North Central
Accountable Community of Health

Whole Person Care Collaborative (NCACH)

11:00 AM – 12:20 PM Monday September 11, 2017
Family Health Center
1003 Koala Ave
Omak, WA 98841
Conference Line: 1-888-285-0307
Participant PIN: 7116056#

Proposed Agenda

Time

Goals

11:00

• Introductions
• Approve Agenda and Minutes
• Review & approve document updates since last
meeting:
o Revised Charter & Member Agreement
o Summary of changes to Funding Proposal
o Revised Funding Proposal Document

2. Primary Care Assessment
Recommendations
Gwen Cox
WPCC Members

11:30

3. Consulting Proposal for
WPCC
Peter Morgan
4. Other Announcements:
Peter Morgan
John Schapman

11:50

• Status report on assessments & improvement plasn:
o Completed, in process, and tbd
o List of Eligible PC & BH organizations (needs
validation)
• Member progress reports on developing Improvement
plans
• Review and discuss approach to Collaborative
outlined in CCMI/CIS proposal

1. Introduction
Peter

12:10

• Status report on VBP Survey
• Notice of Webinar on Bi-directional integration
• Notice of Practice Transformation Conference in
Moses Lake
• Identify Next Steps

North Central
Accountable Community of Health
Whole Person Care Collaborative Charter
Background
In order to participate in the State Innovation Model (SIM) grant program and prepare for fully
integrated Medicaid contracting by 2020, the North Central ACH Governing board selected whole
person care as the primary project under SIM. A Primary Care Transformation Workgroup was
formed and in the fall of 2016 the workgroup adopted a broad vision of whole person care and
formed the Whole Person Care Collaborative. The term “collaborative” was used because the ACH
Board intends to create organized and standardized systems to better integrate care between
provider organizations across NCW and the Board believes the collective and cooperative efforts of
these organizations will provide the most effective means to achieve this aim.

Charge
The Whole Person Care Collaborative (WPCC) will promote alignment of provider transformation
efforts in the North Central Region with a shared vision of whole person care. The region’s vision of
whole person care is for patients to receive care that integrates behavioral and physical care, and
effectively connects patients them to resources that can help mitigate the negative effects of the
social determinants of health. The work of WPCC will also strive to deliver Whole Person Care in a
way that is financially sustainable for provider organizations.
NCACH plans to use WPCC as the primary means through which to allocate Demonstration funding
to provider organizations.

The WPCC will create a structured and systematic process for participating provider groups in North
Central Washington (NCW) to collaborate on and receive funding to support adoption of evidencedbased and other innovative practices that will:
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Enable primary care and behavioral health providers in NCW to better integrate behavioral
health and medical care,
Better integrate and coordinate care activities with organizations addressing social
determinants of health,
Achieve the population-based clinical outcome goals of the Medicaid Demonstration project
relevant to the projects addressed by the Collaborative as outlined by the HCA in the
Demonstration Project Toolkit, and;
Adapt successfully to value-based payment initiatives across payers (e.g., MACRA) by
supporting participating practices in delivering effective whole person care and thriving
economically under evolving incentives and reimbursement models.

Composition
The Whole Person care Collaborative is open to organizations in the Grant, Chelan, Douglas, and
Okanogan Counties. Representatives from the following sectors will be encouraged to participate
as members, and will be broken into the following categories:
Members who are able to receive Demonstration funding through the Collaborative:
•
•
•

Behavioral Healthcare Provider Organizations
Primary Care Medical Provider Organizations
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•

Emergency Services Organizations

Members who are active partners in Demonstration work through the Collaborative:
•
•

Managed Care Organizations
Emergency Service Organizations

A member organization is one who has signed a membership agreement, referenced in this charter,
which describes the benefits, duties, and obligations of members with respect to the quality
improvement work of the collaborative.
Meetings are open to the public, all interested organizations are welcome to attend, and meeting
minutes and materials will be posted on the website.

The WPC Steering Committee is a sub-committee of the ACH board, and will be led by the director
of the Whole Person Care Collaborative.
Meetings
WPCC meetings are normally held one time a month. An effort will be made to hold meetings in
each of the counties throughout the year. All meetings will have an option to participate via
teleconference for those unable to attend in person. The NCACH WPCC Chair, Governing Board
Chair, and staff shall be responsible for establishing the agendas. Notes for all meetings will be
provided by NCACH staff within 2 weeks of each meeting. All meeting materials (agendas, notes,
presentations, etc.) will be publicly available on the NCACH website under the WPCC page.
Member Obligations

1. Every WPCC member organization will conduct its own baseline assessment (using Qualis or
the consultant of their choice) to establish their current operational state relative to the PCMHA tool for Primary Care and MeHAF tool for Behavioral Health and improvement opportunities
to be addressed in the transition to whole person care and value-based payment.

2. Every WPCC member organization will work with the consultant of its choice (or its internal
experts if available) to develop its own Transformation Change Plan. WPCC will provide a
Transformation Change Plan template, but each organization must develop its own internal
plan. This plan should be as specific as possible in identifying necessary changes in
arrangements for behavioral health integration, changes in staffing patterns, IT changes, care
coordination arrangements, and other measures that will be needed to provide whole person
care. The plan should include a budget reflecting the costs of this transition to be funded by the
demonstration project and how the changes will be sustained through value based payment
beyond the period of the demonstration project. The transformation Change Pplan should also
include a timeline for an implementation plan identifying who in the organization will be
involved in shaping and implementing these changes. The Transformation Change Plans will be
submitted to the WPCC for evaluation and recommendations. and they
2. will be the basis for most of the Demonstration funding allocated to provider organizations.
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3. Every WPCC member organization commits to be part of a learning collaborative structure that
includes collecting and sharing their transformation Change Pplan results and progress toward
implementation with other members of the collaborative.
WPCC Roles and Responsibilities
1. WPCC will develop transformation Change Pplanlan methodology and make
recommendations to the ACH board on plan details that will be supported through the
Medicaid Demonstration Project.

2. WPCC will work with member organizations as needed to improve plans, using Demonstration
funds if needed, and as available, to enable the organization to acquire needed clinical
resources.

3. The WPCC will, as directed by the NCACH Governing Board:
a. Provide mechanisms for measuring performance of the ACH, sub-regions, and
member organizations and progress over time.
b. Provide opportunities for members to share best practices, engage in peer learning,
and leverage available statewide practice transformation resources
c. Provide training and coaching opportunities as needed to address
organizational change and clinical practice improvement.
d. Evaluate and recommend improvements in shared systems as necessary to improve
care across organizations (e.g. 24/7 nurse advice systems, health information
exchange/interoperability, care management systems, other IT solutions)
4. The WPCC will evaluate the progress of individual members relative to project work plans,
Demonstration milestones, and progress toward achievement of relevant clinical quality
metrics associated with the WPCC improvements. It will provide the board with regular
monthly updates on the contribution of the WPCC toward meeting the Demonstration Project
objectives and on changes or adjustments to the strategies that may be necessary.

Authority
The WPCC is an advisory body that will inform decision-making and ensure regional priorities and
local considerations are incorporated in program design decisions. Recommendations and input
developed by the WPCC will be shared in regular monthly progress reports to the NCACH
Governing Board.

Footnote: NCACH performance on HCA’s Demonstration metrics will have a part in determining the amount of
Demonstration funding available. In Demonstration Years (DY) 1 and 2, funding allocations will be determined
by ACH performance on a series of pay-for-reporting (P4R) measures. In DY 3-5, funding allocations will be
determined by ACH performance on a combination of P4R and pay-for-performance measures.

North Central Accountable Community of Health
Whole Person Care Collaborative
Membership Participation Agreement
_________________________________________________________,
Organization Name

commits to participate in the NCACH Whole Person Care
Collaborative as a member according to the following terms of
agreement:

1. We have read and understand the Whole Person Care
Collaborative (WPCC) Charter and agree to the terms and
conditions outlined therein, including the Charge,
Member Obligations, and the Role and Responsibilities of
the WPCC.

2. We agree to designate a representative to participate in
the regular meetings of the WPCC and to provide
guidance and support for the effort.

3. For the purposes of understanding sources of variation
across the region and improving the health and wellbeing of the entire population of NCH, we agree to share
organization-specific health outcome data (non-PHI
identifiable and not provider specific) relevant to the
Demonstration Project with the ACH.
___________________________________________
Signature
_______________________________________
Name and Title

______________________
Date
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Investing in Change Through the Whole Person
Care Collaborative (WPCC)
Theory of Change and the Role of the Whole Person Care Collaborative
Background
The North Central Accountable Community of Health has elected to address health improvement
through six different Medicaid Demonstration Projects that will involve a broad array of organizations
well beyond medical care as will be described in future documents. However, because many purposes
of the Medicaid Demonstration Projects cannot be addressed without changes in the care of patients,
clinical provider organizations have a major role to play and many of the Demonstration dollars will be
invested in them.
The NCACH board has designated the Whole Person Care Collaborative (WPCC) as the workgroup to
coordinate and fund provider organizations’ improvement activities affecting all 6 demonstration
projects. WPCC will directly manage projects 2a (bi‐directional integration of physical and behavioral
health care) and 3d (chronic disease prevention and control) and will also coordinate provider
involvement with the workgroups managing the other 4 projects. Project plans will describe how other
projects not directly covered by the WPCC (2b‐Care Coordination, 2c‐Transitional Care, 2d‐Diversion,
and 3A‐Opioid Use) will be organized and funded. This document describes the process through which
Demonstration investments in provider organizations could be made in an accountable, effective and
transparent manner.
The core activity of the Collaborative is to plan and implement evidence‐based practices necessary for
provider organizations to improve effectiveness in two ways:




Clinically, by providing Whole Person Care that integrates behavioral and physical health care,
and more proactively identifies and addresses the medical and social health needs of the
population to mitigate their negative health effects, and;
Financially, by aligning clinical practices around the significantly different incentives and
demands of new payment methods (mainly Value‐Based Payment or VBP) now being
implemented.

