
 

 

Spokane Collaborative 
 
Chronic Disease Workgroup – 5/31/2018 
 

  
Chronic Disease Management:  
 

1. Describe your Collaborative’s shared approach to supporting Chronic Disease Management efforts 
among your Partnering Providers. 
 
The Spokane Collaborative’s approach to supporting Chronic Disease Management efforts among our 
Partnering Providers will begin with a necessary needs analysis in Planning Year 2018. 
 
The Spokane Collaborative will identify the medical, behavioral, and social determinant of health needs 
of the Medicaid Chronic Disease population in Spokane County. A survey of these needs will be compared 
to the 2017 baseline metrics to evaluate the gap-to-goal and improvement-over-self goals for duration of 
the Medicaid Transformation Project.  
 
The next stage of the needs analysis will be the evaluation of the Partnering Provider Implementation 
Plans that will be submitted to Better Health Together by August 1st, 2018. When the Partnering Provider 
Implementation Plan analysis is coupled with the Spokane Collaborative Member Directory (which 
contains an outline of services by current members), then there can be further analysis of the gaps in 
available services for the Medicaid Chronic Disease population. A concrete outcome of this stage is to 
produce a directory of existing chronic disease resources, strategies, and programs for planning use for 
the Spokane Collaborative and as a reference source for all providers. 
 
These results and evaluations will guide the Spokane Collaborative Partnering Providers to plan and scale 
programs and clinical interventions to meet the metric requirements. The findings from these needs and 
gaps analyses will also support the Bi-Directional Integration of Care and the Community-Based Care 
Coordination project. 
 
 
  

05/31/18 Attendees: 
Emily Fleury – INHS (Co-Chair) 
Dr. Monica Blykowski-May – MultiCare (Interim Co-Chair) 
Kathy Hedgcock – 2nd Harvest 
Lynn Kimball – ALTCEW 
Lindsey Ruivivar - CHAS 
Amelia Davis – Coordinated Care 
Nick Leute – Kaiser Permanente 
Emily Carpenter – Planned Parenthood  
 

05/15/18 Attendees: 
Emily Fleury – INHS (Elected Co-Chair) 
Cindy Green – SRHD (Elected Co-Chair) 
Kathy Hedgcock – 2nd Harvest  
Pearl Bouchard – ALTCEW 
Lindsey Ruivivar - CHAS 
Ray White – Community-Minded 
Enterprises 
Amelia Davis – Coordinated Care 
Monica Blykowski-May – MultiCare 
 



 

 

 
 

2. Of the strategies in the Medicaid Transformation Project toolkit for Chronic Disease Management, which 
shared strategies/approaches will you use? 
 
The Spokane Collaborative will 
 
The Spokane Collaborative will support all six elements of the evidence-based 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. 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. 
 
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. 
 



 

 

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. 
 
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. 
 
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. 
 

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. 
 

The Spokane Collaborative will support Partnering Providers’ choice of any of the specific strategies within 
the Washington State Health Care Authority’s “Medicaid Transformation Project Toolkit.” These evidence-
based strategies may include, but are not limited to: 
 

• The Community Guide 
• Million Hearts Campaign 
• Stanford Chronic Disease Self-Management Program 
• CDC-recognized National Diabetes Prevention Programs (NDPP) 
• Community Paramedicine models 

 

The Spokane Collaborative will support the following chronic conditions via the list of evidence-based 
strategies above: 

• Diabetes 
• Cardiovascular Hypertension 
• Asthma  
• Chronic Pain (in conjunction with the Opioid Crisis Response Project) 
• Co-occurring Behavioral Health issue (in conjunction with the Bi-Directional Integration of Care 

Project) 
 
 
 

3. How will Partnering Providers engage in the Collaborative approach to Chronic Disease Management? 
 
Partnering Providers in the Spokane Collaborative will ascribe to any of the strategies and target 
populations listed above. Specifically, Partnering Providers are recommended to focus on Medicaid 



 

 

beneficiaries with one or more chronic disease and co-occurring mental health and / or substance use 
disorder. 
 
Partnering Providers will establish strong transitions of care that ultimately lead back to the primary care 
physician through all patient touch-points such as: during and after completion of a self-management 
program, after an Emergency Department visit or hospitalization for an A1c over a certain level. 
Additionally, the patient would be reminded of resources, services, and other opportunities at each touch-
point. 
 
Partnering Providers will also engage in the Collaborative approach by establishing strong partnerships 
with non-Partnering Providers as part of the “care team” strategy. Non-Partnering Providers would assist 
Partnering Providers in the patient decision-making process, help inform providers of current services, 
referral source for services, and provide for patient needs for housing, nutrition, exercise, transportation, 
and other social determinants of health. These partnerships with non-Partnering Providers will allow 
providers to perform at the top of their license and begin the process of developing a robust system for 
tracking real-time patient progress for Chronic Disease Management. 
 
Because there are multiple settings represented in the Spokane Collaborative, it is of the utmost 
importance that all non-medical settings (especially Behavioral Health settings and lay providers) are 
informed and aligned on Chronic Disease Management language and terminology. 
 

4. How will the Collaborative’s work in chronic disease prevention and management support BHT’s vision 
that every person in the region have access to culturally competent whole-person care through an 
integrated community health system? 

 
In order to support Chronic Disease Management efforts in Spokane County, the Spokane Collaborative 
recognizes that it takes a partnered approach between Population Health Management (the State), the 
Payer (Managed Care Organizations), the Provider (the Primary Care Physician and the Behavioral Health 
Provider), and the Patient (Medicaid beneficiaries with a chronic disease). This type of partnership is in 
itself whole-person care with shared responsibility for outcomes in an integrated community health 
system. 
 
The Spokane Collaborative will not necessarily set a goal for cultural competency, but rather a goal for 
cultural sensitivity. It is expected, through the needs assessment and gaps analysis work of the Spokane 
Collaborative, that there will be a need for culturally sensitive training for providers and patients. 
 
Though patient experience is not a specific metric of the Medicaid Transformation Projects, the Spokane 
Collaborative hopes that Partnering Providers (either themselves or through Managed Care 
Organizations) provide for patient satisfaction surveys that would give an evaluation of appropriate, 
effective, and culturally sensitive care. 
 
It is also of importance that Partnering Providers find ways to incorporate optical and oral health strategies 
into the Chronic Disease Management project as well as particular attention to maternal, child, and jail 
transition populations. 
 

5. How will your Collaborative support expansion/scaling of these approaches in future years of the 



 

 

Medicaid Transformation Project? 
 
The Spokane Collaborative will provide financial and technical assistance support to Partnering Providers 
for initial program costs (such as a per-member, per-month) to create momentum to meeting the project 
metrics. Year-by-year evaluation of the metrics and project development will be the primary driver of 
expanding and scaling the Chronic Disease Management project approaches.  
 
These evaluations will also inform the development of clearly developed financial incentives for meeting 
the metrics (pay-for-reporting vs. pay-for-performance) and provide for a more sustainable and aligned 
system for incentivizing provider performance. 
 
The Spokane Collaborative encourages sharing best practices and “lessons learned” across settings and 
organizations to supplement the year-by-year evaluation process. These can be accomplished by formal 
education sessions to informal provider-to-provider conversations. 
 
 
 
 


