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Background: Better Health Together (BHT) requires each of our rural and Spokane Collaboratives to 
submit a Collaborative Transformation Plan as part of the Medicaid Transformation process. This 
Collaborative-level plan will serve as a framework for Collaborative Partnering Providers to work together, 
rather than in silos, to accomplish Medicaid Transformation goals to improve the health of Medicaid 
beneficiaries in their local area and to hold each other accountable to shared goals.  
 

The contents of this packet are due to BHT by June 30th  

Note: This is 4 weeks before the Partnering Provider Transformation Plans are due (Aug. 1st) so that 
Partnering Providers have a community framework to align their transformation plans.  
 

Submission Instructions: 
These 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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Collaborative Transformation Plan 
 
Collaborative Name:  Stevens County Collaborative   

Collaborative Transformation Plan - Primary Contact Name:  Greg Knight 

Organizational Affiliation:  Rural Resources Community Action 

Phone:  (509) 685-6058 

Email:  gknight@ruralresources.org 

 

Collaboration Across Medicaid Transformation Project Areas 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. 
 
The Stevens County Collaborative (SCC) works to promote health to all through whole person care 
regardless of economic status, values, gender, cultural background, race or ethnicity.  In some cases, 
partners have coordinated to bring services out into the community to serve those unable or unprepared 
to enter the medical system.  SCC partners understand that improvement in community health status will 
not happen if patients don’t feel understood, safe and have a choice and input into their healthcare.  We 
have strived to provide services that empower patients to have a choice in their lifestyles and healthcare 
to improve their health status.   
 
Stevens County is a rural, agricultural-based county with a low population density.  We have an aging 
population with transportation being a major barrier in accessing healthcare.   Stevens County has small 
pockets of culturally diverse populations, making it important to develop systems and services that 
provide culturally sensitive services in which patients feel empowered to take part.    
 
SCC will utilize community partners to develop transportation services to bring patients to services or 
services to patients to provide whole person care.  This may include utilization of telemedicine 
technology or WEB based services.  We will also continue to understand the cultural barriers and work 
collaboratively to develop strategies that bridge barriers to improve health outcomes. 
 
 
Community-Based Care Coordination:  
Does your Collaborative intend to implement a Pathways pilot in your county?  

 Yes 

 No 
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If yes, which target population(s) will your Pathways pilot address? 

 Pregnant Women 

 Corrections Population 

 
If you do not intend to implement a Pathways pilot, how will your community work together to support 
community-based care coordination for your target populations? Explain your strategies and 
approaches and describe your target population(s). 
 
Rural Resources Community Action has an active Care Coordination Agreement established with Better 
Health Together as the “HUB” in the Pathways HUB delivery system. RRCA has been working with BHT in 
Ferry County to develop an effective model for HUB service delivery and has a well-developed set of 
policies and procedures including best practices in place. As this infrastructure has developed in the 
context of the Jail Transitions population, it sets RRCA up to deliver and bill for HUB services in other 
populations as well.  
 
RRCA is prepared to deliver “Pathways” services throughout the BHT region in partnership with each 
county collaborative as we expand the populations, establish a payment model to sustain this system of 
service delivery, improve client outcomes and reduce the costs burden to county resources. 
 
 

Bi-Directional Integration of Care:  
 
Describe your Collaborative’s shared approach to supporting Bi-Directional Integration of Care efforts 
among your Partnering Providers. 
 
The medical and behavioral health providers in Stevens County have a history of collaboration to 
support and develop bi-directional integration dating back to at least 2010 when Northeast Washington 
Alliance Counseling Services (NEWACS) first piloted the “out-stationing” of mental health clinicians at 
Providence Northeast Washington Medical Group (NEWMG) in Colville and NEW Health Programs 
Association (NEWHP) in Chewelah.  In the ensuing years, these partnerships have expanded to include 
(1) the out-stationing of NEWACS mental health and chemical dependency clinicians at NEWHP in 
Colville, (2) the granting of access to Providence’s electronic medical record (Epic Care Link) to NEWACS 
Crisis Counselors for increased collaboration on mutual patients experiencing psychiatric emergencies in 
local emergency departments, and (3) independent actions by Providence Health System to incorporate 
mental health clinicians (Clinical Social Workers and psychiatrists) into its workforce through on-site and 
tele-health systems.   
 
Community efforts towards integration advanced further with the launching of the Stevens County 
Health Care Roundtable by the Stevens County Commissioners in 2015.  Out of this Roundtable came 
the creation of the 16-bed “Evaluation and Treatment Facility” operated by NEWACS within Providence 
Mount Carmel Hospital.  Embedded within the E&T (a behavioral health facility) are Physician-Assistants 
and Nurse Practitioners employed by Providence Health Systems, who provide medical services to the 
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behavioral health patients admitted to the E&T, working from the same treatment plan and 
documenting notes within the same electronic medical record as is used by the behavioral health 
clinicians at this facility.    In sum, our providers have a history of collaboration and support for 
integration activities. 
 