Because Medicaid Demonstration ends in 2021 (with incentive payments based on performance
potentially coming in through 2023), the WPCC can support only improvement activities that can be
sustained through Medicaid value‐based payment mechanisms in the long run. Similar new payment
approaches are being implemented in Medicare under MACRA and commercial payers, so changes
developed under the Demonstration should be relevant to a large proportion of most providers’ patient
populations.
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It is important to emphasize that the purpose of Demonstration funds is not simply to help pay the
operating costs of provider organizations during the life of the Demonstration, leaving a shortfall when
Demonstration dollars are gone. The point is to help provider organizations make the investments
needed to reconfigure their organizations and practices so that by the end of the Demonstration, they
will be able to function effectively without subsidy from Demonstration dollars.

Stages for Creating Sustainable Change
The effort to create sustainable change of that kind has three stages:

1. Development of a Change Plan.
2. Implementation of that plan, using specific structure and process metrics to measure progress
along the way.
3. Sustaining and demonstrating improvement in clinical outcomes specific to each organization.

Participating organizations can expect Demonstration funds to be used to support them in the planning,
implementation, and sustaining of changes through the Demonstration period. Demonstration funding
is substantial – depending on a variety of performance measures, our region can potentially earn up to
$50 million dollars over the course of the 5‐year demonstration (2017‐2021.) The overall effort to
provide integrated Whole Person Care is the highest priority of the Demonstration.

Ongoing Work of the Collaborative
The WPC Collaborative should become very effective as a learning collaborative for member
organizations. For that to work, we will have to maintain some trust and transparency among WPCC
members, so that we can learn from each other’s challenges as well as our successes. At the same time,
we are all accountable for the way Demonstration dollars are used, and the Demonstration projects
must be implemented in an accountable and transparent manner. WPCC would be the collection point
for information on progress in implementing change plans. Both of these purposes – an effective
learning collaborative, and accountability for public funds in order to earn further Demonstration dollars
– will push us to cultivate openness and sharing of information among WPCC members.
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Stage 1: Developing Change Plans
During the last part of 2017, all organizations in the NCACH region (Chelan, Douglas, Grant and
Okanogan Counties) providing primary health care or behavioral health and who have undergone
operational assessments to identify where they stand on the road to Whole Person Care are invited to
submit Change Plans. Change Plans must be high in quality to justify significant investment of
Demonstration funds in their implementation.
It is expected that the plans of different organizations will differ considerably; there is no one plan or
pattern that fits every provider organization in this region. Although organizations in our region vary a
great deal in size and in the degree to which they already achieve whole person care, none are so
perfect that significant improvements cannot be made. In recognition that each organization is in a
different place relative to an idealized model of Whole Person Care, the funding process is designed to
support and fund improvement rather than reward or penalize organizations based on their current
state.
It is not quick or easy to develop plans of this kind, if only because they require significant involvement
by several parties including front‐line providers who are also busy doing their normal work.
Development of a workable change plan costs money, at a minimum in the form of substantial staff
time. Many organizations will benefit from outside expertise on change management and plan
development, and may have limited experience with VBP and the new options for care delivery it
enables. Demonstration funding can support the cost of consultants to support effective change
planning.

Timeframe for Stage 1 Change Plan Development
Oct‐Dec 2017
Jun 2018

Stage 1 Change Planning Awards made
Change plans due by the end of June 2018

Potential uses of Stage 1 Change Planning Awards
•
•
•

Consultants or temporary staff support for change management, VBP, IT, or other topics
Payments to providers and other staff for participation in Change Plan development
Cost of staff time used in plan development instead of revenue‐producing activities, including
part time or replacement staff to support current operations.

•

Costs for staff involvement in other activities necessary for plan development

Page 3 ‐‐ WPCC Project Funding Process – Draft September 5, 2017

For review and approval by WPCC Steering Committee 9/8/2017

Change Plan Application
Application for Stage 1 funding will require the following:
1.

2.
3.

4.

Completing the Qualis assessment relative to MeHaf or PCMH‐A standards and submitting a
Preliminary Improvement Plan resulting from the assessment. The Preliminary
Improvement Plan should describe the results of the assessment and indicate the
operational priority areas to be targeted in the Change Plan (these can be subject to change
in the final Change Plan.)
A budget indicating how the funds will be used in the development of the Change Plan.
Signing and submitting a signed Membership Agreement to participate in the Whole Person
Care Collaborative, indicating understanding and acceptance of the purpose and
participation requirements for the Collaborative.
A signed Memorandum of Understanding with the NCACH addressing terms and conditions,
including reporting requirements, for use of NCACH funds. (TBD)

Allocation of Demonstration Funds for Stage 1 Change Planning Awards
Although provider organizations will face many of the same challenges in developing Change Plans
regardless of size, the level of Medicaid activity by each organization will influence the cost of Change
Planning. As such, Stage 1 Change Planning Awards will be allocated to WPCC member organizations
using the following Base‐Plus methodology.
Base

Every WPCC member organization will receive a base Change Planning Award of $75,000

Plus

Additional funds will be based on the organization’s rank relative to its 2016 Medicaid
professional outpatient encounter volume
Top quintile
Second quintile
Third quintile
Fourth quintile
Bottom quintile

+ $30,000
+ $25,000
+ $20,000
+ $15,000
+ $10,000

Using this Base‐Plus methodology, WPCC member organizations should expect an award between
$85,000‐$105,000 to boost and catalyze change planning during Stage 1.
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Stage 2: Evaluating and Scoring Change Plans
Change Plans will be the basis for allocation of additional Demonstration funding during 2018‐2020.
This section previews the topics that must be addressed by every Change Plan, and indicates the
number of points that can be earned for each topic out of a total of 100 points. The scoring of Change
Plans will be done by the NCACH Executive Committee, with the support of NCACH staff. Executive
Committee members will comply with the NCACH Conflict of Interest Policy in this work. Scores will be
used by the Executive Committee to develop proposed allocations of Demonstration funding to WPCC
member organizations in the form of Change Implementation Awards. These allocations will be subject
to review and approval by the NCACH Governing Board.
In scoring Change Plans, each section will be given a percentage rating of 0 to 100, with 100 representing
an excellent section. This rating will be used to determine the percentage of the section’s possible points
that will be credited to the plan. For example, if a section is worth a maximum of 10 points, a rating of
50% would result in a score of 5 points for that section. The Executive Committee will vote on the score
to be awarded for each section, with a majority of the voting Committee members needed for each
scoring decision. (Note that Committee members will not vote on proposals from their own
organizations, per the NCACH COI Policy.)
At this time we know it is likely that several million dollars will be available annually for Stage 2
Implementation Awards, but the exact amount available to NCACH is not yet known because it depends
on HCA’s evaluation of project plans to be submitted in November 2017 and subsequent reporting
requirements. As a result, Stage 2 award amounts on the basis of Change Plan scores cannot be
determined yet. When the amount of funding for Stage 2 awards becomes clear, the Executive
Committee will develop an allocation method and propose it to the Governing Board for review and
approval.
The following table describes the topics to be addressed in sections of the Change Plan, and indicates
the number of points (out of a total of 100) that can be earned by each section. Each section of the
Change Plan should define metrics by which progress in change plan implementation should be
measured. For example, if use of telehealth for mental health services is planned, agreements with
telehealth providers could be documented early on, and later the provider organization could report
how many such encounters occurred during implementation. We need ways to track actual
implementation of the plan, and will favor metrics that are as practical and convenient as possible when
it comes to data collection and reporting. Inclusion of appropriate implementation metrics in each
section will be considered in scoring. This table is a “draft” only but provides an indication of the
information that will be required to link change plans to the evidence based approaches to not only
projects 2a and 3d, but all projects undertaken by the NCACH. The change plan framework, including
criteria, scoring, and questions to guide change plan development will be finalized before Stage 1
awards are made. Reporting requirements during Stage 2 will also be clarified.
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Appendix A – Toolkit Measures
#

Criteria

1

Demonstrates
organizational
readiness and
commitment to
transforming care

2

Addresses most
important
improvement
opportunities
identified in the
assessment phase

3

Promotes the
integration of
Physical and
Behavioral Health

4

Addresses the
Opioid Epidemic

Description
Traditional models of healthcare are generally reactive, encounter‐based and designed to
treat discrete and acute episodes of care that are site or provider specific. Transition to
models of care that are pro‐active, population based and coordinate care across a
continuum of sites and providers will require a long‐term commitment to change. The
Change Plan should demonstrate the organization possesses the necessary foundations of
leadership commitment, a durable and capable system of quality improvement, and
systems for empanelment and population management necessary to undertake this
journey. The proposal should describe the organization's capabilities in this area and/or
plans to develop and improve them. Points will be awarded to organizations who
demonstrate an understanding and commitment to the change process, how it will be
managed, how progress will be tracked, measured, and reported. Additionally,
organizations should describe how providers and their clinical teams would have
significant involvement in guiding the change process.
The Change Plan demonstrates an understanding of the organization's current state
relative to evidence‐based and idealized models (e.g. PCMH‐A or MeHAF) of whole person
care as well as its most significant opportunities for improvement toward that model. The
proposal should cite evidence of a self‐assessment (Qualis or other) as well as qualitative
data to support the priorities for improvement and approach taken. Points will be
awarded for demonstrating linkages between proposed process improvements and the
way they proactively address the planned/necessary care needs of patients with chronic
disease, particularly those with cardiovascular disease, diabetes, and asthma.
Demonstration resources

