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BHT Medicaid Transformation Project (MTP) Capacity Assessment  
Rural Collaborative Highlights  

 
Background 

In March-April 2018, BHT asked Partnering Providers offering primary care (PC) or behavioral health (BH) services 
to complete a clinic-level survey about their current capacity and needs for: integrated care; care coordination & 
chronic disease management; opioid-related services; value-based payment; and health information technology 
(HIT) & health information exchange (HIE). This document highlights the combined responses from Adams, Ferry, 
Lincoln, Pend Oreille, and Stevens counties – BHT’s rural Collaboratives.  
 
Respondents  

BHT received sixty-four responses total, 19 from rural counties.  Rural county clinics provide a range of services, 
as shown in the chart below. 

 
Compared to Spokane County, responding clinics from the 5 rural counties were more likely to offer primary care 
services only, and less likely to be either behavioral health-only or mixed service clinics – see the table below. Any 
rural vs. urban comparisons of the assessment results should be made cautiously, with this difference in mind.  
 

 Clinic Type – n (%) 
PC only BH Only Both Total 

Spokane Co. 6 (13%) 26 (58%) 13 (29%) 45 
Rural counties combined 8 (42%) 8 (42%) 3 (16%) 19 
Total  14 (22%) 34 (53%) 16 (25%) 64 

 
The average proportion of clinic patients with Medicaid coverage in rural counties was about 54%; the regional 
average was 64%. About two thirds of responding rural clinics expect to increase their Medicaid caseload in the 
coming year, which is slightly higher than the regional figure; most others did not anticipate a change.  
 
Transformation Capacity 

Integrated care practices. Clinics were asked about their use of best practices for integrated care from either the 
Bree Collaborative recommendations or the Collaborative Care Model. For each item, respondents indicated 
whether they employed the element with: none of their patients (1 point); some of their patients (2 points); or 
most/all of their patients (3 points).  The table below shows the mean score for each item. 
 

County Responses 

Adams 3 
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Pend Oreille 4 

Spokane 45 

Stevens 4 

4

6

10

11

0 5 10 15

Other

Substance Use Disorder

Mental Health

Primary Care

No. of Rural Clinics Providing Each Service Type 



Five-county summary (Adams, Ferry, Lincoln, Pend Oreille, Stevens) - June 2018 Page 2 

 

 

Among respondents from rural counties, inclusion of behavioral health professionals either as direct service 
providers or as practice consultants was less common than for the region as a whole.  
 
Barriers to delivering integrated care noted by rural county clinics included: workforce availability, payment or 
financing mechanisms, HIT-HIE capacity, and partnerships.    
 
Collaboration across sectors. When asked about collaboration across settings or sectors, rural Collaborative 
respondents reported mostly occasional collaboration, except with hospitals and EDs.   
 
 

 

 

 

 

 

 

 

 

 
 

Chronic disease management  

• 74% of responding rural clinics use care coordination personnel (either within the practice or as an 
adjunct) to monitor and manage care for patients who need that support. A similar proportion prioritizes 
specific patient groups for care coordination. 

• 47% reported that they maintain registries for chronic disease patients; this is higher than the region-
wide average of 35%.   

 

• When asked about their clinics’ adoption of different elements from the Chronic Care Model, 

Bree or Collaborative Care Model element Rural Counties Avg. BHT Region Avg. 

Evidence-based treatment 2.5 2.8 

Criteria to ID patients for care management 2.4 2.5 

PC and BH providers use shared care plans 1.4 1.6 

Care teams serve & track defined groups of patients 1.6 1.7 

Patient care plans; treatment to target 2.2 2.4 

BH providers care for individual patients 1.7 2.2 

BH providers provide practice consultation 1.4 1.8 

Providers are accountable for quality & outcomes 1.7 1.6 

(Among rural county respondents) 
Do you collaborate directly with ... 

Extensively Occasionally No collaboration 

Hospital and/or ED 42% 53% 5% 

EMS 5% 47% 47% 

Oral health  16% 42% 42% 

Tribes 5% 84% 11% 

Corrections 11% 68% 21% 

Housing providers (social services) 11% 68% 21% 

Transportation (social services) 37% 58% 5% 

Food security (social services) 16% 74% 11% 
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o More than half reported that they offered team-based care, included non-physicians on the care 
team, and offered targeted programs for particular groups of patients (e.g. high utilizers, or 
patients with diabetes).  

o About 40% had enhanced roles for non-physician members of the care team. 

o Only 11% reported offering culturally-specific programs for patients. 
 
