthcare.pdf).

Engage and obtain formal agreements from participating behavioral and physical health providers, organizations, ancdoatendtgtes or councils
— Identify, recruit, and secure formal commitments for participation from all target providers/organizations via a written agreemdfit $pehe

role each will perform in the project.

Engage and convene County Commissioriaibal @vernmentsManaged Care Orgiations,Behavioral Health provideend other critical
partners to develop a plan and description of a process and timeline to transition to fully integrated managed carenBhisystareflect how in the
region will enact fully integrated managed caredmnbeforeJanuary 2020; includen explanation of the process for obtaining county commitment
pursue full integrationThis requirement does not apply tegions that have already implemented or are implementing fully integrated managed
care

Select at least one evidentmsed approah (from the two categories of EvidenBasedApproaches section aboveprreach one selected, develop

Project Implementation Plan that demonstrates progression from the current statkiding:

Selected evidencbased approaches to integration apdrtner/providers for implementation;

Implementation timeline;

Description of the service delivery mode, which may include hbased and/or telehealth options;

Roles and responsibilities of key organizational and provider participants, includingopggeizations;

Description of how project aligns with related initiatives and avoids duplication of efforts; and

Justification demonstrating that the selected evidefdmsed approaches and the committed partner/providers are culturally relevant and

responsgve to the specific population health needs in the region.

Stage 1 - Planning: Progress Measures

1 Complete assessment for the current state of integrated care

9 Listof target providers and organizations with formal commitment to participate in the project

1 Complete plan for pursuing fully integrated managed care

1 Binding lettersof intent from all counties within theegional service area timplementfull integration by2020. Regions that achieve fully
integrated managed care along an accelerated timetirag/be eligible for increased incentive payments

1 Complete Project Implementation Plan

=A =4 =4 =4 4 =4
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1 Complete Financial Sustainability, Workforce, and Systems for Population Healtdy&maent strategies, as defined in DomaieAplicitly
reflective of support for Project 2A

Stage 2 — Implementation
Implementation ofStage 2 activities can move forwagsdor or in parallel to completion of stage 1 planning activities.

Implementation of plan for pursuing fully integrated managed care.

Integrating Behavioral Health into Primary Care Setting:

Option 1 Develop policies and procedures antpiement the core components of the selected evidefhesed approaclPCMH Model.

Implement the core components of the NCQA 2017 PCMH Recognition Standards:

1 Identification of a physician champion with knowledge of PCMH implementation.

9 Gap analysis of practice sites within the regional service area.

1 Identification of care coordinators &ach primary care site who are responsible for care connectivity and engagement of other staff in PCN
process as well connectivity to other care managers who provide services for higher risk patients (e.g., health homeacgmesnan

1 Implementation of mcessary HIT functiality including EHRs that memieaningful use standards (MU), health information exchange (HIE)
connectivity, eprescribing, instant messaging, ER alerts.

9 Staff training on care model ihalingevidencebasedpreventionand chronic disase management.

1 Preventive care screenings including behavioral health screeningsqPSEIRT) will be implemented for all patients to identify unmet needs.

1 A process must be developed femsuringreferral to appropriate care, if not provided intlper act i c e, in a timely -r
of f” where possi bl e.

1 Implementation of open access scheduling.

1 Development of quality management program to monitor process and outcome metrics and to implement improvement strateglesyinapid
cyde improvements to ensure fidelity with PCMH standards and practice quality improvement. The program should include tepsiefhgnd
patients.

1 Demonstration otultural competence and willingness to engage Medicaid members in the design and imméorent system transformation,
including addressing health disparities.

Option 2 Develop policies and procedures antplement the core principles of the selected evidefi@sed approachCollaborative Care Model. As

part of this option, regions can choose to fodnigially on depressiorscreening andreatment program Many successful Collaborative Care pilot

programs begin withminitial focus on depression and later expanditeat other behavioral health coritions, including substance use disorders.
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T

Implement the core components and tasks fifeeive integrated behavioral health care, as defined by the AIMS Center of the University of
Washington and shown here:

Patient Identification & Diagnosis:

o0 Screerfor behavioral health problems using valid instruments.

o Diagnose behavioral health problems and related conditions.

0 Use valid measurement tools to assess and document baseline symptom severity.

Engagement in Integrated Care Program:

o Introduce collaborativeare team and engage patient in integrated care program.

o Initiate patient tracking in populatichased registry.

Evidencebased Treatment:

Develop and regularly update a biopsychosocial treatment plan.

Provide patient and family education about symptoinsatments, and selmanagement skills.

Provide evidencéased counseling (e.g., Motivational Interviewing, Behavioral Activation).

Provide evidencéased psychotherapy (e.g., Problem Solving Treatment, Cognitive Behavioral Therapy, Interpersonal Therapy).
Prescribe and manage psychotropic medications as clinically indicated.

Change or adjust treatments if patients do not meet treatment targets.

Systematic Followp, Treatment Adjustment, and Relapse Prevention:

Use populatiorbased registry to systematitly follow all patients.

Proactively reach out to patients who do not follay.

Monitor treatment response at each contact with valid outcometries.

Monitor treatment side effects and complications.

Identify patients who are not improving to targetamm for psychiatric consultation and treatment adjustment.
Create and support relapse prevention plan when patients are substantially improved.

Communication & Care Coordination:

o Coordinate and facilitate effective communication amaigoroviders on théreatment team, regardless of clinic affiliation or location.
o Engage and support family and sfg@nt others as clinically appropriate.

o Facilitate and track referrals to specialty care, social services, and comrbasgg resources.
Systematid®sychiatric Case Review & Consultafiorperson or via telemedicine)

o Conduct regular (e.g., weekly) psychiatric caseload review on patients who are not improving.

O O O O O

o O O 0o O
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o Provide specifirecommendations for additional diagnostic warg, treatment changesyr referrals.
o Provide psychiatric assessments for challenging patiertelison or via telemedicine.
1 Program Oversight and Quality Improvement:
o Provide administrative support and supervision for program.
o Provide clinical support and supervision for gram.
0 Routinely examine provideand programlevel outcomes (e.g., clinical outcomes, quality of care, patient satisfaction) and use this
information for quality improvement.

Integrating Primary Care into Behavioral Health Setting
Option I Oftsite, Enhanced Collaboration
9 Primary Care and Behavioral Health providers located at a distance from one another will move beyond basic collabavhtngioviders
make referrals, do not share aspmmunicationsystemsput mayor may nothave periodic nofdaceto-face communication including sending
reports), to enhanced collaboration, with the following core components:
o Providers have regular contaghd view each other as an interdisciplinary team, working together in a -@@ntred model of care
0 Aprocess for bdirectional information sharingncluding shared treatment planning,in placeand is used consistently
o Providers may maintain separate care plans and information systems, but regular communicat8ystameatidinformation sharing results
in alignment otreatment plans and effective medicatioadjustments andeconciliationto effectively treatbeneficiarieso achieve improvec
outcomes and
o Care managers and/or coordinators are in plaxéacilitate effectiveand efficientcollaboration across settingssuringthat beneficiariedo
not experience poorly coordinated services or fall through the cracks between praviders

Option 2 Colocated, Enhanced Collaboraticor Calocated, Integrated
1 Apply and implemeinithe core principles of th€ollaborative Care Model to integration of primary care, implement the core components and
tasks for éective integraton of physical health care into the behavioral health setting.
o Patient Identification & Diagnosis:
A Screerfor and document chronic diseases and conditions, such as obesity, diabetes, heart disease, asthma, and others
A Diagnosechronic diseases and conditions.
A Assess chronic disease management practices and control status.
o Engagement in Integrated Care Program:
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o Evidencebased Treatment:;

0 Systematic Followp, Treatment Adjustment:

o Communication & Care Coordination:

0 Systematic Psychiatric Case Review & Consultation:

0 Program Oversight and Quality Improventen

In addition to implementing the core components for the selected evidebased approach:

Introduce collaborative care team and engage patient in integrated care program.
Initiate patient tracking in populatichased registry.

Develop and regularly update a biopsychosocial treatment plan.

Provide patient and family egtation about symptoms, treatments, and seiitnagement skills.

Provide evidencéased seHnanagement education

Provide routine immunizations according to ACIP recommendations, as needed.

Provide the U.S. Preventive Services Task Force screenings gr&d@gdneeded.

Prescribe and manage medications as clinically indicated.

Change or adjust treatments if patients do not meet treatment targets, refer to specialists as needed.

Use populatiorbased registry to sysmatically follow all patients.

Proactively reach out to patients who do not follap.

Monitor treatment response at each contact with valid outcometrits.

Monitor treatment side effects and complications.

Identify patients who are not improving to @get them for specialist evaluation or connection to increased primary care access/utiliz

Coordinate and facilitate effective communicatiamong all providers on the treatment team, regardless of clinic affiliaiidocation.
Engage and support family and sfigaint others as clinically appropriate.
Facilitate and track referrals to specialty care, social services, and comrbaséy resources.

Conduct regular (e.g., weekly) chronic disease and condition caseload review on patients who are not improving.
Provide speciti recommendations for additional diagnostic war, treatment changes, or referrals.

Provide administrative support and supervision for program.

Provide clinical support and supervision for program.

Routinely examine providdeveland programlevel outcomes (e.g., clinical outcomes, quality of care, patient satisfgand use to
inform quality improvement.
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T

Ensure each participating provider and/or organization is provided with, or has secured, the training and technical @asestancemecessary
to perform their role in the integrated model.

Implement shared care plans, shared EHRs and other technology to support integrated care.

Provide participating providers and organizations with financial resources to offset the costs of infrastnetessary to support integrated cal
models.

Establish a performaneeased payment model to incentivize progress and improvement.

Stage 2 — Implementation: Progress Measures

= =4 =4 =4 =4

Identify number of practices and providers implementingegratedevidencebasedapproach(es)

Identify number of practices and providers trained evidencebasedpractices: projected vs. actual and cumulative

Begin pay foreporting of outcome metrics

Primary care practices/providers achieve PCMH recognti@pplicable)

Primary cargroviders achievepeciakecognitions/certificationdicensure (for medicatiorassisted treatment, such as buprenorphine
administration, for example)

Stage 3 — Scale & Sustain

T

)l
1
)l

= =4

Increase adoption of thntegratedevidencebased approach by additional providers/organizations.

Identify new, additional target providers/organizations.

Leverage regional champions and implement a tthigtrainer approach to support the spread of best practices.

Maintain progress and iprovements demonstrated in Stage 2, implement quality improvement processes to address areas where progre
not been demonstrated.

Implement VBP strategies to support new integrated system of care.

Complete contracting for fully integratadanagedcare

Fully implement payment mechanisms for integrated models acreg®nal service areand phase introduction of new, advanced models
following initial transition to integration

Stage 3 — Scale & Sustain: Progress Measures

|l

)l
)l
il

Identify number of practices trained oselectedevidencebasedpractices: projected vs. actual
Identify number of practices implementingvidencebasedpractices

Begin pay foperformanceof select outcome metrics

Completeimplementation of fully integratedmanaged carg@urchasing
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Project 2B: Community-Based Care Coordination (Optional)

Rationale: Care coordination is essential for ensuring tbladdren and adultsvith complex health service needs are connected to the evidérased
interventions and services that will improve their outcomes. Appropriately coordinated care is especially important-fiskhpgipulations, such as
those living with chronic conditiathose impacted by the social determinants of health such as unstable housing and/or food insecuatyinthe
community, and those dependent on institutionalizeettings Communities are challenged to leverage and coordinate existing services, as wel
establish new servicestofillga®i t hout a central i zed caopdmatossa csiagle paysor nightde agsigned miiltipleyca
coordinatorswho are unaware of one another, potentially provide redundant services, and riskngeatnfusion for the individudimportantly,
activities are not a replacement for existing care coordination services provided under the Medicaid State Plan nor is this intended to produce an

additional service array beyond what is already established in contracts and in the Medicaid State Plan.

A hubbased(or similaj) modelprovides a platform for communication among multiple care coordination resources, so that each is able to wor
the maximum benefit of the individual in a more coordinated fashkm.example, in a hubased model, a care coordinataho is embedded in a
patient-centered medical home would know if the individual is receiving assistance with housing resources from a cotpasedityrganization, an;
thus, would not need to directly@ordinate housing, but might instead focus on other needs. In addition to improving communication across m
care coordination resources,cgntralized approach allows for standardization of evidebased care coordination protocols across various/ers
of care coordination services, better positioning regions and groups of providers and payers to transitizidimder this approach, care
coordination resources remain available in multiple organizations and settings, but are working in sonssgeat way as a teanthis project is
built onthe elements ofan evidencebased model for establisihg a modelfor care coordination that includes adoption sthndardizedequirements
and establishment of centralized processes, systems, and resaoreiew accountable tracking of those being served, and a method to tie care
coordination work products or units to paymerdadto outcomes.Thepreferredmodel that includes these elements is Pathways Community HU
Activities within this projecinustleverageexisting care coordination capacitgduce duplicatiorof efforts, and increase accountability.

Target Population: Medicaidbeneficiariegadults and childrenyith one or more chronic disease or condition (such as, serious mental iliness,
moderate to severe substance use disorder, HIV, birth defects, cancer, diabetes, depression, heart disease and strdka¥boeatisk factor
(e.g.,0obesity, unstable housing, food insecurity, high EMS utilization)

Recommended Implementation Partners: Behavioral Health Providers, Primary Care Providers, Managed Care Organizations, Department of
and Health Servicekpcal Public Health Agenciégea Agencies on Agingribal Governments, Indian Health Care Providéraninal Justice, Law
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Enfbrcement, Hospitals, LorBerm Care, Care Management Agencies, Home He#dthith Home Providersjousing, Emergency Medical Services
and CommunityBased Service Organizations.
Evidence-based Approach:
1. Pathways Community HUBtps://innovations.ahrg.gov/sites/default/files/Guides/CommunityHubManual.pdf
Additional Resources:

1 Northwest Ohio Pathways HUBp://www.hcno.org/health-improvementinitiatives/pathways.html
1 Pathways Community HUB Certification Progrtps://pchcp.rockvilleinstitute.org/
Project Implementation Stages

Stage 1 - Planning

Prepare for implementation acd communitybased coordination model, such e Pathways Community HUB modgely on the needs identified in
the Regional Health Needs Inventory to guide developmBmtoughoutthis project description t he t er m *“ H U Bobth a Pathwagse
Community HUB andsimilarHUBIike centralized care coordination system that includes the core elements of the Pathways HUB Reugelless
of whether theACHintends to estalisha HUBRhat achieve certification under the Pathways CommunkBmodel, or implement aimilarmodel
without certification, the cor&comporents of the planning phase are:

Assess the current state oipacity including existing care coordinatiativities,to effectivelyfocus on the need for regionabmmunitybased care

coordinationin the following areas; include strategies within the system wide plan completed within Domain 1 for:

1 Population Health Management/HIDescribe the ways in which EHRs and other technologies are currently used in processes for identifyir
risk populations, linking to services, tracklmeneficiariegshrough care coordination processes, and documenting the outcomes of such proce
Include systems that support:Hdirectional communication and data sharing, timely communication among care team members, care
coordination processes, and information to enable population health management and quality improvermeassesproviderlevelability to
produce and share baseline information on care processes and health outcomes for population(s) of focus.