Chronic Care Model www.improvingchroniccare.org
A Change Plan should address BH‐medical integration, as it will be implemented in this
organization, including any cooperative arrangements to be made with partners. The plan
should be detailed and practical and should include measures not only to conveniently
access BH and medical providers in the same facilities (whether through co‐location,
telehealth, or other means), but also measures to change the practices of front‐line
providers in such a way that medical and BH providers collaborate effectively on the care
of patients. Change Plans will be scored based on how they address the Oregon CCO
Minimum Standards for providing integrated care, the Bree Collaborative Standards of
Care, or the AIMS Collaborative Care Model standards.
Demonstration resources

http://www.ccooregon.org/media/uploads/PCPCHibhaofinalwatermark2.pdf

Bree Collaborative “Standards for Integrated Care”
http://www.breecollaborative.org/wp‐content/uploads/Behavioral‐Health‐
Integration‐Final‐Recommendations‐2017‐03.pdf

Collaborative Care Model: http://aims.uw.edu/collaborative‐care
The Change Plan should address the organization’s capacity and intentions to help address
the Opioid epidemic. This could include adoption of regional and state prescribing
guidelines regarding opioids and benzodiazepines, increases in the number of suboxone
prescribers among the organization’s prescribers, or other measures appropriate for the
organization. It should also include the designation of a point person for the organization
to participate in county and regional opioid related initiatives.
Demonstration resources

AMDG’s Interagency Guideline on Prescribing Opioids for Pain,
http://www.agencymeddirectors.wa.gov/Files/2015AMDGOpioidGuideline.pdf
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15

25

20

5
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5

Addresses
methods for
addressing social
determinants of
health

6

Financial
Sustainability
through Value‐
Based Payment

7

Care
Coordination,
Transition and
Diversion

CDC Guideline for Prescribing Opioids for Chronic Pain – United States, 2016
https://www.cdc.gov/mmwr/volumes/65/rr/rr6501e1.htm

Substance Use during Pregnancy: Guidelines for Screening and Management,
http://here.doh.wa.gov/materials/guidelines‐substance‐abuse‐
pregnancy/13_PregSubs_E16L.pdf
The essence of more effectively addressing the social determinants of health – those
outside‐the clinic factors that greatly influence health and the effectiveness of health care
– is to connect patients with resources that can help them deal with those factors. Many of
those resources are community agencies and services that address factors such as
employment, housing, nutrition & food sufficiency, education, childcare, chronic disease
self‐management. The proposal should describe the organization's plans to refer patients
to and coordinate care with agencies in support of patient wellness.
The demonstration project can provide change management support and short‐term
investments in innovative approaches to care. However, any changes in care must have a
plan for funding through future value‐based payment mechanisms beyond the
demonstration period. The Change Plan should provide a budget showing as much detail
as possible about the costs of implementing the planned changes between now and the
end of 2021. To the extent these operational changes will require Demonstration Project
funding to implement, describe how they will be sustained through value‐based payment
arrangements beyond the demonstration period.
An important aspect of population health is the management of care across the continuum
of providers, facilities, organizations and agencies involved in a patient's care. The Change
Plan should describe how care both within the organization and outside can be
coordinated to ensure unnecessary lapses in or duplication of care can be avoided. The
Change Plan should address how proactive population management will ensure care is
provided at the right time an in the right place to avoid unnecessary use of Emergency
Rooms and Hospitals (Diversion) and how patients treated in those settings receive
appropriate follow up care to address avoidable readmission (Transition.) Also, the NCACH
Pathways Care Coordination HUB project is designed to make connections with community
resources relatively quick and easy for providers, and to provide a framework for
coordinating and funding care coordination. The Change Plan should discuss how any
current care coordination efforts provided by the organization could become part of the
HUB effort. At a minimum (since it will take some time for the HUB to reach the entire
region) the plan should demonstrate an understanding of the HUB concept and indicate a
willingness to cooperate with the HUB when it becomes available to the organization’s
patients or clients.
Demonstration resources

Pathways Community HUB
https://innovations.ahrq.gov/sites/default/files/Guides/CommunityHubManual.
pdf

The Care Transitions Intervention® (CTI®), http://caretransitions.org

Care Transitions Interventions in Mental Health
http://www.integration.samhsa.gov/Care_transition_interventions_in_mental_h
ealth.pdf

Emergency Department (ED) Diversion, http://www.wsha.org/quality‐
safety/projects/er‐is‐for‐emergencies/,
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4038086/ ‐ a systematic
approach to re‐directing and managing persons who present at the ED for non‐

Page 7 ‐‐ WPCC Project Funding Process – Draft September 5, 2017

5

10

10

Appendix A – Toolkit Measures

8

Access to Care

emergency conditions, which may be oral health, general physical health, and/or
behavioral health conditions.

Community Paramedicine Model,
http://www.emsa.ca.gov/Media/Default/PDF/CPReport.pdf ‐ an evolving model
of community‐based health care in which paramedics function outside their
customary emergency response and transport roles in ways that facilitate more
appropriate use of emergency care resources and/or enhance access to primary
care for medically underserved populations. Additional resources include:
http://communityparamedic.org/ ,
http://www.hrsa.gov/ruralhealth/pdf/paramedicevaltool.pdf, and
https://www.ruralhealthinfo.org/topics/community‐paramedicine.

Law Enforcement Assisted Diversion, LEAD® http://www.leadbureau.org/
North Central Washington is underserved in terms of common provider/population ratios
that make it difficult for patients to visit a provider. Additional barriers, including
insurance coverage, lack of after hours coverage, geography, weather, transportation, and
language can reduce timely access to appropriate care and result in unnecessary
exacerbations of readily preventable or treatable conditions. Fortunately, improvements
in technology and innovative approaches to access, including telemedicine, e‐medicine,
phone visits, nurse triage/advice lines, and case management services can be effective in
leveraging traditional provider visits and are increasingly reimbursed by insurers. The
Change Plan should describe innovative approaches the organization is taking to improve
access to in‐person care with providers as well as other innovative approaches to respond
to patient needs.

Total

10

100

A few elements are required but are not scored separately:
•

The plan should indicate the extent (if any) to which the physical infrastructure of the organization
may need to be altered to accommodate expected changes. For example, offices might need to be
reconfigured to allow for co‐location of BH or primary care providers, or for members of an
expanded care team. Costs for such changes should be included in the budget.

•

A discussion, especially for smaller providers, of the way the applicant plans to use collaboration
among provider organizations to make more efficient use of funds. For example, two or three
smaller organizations could share the same Change Management consultant in plan development. IT
consultants could be shared. Or multiple organizations could cooperate on 24/7 nurse call lines
which would not be affordable to any single small organization.

•

The plan must indicate a commitment to share plans, metrics, results, problems and experiences
with other members of the Whole Person Care Collaborative in an open learning‐oriented manner
to support an effective learning collaborative. If the applicant expects to withhold certain kinds of
information (such as proprietary business information) this section should explain how it will be
possible to achieve a meaningful learning collaborative without sharing information of that kind.
The plan should give a concise description of the member’s services, staffing, facilities and patient
population to assure reviewers have a good understanding of the organization.

•
•

The applicant may add other elements to the Change Plan to clarify its approach to Demonstration
work, though there is no reward for quantity.
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Timeframe for Stage 2 Evaluation and Implementation
Jul‐Sep 2018

After evaluation of change plans, the first installment of Stage 2 Change
Implementation Awards will be made

Oct‐Dec 2018

Change Plan implementation begins. Subsequent Implementation Awards will be
based on demonstrated progress as reported in semi‐annual reports to the NCACH.

Stage 3: Sustaining Change and Demonstrating Improvement in
Outcomes
In order for the NCACH to achieve its goal of health improvement, all organizations must improve
regardless of their starting point. It’s therefore the intent of the Collaborative is to challenge each
organization equally and to reward incremental improvement and to avoid penalizing or rewarding
organizations for their current state. The WPCC will work with the HCA and the member organizations to
define each organization’s baseline performance on some or all of the clinical outcome measures which
can be substantially improved through the Change Plans. (See attached Approved Project Metrics
Appendix) Incentive payments to participating WPCC members will be based on their relative
contribution to aggregate ACH improvement in these clinical outcomes and amounts will be subject to
incentive funds awarded to the ACH by the HCA.
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MEDICAID TRANSFORMATION
APPROVED PROJECT METRICS APPENDIX
June 2017

Transformation Project Metrics

Name

Antidepressant Medication
Management

NQF#

0105

Child and Adolescents’ Access to
Primary Care Practitioners

Childhood Immunization Status

Chlamydia Screening in Women Ages
16 to 24

0038

0033

Assessment of ACH
Performance, by
Demonstration Year

Measure
Steward

Measure Description

Method for
Assessment of ACH
Performance: Gap to
Goal, Improvement
Over Self

NCQA

The percentage of Medicaid
enrollees 18 years of age and older
with a diagnosis of major
depression and were newly treated
with antidepressant medication,
and who remained on an
antidepressant medication
treatment.

Gap to Goal

State (HCA)

P4P

P4P

P4P

2.a

NCQA

Percent of children enrolled in
Medicaid who had a visit with a
primary care provider. Reported
separately for the following age
groups: 12-24 months, 2-6 years, 711 years, and 12-19 years.

Gap to Goal

State (HCA)

P4P

P4P

P4P

2.a, 3.d

DOH

Percentage of children 2 years of
age who received the combo 10
HEDIS vaccine series (4DTaP/DT/Td,
3 Hib, 3 polio, 3 Hep B, 1 MMR, 1
Varicella, 2 Hep A, 2 flu, 4 PCV, 2
rotavirus) during the measurement
period.

Gap to goal

State (DOH)

Inactive

P4P

P4P

3.b

NCQA

The percentage of female Medicaid
enrollees 16–24 years of age who
were identified as sexually active
and who had at least one test for
chlamydia during the measurement
year.