Rural county respondents were interested in support to for offering care management or coordination to a 
variety of different groups, particularly those with serious/persistent mental illness or co-occurring disorders, 
veterans, individuals with disabilities, and some cultural groups like the Mixteco population in Adams County.  
 
Opioid prescribing & Opioid Use Disorder. Providers at 11 of the 19 responding rural clinics prescribe opioids for 
pain management.  

• Nine of the 11 clinics report that most/all providers have been trained on opioid prescribing guidelines. 
CDC prescribing guidelines are most commonly used.  

• All prescribing clinics report screening clients for opioid use disorder (OUD) before prescribing opioids. 
Three of the 11 prescribe take-home naloxone for patients with opioid prescriptions.  

• Four clinics currently offer medication-assisted treatment (MAT; mostly buprenorphine/suboxone) but 
this capacity is new in at least one instance. Six clinics report that they provide acute care and recovery 
services for individuals with OUD.   

 
HIT-HIE. 15 of the 19 rural clinics reported that they currently use an electronic health record (EHR). Respondents 
were asked whether their clinic performed a variety of functions electronically, whether via EHR or other 
computerized means. Averages shown in the table below are those who answered ‘yes’ for each set of functions. 
 

HIT Functionality 
Total 

functions 

Average # of Functions Elec.  
EXCLUDING BH-Only Clinics* 

Rural Counties BHT Region 
Basics - Record patient history, demographics, 
problem lists, etc. 4 3.9 3.9 

Send & Receive - Order & view labs, imaging, 
prescriptions 6 5.9 5.7 

Quality - Warnings of drug interactions, prompts for 
guideline-based interventions / screenings, etc. 3 2.5 2.7 

Patient engagement - Exchange secure messages, 
provide visit summaries 2 1.4 1.6 

Population management - ID patients for preventive 
care or with certain conditions, produce quality 
measures 

3 2.8 2.7 

* BH-Only respondents excluded because many of those clinics reported that most functions beyond the ‘basic’ 
set were not relevant to their practice.  

 
In the table above, differences between rural counties and the BHT region as a whole are likely related to the 
different mix of clinic types in the two groups. See page 1 for more on this topic. 
  
Rural county respondents reported little electronic information exchange with other providers beyond primary 
care and acute (hospital or ED) care. Only one of the 19 agencies (approx. 5%) reported any electronic 
information exchange with mental health, SUD, or other provider types, as shown in the table below.   
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 % Clinics exchanging information 

with this provider type 
% for which at least some of the 

information exchange is electronic 
Primary care 100% (19) 32% (6) 
Acute care (hospital, ED) 100% (19) 37% (7) 
Mental health 100% (19) 5% (1) 
Substance abuse 95% (18) 5% (1) 
Oral health 63% (12) 5% (1) 
Long-term care 90% (17) 5% (1) 
Community-based organizations 95% (18) 5% (1) 

 
Value-based payment. Slightly less than half of the rural clinics reported that they currently receive any value-
based payment (VBP); this is a little higher than the BHT region as a whole. Six clinics (32%) reported participating 
in VBP arrangements with Medicaid payers; those clinics estimated that VBP payments accounted for 25%-100% 
of their Medicaid revenue.   
 
Rural county respondents were more likely than others to note lack of timely patient/population cost data as a 
barrier to increased adoption of value-based payments, and less likely to mention misaligned quality measures.  
Respondents noted a number of other barriers, as shown in the table below. 
 

 
 
For More Information 

Region-wide results from BHT’s MTP Capacity Assessment will be available on BHT’s website at: 
http://www.betterhealthtogether.org/collaboratives and each of BHT’s Collaboratives will also receive a summary 
document specific to their county.  
 
If you have questions about the assessment or results, please contact BHT staff at: 
hadley@betterhealthtogether.org  
 

VBP Barrier 
% Noting this as a barrier 

Rural Counties Avg. BHT Region Avg. 

Lack of timely patient/population cost data 68% 50% 

Misaligned quality measures 32% 47% 

Lack of interoperable data systems 42% 47% 

Lack of data on patient populations 47% 42% 

Inability to analyze payment models 42% 33% 

Regulations & policies 42% 31% 

Misaligned incentives & contracts 26% 30% 

http://www.betterhealthtogether.org/collaboratives
mailto:hadley@betterhealthtogether.org