All of the Primary Members of SCC share the vision of bi-directional integration as an effective strategy 
for providing whole-person care to address physical and behavioral health needs through an integrated 
network of providers.  We plan on further developing and enhancing our historical partnerships as we 
proceed into the future.  Our medical and behavioral health partners (Providennce Health Systemsare 
also up to the challenge of refining our efforts with bi-directional integration as we bring healthcare into 
a geographically large, rural county with medical clinic locations in eight different communities, six of 
which are sparsely populated. 
      
 
What shared strategies/approaches will you use? 
 
Given the challenges of limited human resources, multiple clinic locations, a large geographic service 
area, and a sparse population, SCC realizes that complete adherence to the Bree Collaborative or 
Collaborative Care Model (e.g., fully integrated care teams working from a single clinic location) is likely 
unrealistic at all clinic locations within in our county. Consequently, we will use an integrated approach 
incorporating elements from both the Bree Collaborative and the Collaborative Care model to achieve 
the goals of bi-directional integration. We also endorse the opinion from the Bree Collaborative that, 
"…screening without adequate treatment, referral to specialty care without close coordination or 
follow-up, and co-located behavioral health specialists without systematic tracking of outcomes or 
evidence-based treatments do not work and are not recommended." Therefore, our approaches will 
emphasize screening AND treatment, referrals AND follow-up, and use of behavioral health specialists 
WITH tracking of outcomes and use of evidence-based treatments. 
      
 
 
How will Partnering Providers engage in the Collaborative approach to bi-directional integration of care?  
 
Our Partnering Providers will engage in the Collaborative approach to bi-directional integration by 
focusing on the following activities: 
 

• We will emphasize the identification and diagnosis of depression and substance use disorders 
through integrating depression and substance use screening at each primary care setting.  
Specific measures will be described in our subsequent “Partnering Provider Transformation 
Plans,” though we envision use of the PHQ for systematic depression screening and the CAGE 
for systematic assessment of substance use disorders.  Individuals with “mild/moderate” 
depression will be treated by their Primary Care Provider with treatment response monitored at 
each contact with a valid metric (e.g., PHQ).  Those not responding may be referred for specialty 
behavioral healthcare and/or receive psychiatric consultations.  
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• We will continue our efforts towards implementing integrated care programs by intermittently 
out-stationing Mental Health Professionals at the local medical facilities in Stevens County, 
within limitations resulting from staff availability, turn-over, etc.  When “same day access” to 
behavioral health providers is not available at the Primary Care Site, rapid referral with tracking 
(discussed below) will be implemented. 

 
o NEWACS will enhance out-stationing activities with NEWHP in Colville.  NEWACS also 

will collaborate with NEWHPs to identify staffing patterns that will best support the 
availability of a Mental Health Professional on-site at other NEWHP locations in our 
more isolated communities.  Enhanced collaboration and communication pathways will 
be developed between these partners to promote integration. 

 
o NEWACS will enhance out-stationing activities with Providence Health Services in 

Colville.   
 

o Currently, Providence Northeast Washington Medical Group (NEWMG) is participating 
in a collaborative including the University of Washington psychiatry residency and 
fellowships programs. In this collaborative, NEWMG hired a MSW, LICSW to review 
Medicare patients’ records to look for patients that would benefit from a psychiatric 
review of the case. This collaborative has been very successful and has now expanded 
into VA and private insurance. The collaborative will change in 2018 where the 
residency connection will be changed to the Spokane psychiatry residency and could be 
expanded into the Medicaid population. When the collaborative changes to the Spokane 
psychiatric residency, the PNEWMG rural family practice residency will have 
telemedicine access to psychiatric consultations. Providence Mount Carmel Hospital has 
telemedicine access to psychiatric consultation during normal business hours Monday 
through Friday for emergency department and hospital patients. All of these programs 
would be enhanced through care coordination with NEWACS. 

 
o NEWACS will incorporate Providence Medical Providers stationed at the Alliance 

Evaluation & Treatment Facility into daily team meetings to further enhance whole-
person care and avoid the mere “co-location” of healthcare providers without the 
systematic use of evidence-based treatment. 

 

• Primary and Behavioral Health Care Providers will consult regularly on shared cases to assure 
patient centered care and aligned treatment goals.  Team members will work on cultivating a 
culture of integration, so that all patients are seen as “ours” rather than “yours.” Coordinated 
Treatment plans will be based on evidence-based practices. 

 

• We will maintain enhanced access to psychiatric services with two full-time psychiatric nurse 
practitioners on site NEWACS (Colville and Chewelah).  We will develop pathways for 
consultation between the ARNPs and local medical providers for the staffing of complex cases. 

 

• NEWACS will enhance the ability of its electronic medical records to share patient information 
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(within the limits of HIPAA and 42 CFR) with local medical providers.   
 

• NEWACS, NEWHP, and Providence will use best efforts to develop and implement procedures 
for the electronic exchange of patient health records to promote care coordination and targeted 
interventions.  