Gap to Goal

State (HCA)

P4P

P4P

P4P

3.b

Reporting
Responsibility

DY 3
(2019)

DY 4
(2020)

DY 5
(2021)

Associated
Project Areas

Transformation Project Metrics

Name

Comprehensive Diabetes Care: Eye
Exam (retinal) performed

Comprehensive Diabetes Care:
Hemoglobin A1c Testing

Comprehensive Diabetes Care: Medical
Attention for Nephropathy

Contraceptive Care – Access to LARC

NQF#

0055

0057

0062

2904

Assessment of ACH
Performance, by
Demonstration Year

Measure
Steward

Measure Description

Method for
Assessment of ACH
Performance: Gap to
Goal, Improvement
Over Self

NCQA

Percentage of Medicaid enrollees
18-75 years of age with diabetes
who had a retinal or dilated eye
exam by an eye care professional
during the measurement period or
a negative retinal exam (no
evidence of retinopathy) in the 12
months prior to the measurement
period.

Gap to Goal

State (HCA)

Inactive

P4P

P4P

2.a, 3.d

NCQA

The percentage of Medicaid
enrollees 18–75 years of age with
diabetes (type 1 and type 2) who
received an HbA1c test during the
measurement year.

Gap to Goal

State (HCA)

P4P

P4P

P4P

2.a, 3.d

NCQA

The percentage of Medicaid
enrollees 18–75 years of age with
diabetes who had a nephropathy
screening test or evidence of
nephropathy during the
measurement period.

Gap to Goal

State (HCA)

P4P

P4P

P4P

2.a, 3.d

US Office of
Population
Affairs

Percentage of female Medicaid
enrollees aged 15-44 years at risk
of unintended pregnancy that is
provided a long-acting reversible
method of contraception (i.e.,
implants, intrauterine devices or
systems (IUD/IUS).

Improvement over
self

State (DSHSRDA)

Inactive

P4P

P4P

3.b

Reporting
Responsibility

DY 3
(2019)

DY 4
(2020)

DY 5
(2021)

Associated
Project Areas

Transformation Project Metrics

Name

Contraceptive Care – Most &
Moderately Effective Methods

Contraceptive Care – Postpartum

NQF#

2903

2902

Assessment of ACH
Performance, by
Demonstration Year

Measure
Steward

Measure Description

Method for
Assessment of ACH
Performance: Gap to
Goal, Improvement
Over Self

US Office of
Population
Affairs

Percentage of female Medicaid
enrollees aged 15-44 years at risk
of unintended pregnancy that is
provided a most effective (i.e.,
sterilization, implants, intrauterine
devices or systems (IUD/IUS)) or
moderately effective (i.e.,
injectables, oral pills, patch, ring, or
diaphragm) FDA-approved
methods of contraception.

Improvement over
self

State (HCA)

Inactive

P4P

P4P

3.b

US Office of
Population
Affairs

Among female Medicaid enrollees
ages 15 through 44 who had a live
birth, the percentage that is
provided: 1) A most effective (i.e.,
sterilization, implants, intrauterine
devices or systems (IUD/IUS)) or
moderately (i.e., injectables, oral
pills, patch, ring, or diaphragm)
effective method of contraception
within 3 and 60 days of delivery. 2)
A long-acting reversible method of
contraception (LARC) within 3 and
60 days of delivery.

Improvement over
self

State (HCA)

Inactive

P4P

P4P

3.b

Reporting
Responsibility

DY 3
(2019)

DY 4
(2020)

DY 5
(2021)

Associated
Project Areas

Transformation Project Metrics

Name

Dental Sealants for Children at Elevated
Caries Risk

Depression Screening and Follow-up for
Adolescents and Adults

NQF#

2508,
2509

Assessment of ACH
Performance, by
Demonstration Year

Measure
Steward

Measure Description

Method for
Assessment of ACH
Performance: Gap to
Goal, Improvement
Over Self

DQA

Percentage of children enrolled in
Medicaid in at “elevated” risk (i.e.,
“moderate” or “high”) who
received a sealant on a permanent
first molar tooth within the
reporting year. Reported separately
by age category: 6‐9 years, 10‐14
years.

Improvement over
self

State (HCA)

Inactive

P4P

P4P

3.c

HEDIS NCQA

The percentage of Medicaid
enrollees age ≥12 who were
screened for clinical depression
using a standardized tool and, if
screened positive, who received
appropriate follow-up care. This
measure is adapted from a
provider-level measure stewarded
by CMS (NQF 0418). Planned for
HEDIS implementation in 2018.

Improvement over
self

ACH

Inactive

P4R

P4R

2.a

Reporting
Responsibility

DY 3
(2019)

DY 4
(2020)

DY 5
(2021)

Associated
Project Areas

Transformation Project Metrics

Name

Follow-up After Discharge from ED for
Mental Health, Alcohol or Other Drug
Dependence

NQF#

2605

Assessment of ACH
Performance, by
Demonstration Year

Measure
Steward

Measure Description

Method for
Assessment of ACH
Performance: Gap to
Goal, Improvement
Over Self

NCQA

The percentage of discharges for
Medicaid enrollees 18 years of age
and older who had a visit to the
emergency department with a
primary diagnosis of mental health
or alcohol or other drug
dependence during the
measurement year AND who had a
follow-up visit within 30 days of
discharge with any provider with a
corresponding primary diagnosis of
mental health or alcohol or other
drug dependence. Two rates are
reported:
(1) The percentage of discharges
for enrollees who received followup within 30 days of discharge;
(2) The percentage of discharges
for enrollees who received followup within 7 days of discharge.

Gap to goal

Reporting
Responsibility

DY 3
(2019)

DY 4
(2020)

DY 5
(2021)

Associated
Project Areas

State (DSHSRDA)

Inactive

P4P

P4P

2.a, 2.b, 2.c

Transformation Project Metrics

Name

Follow-up After Hospitalization for
Mental Illness

Inpatient Hospital Utilization

Medication Assisted Therapy (MAT):
With Buprenorphine or Methadone

NQF#

0576

Assessment of ACH
Performance, by
Demonstration Year

Measure
Steward

Measure Description

Method for
Assessment of ACH
Performance: Gap to
Goal, Improvement
Over Self

NCQA

The percentage of discharges for
Medicaid enrollees 6 years of age
and older who were hospitalized
for treatment of selected mental
illness diagnoses and who had an
outpatient visit, an intensive
outpatient encounter or partial
hospitalization with a mental
health practitioner. Two rates are
reported:
(1) The percentage of discharges
for enrollees who received followup within 30 days of discharge;
(2) The percentage of discharges
the enrollees who received followup within 7 days of discharge.

Gap to goal

State (DSHSRDA)

Inactive

P4P

P4P

2.a, 2.b, 2.c

NCQA

For members 18 years of age and
older, the risk-adjusted ratio of
observed to expected acute
inpatient discharges during the
measurement year reported by
Surgery, Medicine and Total.

Improvement over
self

State (HCA)

Inactive

P4P

P4P

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

Bree
Collaborative

The count and percentage of
Medicaid members with a
documented diagnosis of opioid
abuse/dependence who are
engaged in Medication Assisted
Treatment (MAT): Buprenorphine
or Methadone.

Improvement over
self

State (HCA)

P4P

P4P

P4P

3.a

Reporting
Responsibility

DY 3
(2019)

DY 4
(2020)

DY 5
(2021)

Associated
Project Areas

Transformation Project Metrics

Name

Medication Management for People
with Asthma (5 – 64 Years)

Mental Health Treatment Penetration
(Broad Version)

Ongoing Care in Adults with Chronic
Periodontitis

Outpatient Emergency Department
Visits per 1000 Member Months

NQF#

1799

Assessment of ACH
Performance, by
Demonstration Year

Measure
Steward

Measure Description

Method for
Assessment of ACH
Performance: Gap to
Goal, Improvement
Over Self

NCQA

The percentage of Medicaid
enrollees 5-64 years of age during
the measurement year who were
identified as having persistent
asthma and were dispensed
appropriate medications that they
remained on during the treatment
period.

Gap to Goal

State (HCA)

P4P

P4P

P4P

2.a, 3.d

RDA

Percent of Medicaid enrollees with
a mental health service need who
received at least one qualifying
service during the measurement
year. Separate reporting by age
groups: 12-17 years and 18-64
years.

Improvement over
self

State (DSHSRDA)

P4P

P4P

P4P

2.a, 2.b, 3.b

Dental
Quality
Alliance
(DQA)

Percentage of Medicaid enrollees
age 35 years and older with chronic
periodontitis who received ongoing
periodontal care at least 2 times
within the reporting year.

Improvement over
self

State (HCA)

Inactive

P4P

P4P

3.c

NCQA/RDA

The rate of Medicaid enrollee visits
to emergency department per 1000
member months, including visits
related to mental health and
chemical dependency. Separate
reporting for age groups 10-17, 1864, and 65+.

Improvement over
self

State (HCA)

P4P

P4P

P4P

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

Reporting
Responsibility

DY 3
(2019)

DY 4
(2020)

DY 5
(2021)

Associated
Project Areas

Transformation Project Metrics

Name

Patients on high-dose chronic opioid
therapy by varying thresholds

Patients with concurrent sedatives
prescriptions

Percent Arrested

Percent Homeless (Narrow Definition)

NQF#

Assessment of ACH
Performance, by
Demonstration Year
Method for
Assessment of ACH
Performance: Gap to
Goal, Improvement
Over Self

Reporting
Responsibility

DY 3
(2019)

DY 4
(2020)

DY 5
(2021)

Associated
Project Areas

Bree
Collaborative

Measure specification in
development. Among Medicaid
enrollees, the percentage of
chronic opioid therapy patients
receiving doses: >50 mg. MED in a
quarter, doses >90 mg. MED in a
quarter.

Improvement over
self

State (HCA)

P4P

P4P

P4P

3.a

Bree
Collaborative

Measure specification in
development. Among Medicaid
enrollees receiving chronic opioid
therapy, the percentage that had
more than 45 days of Sedative
Hypnotics/ Benzodiazepines/
carisoprodol/ barbiturates
dispensed in the quarter.

