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Background: Better Health Together (BHT) is an Accountable Community of Health (ACH) representing a six-county region in Eastern Washington, including Spokane, Lincoln, Adams, Ferry, Pend Oreille, and Stevens counties. As the backbone organization of our ACH, BHT is convening and coordinating organizations who impact health to participate in Medicaid Transformation; a five-year opportunity to radically improve health through innovative and cooperative redesign of the Medicaid delivery system. These efforts are tied to the state’s Healthier Washington Initiative, and made possible by the state’s successful acquisition of an 1115 Medicaid Waiver.

Throughout the next five years, primary care and behavioral health settings will work in partnership with social determinants organizations, public health, EMS, and county agencies to develop and implement practice-level Transformation Plans to meet regional improvement goals.

The contents of this packet (and budget) are due to BHT by August 1st 
 $$ PAYMENTS: Primary Care=$35,000 • Behavioral Health=$30,000 
Submission instructions:

Collaborative Management Lead documents should be electronically submitted to BHT. To submit your completed documents, first visit www.betterhealthtogether.org/collaboratives. Then, fill out the webform to access a link, where you can then upload them to our secure server. Any questions or problems uploading can be directed to Hadley Morrow by phone at 509.381.5567 or by email at hadley@betterhealthtogether.org. 
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Organizational Overview Form
Each Partnering Provider submitting a transformation plan must submit a completed Organizational Overview Form.
Partnering Provider Name:      
Street Address:      
City:         Zip code:      
Transformation Plan Contact Name:      
Phone:      
Email:      
Collaborative: Which Collaborative does this Plan apply to? 
Note: check only one box. If you participate in multiple Collaboratives, you must submit separate plans for each Collaborative. See information sheet for further details.
 Adams
 Ferry
 Lincoln
 Pend Oreille
 Spokane
 Stevens

Setting Description: The only settings completing Transformation Plans in this phase of planning are primary care and behavioral health (mental health and substance use disorder treatment settings). Other settings, such as pharmacy and social service or community-based organizations, are expected to be included as partners in Transformation Plans but will not serve as lead applicants. 
Indicate which setting describes your organization. Check all that apply:
 Primary Care

 Behavioral Health Care

Brief Organizational Description: Please provide a brief description (no more than 2-3 paragraphs) of your organization.      
Mission Statement: What is your organization’s mission or vision statement?      
Region served: Describe the geographic region your organization serves.      
Areas of Transformation: Partnering Providers are asked to submit their plans in all three areas of transformation. Please indicate in which areas of transformation you are submitting a plan. If you are not submitting a transformation plan for one of these three areas, provide an explanation.  Note that the number of transformation areas a Partnering Provider addresses will be a consideration in the amount of funding provided for implementation, along with the overall strength of the Transformation Plan.

 Bi-directional Integration of Care

 Chronic Disease Management

 Opioids Prevention
If other, please explain:      
Although three distinct areas of transformation are identified in these plans, BHT expects these plans to reflect a coordinated and integrated approach. 
Transformation Leadership and Oversight:

Project Leadership: Based on evidence and experience in other state’s efforts at transforming health care delivery systems, BHT is requiring each Partnering Provider to designate a “Transformation Manager”—an executive or other person with decision-making authority within the organization who will serve as the point of accountability for the success of the transformation plan. Describe who will serve in this role for your transformation projects and how project governance and oversight will be managed. Please provide a short bio and relevant experience.
     
Quality Improvement: Describe your quality improvement support capacity. What current resources exist? What additional capacity will you add to support your work and intervention(s)? 
     

Summary Statements:
The following items are required elements in the pages that follow. Please provide a summary of your approach to equity across all areas of transformation.

Equity: Describe your overall strategy for improving health equity across all areas of transformation. This could include value statements, engagement of patients, clinical practices, training and/or management expectations.
     
Community-Based Care Coordination: Describe your plans for addressing the community-based care coordination needs of your target population(s) across your Transformation Plan. Please note this should be aligned with your Collaborative Plan
     
Anticipated Challenges: Describe the challenges you expect to encounter in implementation of your Transformation Plan, specifically “Domain 1” needs: 
Population health management (HIE/HIT):

     
Workforce (short term and long term):

     
Readiness for value-based payment:
     
Other anticipated challenges:

     
Technical Assistance Needs: What technical assistance needs do you anticipate in implementation of your Transformation Plan? What resources, including training or other support, would you like BHT (through outside experts) to provide?

     
Collaborative Framework: Describe how your Transformation Plan fits within the framework and/or priorities established by your Collaborative.

     
Budget: Please provide a narrative justification of your overall budget including total expected budget, shared investments your organization is willing to make/leveraged resources, and rationale for how these activities prepare your organization for Value Based Care. Please complete and submit the budget template. Plans submitted without budget worksheets will be considered incomplete. (Budget Template Provided)

     
ACO: Are you participating in or planning to Participate in Accountable Care Organization? How does your plan align and leverage these efforts?
     
Emergency Department: Please describe how you currently divert individuals from the ED. In the future, what is your plan to create linkages with the ED department(s) for referrals?
     
Bi-Directional Integration of Care

Background: The following is the template for the Bi-directional Integration of Care Transformation Plan. The goal of this area is to develop a whole-person approach to care, addressing physical and behavioral health needs in one system through an integrated network of providers, offering better-coordinated care for patients and more seamless access to the services they need. This project will support and advance Healthier Washington’s initiative to bring together the financing and delivery of physical and behavioral health services, through MCOs, for people enrolled in Medicaid.
A range of performance measures and accountability targets will measure BHT Transformation Projects. 

· The BHT ACH region will be measured annually against a set of Pay-For-Performance (P4P) measures related to the different project areas for transformation. ACH performance on these metrics determines how much project funding the region will receive. The state is responsible for calculating the P4P metrics based on claims and enrollment data; there is no information or reporting required of ACHs or Partnering Providers. 

· BHT and Partnering Providers will need to produce a set of Pay-for-Reporting (P4R) information to send to HCA every 6 months as part of required semi-annual reporting. 

As context to help you in completing your Transformation Plan, the following are the P4P and P4R measures for Bi-directional Integration of Care.