1 Workforce Capacity and shortage®r workforce to implement the selected care coordinatimcus areasincorporate content and processggo
the regional workforce development and training plan that respond to pregpetcific workforce needs such as:

0 Shortage of Community Hita Workers, Patient Navigatorsther care oordination providerstake into account the full range of care
coordination resources in the health care system, including those housed in patetéred medical homes, health homes, behavioral hee
organizations, and other communityased service organizations

0 Access to specialty care, opportunities for telehealtiegnation;

0 Workflow changes to suppomtegration of care coordination processes and communicatiansl
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o Training and tehnical assistance to ensure effective referral structures@egared proactive community partnergindto address cultural
and linglistic competency, health literacy needs.
1 Hnancial SustainabilityAlignment between current payment structures and guidelo@ncordant care, inclusive of communitgsed services;
assessment of current payment models for supporting care coordindtioarporate current state and anticipated future state\GBP
arrangements to suppoitarecoordinationefforts into the regional VBP transition plan.

If applicable, dtermine HUB leadership:

1 Establish HUB planning group, indhglpayers.

1 Reviewnational HUB standards and provide training on the HUB model to all stakeholders.
1 Designate an existingntity to serve as the HUB lead.

Engage Partners / Fill Gaps:

1 Identify, recruit, and secure formal commitments for participation from all implementapiartners, includingatient-centered medical homes,
health homesgare coordination service providers and other commuiged service organizations, with a written agreement specific to the
each will perform in the HUB.

1 Determine how to fill gap# resources, including augmenting resources within existing organizations and/or hiring at the HUB centralized

Develop HUB Implementation Plan:
1 The HUB Implementation Plan will include, at minimum:
o Description of how the pathways will be implemedtto leverage or enhance related initiative@s;luding health homes and Managed Gare
led coordinationand avoid duplication of effortsr existing Medicaid services
o Clear articulation of how existing care coordination capacity will be effectivelydgedr
o0 Alist of the selectefbcus areador the first phase of implementation, and explanation of how they align with the-piglrity regional health
needsidentified in the inventory; examples include Behavioral Health, Medical Homd&amily Planningexplain how the selectefdcus
areasalign with other Domain 2 and Domain 3 projects.
o Description of thecare coordinatiorservice delivery modg), which may include hombased and/or telehealth options;
o Plan for establishing the HUB Operations Manwhich must include methods for training, case assignment and caseload monitoring, H
compliance plan, and methods for tracking and documenting services provided,;
o0 Plan for establishing the HUB Quality Improvement Program;
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0 Implementationtimeline;
0 Rolesand responsibilities of HUB implementation partners, including payer organizations; and
0 HUBsustainability plan, including plan to increase scale and scope and secure financial support from multiple payers.

Stage 1 — Planning: Progress Measures

9 Obtainbinding letter of intent from HUB lead entity

9 Listimplementation partners with formal written commitment to participate

1 Complete Financial Sustainability, Workforce, and Systems for Population Health Management strategies, as defined in @2dsaivelof
support for Project 2B efforts

1 Complete HUB Implementation Plan

Stage 2 — Implementation
1 Complete the HUB Operations Manual and the HUB Quality Improvement Plan.
91 Develop and adopt related policies and procedures.
1 Implement the Phase 2 (Creatitapls and resources) and 3 (Launching the HUB) elements specified by AHRQ:
o Create and implement checklists and related documents for care coordinators;
o Implementselected pathwayfrom the Pathways Community HUB Certification Progoaimplement care coalination evidencebased
protocols adopted as standard undesimilarapproach
o Develop systems to track and evaluate performance;
o0 Hire and train staff;
0 Train care coordinator and other staff at participating partner agencies; and
o Conduct a communitgwareness campaign.
Stage 2 — Implementation: Progress Measures
Complete HUB Operations Manual
Complete HUB Quality Improvement Plan
List policies and procedures in place
Identify number of partners participating ariflapplicable, thenumber implementing each selected pathway
Identify number of partners trained: projected vs. actual and cumulative
Begin pay foreporting of outcome metrics

= =4 =4 =4 4 =4

Stage 3 — Scale & Sustain
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Recruit additional communitpased service organizations and otlpartners to participate in the HUB.

Implement additionafocus areas ostandardized pathways.

Employ continuous quality improvement methods to refine pathways.

Provideongoingsupports (e.g., training, technical assistance, learning collaboratives) poithhUB model and selected pathways.
Develop payment models to support care coordination pathways.

ImplementVBPstrategies to support the HUB care coordination pathways.

Stage 3 — Scale & Sustain: Progress Measures

1 Identify number of partners participating in the HUB and number implementing each selected pathway

1 Identify number of partners trained on each selected pathway: projected vs. actual and cumulative

1 Begin pay foperformanceof select outcome metrics

= =4 =4 =4 =4 =4
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Project 2C: Transitional Care (Optional)

Rationale: Transitional care services provide opportunities to eliminate avoidable admissions and readmissions. Points of transitiomemsive
services/settings and into the community are critical intervention points in the care continuum. While some reawlsréssi appropriate, many are
due to potentially avoidable events. Individuals discharged from intensive settings may not have a stable environmemnt to metmay lack access
to reliable care. Transitions can be especially difficulbeneficiariesand caregivers when there are substantial changes in medications or routin
an increase in care taskdne population particularly atisk for disruptions in care and barriers to (re)engaging with care are people incarcerate(
prison or jail.This prgect includes multiple care management and transitional care approaches from whiétCtHewill select at least one.

Target Population: Medicaidbeneficiariesn transition from intensive settings of care or institutional settings, inclubemngeficiariesdischarged from
acute care to home or to supportive housing, daheficiariesvith SMI discharged from inpatient carer client returning to the community from
prison or jail.

Recommended Implementation Partners: Behavioral Health Providers, Primary Care Providers, Managed Care Organizations, Department of

and Health Service3ribal Governments, Indian Health Care Providdospitals, Longerm Care, Care Management Agencies, Home Health,

Housing Emergency Medical Services, and other CommeBiétyed Service Organizatigiparticularly those working in prison and jail reentry both

independent of or in coordination with local reentry councils and committees)

Evidence-based Approaches for Care Management and Transitional Care: (Optional, may select one or more approaches)

1. Interventions to Reduce A adipt/iewwhieradateam.ora/interdcte- a guality ImNrdvEnReAt Grdgrdrh thét
focuses on the management of acute change in resident condition

2. Transitional Care Model (TCNi}tp://www.transitionalcare.info/aboutticm - a nurse led modelfdransitional care for highisk older adults that
provides comprehensive dnospital planning and home followp

3. The Care Transitions Intervention® @&, Tiitp://caretransitions.org/- a multidisciplinary approach toward system redesign incorporating
physical, behavioral, and social health needs and perspectivésii SY ¢ KS /I NB ¢NI yaAdAaAz2ya LydaSNBSy
the Coleman Transitions InterventiModel®, and the Coleman Model®.

4. Care Transitions Interventions in Mental Healitip://www.integration.samhsa.gov/Care_transition_interventions_in_mentedalth.pdf-
provides a set of components of effective transitional care that can be adapted for managing transitions among pers@m®ustimental illness
(SMI)

Evidence-informed Approaches to Transitional Care for People with Health and Behavioral Health Needs Leaving Incarceration
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1

Despite the relative dearth of specific, outcordesused research on effective integrated health and behavioral health programs for people leav
incarceration, considerable evidence on effective integrated care models, prison/jail reentry, and transitional prograaspagédd the way for
increased understaing on critical components of an integrated transitional care approach. Refer to the following:

Guidelines for the Successful Transition of People with Behavioral Health Disorders from Jail gidtp¥iSongjusticecenter.org/wp
content/uploads/2013/12/Guidelinegor-Successfdl ransition. pdf

A Best Practice Approach to CommunityeRey from Jails for Inmates with €@acurring Disorderdhe APIC Modéiitp://www.prainc.com/wp-
content/uploads/2015/10/bestpracticeapproachcommunityre-entry-inmates-co-occurringdisorders. pdf

' YSNRAOILY 1 aa20AF0GA2Y 2F [/ 2YYdzyAide t&a@80KAIFGINRaAGaAaQ t NAYyOALX Sa
http://ps.psychiatryonline.org/doi/pdf/10.1176/appi.ps.55.11.1271

Project Implementation Stages

Stage 1 - Planning

T

Assess the current state of capacity to effectively delbzee transition serviceis the following areas; include strategies within the system wide pl
completed within Domain 1 for:

Population Health Management/HITurrent level of adoption of EHRs and other systems that support relevatitdaitional data sharing,
clinicalcommunty linkages, timely communication among care team members, care coordination and management processes, and inforr,
enable population health management and quality improvement processes; preeidgrability to produce and share baseline informatan
care processes and health outcomes for population(s) of focus.

Workforce Capacity and shortages; incorporate content and processes into the regional workforce development and training plan thalt tiees

project-specific workforce needs such as:

0 Shortage of Community Health Workers, Social Workers, Héeadth @re Providers, Mental Health ProvideiGare Coordinators and Care
Managers Correctional Health Providerske into account the full range of care coordination resources in the healthsyestemand
corrections system (as appropriatécluding those housed in patienentered medical homes, health homes, behavioral health
organizations, and other communibased service organizations

o Workflow changes to support integration of care tsion processes and communications

o0 Training and technical assistance to ensure effective referral strucimeéprepared, proactive community partners; and to addiesgtural
and linguistic competency, health literacy negdsd

0 Specialized trainingeeds to complete certifications requirements of selected approach (if applicable)
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1 Einancial SustainabilityAlignment between current payment structures and care transition services, inclusive of comshaséy services;
incorporate current state and anticipated future state\BParrangements to support new and/or expanded care transition and supportive
efforts into the regional VBP transition plan

Plan for implementation of the selected evideAgsased approach(es).

i Utilize theRegional Health Needs Inventdoyguide selection of target population and evidedzzsed approach(es).

o For projects targeting people transitioning from incarceration: work with criminal justice partners to use health and tadheaatih
screening and assessments, as weltraminogenic risk and needssessments to further identify appropriate target pigtion.

1 Identify, recruit, and secure formal commitments for participation from implementation partners via a written agreemerficsioeitie role each
organization and/or provider will perform in the selected approach.

o For projects targeting peopleansitioning from incarceration: identify and secure formal partnerships with relevant criminal justice ager
(including but not limited to correctional health, local releasing and community supervision authorities), health cardavidtad health
care service providers, and reentigvolved communitybased organizationsncluding state and local reentry councils

9 For each selected approach, develop a project implementation plan that includes, at minimum:

0 The selected evidendaased approach and deggtion of the target population, including justification for how the approach is responsive
the specific needs in the region as documented inrédgional health needs inventary

o If applicable, gplanation ofhow the standard pathways selected in Project 2B align with the target population and evidaseg approach
selected in this project;

o List of committed implementation partners and potential future partners that demonstrates sufficient initial engageorienglement the
approach in a timely fashion;

o Explanation of how the project aligns with or enhances related initiatives, and avoids duplication of efforts, consideHbie@tand other
care management or case management services, including thosaledotfirough the Department of Corrections;
Implementationtimeline;

Description of the service delivery mode, which may include hbased and/or telehealth options;
Roles and responsibilities of partheesd

For projects targeting people transitionifigm incarceration, include in the plan at a minimum:
A Strategy to increasMedicaid enroliment, including:

1 Process for identifying (1) individuals who are covered under Medizalevhose benefits will not be terminated as a result of
incarceration; (2) idividuals whose Medicaid eligibility will terminate as a result of incarceration; (3) individuals who will likely b
Medicaid eligible at releasegardless of current or prior beneficiary status;

o © O ©
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1 Process for completing and submitting Medicaid applicatfongndividuals (2) and (3) above, timed appropriately such that their
status moves fronsuspendedo activeat releaseand
1 Agreements in place with relevant criminal justice agencies to ensure individuals (1) above receive coraseuifyMedicaid
reimbursablec ar e in a timely matter when clinically appropriat
elderly, LGBTQ, chronicallytiipse withserious mentailllnessandor substance use disorders, and more).
A Strategy fo beginning care planning and transition planning prior to release, including:
1 A process for conducting-ireach to prison/jails and correctional facilities, which leverages and contemplates resources, strengt

and relationships of all partners;
1 A stratggy for engaging individuals in transitional care planning as a one component to a larger reentry transitiangblan;

1 A strategy for ensuring care planning is conducted in a culturally competent manner and contemplates social determieafits, of
barriers to accessing services or staying healthy, as well as barriers to meeting conditions of release or stayfiregcrime

Stage 1 - Planning: Progress Measures

T

Select evidencbased approach(es), and for each:

0 Complete Project Implementation Plan

o0 List implementation partners with formal written commitment to participate in the project
CompleteFinancial Sustainability, Workforce, and Systems for Population Health Management strategies, as defined in Domaiivé afeflect
support for Project 2Bféorts

Stage 2 — Implementation

)l
)l
)l

=A =4 =4 =

Interventions to Reduce Acute Care Transfers, INTERACT™4.0
The skilled nursing facility (SNF) and the project implementation team will Utilidd E R A @dIKit'4nd Gesources and implement the following
core components:

Educate leadership in the N T E R priGCipl8s.

Identify a facility champion who can engage other staff and serve as a coach.

Develop care pathways and other clinical tools for monitogatients that lead to early identification of potential instability and allow
intervention to avoid hospital transfer.