Improvement over
self

State (HCA)

P4P

P4P

P4P

3.a

RDA

Percent of Medicaid enrollees who
were arrested at least once during
the measurement year.

Improvement over
self

State (DSHSRDA)

Inactive

P4P

P4P

2.d

RDA

Percent of Medicaid enrollees who
were homeless in at least one
month in the measurement year.
Excludes “homeless with housing”
ACES living arrangement code

Improvement over
self

State (DSHSRDA)

P4P

P4P

P4P

2.b, 2.c, 2.d

Measure
Steward

Measure Description

Transformation Project Metrics

Name

NQF#

Periodontal Evaluation in Adults with
Chronic Periodontitis

Plan All-Cause Readmission Rate (30
Days)

Prenatal care in the first trimester of
pregnancy

1768

Assessment of ACH
Performance, by
Demonstration Year

Measure
Steward

Measure Description

Method for
Assessment of ACH
Performance: Gap to
Goal, Improvement
Over Self

Dental
Quality
Alliance
(DQA)

Percentage of Medicaid enrollees
age 35 years and older with chronic
periodontitis who received a
comprehensive or periodic oral
evaluation or a comprehensive
periodontal evaluation within the
reporting year.

Improvement over
self

State (HCA)

Inactive

P4P

P4P

3.c

NCQA

The proportion of acute inpatient
stays during the measurement year
that were followed by an
unplanned acute readmission
within 30 days among Medicaid
enrollees ages 18-64 years old.

Gap to Goal

State (DSHSRDA)

P4P

P4P

P4P

2.a, 2.b, 2.c

Percentage of pregnant women
enrolled in Medicaid who began
prenatal care in the first trimester
of pregnancy during the
measurement period.

Gap to Goal

State (DSHSRDA)

Inactive

P4P

P4P

3.b

HEDIS NCQA

Reporting
Responsibility

DY 3
(2019)

DY 4
(2020)

DY 5
(2021)

Associated
Project Areas

Transformation Project Metrics

Name

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

Statin Therapy for Patients with
Cardiovascular Disease (Prescribed)

Substance Use Disorder Treatment
Penetration

NQF#

1419

Assessment of ACH
Performance, by
Demonstration Year

Measure
Steward

Measure Description

Method for
Assessment of ACH
Performance: Gap to
Goal, Improvement
Over Self

DQA

Among eligible Medicaid enrollees,
the measure quantifies a) the
application of fluoride varnish (FV)
as part of the Early and Periodic
Screening, Diagnostic and
Treatment (EPSDT) examination by
the PCMP or clinic and b) each
billing entity’s use of the EPSDT
with FV codes increases from year
to year.

Improvement over
self

State (HCA)

P4P

P4P

P4P

3.c

NCQA

Percentage of male Medicaid
enrollees 21 to 75 years of age and
female Medicaid enrollees 40 to 75
years of age during the
measurement year who were
identified as having clinical ASCVD
who were dispensed at least one
high- or moderate-intensity statin
medication.

Improvement over
self

State (HCA)

Inactive

P4P

P4P

3.d

The percentage of Medicaid
enrollees with a substance use
disorder treatment need who
received substance use disorder
treatment in the measurement
year. Separate reporting by age
groups: 12-17 years and 18-64
years.

Improvement over
self

State (DSHSRDA)

P4P

P4P

P4P

2.a, 2.b, 3.b

RDA

Reporting
Responsibility

DY 3
(2019)

DY 4
(2020)

DY 5
(2021)

Associated
Project Areas

Transformation Project Metrics

Assessment of ACH
Performance, by
Demonstration Year

Measure
Steward

Measure Description

Method for
Assessment of ACH
Performance: Gap to
Goal, Improvement
Over Self

RDA

Measure specification in
development. Percent of Medicaid
enrollees with a diagnosis of opioid
use disorder who have a substance
use service need who received at
least one qualifying service during
the measurement year. Reported
separately for adults and for
children.

Improvement over
self

State (DSHSRDA)

Inactive

P4P

P4P

3.a

Utilization of Dental Services by
Medicaid Beneficiaries

Dental service utilization among
eligible members; reported
separately: overall services and
preventative services, by age.

Improvement over
self

State (HCA)

P4P

P4P

P4P

3.c

Well-Child Visits in the 3rd, 4th, 5th,
and 6th Years of Life

The percentage of Medicaidcovered children 3-6 years of age
who had one or more well-child
visits with a primary care provider
during the measurement year.

Gap to Goal

State (HCA)

P4P

P4P

P4P

3.b

Name

NQF#

Substance Use Disorder Treatment
Penetration (Opioid)

1516

NCQA

Reporting
Responsibility

DY 3
(2019)

DY 4
(2020)

DY 5
(2021)

Associated
Project Areas

Transformation Project Metrics

Name

Well-Child Visits in the First 15 Months
of Life

NQF#

1392

Measure
Steward

NCQA

Measure Description

The percentage of Medicaidcovered children 15 months old
enrolled in Medicaid who had the
recommended number of wellchild visits with a primary care
provider during their first 15
months of life.

Assessment of ACH
Performance, by
Demonstration Year
Method for
Assessment of ACH
Performance: Gap to
Goal, Improvement
Over Self

Reporting
Responsibility

DY 3
(2019)

DY 4
(2020)

DY 5
(2021)

Associated
Project Areas

Gap to Goal

State (HCA)

Inactive

P4P

P4P

3.b

Statewide Performance: Accountability Metrics (Refer to Attachment D, Funding and Mechanics, Section VI)
Measure
Name
NQF#
Steward

Measure Description

Associated
Project Areas

Antidepressant Medication Management

0105

NCQA

The percentage of Medicaid enrollees 18 years of age and older with a diagnosis of major depression and
were newly treated with antidepressant medication, and who remained on an antidepressant medication
treatment.

Comprehensive Diabetes Care: Blood Pressure
Control

0061

HEDIS
NCQA

The percentage of Medicaid enrollees 18-75 years of age with diabetes (type 1 and type 2) whose most
recent blood pressure (BP) reading is <140/90 mm Hg.

Statewide
Accountability
Measure

Comprehensive Diabetes Care: Hemoglobin A1c
(HbA1c) Poor Control (>9.0%)

0059

NCQA

The percentage of Medicaid enrollees 18-75 years of age with diabetes (type 1 and type 2) whose most
recent HbA1c level during the measurement year was greater than 9.0% (poor control)

Statewide
Accountability
Measure

Controlling High Blood Pressure

0018

NCQA

The percentage of Medicaid enrollees 18 to 85 years of age who had a diagnosis of hypertension (HTN) and
whose blood pressure (BP) was adequately controlled (<140/90) during the measurement year.

Statewide
Accountability
Measure

Medication Management for People with Asthma (5
– 64 Years)

1799

NCQA

The percentage of Medicaid enrollees 5-64 years of age during the measurement year who were identified
as having persistent asthma and were dispensed appropriate medications that they remained on during the
treatment period.

2.a, 3.d

RDA

Percent of Medicaid enrollees with a mental health service need who received at least one qualifying service
during the measurement year. Separate reporting by age groups: 12-17 years and 18-64 years.

2.a, 2.b, 3.b

Mental Health Treatment Penetration (Broad
Version)

Outpatient Emergency Department Visits per 1000
Member Months

Plan All-Cause Readmission Rate (30 Days)

1768

Substance Use Disorder Treatment Penetration

Well-Child Visits in the 3rd, 4th, 5th, and 6th Years of
Life

1516

2.a

NCQA/
RDA

The rate of Medicaid enrollee visits to emergency department per 1000 member months, including visits
related to mental health and chemical dependency. Separate reporting for age groups 10-17, 18-64, and
65+.

NCQA

The proportion of acute inpatient stays during the measurement year that were followed by an unplanned
acute readmission within 30 days among Medicaid enrollees ages 18-64 years old.

2.a, 2.b, 2.c

RDA

The percentage of Medicaid enrollees with a substance use disorder treatment need who received
substance use disorder treatment in the measurement year. Separate reporting by age groups: 12-17 years
and 18-64 years.

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

NCQA

The percentage of Medicaid-covered children 3-6 years of age who had one or more well-child visits with a
primary care provider during the measurement year.

3.b

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

North Central Accountable Community of
Health
Proposal for Support of a Learning
Collaborative
August 2017

Overview
The Centre for Innovation, Collaboration and Motivation (CCMI) is pleased to partner with CSI Solutions,
LLC (CSI) to offer this proposal for technical assistance support for conducting a Collaborative for the
North Central Accountable Community of Health. CCMI is a not-for-profit organization 501(c)3
incorporated in 2012 in Washington State and as a not-for-profit in British Columbia, Canada. Its mission
is to foster empowered partnerships, build people’s helping skills and create responsive systems that
improve health and well-being. Its vision is to act as a catalyst for system change that improves people’s
experience of care, in a cost-effective system that improves population outcomes. CCMI provides quality
improvement support for system redesign. With expertise in chronic disease management, care
coordination and patient-centered medical home (PCMH), CCMI has consulted and coached health
systems across the U.S., Canada, and internationally. Its expert team embodies over 100 year of selfmanagement skill-building and quality improvement expertise, including learning collaboratives and
idealized design projects.
CSI Solutions, LLC (CSI) is a Bethesda, Maryland based women-owned technology and consulting
company whose vision is the transformation of health care through the spread of innovation. CSI
focuses on innovative delivery models, the business of health care, health information technology,
population health, and safety net health delivery systems. The principals of CSI are nationally recognized
experts in the field of innovation and quality improvement in health care. CSI was founded in 2007 after
a division of a public company was spun out as a consulting services firm. The core CSI consulting team
has been together since 2000.
CSI has designed, implemented or supported more than 50 Learning Collaboratives for various segments
of the health care industry, including private practice and safety net providers. The sponsors have
included federal, state and provincial governments, tribal health care organizations, payers, employers,
and private organizations and foundations. In addition to the full spectrum of collaborative services, CSI
also has unique expertise in the design, implementation and support of clinical registries. CSI provides its
own proprietary web based reporting solution and has extensive experience in providing analysis and
feedback to providers and sponsoring agencies.