Pay for Performance Measures (click here for full data set):

· Antidepressant Medication Management 

· Child and Adolescents’ Access to Primary Care 

· Comprehensive Diabetes Care: Eye Exam (retinal) performed

· Comprehensive Diabetes Care: HbA1c Testing

· Comprehensive Diabetes Care: Medical attention for nephropathy 

· Follow-up After Discharge from ED for Alcohol or Other Drug Dependence 

· Follow-up After Discharge from ED for Mental Health

· Follow-up After Hospitalization for Mental Illness 

· Inpatient Hospital Utilization 

· Medication Management for People with Asthma 

· Mental Health Treatment Penetration 

· Outpatient Emergency Department Visits 

· Percent Homeless

· Plan All-Cause Readmission Rate 

· Substance Use Disorder Treatment Penetration

MTP Pay-for-Reporting Metrics (per HCA as of April 6, 2018; not yet final) 

· Practice/Clinic Site—for Bi-directional Integration: Assessment of integration of physical and behavioral health care (MeHAF Site Self Assessment tool)

Target Population(s) Description: BHT considers that Medicaid beneficiaries with one or more chronic diseases and a co-occurring mental health and/or substance use disorder most likely to benefit from improved integration of physical and behavioral health care. Partnering Providers may target other or additional target patient populations but must provide justification for need and demonstrate how will help region achieve its goals. 
BHT recognizes that some of the interventions sought by this area of transformation will be practice-wide, rather than patient specific; however, Partnering Providers should provide a description (including targeted conditions, number of beneficiaries and demographic information) of the population they intend to reach through their invention(s).
     
Which model of bi-directional integration do you intend to use? 

 A. Bree Collaborative Model 

 B. Collaborative Care Model
Brief Project Description: Provide a brief, high-level description (1 page) of your overall plan. (You may wish to complete this section after you have completed the more detailed plan below.)

     
Specific Aim Statements: Provide at least two specific Aim statements for the model and intervention(s) you have selected. According to the National Institute for Children’s Health Quality (NICHQ), an aim statement is a “clear, explicit summary of what your team hopes to achieve over a specific amount of time including the magnitude of change you will achieve. The aim statement guides your work by establishing what success looks like.” Your aim statement(s) should answer the questions, “what,” “for whom,” “by when” and “how much” in one statement. Further guidance on writing an aim statement can be found at: https://www.nichq.org/insight/qi-tips-formula-developing-great-aim-statement.
     
Transformation Plan Approach: 
Identify how the key elements of the Bi-Directional Integration of Care Model will be addressed.

Partnering Providers will describe current capacity and plans for each of the key elements in one of the two models identified by the WA Health Care Authority Medicaid Transformation Project (MTP) Toolkit – the Bree Collaborative Model or the Collaborative Care Model. (The toolkit is available here). 
Fill out the following corresponding table for the model of bi-directional integration your transformation plan addresses: 
A. Bree Collaborative 
The following are the key elements, as outlined in the WA HCA Toolkit, of the Bree Collaborative Model. Please complete the form for current state, building year, and performing year for each element of the model. If your intervention will not address a particular element, explain why. 

Key Elements of the Bree Collaborative
	Element 1: Integrated Care Team
Each member of the integrated care team has clearly defined roles for both physical and behavioral health services. Team members, including clinicians and non-licensed staff, may participate in team activities either in person or virtually. 

	Current State

	Provide a high-level description of the following:

· What current capacity exists for this element of the model? Briefly describe your current care team.
· What resources, processes are currently in place that support an integrated care team? 

· What gaps exist?

     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· What resources and improvements are planned your building year? (Will team members be added, roles clarified, new practices put in place, etc.)
· How do building year plans in this area fit the Bree Collaborative model and connect to strengths and gaps identified in current state? 

· Include milestones and timelines.
     


	Performing Years (2020 - 2022)

	What further improvements to building an integrated care team are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     



	Element 2: Routine Access to Integrated Services 

Access to behavioral health and primary care services are available routinely, as part of the care team’s daily workflow and on the same day as patient needs are identified as much as feasible. Patients can be engaged and receive treatment in person or by phone or videoconferencing, as convenient for the patient. 

	Current State

	Provide a high-level description of the following:

· What current capacity exists for this element of the model? Briefly describe your current workflow and how patients are engaged in and receive treatment.
· What resources, processes are currently in place that support routine access to integrated services?
· What gaps exist?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· What resources and improvements are planned your building year? (For example, changes to work flow or telehealth capacity)
· How do building year plans fit the Bree Collaborative model and connect to strengths and gaps identified in current state? 
· Include milestones and timelines.
     


	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     



	Element 3: Accessibility and Sharing of Patient Information 

The integrated care team has access to actionable medical and behavioral health information via a shared care plan at the point of care. All clinicians work together to jointly support their roles in the patient’s shared care plan.

	Current State

	Provide a high-level description of the following:

· What current capacity exists for this element of the model? Describe how information is currently shared with other members of the care team and if patients have a shared care plan.
· What resources, processes are currently in place to support accessibility and sharing of patient information? 

· What gaps exist?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· What resources and improvements are planned your building year?  Will improvements be made to information sharing systems or processes?
· How do building year plans fit the Bree Collaborative model and connect to strengths and gaps identified in current state? 

· Include milestones and timelines.
     


	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     



	Element 4: Access to Psychiatry Services 

Access to psychiatry consultation services is available in a systematic manner to assist the care team in developing a treatment plan and to advise the team on adjusting treatments for patients who are not improving as expected. 

	Current State

	Provide a high-level description of the following:

· What current capacity exists for this element of the model? Does the care team have access to psychiatric consultation services? Are specialty behavioral health services available for patients with severe or complex symptoms and diagnoses?
· What resources, agreements and/or processes are currently in place to support access to psychiatric services?
· What gaps exist?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· What resources and improvements are planned your building year? Will new partnership agreements be developed? Will improvements to referrals for psychiatric care and bi-directional communication regarding that care be made? 
· How do building year plans fit the Bree Collaborative model and connect to strengths and gaps identified in current state? 

· Include milestones and timelines.
     


	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     



	Element 5: Operational Systems and Workflows Support Population-based Care
A structured method is in place for proactive identification and stratification of patients for behavioral health conditions. The care team tracks patients to make sure each patient is engaged and treated-to-target (i.e., to remission or other appropriate individual improvement goals).

	Current State

	Provide a high-level description of the following:

· What operational systems and workflows are currently in place to support population-based care? Describe your system and workflows to analyze and identify behavioral health conditions and track patient outcomes. 
· What gaps exist?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· What resources and improvements are planned your building year? Will additional screenings be provided to patients? How will they be recorded, tracked and followed-up?
· How do building year plans fit the Bree Collaborative model and connect to strengths and gaps identified in current state? 

· Include milestones and timelines.
     


	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     



	Element 6: Evidence-based Treatments

Age-appropriate, measurement-based interventions for physical and behavioral health interventions are adapted to the specific needs of the practice setting. Integrated practice teams use behavioral health symptom rating scales in a systematic and quantifiable way to determine whether their patients are improving.

	Current State

	Provide a high-level description of the following:

· What current capacity exists to support evidence-based treatments? Are behavioral health symptom rating scales used in a systematic quantifiable way to track patient improvement? Is appropriate use of self-management support incorporated into the care plan? Are interventions age, language, culturally and religiously appropriate? Describe your capacity.
· What resources, processes are currently in place that support achievement of the key element of the model? 