 

• NEWACS will use best efforts to enhance its EMRs to include clinical dashboards for the 
systematic tracking of patient, clinician, and program outcomes. 

 

• We will develop and implement pathways for the systematic tracking of referrals back-and-forth 
between Primary Care and specialty Behavioral Health to ensure successful “handoff” of 
patients, coordination of care, and effective communication among all providers on the 
treatment team regardless of clinic location or affiliation.  

 

• We will enhance Primary Care/Behavioral Health collaboration through integrated 
medical/clinical staff meetings to collaborate on complex cases and through intermittent “on-
site” case consultations by Mental Health Professionals at local medical clinics. 

 

• We will continue regularly scheduled meetings of the Primary Members of SCC to provide 
administrative support and supervision of integration activities, including examination of clinical 
outcomes, quality of care, and patient satisfaction.  Results will be used by Collaborative 
Members for quality improvement.  

      
 
How will the Collaborative’s work in bi-directional integration support BHT’s vision that every person in 
the region have access to culturally competent, whole-person care through an integrated community 
health system? 
 
When considered from the perspective of the Substance Abuse and Mental Health Services 
Administration’s 2013 “Continuum of Models Level of Integration,” the health systems in Stevens 
County have been operating at approximately “Level – 2” (Basic Collaboration at a Distance: Behavioral 
health and primary care providers maintain separate facilities and separate systems. Providers view 
each other as resources and communicate periodically about shared patients. These communications 
are typically driven by specific issues. For example, a primary care physician may request copy of a 
psychiatric evaluation to know if there is a confirmed psychiatric diagnosis. Behavioral health is most 
often viewed as specialty care.)  We believe that our Collaborative’ s work as described above will easily 
move the rest of us to “Level – 3” by the end of the demonstration period (Basic Collaboration Onsite: 
Behavioral health and primary care providers co-located in the same facility, but may or may not share 
the same practice space. Providers still use separate systems, but communication becomes more regular 
due to close proximity, especially by phone or email, with an occasional meeting to discuss shared 
patients. Movement of patients between practices is most often through a referral process that has a 
higher likelihood of success because the practices are in the same location.  Providers may feel like they 
are part of a larger team, but the team and how it operates are not clearly defined, leaving most 
decisions about patient care to be done independently by individual providers), and will place us within 
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reach of “Level-4” (Close Collaboration with Some System Integration: There is closer collaboration 
among primary care and behavioral healthcare providers due to colocation in the same practice space, 
and there is the beginning of integration in care through some shared systems. A typical model may 
involve a primary care setting embedding a behavioral health provider. In an embedded practice, the 
primary care front desk schedules all appointments and the behavioral health provider has access and 
enters notes in the medical record. Often, complex patients with multiple healthcare issues drive the 
need for consultation, which is done through personal communication. As professionals have more 
opportunity to share patients, they have a better basic understanding of each other’s roles.).    
      
 
How will your Collaborative support expansion/scaling of these approaches in future years of the 
Medicaid Transformation Project? 
 
SCC supports expansion of integrative efforts in the future as funds allow.  We will work with the 
Medicaid Managed Care Organizations serving the Spokane Region to identify value-based contracting 
and shared savings opportunities to facilitate expansion and scaling.  SCC also appreciates the 
perspective of “economies of scale.”  We favor expansion/scaling of services that facilitates integration 
of services rather than disintegration of services.  In our large, rural counties with low population 
density, we value expansion, scaling, and funding models that support the success of local providers in 
the effective delivery of quality healthcare.  Whereas large urban areas can successfully spread funding 
across multiple providers to promote access and choice, we realize that expansion across multiple 
systems and providers can dilute funding and contribute to disintegration such that no provider can 
achieve financial sustainability or provide integrated care to the “whole person.” Our mission is to 
provide local, quality-based, and integrated healthcare services responsive to the needs of the citizens 
of Stevens County, and our Collaborative will support expansion and scaling efforts that will help achieve 
this mission. 
      
 

Chronic Disease Management:  
 
Describe your Collaborative’s shared approach to supporting Chronic Disease Management efforts 
among your Partnering Providers. 
 
SCC shares the goal of integrating health system and community approaches to improve chronic disease 
management and control.  In conjunction with the recommendation from Better Health Together, we 
will focus on the “complex care” population of Medicaid beneficiaries with one or more chronic diseases 
and co-occurring mental health and/or substance use disorder.  Also as recommended by BHT, our 
collaborative has identified diabetes as a priority chronic disease.  
      
 
Of the strategies in the Medicaid Transformation Project toolkit for Chronic Disease Management, which 
shared strategies/approaches will you use? 
 

https://www.hca.wa.gov/assets/program/project-toolkit-approved.pdf
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We will use the Chronic Care Model to address Chronic Disease Management, and we will incorporate 
strategies including but not limited to the Stanford Chronic Disease Self-Management Program. 
      
 
How will Partnering Providers engage in the Collaborative approach to Chronic Disease Management?  
 