Provide all staff with education and training to fill thesle in thel N T E R Adgcidl. ™

Educate patients and families and provide suppbat facilitates their active participation in care planning.

Establish enhanced communication with acute care hospitals, relying on technology where appropriate.

Establish quality improvement process, including root cause analysis of transfers anficiaigon and testing of interventions.
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1

T

1

Transitional Care Model (TCM)
Implement the essential elements of the TCM model:

Care Transitions Intervention®

Care Transitions Interventions in Mental Health

Demonstrate cultural competence and client engagement in the design and implementation of the project.

Use of advanced knowledge askills by a transitional care nurse (TCN) to deliver and coordinate care of high risk older

adultswithin andacrossall health caresettings. The TCN is primary coordinator of care throughout potential or actual episodes of acute illn
Comprehensive,dl i sti ¢ assessment of each ol der adult’'s priority nee
Collaboration with older adults, family caregivers and team members in implementation of a streamlined, evilaseddlan of care designeg
to promote positive health and cosutcomes;

Regular home visits by the TCN with available, ongoing telephone support (seven days per week) through an average dfisywo mont
Continuity ofhealth carebetween hospital, posacute and primary care clinicians facilitated by the TCN accormgapgtients to visits to
prevent or followup on an acute illness care management;

Active engagement of patients and family caregivers with a focus on meeting their goals;

Emphasis on patients’ earl y i dent mptoms t tichievéongarmetmpasitve quicamsseandtawoid h
adverse and untoward events that lead to acute care service use (e.g., emergency department Visgpjtedizations);

Multidisciplinary approach that includes the patient, family caregiversteaith care providers as members of a team;

Strong collaboration and communication between older adults, family caregivers and health care team members across ¢ pisotesave
and in planning for future transitions (e.g., palliative care); and

Ongoirg investment in optimizing transitional care via performance monitoring and improvement.

A meeting with a Transitions Co&tehthe hospital (where possible, #sis is desirable but not essential) to discuss concerns@aedgage
patients and their family caregivers.

Set up the Transitions Codth home followup visit and accompanying phone calls designed to increasemagligement skills, personal goal
attainment and provide continuity across the transition.
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Adapt the following components, as proposed by Viggiano et al., of care transitions interventfonegmnpoints of transition for the SMI
population, including discharge from intensive behavioral health car@é discharge from ER for mental health, alcohol, or other drug dependenc
(http://www.integration.samhsa.gov/Care_transition_interventions in_mental _healtlf)

1

1

|l

For projects targeting people returning to the community from incarceration:

Prospective modeling: employ prospective modeling to identify who is at greatest risk. Consider different patterns otomhidns within and
among mental illnesses, substance abuse disorders and general medical/surgical conditions thegquighmodifications.

Patient and family engagement: create culturally competent engagement strategies to drive authentic inclusion of patientaamidly in
treatment/transitional care plan. Adapt engagement strategies for individuals with SMI.

Transiton planning: establish an appropriate client specific plan for transition to the next point of care. Consider how tetafldmvn mental
health services, such as day treatment and intensive outpatient care. Consideioffadetween length of stafor stabilization and risk of re
hospitalization. Include assessment of need of primary care planning as well as substance abuse and dual disordersnémt assksgecific
plan for housing and other social services should be included.

Information tranger/personal health record: ensure all information is communicated, understood, and managed, and links patients, careg
and providers. Establish protocols to ensure privacy and other regulations are followed. Establish pathways for infdowesionrig providers
and clinics.

Transition coaches/agents: define transition coach role, tasks, competencies, trainthgupervision requirements. Consider the need for
mental health providers, such as social workers, to serve as transition agents ontottrar personnel in mental health tools and techniques.
Consider use of health information technology to augment/assist coaches.

Provider engagement: providers at each level of care should have clear responsibility and plan for implementing alhtransitio
procedures/interventions. Communication and haoifi arrangements should be pigpecified in a formal way.

Quality metrics and feedback: gather metrics on folagvposthospitalization, rehospitalization and other feedback on process and outcome!
and caonsumer/family perspective. Utilize metrics in quality improvement and accountability.

Shared accountability: all providers share in expectations for quality as well as rewards/penalties. Accountability meghaypismlude
financial mechanisms and pubtieporting with regard to quality and value. Consumers/families share in accountability as well.

Process for completing and submitting applications for Medicaid eligible ¢y-Nkedicaid eligible, such that status will move fremspendedo
activeat releaseor so the supervising facility can admit individualgjualifyingentities for Medicaideimbursableservices.

Process for triaging transitional care and care plannimgnidividuals with the greatest health and behavioral health resacaddition to greatest
risk of recidivismas per criminogenic risk and needs assessments.
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For all approaches, implementation must include the following core components and must leverage existing regional resources:

T
1
)l

T

Establish guidelines, policies, protocols, and/or procedures as necessary to support consistent implementation of the model.

Incorporate activities that increase ttavailability of POLST forms acressamunities/agenciegttp://polst.org/), where appropriate.

Ensure each participating provider and/or organization is provided with, or has secured, the training and technical @sestantes necessary
to follow the guidelines and to perform their role in the approach in a culturally competent manner.

Implement robust bdirectional communication strategies, ensure care team members, including client and family/caregivers, have acces
care plan.

Establish medinisms for coordinating care management and transitional care plans with related comrbaség services and supports such «
those provided through supported housing programs.

Establish a rapidycle quality improvement process that includes monitoriegf@rmance, providing performance feedback, implementing
changes and tracking outcomes.

Establish a performandeased payment model to incentivize progress and improvement.

Stage 2 — Implementation: Progress Measures

)l
)l
)l
1

Adopt guidelines, policieprotocols, and/or procedures, specific to the selected approach

Identify number of partners and providers implementiagidencebasedapproach(es)

Identify number of partners and providers trained ermidencebasedapproach: projected vs. actual and cumulative
Begin pay foreporting of outcome metrics

Stage 3 — Scale & Sustain

=A =4 =4 =4 =4

Increase scope and scale, expand to serve additionairigipopulations, and add partners to spread approach to additioo@munities.
Employ continuous quality improvement methods to refine the model.

Provideongoingsupports (e.g., training, technical assistance, learning collaboratives) to support continuation and expansion.
Develop payment models to support care transicapproaches.

Implement VBP strategies to support transitional care.

Stage 3 — Scale & Sustain: Progress Measures

)l
)l
il

Identify number of partners participating in the care transition program
Identify number of partners trained on the approach: projectexd actual and cumulative
Begin pay foperformanceof select outcome metrics
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Project 2D: Diversion Interventions (Optional)
Rationale: Diversion strategies provide opportunities to-déect individuals away from higtost medical and legavenues and into community
based health care and social services that can offer comprehessdesssment, care/case planniaigd management to lead to more positive
outcomes. The following strategies promote more appropriate use of emergency care seavidedso support persoitentered care through
increased access to primary care and social services, especially for medically underserved popUlaiersethree diverson strategies
recommendedunder this project. The first giversion at the poinbf Emergency Department (ED) presentation for a-aoute conditionthe second
is the use of comunity paramedicine to diveihdividuals who access the emergency medical services (EMS) system-&manyent 911 calls awa
from the hospital ED to a receive nemergent medical care or social assistance at a more appropriate destinatiothethird is law enforcement
assisteddiversion (LEAD), a plmoking approacho redirect lowlevel offenders engaged in drug or prostitution activity to commubiged
services, instead of jail and prosecution.
Target Population: Medicaidbeneficiarieresenting at the ED for neacuteconditions Medicaidbeneficiariesvho access the EMS system for a
non-emergent condition, antledicaidbeneficiariesvith mental health anbr substance useonditions coming into contact with law enforcement
Recommended Implementation Partners: Behavioral Health Providers, Managed Care Organizations, Department of Social and Health Seceaic
Public Health Agenciegribal Governments, Indian Health Care Providdmjsing, Criminal Justice, Law EnforcemEntergency Departments,
EmergencyMedical Services and/or Community Paramedicine Services, Dental Prodders;oordination, Case Management and other
CommunityBased Service Organizations.
Evidence-supported Diversion Strategies: (Select at least one approach
1. Emergency Department (ED) Diversion, http://www.wsha.org/quality-safety/projects/eris-for-emergencies/
https://www.ncbi.nim.nih.gov/pmc/articles/PMC40380864a systematic approach to directing and managingersonswho present at the ED
for nonremergencyconditions, which may be oral health, general physical health, and/or behavioral loeaiditions.

2. Community Paramedicine Model, http://www.emsa.ca.gov/Media/Default/PDF/CPReport.pdn evolving model of communitpased
health care in which paramedics function outside their custoneamgrgency response and transport roles in ways that facilitateem
appropriate use of emergen@are resources and/or enhance access to primary carméaticallyunderserved populationsAdditional
resources includehttp://communityparamedic.org/ http://www.hrsa.gov/ruralhealth/pdf/paramedicevaltool.pdfand
https://www.ruralhealthinfo.org/topics/communityparamedicine

3. Law Enforcement Assisted Diversion, LEAD® http://www.leadbureau.org/- a communitybased diversion approach with the goals of improving
publicsafety and public order, and reducing the criminal behavior of people who participate in the program

Project Implementation Stages
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Stage 1 - Planning

1

)l
1

Assess the current state of capacity to effectively deliver diversion interventions in the follasiag; include strategies within the system wide pl:
completed within Domain 1 for:

Plan for implementation athe selected evidencbased approach(es).

Population Health Management/HITurrent level of adoption of EHRs and other systems that support relevattdutional data sharing,

clinicatlcommunity linkagegjmely communication among care team members, care coordination and management processes, and inform

enable population health management and quality improvement processes; preteiderability to produce and share baseline information on

care praesses and health outcomes for population(s) of focus.

Workforce Capacity and shortages; incorporate content and processes into the regional workforce development and training plan thalt tiees

project-specific workforce needs such as:

0 Shortage offommunity Health Workers, Social Workers, Mental Health Providers, Substance Abuse Disorder Providers

o Law enforcement willingness and preparedness to engage

o Training and technical assistance to ensure effective referral structures and prepared, proaotivenity partners; and to address Cultura
and linguistic competency, health literacy nepdad

0 Specialized training needs to complete certifications requirements of selected approach (if applicable)

Financial SustainabilitAlignment between currenpayment structures to support diversion interventions; incorporate current state and

anticipated future state ofBParrangements to support new or expanded deesand supportive efforts into the regional VBP transition plan

Utilize theRegionalHealth NeedsInventoryto guide planning, including identification of priority communities and partners for implementatiol
Utilize the Regional Health Needs Inventory to determine whakemergent condition(s) should be the focus of ED Diveraiatior Community
Paramedicindoral health, general physical health, and/or behavioral health conditions).

In the case oEEAD®establish a community advisory group that includes representdtamn community members, health care and social
services, law enforcement and community public safety leaders.

In the case of ED Diversi@ommunity Paramedicinedentify, recruit, and secure formal commitments for participation from implementation
partnersas appropriate to the selected conditions of focungluding hospitalssmergency medical servicedgntal providers, primary care
providers, and/or behavioral health providerga a written agreemerdnd thespecific rolehe organization and/or provider will perform in the
selected approach.

For each selected approach, develop a project implementation plan that includes, at minimum:
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0 A description of the target communities and populations, including the rationale for sejebm based on th®egional Health Needs
Inventory,

o In applicable, gplanation ofhow the standard pathways selected in Project 2B align with the target population and eibasee approact
selected in this project;

o List of committed implementatiopartners and potential future partners that demonstrates sufficient initial engagement to implement t
approach in a timely fashion;

o Explanation of how the project aligns with or enhances related initiatives, and avoids duplication of éfftiies casef ED Diversion,
explain how the project will build on the Washingtoaot Stasét
initiatives;

0 Implementation timeline;

o Description of the service delivery mode, which may include hbased and/or telehealth optionsgnd

0 Roles and responsibilities of partners.

Stage 1 — Planning: Progress Measures
9 Select evidenckased approach(es), and for each:

0 Complete Project Implementation Plan

0 ForLEAD®list Community Advisory Group members

0 Listimplementation partners with formal written commitment to participate in the project

1 Complete Financial Sustainability, Workforce, and Systems for Population Health Management strategies, as defined in 2dpainelof
support for Project 2Dféorts
Stage 2 — Implementation

ED Diversion
While there is no single model for effective ED Diversion, a variety of examples can be found that share common elements. inhesfetioents
must be reflected in the implementation, unless noted otherwise:

1 ED will establish linkages to community primary care provider(s) in order to coneeeticiariesvithout a primary care provider to one, or
for the purpose of notifying the current primary care provider of the ED presentation and coordinating a can®/pte available, care
coordinators can facilitate this process.

1 ED will establish policies and procedures for identifysegeficiariesvith minor illnesses who do not ke a primary care provider ft&r
completing appropriate screenings validating a emergency needyill assist the patient in receiving a timely appointment with a primar
care provider.
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Community Paramedicine
Frst responders, ED practitioners, and primary care providers may collaborate to develop protocols, which may includeitrgbspeficiariesvith
non-emergency needs to alternate (ndfD) care sites, such as urgent care centers and/or patemtred medical homes. Providers may collabor
to develop Community Paramedicine prograr@sre issues to be addressed in the desiya canmunity paramedicine program shoduidclude:
1 A detailed explanation about how the community paramedics would be trained and would maintain their skills
1 A description of how appropriate medical supervision woulethsured
1 A description of how dataotevaluate quality assurance and quality improvement activities would be obtained and monitored
1 An evaluation plan for assessing the impacts on quality and cost of care, and how the local EMS agency will ensuiditrds atgtreated
equally regartess of insurance status and health condition, among other factors
1 A plan for integrating the CP program with other commuihiised health care and social service programs and for analyzing the potentic
impacts of the CP program on these providers, inclgdafetynet providers
1 How to leverage the potential of electronic health records (EHRs) and HIE to facilitate communication between communétgipaeard
other health care providers

Law Enforcement Assisted Diversion (LEAD®)
Review resources andsistance available from theEAD®ational Support Bureau. Many components of LEAD® can be adapted to fit local ne¢
and circumstances, however, the following core principles must be built into the implementation:
Establish the.EAD®rogramas a voluntay agreement among independent decisiorakers.
Engage law enforcement and generate #nyincluding obtaining Commander level support.
Identify a dedicated project manager.
Tailorthe LEAD@terventionto the community.
Provide intensive case managenberto link diverted individuals to housing, vocational and educational opportunities, treatment, and
community services. Participants may need access to medicasisisted therapy and other drug treatment options; they may also need
access to food, housj, legal advocacy, job training, and other services.
o0 Apply a harm reduction/housing first approaellevelop individual plans that address the problematic behavior as well as the fa
driving that behavior.
o0 Consider the use of peer supports.
1 Providetraining in the areas of traumeformed care and cultural competencies.
1 Prepare an evaluation plan.