· What gaps exist?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· What resources and improvements are planned your building year? 

· How do building year plans fit the Bree Collaborative model and connect to strengths and gaps identified in current state? 

· Include milestones and timelines.
     


	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     



	Element 7: Patient Involvement in Care
The patient’s goals are incorporated into the care plan. The team communicates effectively with the patient about their treatment options and asks for patient input and feedback into care. 

	Current State

	Provide a high-level description of the following:

· What current capacity exists for Patient Involvement in Care? Describe your current efforts to incorporate patients’ goals into care plans. How is this communicated? How often? 
· What resources, processes are currently in place that support patient involvement in care?
· What gaps exist?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· What resources and improvements are planned for 2019? Describe your plan to improve patient engagement in the care plan including tools for patient input, feedback and tracking.
· How do plans fit the Bree Collaborative model and connect to strengths and gaps identified in current state? 

· Include milestones and timelines.
     


	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     



B. Collaborative Care Model 

Complete this section if your plan utilizes the Collaborative Care Model.

The following are the key elements, as outlined in the WA HCA Toolkit, of the Collaborative Care Model. Please complete the form for current state, building year, and performing year for each element of the model. If your intervention will not address a particular element, explain why.

Key Elements of the Collaborative Care Model
	Element 1: Patient Identification & Diagnosis
· Screen for behavioral health problems using valid instruments. 

· Diagnose behavioral health problems and related conditions. 

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

	Current State

	Provide a high-level description of the following:

· What current capacity exists for patient identification and diagnosis? Do you screen for behavioral health problems using valid instruments? Do you use valid measurement tools to assess and document baseline severity?
· What resources, processes are currently in place that support patient identification and diagnosis? 

· What gaps exist?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· What resources and improvements are planned your building year? 

· How do they fit the Collaborative Care model and connect to strengths and gaps identified in current state? 

· Include milestones and timelines.
     


	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     



	Element 2: Engagement in Integrated Care Program
· Introduce collaborative care team and engage patient in integrated care program. 

· Initiate patient tracking in population-based registry. 

	Current State

	Provide a high-level description of the following:

· What current capacity exists between the collaborative care team and patients? Are patients engaged in a collaborative care team that provides integrated care? Are patients tracked in a population-based registry?
· What resources, processes are currently in place that support patient engagement in an integrated care program?
· What gaps exist?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· What resources and improvements are planned your building year? 

· How do they fit the Collaborative Care model and connect to strengths and gaps identified in current state? 

· Include milestones and timelines.
     


	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     



	Element 3: Evidence-based Treatment 

· Develop and regularly update a bio-psychosocial treatment plan

· Provide patient and family education about symptoms, treatments, and self-management skills. 

· Provide evidence-based counseling (e.g., Motivational Interviewing, Behavioral Activation).

· Provide evidence-based 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. 

	Current State

	Provide a high-level description of the following:

· What current capacity exists for evidence-based treatment according to the Collaborative Care model? Are bio-psychosocial treatment plans developed and updated regularly? Is evidence-based counseling and/or psychotherapy provided? Are treatments adjusted if patients do not meet treatment targets?
· What resources, processes are currently in place that support evidence-based treatment?
· What gaps exist?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· What resources and improvements are planned your building year? 

· How do they fit the Collaborative Care model and connect to strengths and gaps identified in current state? 

· Include milestones and timelines.
     


	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     



	Element 4: Systematic Follow-up, Treatment, Adjustment, and Relapse Prevention
· Use population-based registry to systematically follow all patients. 

· Proactively reach out to patients who do not follow-up. 

· Monitor treatment response at each contact with valid outcome metrics. 

· Monitor treatment side effects and complications.

· Identify patients who are not improving to target them for psychiatric consultation and treatment adjustment. 

· Create and support relapse prevention plan when patients are substantially improved. 

	Current State

	Provide a high-level description of the following:

· What current capacity exists for systematic follow up, treatment, adjustment and relapse prevention? Is a population-based registry used? Are patients reach out to for follow-up? Is treatment monitored? Are patients identified for psychiatric consultation and treatment adjustment? Are relapse prevention plans developed?
· What resources, processes are currently in place that support systematic follow-up, treatment adjustment and relapse prevention? 

· What gaps exist?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· What resources and improvements are planned your building year? 

· How do they fit with the Collaborative Care model and connect to strengths and gaps identified in current state? 

· Include milestones and timelines.
     


	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     



	Element 5: Communication & Care Coordination
· Coordinate and facilitate effective communication among all providers on the treatment team, regardless of clinic affiliation or location. 

· Engage and support family and significant others as clinically appropriate. 

· Facilitate and track referrals to specialty care, social services, and community-based resources.

· Systematic Psychiatric Case Review & Consultation (in-person or via telemedicine).
· Conduct regular (e.g., weekly) psychiatric caseload review on patients who are not improving. Provide specific recommendations for additional diagnostic work-up, treatment changes, or referrals. 

· Provide psychiatric assessments for challenging patients, either in-person or via telemedicine. 

	Current State

	Provide a high-level description of the following:

· What is your current capacity for communication and care coordination, including facilitating and tracking referrals and psychiatric case review and consultation? 

· What resources, processes are currently in place that support communication among all providers on the treatment team and patient and family members (as appropriate)? How are referrals facilitated and tracked? How are psychiatric assessments provided for patients who need them?
· What gaps exist?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· What resources and improvements are planned your building year? 

· How do they fit the Collaborative Care model and connect to strengths and gaps identified in current state? 

· Include milestones and timelines.
     


	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     



	Element 6: Program Oversight and Quality Improvement
· Provide administrative support and supervision for program. 

· Provide clinical support and supervision for program. 

· Routinely examine provider- and program-level outcomes (e.g., clinical outcomes, quality of care, patient satisfaction) and use this information for quality improvement.

	Current State

	Provide a high-level description of the following:

· What current capacity exists for administrative and clinical support and supervision? 

· What resources, processes are currently in place to routinely examine provider- and program-level outcomes (e.g., clinical outcomes, quality of care, patient satisfaction) and use this information for quality improvement?
· What gaps exist?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· What resources and improvements are planned your building year? 

· How do they fit the Collaborative Care model and connect to strengths and gaps identified in current state? 

· Include milestones and timelines.
     


	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     



Partners: Describe your plans for collaboration and/or coordination with other Partnering Providers to support implementation of your selected model of bi-directional integration of care, including Pharmacy, Emergency Medical Services and organizations or agencies addressing Social Determinants of Health, particularly housing, food and transportation. Who are your partners and what role will each partner play in this area of transformation? 
     