SCC Partnering Providers will work together to implement the elements of the Chronic Care Model 
including:  
 
Element 1: Delivery System Design: Assure the delivery of effective, efficient clinical care and self-
management support.  Partnering Providers will clarify our mutual roles for identifying individuals at risk 
for a chronic health condition and a co-occurring mental health and/or substance use disorder, including 
but not limited to diabetes at the point of service entry.  At Primary Care settings, patients will be 
screened for depression and substance use disorders, with pathways for referral to treatment to 
behavioral health (on site or at specialty clinics) clarified.  At Mental Health and Substance Use Disorder 
treatment clinics, patients will be screened for chronic diseases and for having a Primary Medical 
Provider, with pathways for referral to treatment for chronic health conditions (particularly diabetes) 
and Primary Care Providers clarified.  The emphasis will be on proactively keeping individuals as healthy 
as possible. Referral pathways will be implemented to ensure that case management and care 
management services are provided for complex patients and that regular follow-up by care team 
members occurs as necessary.  
 
Element 2: Self-Management Support: Empower and prepare patients to manage their health and 
health care.  Following procedures that have already been developed by our partner providing Health 
Home Services in Stevens County (Rural Resources), patients with Chronic Illnesses will be linked with 
Care Coordinators who will assist with the development of Health Action Plans that emphasize the 
patient’s role in managing their health, including patient defined problems, priorities, goals, and care 
strategies.  Patient’s with a PRISM score of 1.5 or higher will be prioritized.  As funding becomes 
available for those with lower PRISM scores, they will also become prioritized for linkage to Care 
Coordinators for the development of Health Action Plans.  
Element 3: Decision Support: Promote clinical care that is consistent with scientific evidence and patient 
preferences.  The partners in Stevens County will utilize evidence-based guidelines in the provision of 
treatment to individuals with chronic conditions including but not limited to management of those with 
diabetes plus co-occurring behavioral health condition.  Self-management strategies will be discussed 
with patients and their families so they can understand the principles behind their care.  
 
Element 4: Clinical Information Systems: Organize patient and population data to facilitate efficient and 
effective care.  Behavioral Health Partnering Providers working with those with chronic diseases and co-
occurring disorders will pursue enhancements to their electronic medical records to include clinical 
dashboards for better tracking in individual, clinician, and program outcomes.  This information will be 
used to facilitate individual patient care planning and to electronically share information contained 
within the EHRs of various providers to facilitate care coordination.  Patients’ outcomes will be 
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monitored to facilitate tracking those who are not improving as expected for the initiation of proactive 
care. Care managers will track patients to ensure follow-up with all healthcare providers. 
 
Element 5: Community-Based Resources: Mobilize community resources to meet needs of patients.  
Since many of the Partnering Providers already provide case management services, the members will 
coordinate these services to avoid duplication. Providers already specializing in Care Coordination and 
the development of Health Action Plans (Rural Resources) will be prioritized for continuing these efforts 
with our priority populations.  These agencies will also partner with medical providers to provide 
(without duplication) patient education based on Stanford Chronic Disease Self-Management Program. 
 
Element 6: Health System: Create a culture, organization and mechanisms that promote safe, high 
quality care.  Partnering Providers will develop agreements to facilitate care coordination within and 
across our organizations.  Through regular meetings of SCC, we will work together to identify areas of 
care improvement and translate those areas into goals and policies that improve our management of 
those with diabetes and a co-occurring behavioral health condition strategy and facilitate system 
change. 
 
      
 
How will the Collaborative’s work in chronic disease prevent 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? 
 
SCC’s efforts in chronic disease prevention and management will support BHT’s vision that every person 
in the region has access to culturally sensitive, whole person-care as a result of increased collaboration 
and reduction of duplication among those Providers.  Within our current system, and in regards to 
chronic disease management, our partnering providers would be classified at the Level-1 of integration 
(minimal collaboration with communication about chronic disease management rarely and based on a 
provider’s particular needs for a specific patient).  Each of our Partners tends to focus on its own area of 
expertise, where effective care is provided, yet the individual’s treatment is “compartmentalized.”  
Primary Care, Mental Health, Substance Use Disorder, and Social Determinants Providers each deliver 
services for which they specialize but coordinated care for the complex patient with chronic illness and 
co-occurring disorders is often fragmented.  Our plan for chronic disease prevention and management 
will help our Partnering Providers to more effectively collaborate, without duplication, on person-
centered/whole-person care. 
      
 
How will your Collaborative support expansion/scaling of these approaches in future years of the 
Medicaid Transformation Project? 
 
Chronic Disease Management among Medicaid enrollees with chronic illness (e.g., diabetes) and co-
occurring disorders has already benefitted from the implementation of Health Homes and associated 
Care Coordination services (including the development of Health Action Plans) among those with PRISM 
scores of 1.5 and higher. As savings are realized among this population in Stevens County, we would 
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hope to work with MCOs to expand our Chronic Disease Management and associated Health Home 
services to include individuals with PRISM scores below 1.5.  As with our efforts in bidirectional 
integration, we would hope that MCOs will work with us on value-based contracting and shared savings 
opportunities to facilitate expansion and scaling. 
      