=A =4 -4 A
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For all approaches, implementation must include the following core components:
9 Establish guidelines, policies, protocols, and/or procedures as necégssamgport consistent implementation of the model.
1 Ensure each participating partners are provided with, or have access to, the training and technical assistance resosseey tref#low
the guidelines and to perform their role in the approach in Burally competent manner.
1 Implement robust bidirectional communication strategies, ensure team members, including client, have access to the information
appropriate to their role in the team.
1 Establish mechanisms for coordinating care management plaéhgelated communitybased services and supports such as those provide
through supported housing programs.
9 Establish a rapigdycle quality improvement process that includes monitoring performance, providing performance feedback, implemer
changes andracking outcomes.
i Establish a performandeased payment model to incentivize progress and improvement.
Stage 2 — Implementation: Progress Measures
1 Adopt guidelines, policies, protocols, and/or procedures, specific to the selected approach
1 Identify number of partners and providers implementiagidencebasedapproach(es)
9 Identify number of partners and providers trained emidencebasedapproach: projected vs. actual and cumulative
1 Begin pay foreporting of outcome metrics

Stage 3 — Scale & Sustain:

Expand the model to additional communities and/or partner organizations.

Employ continuous quality improvement methods to refine the approach.

Provideongoingsupports (e.g., training, technical assistance, learning collaboratives) to support continuation and expansion efforts.
Develop payment models to support diversion strategies.

Implement VBP strategies to support the diversion activities.

=A =4 =4 =4 =4

Stage 3 — Scale & Sustain: Progress Measures
1 Identify number of partners trained on selected pathways: projected vs. actual and cumulative
1 Begin pay foperformanceof select outcome metrics
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Domain 3: Prevention and Health Promotion

Transformation projects within this domain focus on prevention and health promotion to eliminate disparities and achitvebe#y across
regions and populations. Domain 3 includes one required project and three optional projectswil®d required to select at least one of the
optional projects for a minimum of two Domain 3 projects in total.

Project 3A: Addressing the Opioid Use Public Health Crisis (Required)

Rationale: Washington State, along with the nation, is in the midst of a cii$is.opioid epidemic affects communities, families, and overwhelms
enforcement, health care and sot&ervice providerpioid use disorder is a devastating andHlifeeatening chronic medical condition and acces!
to treatments that support recovery aratcess tdifesaving meications to reverse overdose needs to be impravEaough this projectACHwill
support achievement of the goals outlined in Executive Orded9énd the stateinteragencyopioid workingplan. Stakeholders across Washington
State have been building capacity to reduce opi@ited morbidity and mortality. State agencies, palblealth, Tribal governments, and other
partners are coming together to focus on strategies for implementing the state opioidmesplan. This project aligmsth this plan, and focuses or
strategies undefour of the plan goals(l) prevent opioid misge and abuse by improving prescribing practices, (2) expand accgssith o
dependence treatment(3) intervene in opioid overdoses to prevent deaéimd (4)use data to detect opioid misuse/abuse, monitor morbidity and
mortality, and evaluaténterventions
Target Populations: Medicaidbeneficiariesincluding youth, who use, misuse, or abuse, prescription opioids and/or heroin
Recommended Implementation Partners: Mental and Behaviorahealth providersSubstanceUseDisorder providers, Primary Care Providers,
including Community Health Centers/FQH@anaged Care Organizations, Department of Social and Health Sefvibes Governments, Indian
Health Care Providerblospitals, Communitbased Service Organizationsin@nal Justice institutiond.ocal Public HealthgenciesEmergency
Medical Services, Law Enforcemdbdgntal Care ProviderBrofessional Associations, and Teaching Institutions.
Recommended Approach:
Clinical Guidelines

1. AMDG’' s | nt er a g Brascriping@pioidd forl Paimit@//wwwiagencymeddirectors.wa.gov/Files/2015AMDGOpioidGuideline.

2. Substance Use during Pregnancy: Guidelines for Screening and Masragetitp://here.doh.wa.gov/materials/guidelinesubstanceabuse

pregnancy/13 PregSubs E16L.pdf

Statewide Plans

1. 2016 Washington State Interagency Opioid Working Plan,

http://www.stopoverdose.org/FINAL%20State%20Response%20Plan_March2016.pdf

A
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2. Substance Abuse Prevention and Mdrii@alth Promotion Fivwear Strategic Plan,
http://www.theathenaforum.org/sites/default/files/SPE%20Strateqic%20Plan%20FINAY220.%28.10.12.pdf
Other Resources

1 CDC Guideline for Prescribing Opioids for Chronic-P&inited States, 2016H({tp://www.cdc.gov/mmwr/volumes/65/rr/rr6501el.htm)

Project Implementation Stages

Stage 1 — Planning

ACHs will support i mplementation of current and futuPae iterat:.
(http://www.agencymeddirectors.wa.qov/Files/2015AMDGOpioidGuideling.pdt will implement strategies to expand access to opiddrder
treatment in their region

Assess the current capacity to effectively impact the opioid crisis in the followinganddsclude strategies to leverage current capacity and addi

identified gaps. Within the Domain 1, regionsystemwideplan, include:

1 Population Health Management Systems/Hdoption of technology with the capability to support identification of persons at-nigjfor
opioid overdose, natifications to health care providers of opioid overdose events, monitoring of prescribing practicemlamdntation of
quality improvemehprocesses; a plan to build enhancements in EHRs and other systems to support clinical decisions in accordance with
guidelines; an assessment of the current level of use of the Prescription Drug Monitoring Program and the Emergency Dépiarmetion
Exchange; and strategies to increase use of Prescription Drug Monitoring Program and interoperability with EHRs. [Dweveith iGoal 4 of
the State Interagency Opioid Working Plan, develop a plarséodata and information to detect opioid misusblese, monitor morbidity and
mortality, and evaluate interventions.

1 Workforce Capacity and shortages; incorporate content and processes into the regional workforce development and training plan thalt tiees
project-specific workforce needs such as:

0 Effats to enhance medical, nursing, and physician assistant school curricula on pain management, the Prescription DruggVRyoigoaim,
andrecognition andreatment of opioid use disorder

0 Partnering with professional associations and teaching institstioreducate dentists, osteopaths, nurses, and podiatrists on current opic
prescribing guidelines

0 Encouraging licensing boards of authorized prescribers to mandate CEUs on opiate prescribing and pain management guidelines

0 Encouraging family medicineternal medicine, OB/GYN residency programs to train residents on care standards/medications for opio
disorder,

A
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0 Identifying critical workforce gaps in the substance use treatment system and develop initiatives to attract and regdiprsifdbsionals in
the field, and
0 Using the Prescription Monitoring Program
1 Einancial SustainabilitAlignment between current payment structures and guidelo@ncordant care with regards to opioid prescribing;
incorporate current state and anticipated future state\@BParrangements to support opioid abuse prevention and control efforts into the
regiond VBP transition plan.

Additional planning steps will include:

1 Identify communities or subegions of focus for this project, based on Regional Health Needs Inventory. Consider areas with limited acces
treatment for opioiddisorder, areas with limitel or no availability of pain management clinics or providers, and rates of opioid use, misuse,
abuse.

1 Identify established local partnerships that are addressing the opioid crisis in their communities and establish newhjizstmwéiere none exist.
Identify, recruit, and secure formal commitments for participation in project implementation, including professional asssdtibteaching
institutions.

1 DevelopaRegional Opioid Working Plan that provides a detailed description of how the ACH veithiemp] at minimum, selected strategies an
activities outlined in the 2016 Washington State Interagency Opioid Working Plan. The regional plan will include, at minimum:

o0 Implementation timelines for each strategy

0 Roles and responsibilities of keyganizational and provider participants, including commubiged service organizations, along with
justification of how the partners are culturally relevant and responsive to the specific population in the;region

o Description of how project aligns witkelated initiatives and avoids duplication of efforts, including established local partnerships that ar
addressing the opioid crisis in their communitiaad

0 Specific strategies and actions to be implemented, selected from the 2016 Washingtoing&tetgency Opioid Working Plan:

GOAL 1: Prevent opioid misuse and abuse

A Strategy 1: Promote use of best practices among health care providers for prescribing opioids for acute and chronic pain; explain how
ACH will support or take steps to:
i Educatehealh care providers on current and future iterations
Prescribing Opioids for Pain and the Washington Emergency Department Opioid Prescribing Gani@iPie€ Guideline for
Prescribing Opioid®r Chronic Pain

A
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A Strategy 2: Together with the Center for Opioid Safety Education and other partners, such as Statewide Associations, raise awareness
and knowledge of the possible adverse effects of opioid use, including overdose, among opioid users; explain how the ACH will support
or take steps to:

A Strategy 3: Prevent opioid misuse in communities, particularly among youth; explain how ACH will support or take steps to:

A Strategy 4: Promote safe home storage and appropriate disposal of prescription pain medication to prevent misuse; explain how ACH
will support or take steps to:

A Strategy 5: Decrease the supply of illegal opioids; explain how ACH will support or take steps to:

Promotethe use of the Prescription Drug Monitoring Program

Train, coach and offer consultation with providers on opioid prescribing and pain managémegtate TelePairvideo conferencing
and other telemedicine approaches

Work with organizations and associations developing specifications around individual prescribing after individual health seryic
G-Sectionsroutine vaginal births, dental procedures, sports injuries

Build enhancements in EHRs and other systems to default to recommended daostegrste Prescription Monitoring Program

Distribute counseling guidelines and other tools to pharmacists, chemical dependency professionaéglindare providers and
encourage them to educate patients on prescription opioid safety (storage, disposal, overdose prevention and response)
Educate patients on the potential side effects and dangers of opioid use after acute prescribing

Providetargeted health education to opioid users and their social networks through print anebaséd media

Promote accurate and consistent messaging about opioid safety and addiction by public health, law enforcement, community
coalitions, and others

Conduct arinventory of existing patient materials on medication safety for families and children, develop new materials as nee
tools for health care providers and parents

Implement strategies from the Substance Abuse Prevention and Mental Health Promotievelaiv8trategic Plan,
http://www.theathenaforum.org/sites/default/files/SPE%20Strateqic%20Plan%20F INA%S220.%208.10.12.pdf

Educatepatients and the public on the importance and ways to properly store and dispose of prescription pain medication
Promote the use of home @i boxes to prevent unintended access to medication
Explore funding and regulatory enhancements to sustain and evaluate Drug Take Back programs

Educate lavenforcement on the Prescription Drug Monitoring Program and how it works
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GOAL 2: Link individuals with opioid use disorder to treatment support services

A Strategy 1: Build capacity of health care providers to recognize signs of possible opioid misuse, effectively screen for opioid use disorder
(OUD), and link patients to appropriate treatment resources; explain how ACH will support or take steps to:
1 Educate providers across all health professions on how to recognize signs of opioid misuse amongppdtieoisto use appropriate
tools to screen for OUD
1 Universally screen all patients forudy misuse with validated toolprovide preventive care screenings aBBIRTor all patients to
identify unmet needs
1 Offer patients brief interventions andupported referrals to treatment, if neede
T Build skills of health care providers to have supportive patient conversations about problematic opioid use and treatinast opt
1 Give pharmacists tools on where to refer patients who may be misusing presciigiiomedication
A Strategy 2: Expand access to, and utilization of, opioid use disorder medications in communities; explain how ACH will support or take
steps to:
1 Together with the Health Care Authority, identify policy gaps and barriers that limit aliylabid utilization of buprenorphine,
methadone, and naltrexone and contribute to the development of policy solutions to expand capacity
1 Together with the Center for Opioid Safety Education, provide technical assistance and resources to county tveasthooffilvocate
for expanded local access to OUD medications
T Build structural supports (e.g. case management capacity) to support medical providers and staff to implement and sustain
buprenorphine treatment
A Strategy 3: Expand access to, and utilization of, opioid use disorder medications in the criminal justice system; explain how ACH will
support or take steps to:
1 Train and provide technical assistance to criminal justice professionals to endorse and promote agonist therapies fandeople
criminal saetions
1 Optimize access to chemical dependency treatment services for offenders who have been released from prison into the comr
and for offenders living in the community under correctional supervision
A strategy 4: Increase capacity of syringe exchange programs to effectively provide overdose prevention and engage beneficiaries in
support services, including housing; explain how ACH will support or take steps to:
9 Provide technical assistance to local health jurisdictions and commba#tgd servicerganizations to organize or expand syringe
exchange and drug user health services
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A Strategy 5: Identify and treat opioid use disorder among pregnant and parenting women (PPW) and Neonatal Abstinence Syndrome
(NAS) among newborns; explain how ACH will support or take steps to:
1 Disseminate the guideline Substance Abuse during Pregnancy: Guidelines for Screening and Management
1 Disseminate the WA State Hospital Association Safe Deliveries Roadmap standards to health care providers
1 Educate pediatric and famitpedicine providers to recognize aagpropriaely refer newborns with NAS
A strategy 6: Support whole person in recovery; explain how ACH will support or take steps to:
1 Connect Substance Use Disorder providers with primary care, behavioral healthsenged and peer recovery support providers |
address access, referral and follow up for services

GOAL 3: Intervene in opioid overdoses to prevent death

A Strategy 1: Education individuals who use heroin and/or prescription opioids, and those who may witness an overdose, on how to
recognize and appropriately respond to an overdose; explain how ACH will support or take steps to:
1 Provide technical assistance to first responders/law enforcement on opioid overdose response training and naloxone prograrn
1 Assist emergency department to develop and implement protocols on providing overdose education and take home naloxone
individuals seen for opioid overdose
A Strategy 2: Make system-level improvements to increase availability and use of naloxone; explain how ACH will support:
9 Establish standing orders in all counties to authorize commdaged naloxone distribution and lay administration
1 Promote ceprescribing of naloxone for pain patients as best practice per AMDG guidelines
A Strategy 3: Together with the Center for Opioid Safety Education, promote awareness and understanding of WA State’s Good
Samaritan law; explain how ACH will support or take steps to:
1 Educate law enforcement, prosecutors and the public about the law

GOAL 4: Use data to detect opioid misuse/abuse, monitor morbidity and mortality, and evaluate interventions
Explain how ACH will suppoor take steps to:
A Strategy 1: Improve PMP functionality to document and summarize patient and prescriber patterns to inform clinical decision making.