Our Understanding of the Context for this Proposal
The North Central Accountable Community of Health is participating in the Washington State Medicaid
Waiver (Demonstration & Transformation) Project by creating a system to better integrate care among
provider organizations across North Central Washington. A Collaborative approach focusing on Whole
Person Care is the approach proposed to build provider and practice capacity within these organizations.
This approach fosters an environment of shared learning, using data to drive improvement, and
implementation of evidenced-based practices. The specific aims of the Collaborative include:
•
•

Enabling primary care and behavioral health providers in NCW to better integrate behavioral
and physical health,
Support for addressing social determinants of health at the organizational level,

CCMI-CSI Whole Person Learning Collaborative
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•
•

Achievement of the population-based clinical outcome goals of the Medicaid Demonstration
project as outlined by the HCA in the Demonstration Project Toolkit, and;
Building practice capacity for successful adaptation to value-based payment initiatives across
payers (e.g., MACRA), including the capacity to deliver effective whole person care and to thrive
economically under evolving incentives and reimbursement models.

The North Central Accountable Community of Health is seeking a technical assistance provider to assist
with the design and implementation of the Whole Person Care Learning Collaborative. The CCMI-CSI
team (CCMI-CSI) is pleased submit this proposal to serve as this technical assistance partner.

Key Planning Assumptions
•

•
•

•
•

•

•

•

The North Central Accountable Community of Health is currently in year one of a five-year (5)
Medicaid Demonstration and Transformation Project. It is expected that the planning process
for the Collaborative will completed in the fall of 2017 and the Learning Collaborative will launch
in January 2018 and will extend until 2022.
Learning Collaborative participation is expected to include eighteen (18) organizations,
representing up to forty practice sites.
The practices in NCW are very diverse and include small primary care practices, three Federally
Qualified Health Centers, hospital-based providers, rural and urban settings, and behavioral
health organizations.
Approximately 75% of the organizations have an electronic health record covering an estimated
95% of the population in the region.
The Learning Collaborative will need to align to support the Healthier Washington (Washington
State Medicaid) transformation toolkit. It is understood that this toolkit offers suggested
evidence based interventions to achieve the Medicaid Demonstration and Transformation
Project aims, but is not proscriptive in nature. The change concepts promoted through the
Learning Collaborative will not be limited to this toolkit but need to be evidence based in their
underpinning.
Practice coaches are envisioned to be an essential component of the Learning Collaborative
model. Coaches are most effective when they can interact with practice staff on a face-to-face
basis, regardless of funding sources or administrative accountability. The technical assistance
partner is expected to assist with recruitment, provide appropriate training for the coaches, and
make recommendations as to numbers, location, and ongoing support. Possible pathways for
both oversight and support could include central administration through the technical
assistance partner.
The participating practices will represent a wide range of maturity with respect to their
transformation efforts. As a result, the Learning Collaborative will have to be structured to
provide flexibility in meeting the practices where they are their journey; this will allow for
bringing all to mature state while not holding back the early adopters.
Despite the wide range in maturity of transformation, there is a will across all providers in
desiring to participate and benefit from the technical assistance proposed to be provided.
Organizational commitment will be an important prerequisite to Learning Collaborative
participation.

CCMI-CSI Whole Person Learning Collaborative
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•

•

•

•
•
•

Capacity building and training will be based on the principles of the Patient Centered Medical
Home and the underlying Chronic Care Model. Additional priorities to be addressed by the
Learning Collaborative include opioid abuse, diabetes care, readmissions and transitions in care.
A robust change package is critical to Learning Collaborative success. Because many of the
principles foundational to the Learning Collaborative already provide applicable change
concepts, it is anticipated that the change package used in the Whole Person Learning
Collaborative will be an adaptation of these change packages by the CCMI-CSI team rather than
an entirely new creation.
The approach developed by the technical assistance partner must lead to a sustainable model
that will endure beyond the life of the funding through the Medicaid Transformation and
Demonstration grant.
The proposal’s budget assumes travel, meals and lodging costs only for the CCMI-CSI team and
does not include these costs for Learning Collaborative participants.
Access to a web based collaboration portal for use by all participants is included as part of the
proposal.
The proposal assumes that all participants are within a two-hour driving distance to a central
location that can be used for the face-to-face learning sessions.

Proposed Approach
CCMI-CSI proposes a three-phased approach that includes a design phase, a pre-work phase and a
capacity- building phase.
Design Phase: In the Design Phase, the CCMI-CSI team will work with staff from the North Central
Accountable Community of Health (NCACH) to refine the final model. The CCMI-CSI team has extensive
experience designing collaborative approaches but recognizes that all health care is local with each
community having its own history, stakeholders and environmental forces. This proposal is written with
that acknowledgment. CCMI-CSI will therefore leverage the collective knowledge of the NCACH team
and the practice assessments completed to date to segment the participating practices into affinity
groups based on their level of transformation maturity. CCMI-CSI believes in a flexible approach that
can evolve over time based on the pace of progress and achievement of milestones. Some of the design
considerations to be discussed /determined during the design phase include developing the measures
for the collaborative, sequencing the action period activities, confirming the data flows and roles of
parties in the packaging and analysis of data, approving the change package, and clarifying expectations
regarding the touch points with the practices (coaching model) and the participating practices.
Pre-work Phase: Once the Collaborative design is established, there will be a pre-work phase that
involves all the participants. The pre-work phase will be a period of virtual engagement and foundation
building to ensure success of the Collaborative. The pre-work will involve a series of webcasts that
work through a curriculum on fundamentals including leveling terminology; ensuring empanelment is in
place and being continually monitored and refined; accelerating change through rapid cycle testing and
scaling; and helping to create a shared vision of what transformation really means as it is executed in
practice. Included in this pre-work phase will be the recruitment and training of the practice coaches as
well as securing of leadership commitment on behalf of each participating organization.
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Transformation Journey Phase: The bulk of the time horizon will be dedicated to the transformation
journey for participating providers. CCMI-CSI is proposing a modified BreakThrough Series learning
collaborative approach that will combine face-to-face and virtual training augmented by practice
coaching. 1 The action periods (described below) will be sequenced in such a manner to address NWAC
priorities that create early successes and confidence in overall approach among the participating
providers.

Straw Man Learning Collaborative Design
The following figure presents a draft strawman Learning Collaborative design for discussion purposes
and budget modeling.

Planning Group:
A standing work group comprised of NCACH representatives, several provider representatives
from early adopter organizations, and CCMI-CSI is proposed. In the early stages, the group will
help establish the priorities and sequencing of content and provide input to the pre-work
process. Once the Learning Collaborative is underway, the Planning Group will meet on a regular
cadence to review progress with the Learning Collaborative, reflect on the needs of the provider
groups, review measures and guide content for learning sessions and webcasts.

Priorities:
CCMI-CSI will collaborate with NCAHC to delineate the priorities and sequencing of topics of
focus for the rapid cycle action periods. For example, while working on capacity building
associated with coordinated care, a topic of focus during the action period might be reducing
The BreakThrough Series (BTS) is a registered Trademark collaborative approach developed by the Institute for
Healthcare Improvement using adult learning principles.

1
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readmissions through transitions in care management. The Planning Group will also address any
external factors that may influence the priorities over time.

Change Packages:
CCMI-CSI will develop a master driver diagram for the overall initiative that will guide the
change package evolution. CCMI-CSI will use its knowledge of multiple relevant change packages
in the industry’s public domain to adapt the content to meet the needs and environment of the
NCAHC Learning Collaborative participants. An advantage of the CCMI-CSI team is that all are
faculty members of the Institute for Healthcare Improvement and have ready access to content
from the IHI body of work. 2 In addition, CSI is supporting the CMS Transforming Clinical Practice
Initiative (TCPI) and has ready access to all the change packages, tools and case studies of what
is working in the field as well as lessons learned from execution failure. The change packages
proposed by CCMI-CSI will align with the Healthier Washington Toolkit as well as the
fundamental principles underpinning the Patient Centered Medical Home and the Chronic Care
Model.

Learning Sessions:
CCMI-CSI is proposing a hybrid model of face-to-face and virtual learning sessions. A learning
session is a dedicated time slot bringing together care teams (multiple members of the care
team) for focused content delivery and the opportunity to collaborate with peers in overcoming
challenges and barriers in the field. CCMI-CSI has extensive experience with face-to-face and
virtual learning sessions. The challenge with busy clinical practices is getting time away from
patient demands for services. As a result, the learning sessions need to be crisp, focused and
value-added offering practical and actionable content for the care teams. CCMI-CSI believes an
initial face-to-face learning session is essential in order foster a shared vision of the work ahead
and to cement trusted relationships in the spirit of transparency and shared learning. The initial
face-to-face learning session then can be followed by shorter virtual learning sessions.

Faculty:
CCMI-CSI is honored and pleased to be able to bring to the Learning Collaborative the most
seasoned and experienced faculty in health care transformation in North America. The faculty
and their bios are presented in attachment A. The core faculty proposed for this initiative are
the faculty already being tapped by other transformation organizations. In addition to the “A”
Team proposed for this Collaborative, CCMI-CSI will be incorporating subject matter faculty
experts based on the needs on focused topics and will include local and regional experts where
available.

Leadership Commitment:
An important design element is a strong commitment of the leadership of participating
organizations. The evidence base continues to reflect that leadership is a critical success factor
CSI is a strategic partner of the Institute for Healthcare Improvement and frequently called upon as faculty for IHI
ambulatory care initiatives.