 
 

Opioid Use Crisis:  
Collaborative Transformation Plans must address all four levels of intervention outlined in the MTP 
Toolkit. Individual Partnering Providers are not required to include each level in their Transformation 
Plans; however, Collaboratives should assure that each level of intervention is addressed by at least some 
Partnering Providers within their Collaborative. 
 
Provide a high-level summary of the Collaborative’s approach for each level of intervention in the section 
below. Collaboratives will be asked to refine and finalize plans for collaboration on the opioid use crisis 
after Partnering Provider plans are submitted in August. 
 
Level 1: Prevent opioid misuse and abuse  

 
Describe your Collaborative’s shared approach to preventing opioid misuse and abuse.  
 
SCC will work with partners in the Stevens County Health Roundtable to identify gaps and improve 
prescribing practices. Primarily, this will involve partners from medical providers, dental providers, 
behavioral health providers (mental health and substance use disorder), and pharmacists. Prevention 
and education efforts throughout the county will be another key approach to prevent misuse with 
partnerships between law enforcement, schools, and local prevention specialists. 
 
What shared strategies/approaches to prevention will you use? 
The following approaches will be utilized to prevent opioid misuse and abuse: 

• In partnership between Providence Health and Services, NEWHP, and the David C. Wynecoop 
Memorial Clinic, work to implement the most current Washington State Agency Medical 
Directors’ Group (AMDG) Interagency Guideline on Prescribing Opioids for Pain.  Partners may 
collaborate with the Department of Health and the University of Washington in the Six Building 
Blocks to Safer Opioid Prescribing Program. 

• Working with area medical providers and pharmacists, promote the use of the Washington State 
Prescription Drug Monitoring Program (PDMP) and its incorporation into electronic medical 
records systems, where possible. 

• Provide ongoing and updated training to providers on the AMDG Guidelines and the PDMP. 

• With partners, work to increase public awareness and knowledge of possible adverse effects of 
opioid misuse.  

• Implement or expand efforts in education aimed at preventing initiation and misuse among 
youth. 
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• Throughout the County and in working with the Spokane Tribe of Indians, promote safe storage 
and appropriate disposal options for prescription pain medication. 

 
 
 
Level 2: Link individuals with Opioid Use Disorder (OUD) to treatment services 
 
Describe your Collaborative’s shared approach to linking individuals with OUD to treatment services. 
Certified Health Care Providers will provide Medication Assisted Treatment (MAT), including suboxone 
prescription, on site at the Providence Northeast Washington Medical Group clinic in Colville.  
Providence Health and Services, NEW Health Programs Association, David C. Wynecoop Medical Clinic, 
and area pharmacists will coordinate with NEW Alliance Counseling Services to link individuals with OUD 
to treatment services.  Much of this coordinated approach will be integrated into the bi-directional 
integration of whole person care.  In addition, Northeast Tri County Health will implement a Syringe 
Services Program that will support referrals for treatment. 
 
What shared strategies/approaches to prevention will you use? 
Through the efforts of the Stevens County Health Roundtable, the following efforts will be pursued: 

• Build capacity of providers and other appropriate partners to recognize signs of possible opioid 
misuse and how individuals can be linked to appropriate levels of medication and psychosocial 
supports. 

• Where needed, build or improve utilization of Medication Assisted Treatment (MAT) using 
evidence based models. This will include having NEWACS obtain appropriate 
licensure/certification from the State to become a MAT treatment site in Colville and Chewelah. 

• Work with criminal justice professionals to expand access to OUD medications to individuals 
under criminal sanctions.  These efforts will include optimizing access to treatment services for 
individuals who are being released and be linked to the community based care coordination jail 
transition project.  NEWACS will utilize a portion of its Criminal Justice Treatment Account funds 
to provide assessment and treatment services to individuals in the Stevens County Jail.  

• Through the public health system at Northeast Tri County Health District, implement a Syringe 
Services Program (SSP) that can effectively link individuals to support services involving MAT and 
substance abuse professionals. 

• Where needed, identify and treat OUD among pregnant and parenting women. 

• Providence Health Systems will pursue a grant create a Hub and Spoke Network that is centered 
on a hub that will induce and stabilize patients with substance use disorder and work with 
spokes who will identify potential patients, refer them to the hub for MAT, and provide wrap 
around services.  The anticipated outcome for the network is to increase access to MAT therapy 
for 250 unique individuals in the network area over the next 1 year, including a nurse care 
coordinators at the hub and spoke care navigators and other support staff at the spokes.  
Anticipated partners include the Colville and Spokane Tribes, NEWACS, NEWHPs, Stevens 
County Jail, Rural Resources, Mount Carmel and St. Joseph Hospitals, Tri-County Health and 
syringe exchange, and the Republic Hospital District.  

 
3.) Overdose Prevention: Intervene in opioid overdoses to prevent death 
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Describe your Collaborative’s shared approach to intervening in opioid overdoses to prevent death. 
The Collaborative will work with partners that include public health, law enforcement, EMS, and First 
Responders to prevent overdoses and prevent deaths. 
 