A Strategy 2: Utilize the PMP for public health surveillance and evaluation.
A strategy 3: Continue and enhance efforts to monitor opioid use and opioid-related morbidity and mortality.
A Strategy 4: Monitor progress toward goals and strategies and evaluate the effectiveness of our interventions.

Stage 1 — Planning: Progress Measures

A
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Completed Workforce, Technology, and Financial Sustainability plans, as defined in Domaantierefl support for Project 3éfforts

List ofimplementation partners with formal written commitment to participate

Number and list of MOSARNPSs, and Paho are approved to prescribe buprenorphine

Completion of Regional Opioid Working Plan

Stage 2 — Implementation

ImplementWorkforce,Technology, and Financial Sustainability strategies in support of this project according to Domain 1 implementation ple

=2 _—a _a A

Convene or leverage existitagal partnerships to implement the AGdgional Opioid Working Plameor more such partnerships may be
convened. Eacpartnershipwill include health care service providers, commutised service providers, executive and clinical leadership, cons
representatives, law enforcement, criminal justiemergency medical servicemd elected officials; identify partnership leaders and champions.
Consider identifying a clinical champion and one or more community champions. Establish a structure that allows forreffieientation of the
ACH Region&pioid Working Plan and provides mechanisms for any workgroups or subgroups to share across teams, including implementa
successes, challenges and overall progress. Continue to convene the partnership(s) and any necessary workgroups tasisegolayhout
implementation phase.

Implement the ACH Regional Opioid Working Plan. Monitor $¢atel modifications to the 2016 Washington State Interagency Opioid Working F

and/or related clinical guidelines, and incorporate any changes into the Reédhorking Plan.

Develop a plan to Scale and Sustain that includes adding partners and/or reaching new communities under the curreet astiatl as defining a

path forward to deploy the partner s lessgpthesyete-amerge publicshealth clsallengesct ur e s

Stage 2 — Implementation: Progress Measures

1 Number and list of community partnerships. For each include list of members and roles

T Number of health care provi der $GuidelngonPresoribing Opioids fomPaid on AMDG' s

1 Number of health care organizations with EHRs or other systems newly put in place that provide clinical decision suppapiwid prescribing
guideline, such as defaulting to recommended dosages

1 Number of loal health jurisdictions and communityased service organizations that received technical assistance to organize or expand sy
exchange programs

1 Number of emergency department with protocols in place for providing overdose education and take hormenedtoindividuals seen for
opioid overdose

1 Begin pay foreporting of newly developed project outcome metrics

A
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Stage 3 — Scale & Sustain
1 Implement Scale and Sustain Plan to increase scale, include additional partners, and/or cover additional higaaggaghic areas.
0 Review and apply data to inform decisions regarding specific strategies and action to be spread to additional settirggaginigalareas
o Convene and support platforms to facilitate shared learning and exchange of best practicesdtedtoedate
o Provide or supporbngoingtraining, technical assistance, and community partnerships to support spread and continuation of the ACH |
Opioid Working Plan
1 Engagend encouragdanaged Care Organizations to develop/refine model benelfignead with evidencédased clinical guidelineoncordant
care and best practice recommendations.
o Encourage ayment modelghat support noropioid pain therapies and approach to addressing opioid use disorder prevention and
management in the transition tv/BPfor services.
o0 Encourage ayment modelghat support practices that have implemented a Hub and Spoke, or Nurse Care Manager Model.
Stage 3 — Scale & Sustain: Progress Measures
1 Number and list of community partnerships. For each include listesfibers and roles
f Number of health care providers, by type, trained on AMDG’ s
1 Number of health care organizations with EHRs or other systems newly put in place that provide clinical decision suppapid prescribing
guideline, such as defaulting to recommended dosages
1 Number of local health jurisdictions and commuHigsed service organizations that received technical assistance to organize or expand sy
exchange programs
1 Number of emergeeay department with protocols in place for providing overdose education and take home naloxone to individuals seen fc
opioid overdose
1 Begin pay foperformanceof select outcome metrics
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Project 3B: Maternal and Child Health (Optional)

Rationale: Maternal and child health is a primary focus for the Medicaid prograMedicaidfunds more than half of the births in the state and
provides coverage to mor e t han otherdahd theif chiMfansamthiomeyisits ha’s len derhonstrated ® n .
improve maternal and child healthlomevisitors work with the expectant or new mothen supporting a healthy pregnancy, by rectzgmy and
reducing risk factorggromoting prenatal health cardhroughhealthy diet exercise, stress magement,ongoing weblwoman care and by supporting
positive parenting practices that facil it ahiéhealthpgomotiorfissarstate @ioritytoy o
keep children as healthy and safe as possivtach ncludes parents accessing timely and routine preventative care for children, especialtyiekll
screenings and assessmerfsthird focusis toensurebeneficiariesaccess ongoing well women care @amproveutilization of effective family
planning stréegiesthroughimplementationoft he CDC’ s recommendati ons to i mprove women
Target Population: Medicaidbeneficiariesvho are women of preconception age, Pregnant Women, Mothers of children ag@esfdchildren ages
0-17.

Recommended Implementation Partners: Primary Care Providers, Home Health, Pediatricians, Obstetricians and Gynecologists, Department (
and Health ServiceBepartment of Early Learning, Local Public Health Agericibs] Governments, Indian Health Care Provideaspily Planning
providersand CommunityBased Service Organizations.

Evidence-based Approaches for Maternal and Child Health: (May select one or more approaches)

1. Implementation of an evidenebased homevisitingmodel for pregnant high risk mothers, including high risk first time mothers. Potentia
programs can include Nurse Family Partnership (HF&ther federally recognized evidenbased home visiting model currently operating
Washington Statelf a program currentlgxistsin the ACH region, it can only belected for this projedf there is avalidjustification for an
expansion of the program and a demonstration that duplicat®effort will not occur ACHs must also demonstrate how thay
coordinating across existing services.

a. Nurse Family Partnership (NFR}p://www.nursefamilypartnership.org/communities/modetlements- provides firsttime, low-income
mothers and their children with nursed homebased support and care

b. Early Head Start Horrigased Model (EHS)itps://eclkc.ohs.acf.hhs.gov/hslc/ttaystem/ehsnrc/poi/miechyehs/miechv.htmiwhich
works with parents to improve child health; prevent child abuse and neglect; encourage positive parenting; and promote child
development and school readiness.

2. Implementaton of an evidencdéased model or mmising practiceto improve regional weithild visit rates (for ages 36) and childhood
immunization rates.

a. Bright Futureshttps://brightfutures.aap.org/materialend-tools/Pages/default.aspx

A
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3. Implementation of ecommendations to Improve Precogption Health and Health Carettp://www.cdc.gov/MMWR/PDFE/rr/rr5506.pdfln
particular, ACHs should consider evideduzsed models to improve utilization of effective family planning strategies.
a. |If applicable, ACHs could leverage the Family Planning Pathway to align with Project 2B.

Additional Resources:
1 Long Acting Reversible Contraceptioitp://www.acog.org/AboutACOG/ACOBepartments/LoneActingReversibleContraception

Project Implementation Stages

Stage 1 - Planning
Plan for implementation of the selected evideAgsased approach(es).
i Utilize the Regional Health Needs Inventory to guide seledii@videncebased approach(es) and specific target population(s).
1 Identify, recruit, and securformal commitments for participation from implementation partners via a written agreement specific to the role
organization and/or provider will perform in the selected approach.
1 For each selected approach, develop a project implementation plannbhatdes, at minimum:
0 The selected evidendaased approacdfes)and description of the target population, including justification for how the approach is respon
to the specific needs in the region as documented in the Regional Health Needs Inventory;
o Lig of committed implementation partners and potential future partners that demonstrates sufficient initial engagement taviemti¢he
approach in a timely fashion;
o Explanation of how the project aligns with or enhances related initiativesaaoidis dupkation of efforts.Project plans mustansider
current implementation o&ll HomeVisiting Modelsand how they might be strengthened or expanded;
0 Implementation timeline;
o Description of the mode of service delivery, which may include hbased and/otelehealth options; and
0 Roles and responsibilities of partners.
Stage 1 - Planning: Progress Measures
1 Selection of evidenebased approach(es), and for each:
o Complete Project Implementation Plan
o Listimplementation partners with formal written commitment to participate in the project
1 Complete Financial Sustainability, Workforce, and Systems for Population Health Management strategies, as defined in 2fecinelof
support for Project 3Bféorts

Stage 2 — Implementation
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1 Implementation for a home visiting model should follow evidence-based practice standards. For exampleif Nurse Family Partnerst&p(NFP)
were chosen then implementation must include thermlents specified by the NFRodel developer:
0 Nurse Family Partnership Model Elemeritsp://www.nursefamilypartnership.org/Communities/Modedlements

{ Implementation of an evidence-based model or promising practice to improve regional well-child visit rates (for ages 3-6) and childhood
immunization rates. For example, Bright Futures is intended to support primary care practices in providirghilettind adolescent card.
chosen, implementing ancies must met all fidelity, essential requirements and/or program standard requirements as defined by the mod
developer.

0 https://brightfutures.aap.org/materialsand-tools/Pages/default.aspx

1 Recommendations to Improve Preconception Health and Health Care. The CDC has provided 10 recommendations that aim to improve a
woman’s health before conception, whet her b e ffalin® l0aareddisteddedlow.o r

Washington has acted on these recommendations by providing insurance coverage (Take®ipaigeyw.hca.wa.gov/freeor-low-cost
health-care/programadministration/applehealth-take-chargefamily-planning and grantgPersonal Responsibility and Education Plan,
http://www.doh.wa.gov/CommunityandEnvironment/Schools/PersonalResponsibilityandEducatign&tahtirough other actions. This project
builds on current efforts, and provides a mechanism for communities to further the implementation of the recommendations.

¢tKS NBO2YYSYyRIFIiGA2ya 2 0SS AYLX SYSy (SR | aentfledN¥diionat@ps, arshawin bdldNAEiIBtie:
should bedesigned to improve utilization of effective family planning stratediesudingong-acting reversible contraception methods (LARCs
where applicableandin consimer awareness campaigns aptbfessional curricula.

1) Individual responsibility across the lifespan:
o Develop, evaluate, and disseminate reproductive life planning tools for women and men in their childbearing years, raspétimgg in
age; literacy, including health litera@nd cultural/linguistic contexts.
2) Consumer awareness:
o Develop, evaluate, and disseminate eggpropriate educational curricula and modules for use in school health education programs. Int¢
reproductive health messages into existihgalth promotioncampaigns (e.g., campaigns to reduce obesity and smoking).

A
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3) Preventive visits:

Conduct consumefocused research to identify terms that the public understands andeteelop messages for promotipgeconception
health and reproductive awareness.

Design and conduct social marketing campaigns necessary to develop messages for promoting preconception health knowlktitigeanc
and behaviors among men and women of childbearing age.

o

4) Interventions for identified risks:

Increase Rkalth providerawareness regardintpe importance of addressing preconception health among all women of childbearing age.
Develop and implement curricula on preconception care for use in clinical education at graduate, postgraduate, and ceudiircaitign
levels.

Consolidate and dissemate existing professional guidelines to develop a recommended screening and health promotion package.
Develop, evaluate, and disseminate practical screening tools for primary care settings, with emphasis on the 10 areaséappian risk
assessmenfe.g., reproductive history, genetic, and environmental risk factors).

Develop, evaluate, and disseminate evideihesed models for integrating components of preconception care to facilitate delivery of anc
demand for prevention and intervention services.

Apply quality improvement techniques (e.g., conduct rapid improvement cycles, establish benchmarks and brief providgrussrpractice
selfaudits, and participate in quality improvement collaborative groups) to improve provider knowledgtiandes, and practices and to
reduce missed opportunities for screening and health promotion. Use the federally funded collaborative for communitydreatthand
other Federally Qualified Health Centers to improve the quality of preconception Eeksasent, health promotion, and interventions
provided through primary care. Develop fiscal incentives for screening and health promotion.

o

o

Increase health provider awareness concerning the importance of ongoing carferémic conditions and intervention for identified risk
factors.

Develop and implement modules on preconception care for specific clinical conditions for use in clinical education at,gqradgigaaduate,
and continuing education levels.

Consolidate ad disseminate existing guidelines related to evidehased interventions for conditions and risk factors. Disseminate existil
evidencebased interventions that address risk factors that can be used in primary care settingsofiretinoin, alcohol nisuse, antiepileptic
drugs, diabetes [preconception], folic acid deficiency, hepatitis B, HIV/AIDS, hypothyroidism, nattermdketonurig PKU], rubella
seronegativity, obesity, oral aisbagulant, STD, and smoking).

Develop fiscal incentives (e.g.,yp®r performance) for risk management, particularly in managed care settings.

A
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0 Apply quality improvement techniques and tools (e.g., conduct rapid improvement cycles, establish benchmarks, use pfactdiessand

participate in quality improvementatlaborative groups).
5) Inter-conception care:

0 Monitor the percentage of women who complete postpartum visits (e.g. using the Health Employer Data and Information Setsni@asu
managed care plans and Title V Maternal Child Health Block Grant state e®asind use these data to identify communities of women ¢
risk and opportunities to improve provider folleup.

o Develop, evaluate, and replicate intensive evidebeased interconception care and care coordination models for women at high social a
medical risk. Enhance the content of postpartum visits to promote iotgrception health.

0 Use existing public health programs serving women in the postpartum period to provide or link to interventions (e.gpl&amihg, home
visiting, and the Spedi&upplemental Nutrition Program for Women, Infants, and Children).

6) Prepregnancy checkup:

o Consolidate existing professional guidelines to develop the recommended content and approach for such a visit. Modswtythpayer rules
to permit payment forone prepregnancy visit per pregnancy, including development of billing and payment mechanisms.

o Educate women and couples regarding the value and availability gdrpgnancy planning visits

For all approaches, implementation must include the following core components:

9 Establish guidelines, policies, protocols, and/or procedures as necessary to support consistent implementation of the model.

