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Complete assessment for the current state of integrated 

care
x x x x

Provide list of target providers and organizations with 

formal commitment to participate in the project
x x x x x x x x

Complete plan that describes the process and timeline for 

pursuing and implementing fully integrated managed care

x x x

Complete Project Implementation Plan x x x x x x x x x x x

Complete Domain 1 activities, explicitly reflective of 

support for the Project
x x x x x x x x x x x

Obtain binding letter of intent from HUB/Lead entity
x x

List of implementation partners, must include physical 

health, mental health, and SUD providers with formal 

written commitment ot participate

x x

Number and locations of MDs, ARNPs, and PAs who are 

approved to prescribe buprenorphine
x x x

Number and locations of mental health and SUD providers 

delivering acute care and recover services to people with 

OUDs
x x x

System support for number of providers prescribing 

buprenorphine
x x x x

System support patients receiving medications approved 

for treatment of OUD
x x x x

System support different settings in which buprenorphine is 

or should be prescribed
x x x x

Development of shared care plans/communications 

between the treatment team of physical/mental health and 

SUD providers

x x x x x

Completion of Regional Opioid Working Plan
x x x x
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List of implementation partners, must include physical 

health, mental health, and SUD providers with formal 

written commitment to participate

x x x

Complete Chronic Care implementation Plan, to include 

identification of specific change strategies
x x x x x x

Identify number of practices, providers, and/or partner 

groups implementing integrated evidence-based 

approach(es)

x x x x x x x x x

Identify number of practices, providers, and/or partner 

groups  trained on evidence-based practices; projected vs. 

actual and cumulative

x x x x x x x x x

Began pay for reporting on outcome metrics x x x x x x x

Primary Care Practices/Providers achieve PCMH 

Recognition (if applicable)
x x x x x x x x x

Primary Care providers achieve special 

recognitions/certifications/licensure (For medication 

assisted treatment, such as buprenorphine administration)

x x x x x

Complete HUB Operations Manual x

Complete HUB Quality Improvement Plan x

List policies and procedures in place for project x x x x x x x

Identify number of partners participating and if applicable, 

the number implementing each selected pathway

x x x x x

For LEAD: list Community Advisory Group Members x

Number and list of community partnerships; for each 

include list of members and roles
x

Number of health care providers by type, trained on CDC 

guideline for Prescribing Opioids for Chronic Pain
x x x

Number of proivders with waiver authority to prescribe 

buprenorphine and the types and numbers of settings in 

which they are prescribing

x x

Number of patients currently being prescribed 

buprenorphine
x x
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Number of health care organiations with EHRs or other 

systems newly put in place that provided clinical decision 

support for opioid prescribing guidelines

x x

Number of LHJs and CBOs that receive technical assistance 

to organize or expand syringe exchange programs

x x x

Number of EDs with protocols in place for providing 

overdose education and take home naloxone to individuals 

seen for opioid overdose

x x x x

Identify number of new or expanded national recognized 

self-managed support programs, such as CDSMP and NDPP

x

Identify number of home visits for asthma services, 

hypertension
x x x

Identify percent of documented, up to date Asthma Action 

plans
x x x

Idenify number of health care providers trained in 

appropriate blood pressure assessment practices
x x x

Identify percent of patients provided with automated blood 

pressure monitoring equipment
x x x x

Identify number of practices trained on selected evidence-

based practices: Projected vs. actual
x x x x x x x x

Identify number of practices implementing evidence-based 

practices
x x x x x x x

Begin pay for performance of selected outcome metrics x x x x x x x x

Complete implementation of fully integrated manged care 

purchasing
x x x x

Identify number of partners participating in the care 

transition programs
x x x x

Identify number of partners trained on the approach: 

Projected vs. actual and cumulative
x x

Identify number of partners participating in the HUB and 

number implementing each selected pathway
x

Identify number of partners trained by focus area or 

pathway: Projected vs. actual and cumulative
x x x x
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Number and list of community partnerships; for each 

include list of members and roles
x

Number of health care providers, trained on AMDG's 

Guidleines
x x x

Number of health care organiations with EHRs or other 

systems newly put in place that provided clinical decision 

support for opioid prescribing guidelines

x

Number of LHJs and CBOs that receive technical assistance 

to organize or expand syringe exchange programs

x x x

Number of EDs with protocosl in place for providing 

overdose education and take home naloxone to individuals 

seen for opioid overdose

x x x x

Number and types of access points in which person can 

receive MAT such as EDs, SUD, and mental health settings, 

correctional settings, and other non-traditional community 

access points

x x

Idenify number of partner organizations and 

implementation teams implementing the project
x x

Identify number of new or expanded national recognized 

self-managed support programs, such as CDSMP and NDPP

x x x

Identify number of home visits for asthma services, 

hypertension
x x

Identify percent of documented, up to date Asthma Action 

plans
x x x

Idenify number of health care providers trained in 

appropriate blood pressure assessment practices
x x x

Identify percent of patients provided with automated blood 

pressure monitoring equipment
x x x

Total Count of Crosswalk 14 16 12 12 32 22 19 22 3 11 20 5 24 18
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