 
What shared strategies/approaches to linking people with OUD to treatment services will you use? 
Within the County and working with the Spokane Tribe of Indians, the following approaches to prevent 
overdoses and deaths will be used or pursued: 

• Through the Northeast Tri County Health District, at risk individuals and/or family members will 
be provided naloxone along with education on its use.  In addition, persons utilizing the SSP will 
receive Fentanyl test strips when applicable/available. 

• Work with Stevens County Health Roundtable partners to increase availability of naloxone, to 
include standing orders authorizing community based naloxone distribution and lay 
administration.   

• Train on the administration of naloxone and on opioid overdose response. 

• Education on the use of naloxone as it relates to Washington State’s Good Samaritan Law. 

• Implement, if possible, a GIS based tracking system to determine general areas where overdoses 
have occurred. 

 
 
 
4.) Recovery: Promote long-term stabilization and whole-person care 
 
Describe your Collaborative’s shared approach to promoting long-term stabilization and whole-person 
care.  
Using partnerships and community groups located throughout the County, services will be aimed at peer 
recovery support services, enhanced community-based recovery support systems, and a coordinated 
care model to support whole person health in recovery. 
 
 
What shared strategies/approaches to linking people with recovery and long-term care services will you 
use? 
Throughout the County and within the Spokane Tribe of Indians, the following approaches will be 
pursued: 

• Enhance/develop or support the provisions of peer and/or other community based recovery 
support services.  

• Through the incorporation of bi-directional integration, care coordination, and alternative 
evidence based pain management approaches, support whole person health in the recovery 
process.  This will include connecting substance use disorder providers with primary care, 
behavioral health, social services, and peer recovery support to address access, referral, and 
follow up for services. 

 
 

What Providers and Partners will be involved? Please describe their specific roles. 
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• Providence Health Services (Mt Carmel and St Joseph’s) - potential roles include 
implementation of AMDG Interagency Guidelines on Prescribing Opioids for Pain, use of PDMP, 
training, public outreach and education, MAT, distribution of naloxone to at risk individuals, and 
whole person care. 

• NEWHP (Health Centers in Chewelah, Colville, Lake Spokane, Loon Lake, Northport, and 
Springdale) - potential roles include implementation of AMDG Interagency Guidelines on 
Prescribing Opioids for Pain, use of PDMP, training, public outreach and education, MAT, 
distribution of naloxone to at risk individuals, and whole person care. 

• Indian Health Services (David C. Wynecoop Medical Clinic) - potential roles include 
implementation of AMDG Interagency Guidelines on Prescribing Opioids for Pain, use of PDMP, 
training, public outreach and education, MAT, distribution of naloxone to at risk individuals, and 
whole person care. 

• NEWACS- potential roles include behavioral health services, substance use disorder treatment, 
referral for MAT, referral to SSP, distribution of naloxone to at risk individuals, and involvement 
with community-based recovery support systems, and focus on whole person care. 

• Northeast Tri County Health District - potential roles include the administration and 
implementation of SSP, referral for MAT or counseling services, distribution of naloxone to 
individuals at risk, provide Fentanyl test strips when applicable, provide consultation and rapid 
screening for at-risk individuals for bloodborne pathogens common with use of illicit opioids, 
coordinate county activities for proper disposal of sharps and unused medications. 

• Area Pharmacies - Work with providers on coordination of AMDG Interagency Guideline on 
Prescribing Opioids for Pain and PDMP, referral for OUD treatment services, and distribution of 
naloxone to at risk individuals, and participate in activities for proper disposal of sharps and 
unused medications. 

• Law Enforcement Agencies - Referral to MAT or counseling services, administration of naloxone, 
and identification of areas of overdoses (helping to target outreach and education efforts). 

• First Responders and EMS - Referral to MAT or counseling services, administration of naloxone, 
and identification of areas of overdoses (helping to target outreach and education efforts). 

• NEW ESD 101 & Schools - Outreach and education aimed at preventing initiation and misuse 
among youth populations. 

• County Prevention Coordinator – Evidence based prevention services in the schools and 
community. 

• Faith Based Organizations - recovery support services.  
 
How will the Collaborative’s work on the opioid use crisis support BHT’s vision that every person in the 
region have access to culturally competent, whole-person care through an integrated community health 
system? 
 
Expanded discussions with members will improve access and service delivery for everyone.  The Stevens 
County Health Roundtable will work together to provide the best whole-person care available, explore 
non-traditional ways of accessing patients, and follow a shared vision that will meet Stevens County 
residents where they are in an effort to provide appropriate individual treatment plans. 
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How will your Collaborative support expansion/scaling of your approaches to the opioid crisis (at all 
levels of intervention) in future years of the Medicaid Transformation Project? 
 