1 Ensure each participating provider and/or organiaatis provided with, or has secured, the training and technical assistance resources nect
to follow the guidelines and to perform their role in the approach in a culturally competent manner.

1 Implement robust bidirectional communication strategiesnsure care team members, including client and family/caregivers, have access t«
care plan.

1 Establish mechanisms for coordinating care management and transitional care plans with related corlb@seutgervices and supports such i
those provided thragh supported housing programs.

1 Establish a rapidycle quality improvement process that includes monitoring performance, providing performance feedback, implementing
changes and tracking outcomes.

i Establish a performandeased payment model to incentivipeogress and improvement.

Stage 2 — Implementation: Progress Measures
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Adopt guidelines, policies, protocols, and/or procedures, specific to the selected approach

Identify number of partners and providers implementiagidencebasedapproach(es)

Identify number of partners and providers trained on teeidencebasedapproach: projected vs. actual and cumulative
Begin pay foreporting of outcome mérics

=A =4 =4 =4

Stage 3 — Scale & Sustain

Increase scope and scale, expand to serve additionalriighopulations, and add partners to spread approach to additional communities.
Employ continuous quality improvement methods to refine the model.

Provideongoingsupports (e.g., training, technical assistance, learning collaboratives) to support continaladi@xpansion.

Develop payment models to support care transitions approaches.

Implement VBP strategies to support the program.

=A =4 =4 =4 =4

Stage 3 — Scale & Sustain: Progress Measures

1 Identify number of partners participating in thmaternal and child healtproject

9 Identify number of partners trained on the approach: projected vs. actual and cumulative
1 Begin pay foperformanceof select outcome migics
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Project 3C: Access to Oral Health Services (Optional)

Rationale: Oral health impacts overall health and quality life, and most oral disease is preventable. Oral disease has been rafeyredsto “ s i
epidemic” and has been associated with i ncr eas e dhealhserkicedforaduls e r i
provides an opportunity to prevent or control the progression of oral disease, and to reduce reliance on emergency depdanueat pain and
related conditionsWhile many initiatives have addressecttbral health needs ofildrenduring crucial preventive windows, less attention has be
paid to increasing access to oral health services for adults. This project focuses on providing oral health screeniegsardtagservention, and
referralin the primary care settingr through the deployment of mobile clinics and/or portable equipment. Primary care providers and their tee
have the skills, resources, tools, and scope of practice required to understand and intervene in the oral disease peopasgecibeeks telverage
the primary care workforce, and to strengthen relationships between primary care and dental providers, through strongairmefetorks,
improved communications, and shared incentives. The project builds on lessons learned from behavioralgeaitimary care integration, namely
that providers in historically siloeskttings, can improve outcomes by relying on a framework that is combined with validated tooldesighed
workflows, and a structured referral process.

Target Population: All Medicaidbeneficiaries especially adults.

Recommended Implementation Partners: Primary Care Providers, Dental Care ProviddospitalsTribal Governments, Indian Health Care Provid

and Communitsbased Service Organizations.

Evidence-based Approaches for Access to Oral Health Services: (Optional, may select one or both approaches)

1. Oral Health in Primary Carettp://www.safetynetmedicalhome.org/sites/default/files/Whité*aperOratHealth-PrimaryCare.pdf integrating
oral health screening, assessment, intervention, and referral, into the primary care setting

2. Mobile/Portable Dental Cardattp://www.mobile -portabledentalmanual.com#the national maternal and child health resource center provide
manual to guide planning and implementation of mobile dental units and portable dental care equipmechdoi-age children, which could be
adapted for adults

Additional Resources:
1 https://www.ncbi.nlm.nih.gov/pubmed/11760318
1 http://www.nationaloralhealthconference.com/docs/presentations/2005/0501/mobiledentalclinics.PDF

Project Implementation Stages

Stage 1 - Planning:
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Assess the current state of capacity to effectively impact access to oral health services in the following areas; iatdges stithin the system
wide plan completed within Domain 1 for:

Plan for implementation of the selected evideAgsased approach(es).

Population Health Management/HITurrent level of adoption of EHRs and other systems that support relevaditdstional data sharing,
clinicalcommunity linkages, timely communication among care team members, care coordination and management processes, and irtor
enable population hedit management and quality improvement processes; provideel ability to produce and share baseline information on
care processes and health outcomes for population(s) of focus.

Workforce Capacity and shortages; incorporate content and processes irdadhional workforce development and training plan that responc
project-specific workforce needs such as:

0 Shortage of dentisthygienistand other dental care providerand primarycareproviders

0 Access to periodontaervicesand

0 Training and technical assistance to enstuktural and linguistic competency, health literacy needs.

Financial SustainabilitAlignment between current payment structures and integration of oral health services; incorporate current state an.
anticipated future state of Value Based Payment arrangements to support access to oral health efforts into the regional VBP plamsition

Utilize the Regional Health Needs Inventory to idgntibmmunities or supegionswith demonstratal shortages of dental providers or otherwis

limited access to oral health services.

Identify, recruit, and secure formal commitments for participation from implementation partners, to include, at minimuraypiiare providers

and dentists, via a written agreement.

For each selected approach, develop a project implementation planrichtdes, at minimum:

0 The selected evidenegased approach and description of the target population, including justification for how the approach is respmnsi
the specific needs in the region as documented in the Regional Health Needs Inventory.tBgpaimbination of oral health services to
meet the needs of the target population and how the approach addresses barriers to accessing oral health €emsidsr a phased
approach, for example, by beginning to focus on adults with diabetes, or diinenic conditions, before expanding #wlditional populations.

o List of committed implementation partners and potential future partners that demonstrates sufficient initial engagemeni¢oniemt the
approach in a timely fashion; partner roles and responsibilities. Include dentists/dental practices and periodoatiatid serve as referrals
resources.

o Explanation of how the project aligns with or enhances related initiativesaaoidis duplication of efforts. Consideurrent efforts to
broaden oral health service delivery sites, and how they might be strengthenexpanded.

A
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0 Implementation timeline.
o Description of the mode of service delivery, which may include hbased and/or telehealth options
o ForOral Health in Primary Care, consider a phased approach to implementation, as follows:

A Begin with screening pnts for signs and symptoms of early disease and develop a structured referral process for dentistry;

A Offer fluoride varnish for pediatric patients per the USPSTF61 and AAP guidelines; consider indications for fluoridervaigrisisk
adults;

A Focts on patient/caregiver risk assessment and risk reduction through patient education, dietary counseling, and oral hygiege tra

A Identify a particular highisk patient population (e.g., adult patients with diabetes, pregnant women) and begin witbt dgibre
expanding population/practice wide; and

A Articulate the activities in each phase, and the associated timeline.

o For Mobile/Prtable Dental Care:

A Specify where the mobile units and/or portable equipment will be deployed. Corisictions where Medicaitieneficiariesaccess
housing, transportation, or other communityased supports, as well as rural communities, migrant worker locations, and Native
American reservations;

A Secure commitments from potential sites and develop a figtatential future sites;

A Specify the scope of services to be provided, hours of operation, and staffing plan;

A Include steps to show how ACH will research, and comply with, laws, regulations, and codes that may impact the design or
implementation of the mbile unit and/or portable equipment; and

9 Include the timeline for educating providetsgneficiaries and communities about the new service.

Stage 1 - Planning: Progress Measures
1 Select evidenckased approach(es), and for each:
0 Complete Project Implementation Plan
0 Listimplementation partners with formal written commitment to participate in the project
A Fa mobile/portable dental care, partndist must include locations/sites that commit to providing access to the mobile unit
1 CGomplete Financial Sustainability, Workforce, and Systems for Population Health Management strategies, as defined in Bxfi@etine pf
support for Project 3C efforts

Stage 2 — Implementation
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Oral Health in Primary Care
i Establish and implement clinical guideline or protocol that incorporates the following five elements of the Oral Heatity Bedimework:

i Establish and implement workflows to operationalize the protocol, specifying which member of the care performs each fuctigve of when
referral to dentist or periodontist is needed.

1 Ensure each member of the care team receives thaimgiand technical assistance resources necessary to follow the guidelines and to per
their role in the approach in a culturally competent manner.

1 Establish referral relationships with dentists and other specialists, such as ENTs and periodontists.

1 Enage with payers in discussion of payment approaches to support the model.

Mobile and/or Portable Dental Care

Implementation will include the following core components:

9 Establish guidelines, policies, protocols, and/or procedures as necessary to singpioit scope of services being provided;
9 Secure necessary permits and licenses required by the state or locality;

Ask about symptoms that suggest oral disease and factors that place patients at increased risk for oral diseasthr&g/simple questions
can be asked to elicit symptoms of oral dryness, pain or bleeding in the mouth, oral hygiene and dietary habits, anfltiemg#inze the
patient last saw a dentist. These questions can be asked verbally or included ften hgalth risk assessment.

Look for signs that indicate oral health risk or active oral disease. Assess the adequacy of salivary flow; look fposigosabhygiene,
white spots or cavities, gum recession or periodontal inflammation; and condantiaation for signs of diseasburing a wellisit or
complete physical exam, this activity could be included as a component of the standard Head, Ears, Eyes, Neck, andT fi&dE ka
exam) resulting in a comprehensive assessment that includes theariy—a “ HEENOT” e x am.

Decide on the most appropriate response. Review information gathered and share results with patients and families. Dateomnise of
action using standardized criteria based on the answers to the screening and risk assegsss#@ans; findings of the oral exam; and the
values, preferences, and goals of the patient and family.

Act by delivering preventive interventions and/or placing an order for a referral to a dentist or medical specialist.ifAsantarventions
deliveredin the primary care setting may include: 1) changes in the medication list to protect the saliva, teeth, and gums; 8)tHacajuy;
3) dietary counseling to protect the teeth and gums, and to promote glycemic control for patients with diabeted;M)gigae training; and,
5) therapy for tobacco, alcohol, substance use disorders

Document the findings as structured data to organize information for decision support, measure care processes, and imimaitor cl
outcomes so that quality afare can b managed.

A
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=
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For both approaches, implementation must include the following core components:

Establish referral relationships with primary care providers, dental providers, and other specialists, e.g. ENTs andigtstriadoreede;
Acquire mobile unit and/or portable equipment and other supplies;

Recruit, hire, and train staff; and

Implement the provider, client, and community education campaign to raise awareness of the new service.

Ensure each participating provider and/or organization is provided with, or has secured, the training and technical @sestantes necessary
to follow the guidelines antb perform their role in the approach in a culturally competent manner;

Implement robust bdirectional communication strategies, to support the care model;

Establish mechanisms for coordinating care with related commin@sed services and supports;

Egablish a rapiecycle quality improvement process that includes monitoring performance, providing performance feedback, implementing
changes and tracking outcomes; and

Establish a performandeased payment model to incentivize progress and improvement.

Stage 2 — Implementation: Progress Measures

= =4 =4 =4 =4

Adopt guidelines, policies, protocols, and/or procedures, specific to the selected approach

Identify number of partners and providers implementing teeidencebasedapproach(es)

Identify number of partners and providers trained on teeidencebasedapproach: projected vs. actual and cumulative
Identify number of Medicaideneficiarieserved, projected vs. actual and cumulative

Begin pay foreporting of outcome mérics

Stage 3 — Scale & Sustain

1

=A =4 =4 =4

Increase scope and scale, expand to serve additionalrisglpopulations, and add partners or service sites to spread approach to additional
communities

Employ continuous quality improvement methaods to refine the model

Provideongoingsupports (e.g., training, technical assistance, learning collaboratives) to support continuation and expansion

Develop payment models to support provision of oral services in primary care and/or via mobile clinics

Implement VBP strategies to support aceés oral health services

Stage 3 — Scale & Sustain: Progress Measures

)l
)l
il

Identify number of partners participating in the project
Identify number of partners trained on the approach: projected vs. actual and cumulative
Begin pay foperformanceof select outcome migics

A
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Project 3D: Chronic Disease Prevention and Control (Optional)

Rationale:Chr oni ¢ health conditi ons ar e bepdfi@avesdna thethnungdenof mdividwass svith iorratyiskdon ’
chronic disease isicreasing. Disease prevention and effective managet is critical taguality of life and longevity. Many individuals face cultural,
linguistic andstructuralbarriers to accessing quality care, navigating the health care system, and understandingthkevgteps to improve their
health. Improving health care services and health behaviors is only part of the solution. Washington State recognizestlteatractors outside
the health care system have on hiecailetsh® aanpdp riosa ccho mnoi tetfefde ctto vae “hh
of disease. The Chronic Disease Prevention and Control Project focuses on integrating health system and community a@ppnogr@veschronic
disease management and control. The Chr&@ace Modelwww.improvingchroniccare.olds the single evidenebased approach to be tailored by
the ACH to address specific populations and disease categbhissiodel is applicable to most prevemé and chronic care issues, and once appli
to i mplement system changes, *“ pav ensw.ilhgiogingeheyiccarecjgWitnie tve GipronicCaré Moded s
there isopportunity to includespecificchange strategiethat target theregionally defined health disease/conditiamd to address the identified
barriers to care for Medicaideneficiariesexperiencing the greatest burden of chronic disease.

Target Populations: Medicad beneficiarieqchildren and adults) with, or at risk for, asthma, diabetes, heart disease, and/or at risk for obesity, v
focus on those populations experiencing the greatest burden of chronic disease(s) in the region.

Recommended Implementation Partners: Behavioral Health Providers, Primary Care Providers, Managed Care Organizations, Department of
and Health Servicekpcal Public Health Agencidsibal Governments, Indian Health Care Providdospitals, Longerm Care, Community Based
Organizations, Home Health, School Health Services and Human Service Ageddi@rergency Medical Services.