Promotion of Equity: Describe how you will apply an equity lens in your selected strategies/activities. How will your organization and committed partners ensure interventions are culturally aware, trauma informed and responsive to the specific population health needs in the region? Describe any strategies to identify and focus efforts on specific high-risk populations and health care disparities.
     
Sustainability Plan: What is the sustainability plan for your bi-directional integration of care interventions? Which elements of this plan are time-limited, which represent ongoing activities, and how those might be supported beyond the Medicaid Transformation Project? How will your work in this area of transformation increase your organization’s readiness for value-based care?
     
Chronic Disease Management and Prevention
Background: The following is the template for the Chronic Disease Management and Prevention Transformation Plan. The goal of this area is to integrate health system and community approaches to improve chronic disease management and control.
A range of performance measures and accountability targets will measure BHT Transformation Projects. 

· BHT will be measured annually against a set of Pay-For-Performance (P4P) measures related to the different project areas for transformation. ACH performance on these metrics determines how much project funding the region will receive. The state is responsible for calculating the P4P metrics based on claims and enrollment data; there is no information or reporting required of ACHs or Partnering Providers. 

· BHT and Partnering Providers will need to produce a set of Pay-for-Reporting (P4R) information to send to HCA every 6 months as part of required semi-annual reporting. 

As context to help you complete your Transformation Plan, the following are the P4P and P4R measures for Chronic Disease Management and Prevention.

Pay for Performance Measures (click here for full data set):

· Child and Adolescents’ Access to Primary Care 

· Comprehensive Diabetes Care: Eye Exam (retinal) performed

· Comprehensive Diabetes Care: HbA1c Testing

· Comprehensive Diabetes Care: Medical attention for nephropathy 

· Inpatient Hospital Utilization 

· Medication Management for People with Asthma 

· Outpatient Emergency Department Visits 

· Statin Therapy for Patients with Cardiovascular Disease

MTP Pay-for-Reporting Metrics not yet determined for this project area (per HCA as of April 6, 2018) 

· None
Target Population(s) Description: BHT is focusing MTP initiatives on the “complex care” population: Medicaid beneficiaries with one or more chronic diseases and co-occurring mental health and/or substance use disorder. BHT has identified Diabetes as priority chronic disease. Partnering Providers may target other populations but must provide justification for need and demonstrate how will help region achieve its goals.
Partnering Providers should provide a description (including targeted conditions, number of beneficiaries and demographic information) of the population they intend to reach through their invention(s).

     
Brief Project Description: HCA has identified the Chronic Care Model (www.improvingchroniccare.org) as the model for this area of transformation. Provide a brief, high-level description (1 page) of your overall plan and how it fits within this model.
     
Specific Aim Statements: Provide at least two specific AIMS statement for the intervention(s) you have selected. According to the National Institute for Children’s Health Quality (NICHQ), an aim statement is a “clear, explicit summary of what your team hopes to achieve over a specific amount of time including the magnitude of change you will achieve. The aim statement guides your work by establishing what success looks like. Your aim statement(s) should answer the questions, “what,” “for whom,” “by when” and “how much” in one statement. Further guidance on writing an aim statement can be found at: https://www.nichq.org/insight/qi-tips-formula-developing-great-aim-statement.
     
Transformation Plan Approach: 
Identify How the Chronic Care Model Elements will be Addressed

Partnering Providers will be asked to describe current capacity and plans for each of the key elements in the Chronic Care Model as identified by the WA Health Care Authority Medicaid Transformation Project (MTP) Toolkit. (The toolkit is available here).  


Chronic Care Model
Fill out the following table to demonstrate how your planned intervention(s) fit within the key elements of the Chronic Care Model: 

The following are the key elements, as outlined in the WA HCA Toolkit, of the Chronic Care Model. Please complete the form for current state, building year, and performing year for each element of the model. If your intervention will not address a particular element, explain why. 

Key Elements of Chronic Care Model

	Element 1: Delivery System Design: Assure the delivery of effective, efficient clinical care and self-management support
· Define roles and distribute tasks among team members

· Use planned interactions to support evidence-based care

· Provide clinical case management services for complex patients 

· Ensure regular follow-up by the care team

· Give care that patients understand and that fits with their cultural background 


Improving the health of people with chronic illness requires transforming a system that is essentially reactive—responding mainly when a person is sick—to one that is proactive and focused on keeping a person as healthy as possible. That requires not only determining what care is needed but spelling out roles and tasks for ensuring the patient gets care using structured, planned interactions. And it requires making follow-up a part of standard procedure, so patients aren't left on their own once they leave the doctor's office. 5,6,7 More complex patients may need more intensive management (care or case management) for a period of time to optimize clinic care and self-management. Health literacy and cultural sensitivity are two important emerging concepts in health care. Providers are increasingly being called upon to respond effectively to the diverse cultural and linguistic needs of patients.

	Current State

	Provide a high-level description of the following:

· What current capacity exists for delivery of effective, efficient clinical care and self-management support? 

· What resources, processes are currently in place to support a proactive approach to keeping patients as healthy as possible, including defined roles and tasks for care team members, structured, planned interactions and follow-up?
· What gaps exist?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· What resources and improvements are planned your building year? Building on the model described in bi-directional integration, please describe the additional resources or capacity needed.
· How do Building year plans fit the Chronic Care Model and connect to strengths and gaps identified in current state? 

· Include milestones and timelines.
     

	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     


	Element 2: Self-Management Support: Empower and prepare patients to manage their health and health care

· Emphasize the patient's central role in managing their health

· Use effective self-management support strategies that include assessment, goal-setting, action planning, problem-solving and follow-up

· Organize internal and community resources to provide ongoing self-management support to patients

· All patients with chronic illness make decisions and engage in behaviors that affect their health (self-management). Disease control and outcomes depend to a significant degree on the effectiveness of self-management.

Effective self-management support means more than telling patients what to do. It means acknowledging the patients' central role in their care, one that fosters a sense of responsibility for their own health. It includes the use of proven programs that provide basic information, emotional support, and strategies for living with chronic illness. Self-management support can't begin and end with a class. Using a collaborative approach, providers and patients work together to define problems, set priorities, establish goals, create treatment plans, and solve problems along the way.

	Current State

	Provide a high-level description of the following:

· What capacity, including resources and processes, currently exists for self-management support? 

· What gaps exist?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· What resources and improvements are planned your building year? 

· How do Building year plans fit the Chronic Care Model and connect to strengths and gaps identified in current state? 

· Include milestones and timelines.
     