SCC understands the need to be ready with the appropriate work force (Primary Care Providers, 
Behavioral Health and Substance Use Disorder Providers, Pharmacists, Care Coordinators, Public Health 
Professionals, Law Enforcement, and EMS personnel) to address those needing care.  In addition to 
workforce, there is an understanding that access to services may take on an integrated approach 
including face-to-face and telephone visits with PCP/BH/SUD providers, tele-psychiatry providers, and 
care coordinators.  Much of this collaboration is already in place and/or being developed across the 
county and with MCO partners. 
 
 
 

Community Strengths and Needs 
Describe your strategies for promoting collaboration and coordination among all Partnering Providers 
and other community-based resources. 
 
SCC serves as the organization tasked with coordinating service providers around the needs of the clients 
to improve whole person care and improve patient outcomes.  SCC will meet every other month or as 
needed to support healthcare transformation.   
 
Workgroups might be established to support and focus on project specific metrics to move better health 
outcomes and the BHT P4P measures.  This could include: 

 

• Community Based Care Coordination Workgroup. 

• Chronic Disease Management & Prevention Workgroup> 

• Opioid Use Crisis Workgroup. 

• Bi-directional Integration Workgroup. 

• Social Determinants of Health Workgroup 
 
Establish and maintain a Collaborative Partner Rooster. 
 
 
Please describe the value the Collaborative will bring to Partnering Providers in your community. What 
will happen with the Collaborative that couldn’t happen without it? 
       
SCC provides a forum for integration of services through leveraging resources among partners, shared 
services and identifying overlapping services.  It also provides a forum for partners to work together to 
develop models and strategies through shared vision to improve efficiency and provide whole person 
integrated care. 
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Please describe your community’s strengths and challenges in addressing community health 
transformation and include any specific to the Bi-Directional Integration, Opioids, Chronic Disease 
Management and Community Based Care Coordination 
 

• Strengths:  
Our partners know each other, interact with each other on a regular basis, and have a history of 
collaborating/problem-solving with each other.  Because of our small size and familiarity with 
each other, we can very quickly assess and resolve problems that might require a much longer 
time in larger communities with many complex partnerships. 

• The Collaborative has an established and trusted relationship with community members and 
partners. 

• We have existing tele-health network within our mental health provider system, allowing us to 
access specialty care that might otherwise be non-existent.  There is great potential for 
expansion and integration of this tele-health system. 

• Our County Commissioners have supported and implemented the 1/10th of 1% Sales and Use 
Tax for mental health/substance use services. This has allowed us to develop and implement a 
“Drug Court” within Stevens County.  We envision the Drug Court becoming an important 
partner in your health collaborative working in conjunction with the Jail Transition Project and 
for those with Opiate Use Disorders. 

• Our partnerships expand across several counties, allowing for easy “knowledge transfer” and 
sharing of expertise.  For example, Rural Resources has a strong presence in 4 counties in 
eastern Washington, and is growing.  NEWACS and Tri County Health each serve three counties, 
including Stevens.  Our hospital is affiliated with the Northwest Rural Health Network.  All of 
these relationships allow our Partners to collaborate with peers outside of Stevens County and 
bring in “best practices” as they emerge in various locations.  We don’t have to “re-invent the 
wheel.”    

      

 

• Challenges: 
Transportation – patients have a long way to travel for services and many have no 
transportation and rely on others to get to their destination.  We have limited public 
transportation.  Scheduling can often be a barrier between appointments and transportation 
services. Related, our behavioral health provider often provides services “in the field.” Clinicians 
will travel long distances to provide clinical services, but reimbursement rates hardly support 
the “drive time.”  

• Workforce Shortage and Turnover –Stevens County is a Health Professional Shortage Area.  It is 
difficult for us to recruit and retain health professionals across multiple disciplines. Our distance 
from a large, urban area and a persistent lack of housing makes recruitment difficult.  We find 
that it takes the “right person” to live, work, and serve in our frontier communities.  

• Related to workforce shortage, our medical and behavioral health providers often serve as 
“training grounds” for new graduates (typically, pre-license clinicians). Once independently 
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licensed, the clinicians often move on to higher paying positions in Spokane.  Further, since 
many MCOs (and Medicare) only reimburse fully licensed behavioral health clinicians, we often 
have clinicians who are credentialed to serve ONLY the Medicaid population and not others in 
need of behavioral health services.  This is particularly problematic for those with “Medicare 
only,” and we have concerns about this as our population ages.   
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Charter Template 
Click here to download the template. 
 

Collaborative Governance 
Please provide a description of Collaborative decision-making processes and how the Collaborative will 
approach issues of conflict (to also be included in the Collaborative Charter – Governance section). 
 
See SCC Charter. 
 
Please provide signatures from all Partnering Providers (Signature sheets provided at the end of 
document) 
Attached 
 

Collaborative Management & Rural Accelerator Funds  
How do you plan to spend the Collaborative Management Funds? Provide a narrative and complete 
budget form on the following page. 
       