Evidence-based Approach:
1. Chronic Care Modelfvw.improvingchroniccare.oig

Specific Strategies to Consider Including within Chronic Care Model Approach:
1 The Community Guidét{ps://www.thecommunityguide.orgdy
Million Hearts Campaigr{tp://mi llionhearts.hhs.gov
Stanford Chronic Disease SdHnagement Programh(tp://patienteducation.stanford.edu/programs/cdsmp.htjnl
CD@&@ecognized National Diabetes Prevention Progr@i3PP)Http://www.cdc.gov/diabetes/prevention/index.html
Community Paramedicine modg(isttp://www.emsa.ca.gov/Media/Default/PDF/CPReport.faifd
https://www.ruralhealthinfo.org/topics/communityparamedicing, locally designed, communiyased, collaborative model of care that

= =4 =8 A

A
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leverages the skills of paramedics and EMS systems to address care gaps identified through a community specific heeltls care n
assessment.
Additional Resources:
1 Guidelines for the Diagsis and Management of Asthma (EPRhttp://www.nhlbi.nih.gov/health-pro/quidelines/current/asthma
quideline3
1 JINC 8 Guidelines for the Management of Hypertensidwlults(http://www.aafp.org/afp/2014/1001/p503.htm)
1 American Diabetes Association Standards of Medical Care in Digl#Qé$6 (http://professional.diabetes.org/CONTENT/CLINIERACTICE
RECOMMENDATIONS%620
Project Implementation Stages

Stage 1 - Planning

ACH will guide and support implementation of evidehased guidelines and best practices for chronic disease care and management using th

Chronic Care Model approach to impraagthma, diabetes, and/or heart disease control and address obesity in dugdr.

Planning steps will include:

1 Select specific target population(s), guided by disease burden and overall Regional Health Needs Inventory findingsj&x@fy e
population demographic and disease area(s) of focus (for example: childrérlageith asthma, adults ages -B3 with or at risk for diabetes),
ensuring focus on population(s) experiencing the highest level of disease burden.

1 Identify, recruit, and secure formal commitments for participation from all implementation partners, inglhdalth careproviders (must include
primary care providers) and relevant commuriiised service organizatiorfsorm partnerships with community organizations to support and
develop interventions thatilf gaps in needed servicésww.improvingchroniccare.org).

1 Assess the current state of capacity to effectively impact chronic disease control in the following areas; include siviitégige system wide
plan completed within Domain 1 for:

o Population Health Management/HIQurrent level of adoption of EHRs and other systems that support relevatitdational data sharing,
clinicatlcommunity linkages, timely communication among care team members, care coordination and management processes, and
information to enable chronic disese population health management and quality improvement processes; preeiderability to produce
and share baseline information on care processes and health outcomes for population(s) of focus.

0 Workforce Capacity and shortages; incorporate contemtdaprocesses into the regional workforce development and training plan that
respond to projecispecific workforce needs such as:

A Shortage of Community Health Workers, Certified Asthma Educators, Certified Diabetes EducatoidebibmeareProviders;
A Acess to specialty care, opportunities for telehealth integration;

A
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A Workflow changes to support Registered Nurses and other clinical staff to be working to the top of professional liegaisure;
Training and technical assvestpmaet it ve emnsame and prepapaded
(www.improvingchroniccare.o)gand

A Cultural and linguistic competency, health literacy needs.

o Financial Sustainabilityignment between current payment structures and guidelo@cordant care, inclusive of communitased services
(such as homévased asthma visits, Diabetes Sdlinagement Education, and hortimsed blood pressure monitoring); incorporate current
state andanticipated future state o¥/BParrangements to support chronic disease control efforts into the regional VBP transition plan.
Consider inclusion of the following within reimbursement models: bundled services, group visitglalyamedication regimengsommunity
based seHmanagement support services.

1 Develop a disease/populatiespecific Chronic Care Implementation Plan that includes, at minimum:

Implementation timelines;

Description of the mode of service delivery, which may include hbased and/otelehealth options;

0 Roles and responsibilities of key organizational and provider participants, including corirasety organizations;
o Description of how project aligns with related initiatives and avoids duplication of efforts;
0 Specific change strate@do be implemented across elements of the Chronic Care Model:

A Self-ManagementSupportst r at egi es aempowesoandepPrepate patients to man
(www.improvingchroiiccare.org, such as: incorporate the 5As into regular care; complete and update Asthma Action Plans; provid
access to Asthma Sdéffanagement Education, Diabetes Sdlinagement Education, Stanford Chronic Disease Management Progra
support homebased bbod pressure monitoringgrovide motivational interviewinggnsure cultural and linguistic appropriateness.

A Delivery System Design strategies to support effective, efficient care, such as: implementing and supportingtiased care strategies,
increasinghe presence and clinical role of nghmysician members of the care team; increasing frequency and improving processes
planned care visits and follewp; referral processes to care management and specialty care.

A Decision Support strategies to supportlinical care that is consistent with scientific evidennd patient preferencesuch as:
development and/or provision of decision support tools (guideline summaries, flow sle¢e)sembed evidencdased guidelines and
prompts into EHRs; provide eduiman as needed on evidendeased guidelines vieasebased learning, academic detailing or modeling
expert providers; establish collaborative management practices and communication with specialty providers; incorporate patien
education and engagementrategies.
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A Cclinical Information Systems strategies to organize patient and population data to facilitate efficient and effective care, such as: utili
of patient registries; automated appointment reminder systemsgibéctional data sharing and engoter alert systems; provider
performance reporting.

A Community-based Resources and Policy strategies to activate the communitincrease communitypased supports for disease
management and preventiomnd development of local collaborations to addressistral barriers to carsuch asCommunity
Paramedicingetobacco free polig expansion, tobacco cessation assistamcgritional food access policieBlational Diabetes Prevention
Program, homebased and schoddased asthma services, worksite nutritioaald physical activity prograntehavioral screen time
interventions

A Health Care Organization strategies that ensure high quality care, such as: engagement of executive and clinical leadership; suppo
quality improvement processes; shared learning structures; intersection with Care Coordination efforts; financial stiatdagjas
payment wth performance.

o Justification demonstrating that the selected strategies and the committed partner/providers are culturally relevant amsieso the
specific population health needs in the region; and
o Strategiedo identify and focus effortén highrisk neighborhoods or geographic locations within the region, with attention to addressinc
health care disparities related to selected diseases.
Stage 1 - Planning: Progress Measures
1 List implementation partners, inclusive of primary care providers and commbaggd service providers, with formal written commitment to
participate
1 Complete Financial Sustainability, Workforce, and Systems for Population Health Management stratefgfined in Domain 1, refttive of
support for Project 3@fforts
1 Complete Chronic Care Implementation Plan, to include identification of specific change strategies
Stage 2 — Implementation

ImplementWorkforceand Financial Sustainability strategiesupport of this project according to Domain 1 implementation plan.

Convene partnetevel, sitespecific implementation teams, inclusive of: health care service providers, comnhasgd service providers, executive
and clinical leadership, consumepresentatives; identify team leads and clinical champions. Continue to convene teams on a regular basis
throughout implementation phase to review and share across teams: change strategy implementation progress, progressramahgerttata,
challenges, ath successes.
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Collect baseline progress and performance data for target population from participating health care providers. Prioflitizenfé@aation
Technology and Clinical Information System strategies to address gaps in available informatige.adgsupport project teams to collect and
review practice/teardevel progress and performance data at regular, frequent intervals with their team to assess progress and inform contint
implementation and scaling of change strategies.

Implement diseasopulation-specific Chronic Care Implementation Plan for identified populations within identified geographic areas, inclusiv
identified change strategies to develop and/or improve:

SelfManagement Support;

Delivery System Design;

Decision Support;

Clinical Information Systems;

Communitybased Resources and Policy; and

Health Carérganization.

Implementation should ensure integration of clinical and commubéged strategies through communication, referral, and data sharing strategi
Employ rpid cycle improvement processes to refine changes strategies.

=A =4 =4 =4 -4 =4

Develop a Scale and Spread Plan to disseminate and increase adoption of change strategies that result in imprreedsseand health
outcomes:

1 Identify additional partner organizatiorand implementation sites.

1 Define communication and learning processes; identify ACH and implementation team roles in these efforts.

Stage 2 — Implementation: Progress Measures

Number and list engaged Implementation Team sites, members, and roles

Identify number of new or expanded nationally recognized-sgdinaged support programs, such as CDSMP and NDPP
Identify number of home visits for asthma services, hypertension

Identify percent of documented, up to date Asthma Action Plans

Identify number d health care providers trained in appropriate blood pressure assessment practices

Identify percent of patients provided with automated blood pressure monitoring equipment

Begin pay foreporting of outcome metrics

=A =4 =4 =4 =4 4 =4

Stage 3 — Scale & Sustain
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ImplementScale and Spread Plan to increase scale, expand to serve additioraskigbpulations, include additional providers and/or cover
additional high needs geographic areas.
o Provide or supporbngoingtraining, technical assistance, learning collaborative platforms, to support shared learning, spread and
continuation, and expansion of successful change strategies.
Continue to employ continuous rapid cycle improvement processes/continuous qualityvimpemt methods to refine change strategies and
scale up implementation.
Engageand encouragéd/lanaged Care Plans to develop/refine model benefits aligned with evideased clinical guidelineoncordant care and
best practice recommendations;
0 Support ancencourage dvelopgment payment models to support Chronic Care Model approach to addressing disease and transitio
value-basedpayment for services.

Stage 3 — Scale & Sustain: Progress Measures

= =4 =4 =4 4 -4 =9

Identify number of partner organizations and implementation teams implementing the project

Identify rumber of new or expanded nationally recognized-se#inaged support programs, such as CDSMP and NDPP
Identify rumber of home visits for asthma servicegphrtension

Identify percent of documented, up to date Asthma Action Plans

Identify rumber of health care providers trained in appropriate blood pressure assessment practices

Identify percent of patients provided with automated blood pressure monitoring equipment

Begin pay foperformanceof select outcome metrics
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APPENDIX I: Performance Measures

The following is #st of potential measures that have been identified based on the evidérased angromisingpractice models outlined in the toolkit.

WA State HB1519/ Level of X
Measure Common SB 5732 monitorin Associated
Measure Name NQF# Measure Description & Project
Steward Measure Measure | (dependent on Areas
Set (Y/N) (Y/N) project design)
Percentage of respondents who reported
Adult Mental Health Status havmg poor mental health fo.r &y DOH Y Y Systemwide 2.a
days in the past 30 days during the
measurement period.
Percentage of potentially avoidable
emergency room (ER) visits using the MediCal/ 2.a,2.b,
Potentially Avoidable ED Visits definition of potentially avoidable ER visits| Group Y N Systemwide 2.c, 2.d,
originally developed by the Medicaid Health 3.a,3.c
program for the state of California.
Ambulatory Care-Emergency Department 2.a,2.b,
Ambulatory C"_’“.e Emergency Visits/1000 population (member months fa NCQA Y Y Systemwide 2.c, 2.d,
Department Visits per 1000 MM . 1
Medicaid, member years for commercial) 3.a,3d
Inpatient utilizatior—general hospital/acute
care: summary of utilization of acute 24 2b
Inpatient utilization per 1000 MM inpatient care and services in the following NCQA N N Systemwide 2' c, 3' a’
categories: Total Inpatient, Maternity, o
Surgery, and Medicine.
Percentage of Medicaid enrollees, ages 1
Psvchiatric Hospital Readmissior to 64, who had an acute readmission for a
Ra)t/e P psychiatric diagnosis within 30 days of initf RDA Y Y Systemwide 2.a,2.cC
psychiatric acute admission during the
measurementyear.
A

Last Updated 2/30/2016 Page66



.’ Healthier

Medicaid Transformatioemonstration

WA State

HB1519/

Level of

. Associated
Measure Name NQF# Measure Description Measure Common S8 5732 monitoring Project
Steward Measure Measure | (dependent on Areas
Set (Y/N) (Y/N) project design)
The proportion of acute inpatient stays
Plan AHCause Readmission Rate 1768 during the measurement year that were NCOA v v Systemwide 2.8 2.c
(30 Days) followed by an unplanned acute
readmission within 30 days
Percent of Medicaid enrollees with any
- earnings reported in the Employment .
PercentEmployed (Medicaid) Security Department (ESD) employment RDA N Y Systemwide 2.b
data in the measurement year.
Proportion of months receiving lofAgrm
Home and Community Based services and supports (LTSS) associated
Long Term Services and Suppor receipt of services in home and community RDA N Y Systemwide 2.b
Use based settings during the measurement
year.
Opioid Related Deaths (Medicaic Rate of opioid related deaths per 100,000
Enrollees and Statewide) per population (calculated separately for DSHS N N Systemwide 3.a
100,000 Medicaid Enrollees and Statewide)
Opioid Related Overdoses for Rate of opioid related overdoses for .
Medicaid Enrollees per 100,000 Medicaid enrollees per 100,000 populatior DSHS N N Systemwide 3.a
Standardized survey instrument that asks
- patients to report on their experiences with
CAHPS Clinical & Group Survey 5 primary or specialty care received from AHRQ Y N Systemwide 3d
(C&G CAHPS) ) . .
providers and theistaff in ambulatory care
settings over the preceding 12 months.
Percent of Medicaid enrollees who were
homeless in at least one month in the .
E‘Z;ﬁﬁg;gomeless (Broad measurementyeal. nc |l udes “ h RDA N Y Sr}ffchl\g\I/deell 2.b,2.c,2d
wi t h h AGES livinggatfrangement Prol
code
A
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Measure Name

NQF#

Measure Description

Measure
Steward

WA State
Common
Measure
Set (Y/N)

HB1519/
SB 5732
Measure

(Y/N)

Level of
monitoring
(dependent on
project design)

Associated
Project
Areas

Percent Homeless (Narrow
Definition)

Percent of Medicaid enrollees who were
homeless in at least one month in the
measurementyeale x c | udes “ K
wi t h h o u dving aggrangenént S
code

RDA

Systemwide
projectlevel

2.b,2.c, 2d

Unintended Pregnancies

Estimated proportion of pregnancies that
are unintended (derived from Pregnancy
Risk Assessment Monitoring Survey, birth
data, and abortion data)

DOH

Systemwide
projectlevel

2.b,3b

Rate of Teen Pregnancy (£39)

Teenagers 15 through 19 years of age wh
were pregnant, regardless of marital statu

DOH

Systemwide
projectlevel

2.b,3.b

Antidepressant Medication
Management

105

Thepercentage of patients 18 years of age
and older with a diagnosis of major
depression and were newly treated with
antidepressant medication, and who
remained on an antidepressant medicatior
treatment.

NCQA

Projectlevel

2.a,2b

Followup AfterDischarge from
ED for Mental Health, Alcohol or
Other Drug Dependence

2605

The percentage of discharges for patients
18 years of age and older who had a visit
the emergency department with a primary
diagnosis of mental health or alcohol or
other drug dgendence during the
measurement year AND who had a follow
up visit with any provider with a
corresponding primary diagnosis of menta
health or alcohol or other drug dependenc
within 7- and 3@days of discharge.