	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     


	Element 3: Decision Support: Promote clinical care that is consistent with scientific evidence and patient preferences

· Embed evidence-based guidelines into daily clinical practice

· Share evidence-based guidelines and information with patients to encourage their participation

· Use proven provider education methods

· Integrate specialist expertise and primary care


Treatment decisions need to be based on explicit, proven guidelines supported by clinical research. Guidelines should also be discussed with patients, so they can understand the principles behind their care. Those who make treatment decisions need ongoing training to stay up-to-date on the latest evidence, using new models of provider education that improve upon traditional continuing medical education. To change practice, guidelines must be integrated through timely reminders, feedback, standing orders, and other methods that increase their visibility at the time that clinical decisions are made. The involvement of supportive specialists in the primary care of more complex patients is an important educational modality. Using a collaborative approach, providers and patients work together to define problems, set priorities, establish goals, create treatment plans and solve problems along the way.

	Current State

	Provide a high-level description of the following:

· What current capacity exists for embedding evidence-based guidelines in daily practice? For sharing information about them with patients? How is specialist expertise integrated with primary care?
· What resources, processes are currently in place that support proven provider education methods? 
· What gaps exist?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· What resources and improvements are planned your building year? 

· How do Building year plans fit the Chronic Care Model and connect to strengths and gaps identified in current state? 

· Include milestones and timelines.
     

	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     


	Element 4: Clinical Information Systems: Organize patient and population data to facilitate efficient and effective care


· Provide timely reminders for providers and patients

· Identify relevant subpopulations for proactive care

· Facilitate individual patient care planning

· Share information with patients and providers to coordinate care 

· Monitor performance of practice team and care system


Effective chronic illness care is virtually impossible without information systems that assure ready access to key data on individual patients as well as populations of patients. A comprehensive clinical information system can enhance the care of individual patients by providing timely reminders for needed services, with the summarized data helping to track and plan care. At the practice population level, an information system can identify groups of patients needing additional care as well as facilitate performance monitoring and quality improvement efforts.

	Current State

	Provide a high-level description of the following:

· What capacity, including resources and processes, currently exist to organize patient and population data to facilitate efficient and effective care? 

· What gaps exist?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· What resources and improvements are planned your building year? 

· How do Building year plans fit the Chronic Care Model and connect to strengths and gaps identified in current state? 

· Include milestones and timelines.
     

	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     


	Element 5: Community-Based Resources: Mobilize community resources to meet needs of patients

· Encourage patients to participate in effective community programs

· Form partnerships with community organizations to support and develop interventions that fill gaps in needed services

· Advocate for policies to improve patient care

By looking outside of itself, the health care system can enhance care for its patients and avoid duplicating effort. Community programs can support or expand a health system's care for chronically ill patients, but systems often don't make the most of such resources. A health system might form a partnership with a local senior center that provides exercise classes as an option for elderly patients. State departments of health and other agencies often have a wealth of helpful material available for the asking - wallet cards with tips for controlling diabetes, for example. National patient organizations such as the American Diabetes Association can help by promoting self-help strategies.

 

Local and state health policies, insurance benefits, civil rights laws for persons with disabilities, and other health-related regulations also play a critical role in chronic illness care. Advocacy by medical organizations on behalf of their patients can make a difference. 

	Current State

	Provide a high-level description of the following:

· What current capacity exists to mobilize community resources to help meet the needs of patients? What partnerships are already in place?
· What resources, processes are currently in place to encourage patients to participate in effective community programs?
· What gaps exist?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· What resources and improvements are planned your building year? Describe your plans to develop partnership with community efforts/organizations to support this. If community efforts do not exist describe your plans to create access to this. 
· How do Building year plans fit the Chronic Care Model and connect to strengths and gaps identified in current state? 

· Include milestones and timelines.
     

	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     


	Element 6: Health System: Create a culture, organization and mechanisms that promote safe, high quality care 

· Visibly support improvement at all levels of the organization, beginning with the senior leader
· Promote effective improvement strategies aimed at comprehensive system change
· Encourage open and systematic handling of errors and quality problems to improve care 
· Provide incentives based on quality of care
· Develop agreements that facilitate care coordination within and across organizations 
A system seeking to improve chronic illness care must be motivated and prepared for change throughout the organization. Senior leadership must identify care improvement as important work and translate it into clear improvement goals and policies that are addressed through application of effective improvement strategies, including use of incentives that encourage comprehensive system change. Effective organizations try to prevent errors and care problems by reporting and studying mistakes and making appropriate changes to their systems. Breakdowns in communication and care coordination can be prevented through agreements that facilitate communication and data-sharing as patients navigate across settings and providers.

	Current State

	Provide a high-level description of the following:

· What current capacity exists to support improvement and incent quality of care? What agreements already exist to facilitate care coordination within and across organizations?
· What resources, processes are currently in place that foster a culture, organization and mechanisms that promote safe, high quality care? How are errors and quality problems handled?  

· What gaps exist?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· What resources and improvements are planned your building year? 

· How do Building year plans fit the Chronic Care Model and connect to strengths and gaps identified in current state? 

· Include milestones and timelines.
     

	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     


Partners: Describe your plans for collaboration and/or coordination with other Partnering Providers to support your implementation of the Chronic Care Model, including Pharmacy, Emergency Medical Services and organizations or agencies addressing Social Determinants of Health. Who are your partners and what role will each partner play in this area of transformation? 
     
Promotion of Equity: Describe how you will apply an equity lens in your selected strategies/activities. How will your organization and committed partners ensure interventions are culturally aware, trauma informed and responsive to the specific population health needs in the region? Describe any strategies to identify and focus efforts on specific high-risk populations and health care disparities.

     
Sustainability Plan: What is the sustainability plan for Chronic Disease Management? Which elements of this plan are time-limited, which represent ongoing activities, and how those might be supported beyond the life of the Medicaid Transformation Project? How will your work in this area of transformation increase your organization’s readiness for value-based payment?
     
Addressing the Opioid Use Public Health Crisis

Background: The following is the template for the Opioids Transformation Plan. The goal of this area is to support the achievement of the state’s goals to reduce opioid-related morbidity and mortality through strategies that target prevention, treatment, and recovery supports.
A range of performance measures and accountability targets will measure BHT Transformation Projects. 

· BHT will be measured annually against a set of Pay-For-Performance (P4P) measures related to the different project areas for transformation. ACH performance on these metrics determines how much project funding the region will receive. The state is responsible for calculating the P4P metrics based on claims and enrollment data; there is no information or reporting required of ACHs or Partnering Providers. 

· BHT and Partnering Providers will need to produce a set of Pay-for-Reporting (P4R) information to send to HCA every 6 months as part of required semi-annual reporting. 