2
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in transformation efforts. Virtually all leaders conceptually support the work of a collaborative.
Yet the behaviors and actions of leaders are not always aligned with their intent or words. Much
of this is due to a lack of understanding and experience in leading transformation work. CSI is
nationally recognized for its efforts in training and guiding leaders in transformation work. A
Leadership track is proposed and will include modules at learning sessions and a call series
designed for senior leaders. An area of focus will be getting the leaders to understand the
business case components of the changes proposed.

Tracks:
As previously noted, one design consideration to be determined during the Design Phase will be
whether multiple tracks are offered for learning based on the organizational readiness to
transform and execute the change package. In addition, tracks can be developed that focus on
specific topics (such as management of opioids, integration of behavioral health or care
coordination).

Action periods:
The action period following each learning session is where theory and didactic content is
translated into action. Teams will be encouraged to test in a rapid manner concepts shared in
learning sessions and web casts. For this Collaborative, CCMI-CSI recommends that each action
period include a menu of “sprints”; these are short term high intensity initiatives an organization
can select to take on for that action period. The sprints allow organizations with a common
interest to collaborate on focused issues. The sprints will include capacity building while also
executing improvement cycles (Plan-Do-Study-Act cycles) on specific tests of change. For
example, an organization might decide to focus on care coordination as a capacity building
priority and take on reducing emergency room visits as a rapid cycle topic of focus. This
approach will enable organizations to achieve tangible results while building the long-term
capacity for sustainability. The nature of the rapid cycle sprints will be modest early on and
increase in robustness and aggressiveness as organizations mature their improvement capacity.

Supports:
Another critical driver of success are the supporting systems that facilitate collaboration. These
include:
Collaboration Portal: CSI has developed a proprietary web-based collaboration portal that is the
most sophisticated and experienced in the industry and designed specifically for Collaborative
improvement efforts. (www.healthcarecommunities.org) The portal has evolved over a thirteenyear period of collaborative improvement initiatives. CSI proposes to launch a secure and
password protected community on this collaboration platform dedicated to the NCACH
Collaborative. Once logged in users would have access to a Community landing page that
includes announcements, a calendar with webcast information associated with specific
documents, a content management system for sharing documents and resources, and
showcased case studies, videos and other support features promoting collaboration. There is
also the capacity to do reporting of measures through the portal and see performance
compared to peers. This portal was used by the HRSA sponsored Health Disparities
CCMI-CSI Whole Person Learning Collaborative

6

Collaboratives, the Indian Health Service Improving Patient Care Initiative, the Ontario Ministry
of Health QIIP initiative, and is being used by CMS for five of its large-scale improvement efforts
including TCPI.
Social Networking Tools: The portal includes social networking tools such as listservs, blogs and
discussion forums that enable peer collaboration and engagement of subject matter faculty.
Webcasts: Monthly web casts are proposed. The webcasts will include some report out of
progress by teams, didactic content and open dialogue. CSI uses ZOOM as a collaboration
platform that enables visual engagement during a web cast, furthering relationship building
while learning.
Practice Coaches: The evidence shows that use of practice coaches is a definite success factor in
practice transformation. It is also a success factor that facilitates addressing local issues of the
practice. CCMI-CSI has recruited, trained and supported practice coaches in a variety of
environments. CCMI-CSI will guide NCAHC on the appropriate model for practice coaching for
this Collaborative and will collaborate on the recruitment, training and support of the coaches. It
is important to note that CCMI-CSI also has practice coaches on staff and has had success with
virtual coaching; this means that recruitment will not be a limiting factor for this Collaborative.
Assessments: Participants will undergo regular assessments to gauge progress of individual
organizations and the cohort as whole. Faculty will provide feedback to the teams on their
assessments with coaching advice to help them improve their performance.
Senior Leader Reviews: Organizations will be encouraged to conduct senior leader reviews of
the progress of the teams on a regular cycle. Leaders will be coached on how to conduct those
senior leader reviews. These reviews are an opportunity for the organization to understand the
change efforts, identify internal barriers that need to be addressed and help align priorities. This
also ensures that teams are not drifting from the original aim in the eyes of leaders.
Reporting and Analytics: As an improvement initiative tied to value based reimbursement, the
intent is to integrate administrative data (claims) with clinical process and outcome data in
order to understand the impact on cost and utilization. This brings additional complexities to the
process. CCMI-CSI has extensive experience working through information system issues with
local practices and payers and has experience working with work-arounds including the use of
registries as interim or long-term solutions to reporting needs.

Summits:
A final design element is the concept of periodic/annual Summits that present an opportunity
for celebration and a vehicle to engage external stakeholders. A summit is usually held as a final
learning session. The agenda includes showcasing and celebration of the successes and often
includes guests from external organizations where there is a strategic advantage to showcasing
the progress and results. Guests might include funding sources such as CMS, or payers who are
important to long term sustainability. State regulators who can influence policy are also often
included. For a long- term initiative, a summit can be an opportunity to pause and recharge the
batteries of the teams for the next phase of work. Several summits are proposed during the four
-year planning horizon of this program.
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Qualifications of the CCMI-CSI Partnership:
The CCMI-CSI partnership is uniquely qualified to lead and manage this collaborative opportunity. The
principals of CCMI bring an international reputation in health care transformation. Notable experience
includes participating in the development of the Chronic Care Model in the early 1990s, supporting the
implementation of Patient Centered Medical Home in dozens of organizations, two behavioral healthprimary care integration collaboratives, working with the Indian Health System’s Improving Patient Care
work from 2009 through 2016, and currently focusing on system redesign to meet organizations’ quality
improvement objectives associated with the Affordable Care Act.
CCMI principals are among the developers of Brief Action Planning a successful approach to rapidly
setting behavioral goals and action plans with patients in any healthcare setting. CCMI is working with
the British Columbia Ministry of Health, Ontario Health Authorities and other provincial bodies across
Canada training healthcare professionals in BAP as well as host of other self-management support
interventions including Motivational Interviewing. Several of CCMI's experts are also MINT (Motivation
Interviewing Network of Trainers) members.
CCMI staff have been involved in one of the first randomized trials of practice coaching with Safety Net
providers in California and have trained dozens of practice coaches in both Canada and the U.S. CCMI
has also worked in the United Kingdom, Kazakhstan, Uganda and Canada and is well versed in a variety
of healthcare delivery systems. CCMI also has expertise in public engagement and collective impact.
CCMI is a registered not-for-profit in Washington State.
CSI has had a collaboration with CCMI since the inception of CCMI and the individuals proposed for this
Collaborative have collaborated on a variety of initiatives for more than fifteen years. CSI Solutions has
supported more than fifty collaboratives over the last ten years. (See list in Appendix B). CSI was
selected by the state of Missouri to manage a collaborative under the first Medicaid 2703 Health Homes
State Plan Amendment for coordinating care for persons with chronic disease and behavioral health
conditions. In that effort, CSI trained both primary care and behavioral health organizations in the health
home model. The program continues to be a model for other states to follow.
CSI has also supported multiple initiatives focused on behavioral health integration and the business
case for behavioral health for SAMHSA, the National Association of Community Health Centers, and the
National Council for Behavioral Health.
CSI has also done extensive work in Washington State and remains an accredited vendor for state
contracting. This work has included supporting the Workplace Wellness Collaborative for the Health
Care Authority, design and execution of an Oral Health integration collaborative for the Washington
Association of Community and Migrant Health Centers (WACMHC), and technical assistance to federally
qualified health centers and WACMHC. CSI has provided faculty and consulting support to Qualis for
various initiatives.
CSI is currently supporting the Centers for Medicare and Medicaid Services in numerous initiatives
including the Transforming Clinical Practice Initiative (TCPI) including supporting the three Practice
Transformation Networks in Washington.
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Key Personnel:
The individuals proposed for key roles for this initiative include:
Collaborative Lead and Primary Contact (CCMI): Connie Davis, MN, ARNP will serve as the overall
Project Director working directly with Peter Morgan. In this role, she will lead the Planning Group and
provide overall direction to the technical assistance team.
Collaborative Director (CSI): Laurel Simmons, MA will serve as the Project Coordinator. In this role she
will develop agendas, manage the webcasts, review monthly reports, and work with the practice
coaches.
Improvement Advisor (CCMI): Christina Clarke will serve as the Improvement Advisor for the
Collaborative.
Practice Coach Trainer: (CCMI) Mike Hindmarsh will lead the training of the practice coaches and serve
as faculty.
Logistics Support: (CSI) CSI will provide project staff to support learning sessions registration, logistics
support and on-site coordination.
Faculty: The key faculty proposed include:
Subject matter
expertise/Domain

Connie
Mike
Roger
Kathy
Christine Jenifer
Laurel Christina
Davis Hindmarsh Chaufournier Reims, MD St. André Summar Simmons Clarke
(CCMI)
(CCMI)
(CSI)
(CSI)
(CSI)
(CSI)
(CSI)
(CCMI)

Leadership

X

X

Population Health

X

X

X

Care Coordination

X

X

X

Business Case/
Sustainability
Care Delivery
Redesign
Behavioral Health
Integration
Motivational
Interviewing/Brief
Action Planning
Information Systems
Optimization

X
X
X

X

X

X

Practice Coaching

Prevention/Health
Promotion

X

X

X

X

X
X
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X

X
X

X

X

X

X

Access to Care

X

X

X
X

X

X

X

X
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Subject matter
expertise/Domain

Connie
Mike
Roger
Kathy
Christine Jenifer
Laurel Christina
Davis Hindmarsh Chaufournier Reims, MD St. André Summar Simmons Clarke
(CCMI)
(CCMI)
(CSI)
(CSI)
(CSI)
(CSI)
(CSI)
(CCMI)

Patient Engagement/
Experience

X

Chronic Disease
Prevention/Control

X

Measurement
& Reporting
Community
Engagement/expanded
Health Neighborhood.