NCQA

Projectlevel

2.a,2.b,2.c
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Measure Name

NQF#

Measure Description

Measure
Steward

WA State
Common
Measure
Set (Y/N)

HB1519/
SB 5732
Measure

(Y/N)

Level of
monitoring

(dependent on
project design)

Associated
Project
Areas

Followup After Hospitalization
for Mental lliness

576

The percentage of discharges for patients
years of age and older who were
hospitalized for treatment of selected
mental illness diagnoses and who had an
outpatient visit, an intensive outpatient
encaunter or partial hospitalization with a
mental health practitioner. Two rates are
reported: The percentage of discharges fo
which the patient received followp within
30 days of discharg@he percentage of
discharges for which the patient received
follow-up within 7 days of discharge.

NCQA

Projectlevel

2.a,2.b,2.c

Adult Access to
Preventive/Ambulatory Care

Percent of adults who had a visit with a P(
(3 age ranges)

NCQA

Projectlevel

2.a, 2.b,
2.d, 3.d

Mental Health Treatment
Penetration(Broad Version)

Percent of individuals (separate measures
for adults and for children) with a mental
health service need who received at least
one qualifying service during the
measurement year.

RDA

Projectlevel

2.a,2.b,3b

Substance Use Disorder
Treatment Penetration

Percent of individuals (separate measures
for adults and for children) with a substang
use service need who received at least on
qualifying service during the measuremen
year.

RDA

Projectlevel

2.a,2.b,3b

Influenzalmmunizations 6
months of age and older

41

Percentage of patients aged 6 months anc
older seen for a visit between October 1
and March 31 who received an influenza
immunization OR who reported previous
receipt of an influenza immunization.

AMA-PCPI

Project-level

2.a,2.b,3d

Child and Adol e
Primary Care Practitioners

Percent of children who had a visit with a
PCP (4 age ranges)

NCQA

Projectlevel

2.a,2.b,3.d
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WA State HB1519/ Level of

Associated
M B 5732 itori
Measure Name NQF# Measure Description easure Common 58573 monitoring Project
Steward Measure Measure | (dependent on Areas
Set (Y/N) (Y/N) project design)

The percentage of enrolled membetg-21
years of age who had at least one
Adolescent WelCare Visits comprehensive weltare visit with a PCP ol NCQA N N Projectlevel 2.b
an OB/GYN practitioner during the
measurement year

Percentage of children 2 years of age whag
had fourdiphtheria, tetanus and acellular
pertussis (DtaP); three polio (IPV); one
measles, mumps and rubella (MMR); threg
H influenza type B (HiB); three hepatitis B
(HepB); one chicken pox (VZV); four
pneumococcal conjugate (PCV); one
hepatitis A (HepA); two dhree rotavirus
(RV); and two influenza (flu) vaccines by
their second birthday. The measure
calculates a rate for each vaccine and ning
separate combination rates.

Childhood Immunization Status | 38 NCQA Y N Projectlevel 2.b

The percentage addolescents 13 years of
age who had the recommended
immunizations (meningococcal vaccine an
1407 | one tetanus, diphtheria toxoids and NCQA Y N Projectlevel 2.b
acellular pertussis vaccine (Tdap) or one
tetanus, diphtheria toxoids vaccine (Td)) b
their 13th birthday.

Immunization Status for
Adolescents

Percent of patients with mportion of days

Medication Safety: Proportion of covered >=80%Dnerate for each
Days CoveredAdherence to medication: A.Cholesterblowering PQA Y N Projectlevel 2b
Prescribed Medications (3 types) medicationsB.)Diabetesnedications; C.)

Hypertension medications
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WA State HB1519/ Level of X
Measure Common SB 5732 monitorin Associated
Measure Name NQF# Measure Description & Project
Steward Measure Measure | (dependent on Areas
Set (Y/N) (Y/N) project design)
Percent of patients 18 years and older wh
received at least 180 treatment days of AC
Annual Monitoring for Patients inhibitors orARBs (drugs to help lower
Persistent Medications 2371 | blood pressure) during the measurement | NCQA Y N Projectlevel 2b
(Hypertension Medications) year and who had at least one monitoring
event (serum potassium and serum
creatinine) in the measurement year.
. S Percentage of patients 65 years of age an
Pneumonia Vaccination Status fg 43 older who ever received a pneumococcal | NCQA Y N Projectlevel 2.b
Older Adults L
vaccination.
Percent of adults ages 18 and older who
answer “every day”’
Adult Tobacco Use response to Qi SOV DOH Y N Projectlevel 2.b
smoke cigarettes every day, some days of
not at all ?” on the
Behavioral Risk Factor Surveillance Syste
Adolescents 13 years of age as of Decem
. 31 of themeasurement year who had threg
HPV VaccinesAdolescents (male doses of the HPV vaccine that was reporte HEDIS Y N Projectlevel 2.b
and female) : .
to the Washington State Immunization
Information System (IIS).
Percentage of women aged 43 years at
Contracentive Care Access to risk ofunintended pregnancy that is US Office of
LARC P 2904 | provided a loneacting reversible method of Population N N Projectlevel 2.b,3b
contraception (i.e., implants, intrauterine | Affairs
devices or systems (IUD/IUS).
N The percentage of children@years of age
WelkChild Visits in the.3rd, ath, 1516 | who had one or more welthild visits with a| NCQA Y Y Projectlevel | 2.b, 3.b, 3.d
5th, and 6thYears of Life .
PCP during the measurement year.
A
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measurement year.

WA State HB1519/ Level of X
Measure Common SB 5732 monitorin Associated
Measure Name NQF# Measure Description & Project
Steward Measure Measure | (dependent on Areas
Set (Y/N) (Y/N) project design)
The percentage ofhildren 15 months old
Well-Child Visits in the First 15 who had the recommended number of we .
Months of Life 1392 child visits with a PCP during their first 15 NCQA Y Y Projectlevel | 2.b, 3.b, 3.
months of life.
The percentage of patients® years of
People with Asthma (564 Years)| 1799 . g per NCQA Y N Projectlevel 2.b,3d
and were dispensed appropriate
—75% of Treatment Days Covere S . .
medications that they remained on during
the treatment period.
Comprehensive Diabetes The percentage of patients 85 years of
screening-All Three Tests (a age with diabetes (type 1 and type 2) who| NCQA (for
composite of 3 measures on the had each of the followingdemoglobin Alc | the .
Common Measure Set: HbAlc, (HbAlc) testing (NQF#0057Eye exam individual Y Y Projectlevel 2.b, 3d
dilated eye exam, and medical (retinal) performed (NQF#0055)Medical | measures)
attention for nephropathy) attention for nephropathy (NQF#0062)
Percentage of males 21 to 75 years of age
Statin Therapy for Patients with ElhfcmaleSQuNeps YeRig) age durl_n_g
. . the measurement year who were identifieg .
Cardiovascular Disease : - NCQA Y N Projectlevel 2.b, 3.d
(Prescribed) as having clinical ASCVD who were
dispensed at least one highr moderate
intensity statin melication.
Percent of Medicaid enrollees who were
Percent Arrested arrested at least once during the RDA N Y Projectlevel 2d
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WA State HB1519/ Level of X
Measure Common SB 5732 monitorin Associated
Measure Name NQF# Measure Description & Project
Steward Measure Measure | (dependent on Areas
Set (Y/N) (Y/N) project design)
The proportion of individuals without
cancer receiving prescriptions for opioids
Use of Opioids at High Dosage greater than 120mg morphm-e equivalent Pharmacy
. . . dose (MED) for 90 consecutive days or Quality :
and from Multiple Providers in : . . N N Projectlevel 3.a
Persons Withoutancer longer, AND who received opioid Alliance
prescriptions from four (4) or more (PQA)
prescribers AND fou#) or more
pharmacies.
The proportion of individuals without
I . . cancer receiving a daily dosage of opioids Pharmacy
Use of Op".)'ds at High Dosage it greater than 120mg morphinequivalent Qqallty N N Projectlevel 3.a
Persons Without Cancer . Alliance
dose (MED) for 90 consecutive days or
lon (PQA)
ger.
use of Opios romvutpe | T1e OROion at e ko ey
Providers in Persons Without 9p prior P Quality N N Projectlevel 3.a
from four (4) or more prescribers AND fou .
Cancer : Alliance
(4) or more pharmacies.
The percentage of women 184 years of
Chlamydia Screening in Women age who were identified as sexually active .
Ages 16 to 24 < andwho had at least one test for chlamydi NCQA Y N Projectlevel 3.b
during the measurement year.
A
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WA State HB1519/ Level of

Associated
M B 5732 itori
Measure Name NQF# Measure Description easure Common 58573 monitoring Project
Steward Measure Measure | (dependent on Areas
Set (Y/N) (Y/N) project design)

The measure will a) track the extent to
which the PCMP or clinic (determined by
the provider number used for billing)
applies FV as part of the EPSDT examina
and b) track the degree to which each
1419 [bi Il l'ing entity’s usH DQA Y N Projectlevel 3.c
codes increases from year to year (more
children varished and more children
receiving FV four times a year according t
ADA recommendations for higiisk
children).

Percentage of enrolled adults age 35 year| Dental
Ongoing Care in Adults with and older withchronic periodontitis who Quality
Chronic Periodontitis received ongoing periodontal care at least| Alliance
times within the reporting year. (DQA)

Primary Caries Prevention
Intervention as Part of Well/lll
Child Care as Offered by Primary
Care Medical Providers

N N Projectlevel 3.c

Percentage of enrolled adults age ¥&ars
and older with chronic periodontitis who
received a comprehensive or periodic oral
evaluation or a comprehensive periodonta
evaluation within the reporting year.

Dental
Quality
Alliance N N

(DQA)

Periodontal Evaluation in Adults

with Chronic Periodontitis Projectlevel 3.c

Percentage of enrolled adults over age 18

. . — years who are at e :
Topical Fluoride Application for “moderate” or “high Quality N N Projectlevel 3c

Adults at Elevated Caries Risk Alliance

(DQA)

Dental

two topical fluoride applications within the
reporting year.
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APPENDIX II: Regional Health Needs Inventory

The RHNI wil/l include a description of the regi on’eandpompunitysdrvico n heal
system capacities (Section II).

The minimum essential components of the RHNI include:

Description of the Community

Describe the region’s geography and infrastructure, demographics,

A. Geography and Infrastructure: Describe the geographic region as it imgamEss to services and the health of population, include relevant
infrastructure, such as the availability (or lack of) of affordable housing, public transportation, education, proximidtystrial zones, and
mor e. l denti fy t heaeforémplenmentdtien suhsas: engjar entployers, emp@yment opportunities and rates, institutions of
higher learning, trade schools, and more. Do not include health care and comrbasitg service capacity (covered in Section II).

B. Demographics: Describe the demographics of the population, including data on gender, age, race, ethnicity, housing ptajusertstatus,
insurance status, income, educational attainment, language and health literacy, immigration status, and ratascefation and 1and 3year
re-incarceration rates in the region.

C. Health Status and Health Disparities: Describe the health of the population. Provide data segmented by demographicefaatarsn(Gection
B above) and identify existing health disiias. Include a similar description of the population in prison or under community supervision
returning to, or living in, the region. At minimum, include the following with a focus on identifying key target popufatiadsressing health
disparities:

1 Leading causes of death and premature death

1 Leading causes of hospitalization and preventable hospitalization (including psychiatric inpatient admissieacimisssn)

1 Leading causes of ED visits

1 Rates of chronic disease, including ambulatory careittemgonditions: hypertension, diabetes, obesity, asthma, cardiovascular disease,
depression and substance use disorders, as well as a detailed description of prescription and illegal opioid use, méusse and

1 Rates of risk factors such as tobacco aisé dependence, alcohol use and abuse, drug use and abuse, healthy eating habits, physical
activity, oral health, etc.

1 Maternal and child health indicators, including utilization of-@ed postnatal care, infant mortality and low birth weight, birthtes by age

1 Child, adolescent, adult, and elderly immunization rates

1 Sexually transmitted infections
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1 Consider other kepopulation health and clinicalutcome metrics (bottsystemwideand projectlevel) from projects under Domain 2 and 3
as seen in the Ammdix (see Measures Appendix document)
D. Tribal Statement(s): Include the opportunity for tribal government(s) within the region to describe their community, ig¢h&limgeography,
infrastructure, demographics, and health status. Tribal government(s tievright to decline to provide such a statement or such information.

Description of the Health Care and CommuiBgsed Service Systems

Describe the current capacity of the health care system and related comraasid supportive services. Include aain the availability and
accessibility of services, as well as utilization of services, and key partner organizations. For each type of seddaatamcivhere available, on
overall capacity, service area, Medicaid status, andspétialties or areaof expertise that could be leveraged for implementation support. Ensure
the assessment includes all types of services necessary for successful project implementation and overall health syfstenatiamsdentify
capacity and provider shortages; idiéwm disparities in access to services. In all areas, include both public and private providers such as:

f Hospitals, including general medi cal / surgical, and specialty f
1 Longterm Services and Supports, includiBiglled Nursing Facilities and Home and Comm+Butyed Services
1 Rehabilitative Services
1 Specialty Medical Providers
1 Urgent Care Centers
1 Indian Health Care Providers
9 Dental Providers
1 CommunityBased Care Coordination and Management, including Health Homes
1 Home Health Care, including visiting nurses and other skilled supports
91 Primary Care Providers, including Federally Qualified Health Centers, private practices, family planning clinics, argblsedpitaaffiliated
clinics or centers
1 Behavioral Healthmdviders, including mental health and substance use disorder service providers, in both public and private settings
1 Other communitybased services that support the social determinants of health, including, but not limited to social and human services, food

security, housing, transportation, faibased organizations and employment

1 Tribal government services that support the social determinants of health, including, but not limited to, social and hwicas,deod security,
housing, transportation, and eptoyment

1 Local health departments and governmental units, correctional health, school nurses,-bekedlhealth centers

A
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1 Managed Care Organizations
1 Behavioral Health Organizations

1 Other workers (medical or otherwise) needed to address health needs atesbuiaih systemwideand projectlevel outcome metrics for
projects under Domain 2 and 3 (See Appendix)
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