As context to help you in completing your Transformation Plan, the following are the P4P and P4R measures for Opioids.
Pay for Performance Measures (click here for full data set):

· Inpatient Hospital Utilization

· Outpatient Emergency Department Visits

· Substance Use Disorder Treatment Penetration (Opioid) 
· Patients on high-dose chronic opioid therapy 

· Patients with concurrent sedatives prescriptions


MTP Pay-for-Reporting Metrics (per HCA as of April 6, 2018; not yet final) 


Primary Care, Behavioral Health and Oral Health Practices/Clinic Site—for Opioids

· Providers are trained on guidelines on prescribing opioids for Pain 

· Practice/clinic site has EHRs or other systems that provide clinical decision support for the opioid prescribing guidelines

· Mental health and SUD providers deliver acute care and recovery services for people with OUDs

· ED has protocols in place for providing overdose education, peer support and take-home naloxone to individuals seen for opioid overdose

Community Based Organizations — for Opioids

· Organization site connects persons to MAT providers

· Organization site received technical assistance to organize or expand syringe exchange programs

Target Population(s) Description: The target population for this area of transformation is the Medicaid beneficiaries, including youth, who use, misuse, or abuse, prescription opioids and/or heroin. Partnering Providers should provide information (including estimated number of Medicaid beneficiaries and demographic information) on the population they intend to reach through their invention(s).
     
Which points of intervention does your Opioids initiative address? (Check all that apply) Note: Individual Partnering Providers are not required to address all four levels of intervention in this area of transformation; however, each Collaborative must have providers addressing all four intervention levels. 
 A. Prevention: Prevent opioid misuse and abuse 

 B. Treatment: Link individuals with Opioid Use Disorder(OUD) to treatment services

 C. Overdose Prevention: Intervene in opioid overdoses to prevent death

 D. Recovery: Promote long-term stabilization and whole-person care

Brief project description: Provide a brief, high-level description (1 page) of your overall plan.
     
Specific aim statements: Provide at least one specific AIMS statement for each point of intervention you have selected. According to the National Institute for Children’s Health Quality (NICHQ), an aim statement is a “clear, explicit summary of what your team hopes to achieve over a specific amount of time including the magnitude of change you will achieve. The aim statement guides your work by establishing what success looks like. Your aim statement(s) should answer the questions, “what,” “for whom,” “by when” and “how much” in one statement. Further guidance on writing an aim statement can be found at: https://www.nichq.org/insight/qi-tips-formula-developing-great-aim-statement.
     
Transformation Plan Approach:

Identify how the key elements of the Opioid Toolkit will be addressed.

Partnering Providers will be asked to describe current capacity and plans for each of the key elements in best practices identified by the WA Health Care Authority Medicaid Transformation Project (MTP) Toolkit (Available here). Fill out the following table for each point of intervention that you are including in your opioid Transformation Plan: 

A. Prevention: Plan to Prevent Opioid Misuse and Abuse 

Complete this section if your plan includes prevention activities.

The following are the key elements, as defined by the WA HCA Toolkit, of prevention of opioids use disorder. Please complete the form for current state, building year, and performing year for each element of the model. 
Key Elements of Opioid Prevention

	Element 1: Promote use of best practices among health care providers for prescribing opioids for acute and chronic pain: 

· Promote the use of the PDMP and its linkage into electronic health record systems in an effort to increase the number of providers regularly using the PDMP and the timely input of prescription medication data into the PDMP. 

· Train, coach and offer consultation to providers on opioid prescribing and pain management. 

· Promote the integration of telehealth and telephonic approaches. 
· Support innovative telehealth in rural and underserved areas to increase capacity of communities to support OUD prevention and treatment.
 My organization is NOT incorporating this element into our Transformation Plan


	Current State

	Provide a high-level description of the following:

· What is your current capacity for Opioid prevention? How is use of the PDMP promoted? How are providers trained on opioid prescribing and pain management?
· What resources, processes are currently in place to support opioid prevention, including telehealth approaches to support OUD prevention and treatment?
· What gaps exist?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· What resources and improvements are planned your building year? 

· How do they support the best practices identified in the MTP toolkit? How do they link to strengths and gaps identified in current state? 

· Include milestones and timelines.
     


	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     


	Element 2: Raise awareness and knowledge of the possible adverse effects of opioid use, including overdose, among opioid users (in partnership with the Center for Opioid Safety Education and other partners, such as statewide associations): 

Promote accurate and consistent messaging about opioid safety and to address the stigma of addiction by public health, health care providers, law enforcement, community coalitions, and others specific to the region and local communities.

 My organization is NOT incorporating this element into our Transformation Plan


	Current State

	Provide a high-level description of the following:

· What current capacity exists for increasing awareness and knowledge of the possible adverse effects of opioids use? What resources, processes are currently in place to inform patients of risks? 
· What gaps exist?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· What resources and improvements are planned your building year? 

· How do they align with the work of the Center for Opioid Safety and Education and other state partners?
· Include milestones and timelines.
     


	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     


	Element 3: Prevent opioid initiation and misuse in communities, particularly among youth: 

· Build awareness and identify gaps as they relate to ongoing prevention efforts (e.g. school-based programs); connect with local health jurisdictions and Washington State Department of Health and Department of Behavioral Health and Recovery to understand the efforts currently underway in the region.

 My organization is NOT incorporating this element into our Transformation Plan


	Current State

	Provide a high-level description of the following:

· Are you currently engaged in building awareness and identifying gaps as they related to ongoing prevention efforts? 
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· How will you support your Collaborative’s efforts to build awareness and identify gaps as they related to ongoing prevention efforts? What increased capacity will you need to do this work?

· Include any milestones and timelines.
     

	Performing Years (2020 - 2022)

	Do you intend to change or expand your plans in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     


	Element 4: Promote safe home storage and appropriate disposal of prescription pain medication to prevent misuse: 

· Identify and map Drug Take Back programs to highlight where additional programs could be implemented or expanded to meet community need.

· Promote the use of home lock boxes to prevent unintended access to medication.

 My organization is NOT incorporating this element into our Transformation Plan


	Current State

	Provide a high-level description of the following:

· What current capacity, including resources / processes, to promote safe home storage and appropriate disposal of prescription pain medication to prevent misuse?
· What gaps exist?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· What resources and improvements are planned for the promotion of safe home storage and appropriate disposal of medication in building year? 

· Include milestones and timelines.
     


	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     


	Element 5: Other Prevention Activities

Describe any other prevention activities you plan to undertake that don’t fit into the essential elements of prevention as outlined by the WA HCA in the Medicaid Transformation Project Toolkit. Your answer may include linkages to local efforts such as Local Health Jurisdictions, ARCORA Foundation, Washington State Medical Association, Washington State Hospital Association, etc. Describe the resources and improvements planned your building year and include milestones and timelines for your activities.
     

	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     


B. Treatment: Link individuals with OUD to treatment services 
Complete this section if your plan includes OUD treatment activities, including referrals to treatment.