Collaborative Management Funds will be spent primarily on project management through the 
Collaborative Lead Chair, salary, as well as administrative costs associated with hosting meetings, legal 
assistance, plan development, and technical assistance.    Collaborative Lead Funds will also be utilized 
through a special resiliency fund to support training, workforce development, implementation, and policy, 
systems and environmental changes that support transformation.  Funds will also support partnering 
agencies planning and program development as follows: 

o Rural Resources – will receive funding to support their time in development of the 
Pathways HUB to support reductions in jail recidivism and also integration and expansion 
of the Health Homes Model. 

o Stevens County Jail – will receive funding to support their time in development of the 
Pathways HUB to reduce jail recidivism. 

 
Which entity will be the fiscal agent?  
 
     Rural Accelerator—Better Health Together 
 
How do you plan to leverage other funding sources to support Transformation work?  
      
SCC will work with MCO partners to develop reimbursements and shared saving strategies that align with 
the transformation work.  It is hopeful that the combines shared savings resulting from this work can be 
reinvested in supporting ongoing transformation work.  Furthermore, the Collaborative partners will 
search for private grants and funding opportunities that support transformation work both as individual 
organizations and the collaborative.  Partners will also evaluate current funding sources to evaluate 
opportunities to utilize current funding sources to support collaborative work.  

http://www.betterhealthtogether.org/s/Rural-Collaborative_Charter-Framework_Final.docx
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How do you plan to spend Rural Accelerator dollars? 
       
Rural Accelerator dollars will be spent to support collaborative work as necessary for all projects as 
determined by the Collaborative and those at risk for care delivery.  Engaging providers (Providence, 
NEWHP, NEWACS) will be critical in this work including reporting on project milestones, evaluating 
milestones and transformation progress, and moving towards a new payment model.    
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Budget Template 
 

Expense Amount 
Administration  
RRCA salaries/benefits/administrative service as collaborative lead $25,000 
$ 
$ 

SUBTOTAL $25,000 
  
Project Management  
Rural Resources—Resiliency Fund $16,500 
Subcategory (optional) $ 
Subcategory (optional) $ 

SUBTOTAL $16,500 
  
Provider Engagement, Participation, and Implementation  
Rural Resources – Pathways HUB (jail transitions) $4,000 
Stevens County Sheriff – Pathways HUB (jail transitions) $4,500 
  

SUBTOTAL $8,500 
  
  

TOTAL EXPENSES $50,000 

Definitions of Budget Template Categories 

Administration 
Payments for the administrative operating expenses of the ACH (e.g., financial, legal, administrative salaries, facilities and 
equipment, taxes) 
 
Project Management 
Payments for transformation project-related design and project management support. 
 
Provider Engagement, Participation, and Implementation 
Payments to partners for engagement and participation (signed partner agreements, and meaningful leadership and 
participation on workgroups and operational committees); implementation costs for early infrastructure and process changes 
that actively move the partner and team toward integration and community-based care. 
 
Provider Performance and Quality Incentives 
Payments to partners for reporting on project milestones; performance-based, metric-driven payments; transitioning to new 
payment models. 
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Rural Accelerator Budget Template 
 

Expense Amount 
Administration  
  $ 
  
  

SUBTOTAL $ 
  
Project Management  
Subcategory (optional) $ 
Subcategory (optional) $ 
Subcategory (optional) $ 

SUBTOTAL $ 
  
Provider Engagement, Participation, and Implementation  
Providence Health Services $12,500 
NEW Alliance Counseling Services 
NEWHP 
Northeast Washington Tri County Health 

$12,500 
$12,500 
$12,500 

   

SUBTOTAL $50,000 
  
Provider Performance and Quality Incentives  
Subcategory (optional) $ 
Subcategory (optional) $ 
Subcategory (optional) $ 

SUBTOTAL $ 
  

TOTAL EXPENSES $50,000 
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Collaborative Member Signatures 
The following Collaborative members attest that they agree to the governance structure set forth in this 
document and in the Collaborative Charter. 
 
     

Signature  Signature  

Print Name  Print Name  

Organization  Organization  

Signature  Signature 

Print Name  Print Name 

Organization  Organization 

Signature  Signature 

Print Name  Print Name 

Organization  Organization 

Signature  Signature 

Print Name  Print Name 

Organization  Organization 
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Signature  Signature  

Print Name  Print Name  

Organization  Organization  

Signature  Signature 

Print Name  Print Name 

Organization  Organization 

Signature  Signature 

Print Name  Print Name 

Organization  Organization 

Signature  Signature 

Print Name  Print Name 

Organization  Organization 
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Signature  Signature  

Print Name  Print Name  

Organization  Organization  

Signature  Signature 

Print Name  Print Name 

Organization  Organization 

Signature  Signature 

Print Name  Print Name 

Organization  Organization 

Signature  Signature 

Print Name  Print Name 

Organization  Organization 
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Signature  Signature  

Print Name  Print Name  

Organization  Organization  

Signature  Signature 

Print Name  Print Name 

Organization  Organization 

Signature  Signature 

Print Name  Print Name 

Organization  Organization 

Signature  Signature 

Print Name  Print Name 

Organization  Organization 
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