X
X

X
X

X

X

X

X

X

X

X

X

X

X

Proposed Budget
The budget proposal is pending further information. Ranges are provided below.
Design Phase: $15,000-66,000. The lower end of this range would encompass establishment of the
planning group, a face-to-face meeting with selected members of the CCMI-CSI team and determination
of project timeline. The upper end would include involvement of more members of the CCMI-CSI team;
change package development; establishment of the coaching strategy; design of work flows and
sequencing; and enrollment of the clinical sites.
Pre-work Phase: Assumptions to discuss here include the amount of work completed virtually and inperson, the numbers of teams enrolled, supports chosen (portals, coaching strategies), and budget
center for the supports (such as in-house coaches). A proposed range would be $40-75,000. Note: if
coaches are supported through this contract, the budget would need significant adjustment.
Transformation phase: Without the design phase conversations, it is difficult to provide a range for
transformation phase. The assumptions are similar to those in the pre-work phase. A collaborative of
this size and complexity would typically require $150-225,000 per year to support. This does not include
coaches supported through this contract.
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Appendix A Bios
Mike Hindmarsh, Centre for Collaboration, Motivation and Innovation
Mr. Hindmarsh is the Finances Lead and a Quality Improvement Expert for CCMI. He is an established
healthcare improvement consultant offering strategic planning, project direction, and technical
assistance for implementing chronic disease programs in primary, specialty and ancillary care settings. In
addition, Mike’s expertise includes quality improvement design, measurement, population data
management and practice coaching. Mike was formerly the Associate Director, Clinical Improvement
under the guidance of Ed Wagner, MD, MPH of the MacColl Institute in Seattle. Along with Dr. Wagner,
Mike and his colleagues created the Chronic Care Model - a system redesign strategy to improve the
care for chronically ill. Mike has worked on over 200 improvement efforts in the last 25 years. He has
worked in Canada, the US, Singapore, Kazakhstan, Mexico and the UK.

Connie Davis, Centre for Collaboration, Motivation and Innovation
Connie Davis provides self-management support, health behavior change, system design, quality
improvement and clinical expertise to health care systems, professionals and patients. Connie is a nurse
practitioner specializing in care of the elderly who currently practices as part of a Care Support Team for
complex frail elders. She is the founder and Development Lead for the non-profit Centre for
Collaboration Motivation and Innovation. She is a member of the Motivational Interviewing Network of
Trainers and has a special interest in applying these motivational approaches in outpatient settings and
rural and remote locations. Connie was the clinical director for the team at the MacColl Center for
Healthcare Innovation, during the development and early work applying the Chronic Care Model. She
has participated in many collaborative improvement programs at the national, state and system level
with the goal of improving chronic care, access to care, self-management support and primary carebehavioral health integration. Her experience includes work in the United States, Canada and
Kazakhstan and consulting with the Ministries of Health in Uganda, Mexico, and Denmark as well as the
World Health Organization in Geneva.

Christine St. André, MHSA---CSI Principal
Ms. St. Andre is one of the founders and principals of CSI Solutions, LLC, a consulting company that
specializes in health care innovation and improvement. CSI Solutions is actively engaged in the design
and implementation of initiatives related to the patient-centered medical home as well as technology
solutions that support learning communities focused on improving health, health outcomes, and the
business of healthcare. Clients include state Medicaid agencies, commercial insurers, and agencies of
the federal government. Ms. St. André has particular expertise in strategic and financial planning and
quality improvement strategies, and has led several of the company’s initiatives tying the business case
to primary care transformation and supporting transformation to a health home/ medical model of care
delivery. Immediately prior to establishing CSI, Ms. St. André was the President and COO of Patient
Infosystems a population health management company. Ms. St. André has more than thirty years of
experience in complex healthcare organizations, including holding the CEO positions in two large
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academic medical centers-- the University of Utah Hospitals and Clinics in Salt Lake City and the George
Washington University Medical Center in Washington, DC.
Kathleen Reims, MD --- CSI Principal
Dr. Reims has a strong interest in health systems improvement and actively promotes patient
engagement so that patient values and preferences are respectfully included in their care. She is the
Chief Medical Officer for CSI Solutions and has served as an improvement advisor and faculty member
for numerous health systems improvement projects across the US and Canada. Dr. Reims is a Master
Trainer for the Centre for Collaboration, Motivation and Innovation (CCMI), a nonprofit organization
dedicated to building skills and confidence for better health and health care and is a member of the
Motivational Interviewing Network of Trainers (MINT). Dr. Reims is actively involved with Denver
Health's Lowry Family Health Center, Denver, Colorado, as a volunteer preceptor, serving a diverse
population from around the world. She was a National Health Service Corps Scholar, has more than 30
years of clinical experience with underserved populations, and has served as medical director for two
federally qualified health centers. Dr. Reims earned her medical degree from Baylor College of Medicine,
Houston, Texas, and completed her family medicine residency at Roanoke Memorial Hospital, Virginia.
Roger L. Chaufournier, MHSA --- CSI Principal
Roger Chaufournier is often called upon as a national expert on primary care practice transformation.
He currently serves on the expert panels for the Commonwealth Fund Safety Net Medical Home
Collaborative; the National Association of Community Health Centers Medical Home Expert Panel and
the Center for Health Care Strategies Expert Panel on Medical Homes. Mr. Chaufournier was formerly
Chairman of the Board and Chief Executive Officer of Patient Infosystems, a publicly traded health
services and population health management company. Mr. Chaufournier spent twelve years in
progressive senior leadership positions in hospital administration at the George Washington University
Hospital, three years as the Assistant Dean for Strategic Clinical Initiatives for the Johns Hopkins
University School of Medicine and three years as Chief Operating Officer for the Managed Care
Assistance Corporation where he founded and established Health Right, an FQHC owned Medicaid
health plan. Mr. Chaufournier served for three years as an Examiner for the Malcolm Baldrige National
Quality Award and is a nationally recognized authority on quality in health care. He continues to serve
on the faculty of the Johns Hopkins Bloomberg School of Public Health and Carey School of Business and
the Institute for Healthcare Improvement.
Laurel Simmons, MS
Ms. Simmons is a Project Director at CSI and has primary responsibility for managing improvement
collaboratives, providing PCMH subject matter expertise, and direct team coaching. Most recently, Ms.
Simmons has been the CSI lead on its support to the IPC National Team. Prior to that she directed the
Missouri Patient Centered Medical Home Collaborative, a two-year initiative to accelerate successful
transformation to Patient Centered Medical Home for 200 primary care and behavioral health practices
in Missouri.
Prior to joining CSI in 2011, Ms. Simmons served as the Associate Director for Quality Improvement for
Stockport NHS Foundation Trust, an 800-bed general hospital in Northwest England. She led efforts
there that measurably reduced mortality and improved evidence based care throughout the hospital.
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From 1999 to 2008, Ms. Simmons served as Grants Manager and Project Director at the Institute for
Healthcare Improvement, leading projects that included the New Health Partnerships initiative to
transform patient self-management support in primary and specialty settings.
Ms. Simmons currently supports the CMS TCPI initiative in the areas of knowledge management and
information sharing and practice transformation network performance coaching.
Jennifer Summar, MS
Jennifer Summar is a Project Manager with specific expertise in optimal use of electronic health record
technology and practice coaching in the areas of quality improvement and the use and reporting of data
on clinical quality. Ms. Summar is a recent addition to the CSI team and brings a background of 20+
years as a quality improvement consultant in a CMS Quality Improvement Organization.
Christina Clarke, MHA
Christina is an experienced quality and change management consultant, dedicated to helping her clients
improve health and social systems. She is a Quality Improvement Expert for CCMI. She served as project
director to the HIV Continuum of Care Collaborative and the HIV Quality Improvement Network with the
BC Centre for Excellence in HIV/AIDS. She has also worked as Quality Improvement Advisor at Impact BC,
a local quality improvement organization. Christina provides facilitation, training, coaching, and
consultation support to diverse clients for topics including HIV/AIDS, mental health and substance use,
health literacy, self-management support, chronic care model, and collective impact projects. Christina
holds a Masters in Health Administration from Dalhousie University and a Bachelor in Sciences
(biochemistry) from the University of Guelph. She is a Prosci certified change management practitioner
and has extensive training in quality improvement and Breakthrough Series Collaborative methodology.
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Appendix B: Examples of Collaboratives CCMI-CSI has supported
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Military Health-IHI Collaborative on Surgical Safety and Access
Project ECHO-IHI Access Collaborative
West Virginia Medicaid Medical Home Collaboratives
HRSA Pharmacy and Patient Safety Collaboratives (2)
HSRA Small Rural Healthcare Provider Quality Improvement Collaborative
ENACCT Collaborative (Team recruitment in progress)
Indian Health Improving Primary Care (IPC) Collaboratives (5)
Colorado Beacon Collaborative
ONC Beacon Collaborative (National)
Missouri Health Foundation Patient Center Medical Home Collaboratives
IMPACT BC Vancouver (Health Literacy, Chronic Disease Management, Care Transitions)
Northwest Primary Care Association Health System Transformation Learning Series
Improving Performance in Practice (IPIP) Colorado (6 cohorts)
HRSA/ NICHQ National Healthy Weight Collaborative
Tri-State CMS Pediatric Measures (West Virginia, Alaska and Oregon)
Partnership for Patients (CMS)
QIO Learning Action Networks
New York Health and Hospitals Corporation Rehabilitation Collaborative
Washington State Health Care Authority Workplace Wellness Collaborative
Ministry of Health of Ontario QIIP Collaboratives (3)
Michigan IPIC Collaborative
New York Department of Health Collaborative
Primary Care Development Corporation Collaborative
HRSA HAB Cross Parts Collaborative
HRSA HAB Part A Collaborative
California Institute for Behavioral Health Primary Care-Behavioral Health Integration (2)
Wellmark P4P Collaborative
NACHC Excel Leadership Collaborative (2)
HRSA Health Disparities Collaboratives (7)
Agency for Healthcare Research and Quality Medicaid Agencies Learning Network
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