The following are the key elements, as defined by the WA HCA Toolkit, of treatment of opioids use disorder. Please complete the form for current state, building year, and performing year for each element of the model. 
Key Elements of Treatment for individuals with OUD
	Element 1: Build capacity of health care providers to recognize signs of possible opioid misuse, effectively identify OUD, and link patients to appropriate treatment resources: 

· Effective treatment of OUD includes medication and psychosocial supports. Conduct inventory of existing treatment resources in the community (e.g. formal treatment programs and practices/providers providing Medication Assisted Treatment, [methadone, buprenorphine and naltrexone). 

· Educate providers across all health professions on how to recognize signs of opioid misuse and OUD among patients and how to use appropriate tools to identify OUD. 

· Offer patients brief interventions and referrals to medication assisted treatment and psychosocial support services, if needed.

· Build skills of health care providers to have supportive patient conversations about problematic opioid use and treatment options. 

· Give pharmacists tools on where to refer patients who may be misusing prescription pain medication. 

 My organization is NOT incorporating this element into our Transformation Plan


	Current State

	Provide a high-level description of the following:

· How do you currently build capacity of health care providers to recognize signs of possible opioid misuse, effectively identify OUD and link patients to appropriate treatment resources? 

· What gaps exist?
     

	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· What resources and improvements are planned your building year? 

· Include milestones and timelines.
     


	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     


	Element 2: Expand access to, and utilization of, clinically-appropriate evidence-based practices for OUD treatment in communities, particularly MAT: 

· Increase the number of providers certified to prescribe OUD medications in the region; promote the application and receipt of physician, ARNP and Physician Assistant waivers for providers in a variety of settings for example: hospitals, primary care clinics, correctional facilities, mental health and SUD treatment agencies, methadone clinics and other community-based sites. 

· Together with the Health Care Authority, identify policy gaps and barriers that limit availability and utilization of buprenorphine, methadone, and naltrexone and contribute to the development of policy solutions to expand capacity. 

· Build structural supports (e.g. case management capacity, nurse care managers, integration with substance use disorder providers) to support medical providers and staff to implement and sustain medication assisted treatment, such as methadone and buprenorphine; examples of evidence-based models include the hub and spoke and nurse care manager models. 

· Promote and support pilot projects that offer low barrier access to buprenorphine in efforts to reach persons at high risk of overdose; for example, in emergency departments, correctional facilities, syringe exchange programs, SUD, and mental health programs. 

· Build linkages/communication pathways between those providers providing medication and those providing psychosocial therapies.

 My organization is NOT incorporating this element into our Transformation Plan


	Current State

	Provide a high-level description of the following:

· What clinically-appropriate evidence-based practices for OUD treatment do you currently provide? Do you offer MAT? 

· What communication pathways and/or linkages exist between providers providing medication and those providing psychosocial therapies?

· What gaps or barriers exist?
     


	Implementation Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· What improvements to and resources for clinically-appropriate evidence-based practices for OUD treatment are planned your building year? What increases in access to MAT are included?
· Include milestones and timelines.
     

	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     


	Element 3: Expand access to, and utilization of, OUD medications in the criminal justice system: 

· Train and provide technical assistance to criminal justice professionals to endorse and promote agonist therapies for people under criminal sanctions. 

· Optimize access to chemical dependency treatment services for offenders who have been released from correctional facilities into the community and for offenders living in the community under correctional supervision, through effective care coordination and engagement in transitional services. 

· Ensure continuity of treatment for persons with an identified OUD need upon exiting correctional facilities by providing direct linkage to community providers for ongoing care. 

 My organization is NOT incorporating this element into our Transformation Plan


	Current State

	Provide a high-level description of the following:

· What treatment services for people who are transitioning out of do you currently offer? 

· Describe your efforts to work with criminal justice professionals.
· What gaps exist?
     


	Build Plan (Jan – Dec 2019)

	Provide a thorough description of the following:

· What resources and improvements are planned your building year? 

· Include milestones and timelines.
     


	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     


	Element 4: Increase capacity of syringe exchange programs to effectively provide overdose prevention and engage beneficiaries in support services, including housing: 

· Provide technical assistance to local health jurisdictions and community-based service organizations to organize or expand syringe exchange and drug user health services. 

· Develop/support linkages between syringe exchange programs and physical health providers to treat any medical needs that require referral. 

 My organization is NOT incorporating this element into our Transformation Plan


	Current State

	Provide a high-level description of the following:
· What linkages currently exist between syringe exchange programs, physical health providers and housing to treat any medical needs that require referral?

· What gaps exist?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· What resources and improvements are planned your building year to improve linkages between syringe exchange programs and physical health providers? 

· Include milestones and timelines.
     

	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     


	Element 5: Identify and treat OUD among pregnant and parenting women (PPW) and Neonatal Abstinence Syndrome (NAS) among newborns: 

· Disseminate the guideline Substance Abuse during Pregnancy: Guidelines for Screening and Management. Link to the guideline

· Disseminate the Washington State Hospital Association Safe Deliveries Roadmap standards to health care providers.

· Educate pediatric and family medicine providers to recognize and appropriately manage newborns with NAS. How would they do this?

· Increase the number of obstetric and maternal health care providers permitted to dispense and prescribe MAT through the application and receipt of DEA approved waivers. 

· Establish or enhance community pathways to support PPW with connecting to care services that address whole-person health, including physical, mental and substance use disorder treatment needs during, through and after pregnancy.

 My organization is NOT incorporating this element into our Transformation Plan


	Current State

	Provide a high-level description of the following:

· What current capacity exists for identifying and treating OUD among pregnant and parenting women (PPW) and Neonatal Abstinence Syndrome (NAS) among newborns?
· How do you support PPW by connecting them to care services that address whole-person health, including physical, mental and substance use disorder treatment needs during, through and after pregnancy?
· What gaps exist?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· What resources and improvements are planned your building year? 

· How will you support the work of your Collaborative to identify and treat OUD among pregnant and parenting women (PPW) and Neonatal Abstinence Syndrome (NAS) among newborns?
· Include milestones and timelines.
     

	Performing Years (2020 – 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     


C. Overdose Prevention: Intervene in Opioid Overdoses to Prevent Death 
Complete this section if your plan includes overdose prevention activities.

The following are the key elements, as defined by the WA HCA Toolkit, of prevention of deaths from opioid overdoses. Please complete the form for current state, building year, and performing year for each element of the model. 
Key Elements of Overdose Prevention

	Element 1: Educate 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. 

· Provide technical assistance to first responders, chemical dependency counselors, and law enforcement on opioid overdose response training and naloxone programs.

· Assist emergency department to develop and implement protocols on providing overdose education and take-home naloxone to individuals seen for opioid overdose. 
 My organization is NOT incorporating this element into our Transformation Plan


	Current State


	Provide a high-level description of the following:

· How do you currently educate 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?
· What gaps exist?
     


	Building Year (Jan – Dec 2019)


	Provide a thorough description of the following:

· What resources and improvements are planned your building year? 

· Will you provide technical assistance to first responders, chemical dependency counselors, and law enforcement on opioid overdose response training and naloxone programs.

· For emergency departments, describe how you will develop and implement protocols on providing overdose education and take-home naloxone to individuals seen for opioid overdose.

· Include milestones and timelines.
     


	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     


	Element 2: Make system-level improvements to increase availability and use of naloxone

· Establish standing orders in all counties and all opioid treatment programs to authorize community-based naloxone distribution and lay administration. 

· Promote co-prescribing of naloxone for pain patients as best practice per AMDG guidelines. 

 My organization is NOT incorporating this element into our Transformation Plan


	Current State

	Provide a high-level description of the following:

· How do you currently promote co-prescribing of naloxone for pain patients as best practice per AMDG guidelines?
· What gaps exist?
     

	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· What resources and improvements are planned your building year? 

· Include milestones and timelines.
     


	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     

	


	Element 3: Together with the Center for Opioid Safety Education, promote awareness and understanding of Washington State’s Good Samaritan Law.

· Educate law enforcement, prosecutors, and the public about the Good Samaritan Response Law.

 My organization is NOT incorporating this element into our Transformation Plan


	Current State

	Provide a high-level description of the following:

· Describe how you promote awareness and understanding of Washington State’s Good Samaritan Law?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· What resources and improvements/ activities are planned your building year? 

· Include milestones and timelines.
     


	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     


D. Recovery: Promote long-term stabilization and whole-person care 
Complete this section if your plan includes recovery activities.
The following are the key elements, as defined by the WA HCA Toolkit, of promoting long-term stabilization and whole-person care for individuals who misuse opioids. Please complete the form for current state, building year, and performing year for each element of the model. 
Key Elements of Overdose Prevention
	Element 1: Enhance/develop or support the provision of peer and other recovery support services designed to improve treatment access and retention and support long-term recovery.


 My organization is NOT incorporating this element into our Transformation Plan


	Current State

	Provide a high-level description of the following:

· Do you currently provide peer and other recovery support services designed to improve treatment access and retention and support long-term recovery?
· What gaps exist?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· Describe your efforts to enhance/develop peer and other recovery support services. What resources and improvements are planned your building year? 

· Include milestones and timelines.
     


	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     



	Element 2: Establish or enhance community-based recovery support systems, networks, and organizations to develop capacity at the local level to design and implement peer and other recovery support services as vital components of recovery-oriented continuum of care.

 My organization is NOT incorporating this element into our Transformation Plan


	Current State

	Provide a high-level description of the following:

· Do you currently provide or support community-based recovery support systems, networks and organizations?
· What gaps exist?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· Describe how you will establish or enhance community-based recovery support systems, and networks to support peer and other recovery support services on the recovery-oriented continuum of care?  What resources and improvements are planned your building year? 

· Include milestones and timelines.
     


	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     



	Element 3: Support whole person health in recovery: Connect Substance Use Disorder providers with primary care, behavioral health, social service and peer recovery support providers to address access, referral and follow up for services.

 My organization is NOT incorporating this element into our Transformation Plan


	Current State

	Provide a high-level description of the following:

· What current capacity exists to connect substance use disorder providers with primary care, behavioral health, social service and peer recovery support providers to address access referral and follow-up for services. 

· What gaps exist?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· Describe your plan to support whole person health in recovery? What resources and improvements are planned for connecting SUD providers with primary care, mental health, social determinant of health partners and peer recovery support providers in building year? 

· Include milestones and timelines.
     


	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     



Partners: Describe your plans for collaboration and/or coordination with other Partnering Providers to support your opioid implementation plans, including Pharmacy, Criminal Justice, Emergency Medical Services and organizations or agencies addressing Social Determinants of Health. Who are your partners and what role will each partner play?
     
Promotion of Equity: Describe how you will apply an equity lens in your selected strategies/activities. How will your organization and committed partners ensure interventions are culturally aware, trauma informed and responsive to the specific population health needs in the region? Describe any strategies to identify and focus efforts on specific high-risk populations and health care disparities.

     
Sustainability Plan: Describe how this work connects to preparing your organization for Value Based Care? What is the sustainability plan for your opioid interventions? Which elements of this plan are time-limited, which represent ongoing activities, and how those might be supported beyond the life of the Medicaid Transformation Project? How will your work in this area of transformation increase your organization’s readiness for value-based payment?
     
For Primary Care Providers Only:
ACH Priority Areas

BHT has identified additional strategies to support ACH Priority Areas and overall transformation. The following are the key elements, as defined by the ACH Provider Champions Council and approved by the BHT Board, of promoting strategies to support goals of decreasing of unintended pregnancies and improving oral. Please complete the form for current state, building year, and performing year for each element of the model. 
	Long Acting Reversible Contraceptive (LARC) Strategy

· Partnering provider will improve the promotion of and access to Long Acting Reversible Contraceptives.

· Use proven provider training methods

· Use effective Patient Education methods

· Ensure Access and availability of LARC

· Integrate Post-partum insertion into program

 My organization is NOT incorporating this element into our Transformation Plan


	Current State

	Provide a high-level description of the following:

· What current capacity exists to connect substance use disorder providers with primary care, behavioral health, social service and peer recovery support providers to address access referral and follow-up for services. 

· What gaps exist?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· Describe your plan to support whole person health in recovery? What resources and improvements are planned for connecting SUD providers with primary care, mental health, social determinant of health partners and peer recovery support providers in building year? 

· Include milestones and timelines.
     


	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.

     



	Application of Fluoride Varnish in Primary Care Setting

· Partnering provider will improve the promotion of and access to Fluoride Varnish.

· Use proven provider training methods

· Use effective Patient Education methods
 My organization is NOT incorporating this element into our Transformation Plan


	Current State

	Provide a high-level description of the following:

· What current capacity exists to connect substance use disorder providers with primary care, behavioral health, social service and peer recovery support providers to address access referral and follow-up for services. 

· What gaps exist?
     


	Building Year (Jan – Dec 2019)

	Provide a thorough description of the following:

· Describe your plan to support whole person health in recovery? What resources and improvements are planned for connecting SUD providers with primary care, mental health, social determinant of health partners and peer recovery support providers in building year? 

· Include milestones and timelines.
     


	Performing Years (2020 - 2022)

	What further improvements are planned in future years of the MTP? Less detail is expected for plans in these years, but a basic road map should be provided.
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