
VBP Practice Transformation Academy
Phase 2 Kickoff Workshop

February 28, 2018



Sponsors 



Introductions



Agenda

Time Activity

9:00am–10:15am Introductions/VBPs in WA

10:15am–11:00am Care Pathways/Connecting It 
All Together

11:00am–11:15am Break

11:15am –12:30pm Mapping Protocols Exercise

12:30pm–1:00pm Lunch

1:00pm–2:30pm Root Cause/Barrier Exercise

2:30pm–2:45pm Break

2:45pm-4:00pm Group Report 
Out/Closing/Evaluation



At your table:
• Introduce yourself.
• What was your biggest success during Phase 1 of 

the Academy?
• What are you hoping to accomplish in Phase 2 of 

the Academy?

Group Report Out: 
• Highlight one biggest success in Phase 1?
• Summarize what everyone is hoping to accomplish 

in Phase 2?

Ice Breaker



Value-Based Payment in 
Washington State



Healthier Washington



Recognizing determinants of health

Adapted from: Magnun et al. (2010). Achieving Accountability for Health and 
Health Care: A White Paper, State Quality Improvement Institute, Minnesota.



HCA’s Value-based Roadmap

Medicaid 
– Apple 
Health

Employee 
& Retiree 
Benefits 2016: 

20% VBP

2021: 
90% VBP

1. Reward patient-centered, high quality care
2. Reward health plan and system performance
3. Align payment and reforms with the federal 

government
4. Improve outcomes
5. Drive standardization
6. Increase sustainability of state health programs
7. Achieve Triple/Quadruple Aim

2016 actual: 
30% VBP



• Three initiatives:

Medicaid Transformation
2017-2021

Transformation 
through 

Accountable 
Communities of 

Health

Long-term 
Services and 

Supports

Foundational 
Community 

Support Services



VBP and Medicaid Transformation



Alignment with CMS’ Alternative 
Payment Models Framework



ACH Project Plans

Project BHT CPAA GCACH KCACH NCACH NS ACH OCH PCACH SWACH

2A: Bi-directional 
Integration of Care

● ● ● ● ● ● ● ● ●

2B: Community-based 
Care Coordination

● ● ● ● ● ●

2C: Transitional Care ● ● ● ● ●

2D: Diversions 
Interventions 

● ● ●

3A: Addressing Opioid 
Use 

● ● ● ● ● ● ● ● ●

3B: Reproductive and 
Maternal and Child 
Health

● ● ●

3C: Access to Oral 
Health Services

● ●

3D: Chronic Disease 
Prevention and Control

● ● ● ● ● ● ● ● ●



Relationship between DSRIP and VBP
• The shift from fee-for-service (FFS) to VBP requires delivery system changes. 
• DSRIP funds allow providers to make these changes, through investment in the transformation process.
• VBP arrangements can help sustain these changes by financially rewarding their outcomes.

Success in 
Value-Based Payment 

Arrangements

Delivery 
System 

Reforms Delivery system reforms 
advance the capabilities 

needed to succeed financially in 
VBP arrangements

VBP arrangements reward the 
outcomes of delivery system 

reforms, and provide funding for 
sustaining and expanding them



• VBP is developmental
– It’s a journey—but with incentives

• Implementation planning is now
– Engage with ACHs

Summary



Operationalizing Population Health 



• Laying the Groundwork for VBPs

– Stretch project – illustrating change on a smaller 
scale

– Having a “why” statement for your organization

– Population Health: Risk stratification

– Care Transition

Where we came from: Phase 1



Value Transformation Assessment (VTA)



Areas of Strength
• Patient care that is based on (or informed by) best 

practice evidence for BH/MH and primary care
– Average Score = 4.68  5.18

• Communication with patients about integrated care
– Average Score = 4.05  4.71

• Tracking of vulnerable patient groups that require 
additional monitoring and intervention
– Average Score = 4.11  4.65

• Continuity of care between primary care and 
behavioral/mental health
– Average Score = 4.79  4.95

Assessment Scores and Trends



Areas for Improvement
• Practice has met its targets and has sustained improvements 

in practice-identified metrics for at least one year.
– Average Score = 2.53  2.47

• Practice has developed a vision and plan for transformation 
that includes specific clinical outcomes and utilization aims 
that are aligned with national TCPI aims and that are shared 
broadly with the practice. 
– Average Score = 2.42  4.41

• Practice shares its financial data in a transparent manner 
within the practice and has developed the business 
capabilities to use business practices and tools to analyze and 
document the value the organization brings to various types 
of alternative payment models. 
– Average Score = 1.95  2.41

Assessment Scores and Trends



Aligning Our Terms!

Value-Based Service requires…
Care Management requires…

Population Health Management requires…
Risk Stratification & Care Coordination requires…

Understanding Clinical, Satisfaction & Financial Data…

…Therefore Value-Based Service addresses both 
Effectiveness & Efficiency

These concepts are not loosely linked but are structurally 
contingent on one another and must be fully expressed in 
the Care Pathway…



• Population health management involves a 
proactive, team-based approach to care 
that focuses on prevention, early 
intervention, and close partnerships with 
consumers

Population Health Management



• Population health management enables a practices 
to:
– Proactively identify consumers who need 

evidence-based chronic or preventive care using 
health data

– Target outreach and care coordination efforts
– Provide consumer self-management support
– Monitor consumer progress, identify appropriate 

care plans, and recommend changes to care 
plans based on risk or progress to step care up 
or down

– Monitor practice performance by tracking 
consumer data and comparing with national 
guidelines or internal benchmarks

Population Health Management (cont’d)



• Risk-stratified care management is the process 
of assigning a health risk status classification 
and using it to direct and improve care

• A Consumer is at Risk when he/she reaches an 
established threshold or cutoff that triggers a 
step in care (i.e., up or down)

Risk Stratification



• High utilizers are most familiar example of a risk 
group

• Risk stratification helps patients achieve the best 
health and quality of life possible by preventing 
chronic disease, stabilizing current chronic 
conditions, and preventing acceleration to higher-
risk categories and higher associated costs

Risk Stratification



What is a Care Pathway?

A protocol based/standardized set of clinical & 
administrative work flow process steps that staff 
engage in to assist a consumer with a social 
determinant, physical and/or behavioral health need.

A Care Pathway operationalizes Care Management 
components into replicable, measurable work flow 
steps.



A defined path to health/treatment targets comprised of 
both clinical and administrative steps/workflows 
including:

• Consumer engagement

• Screening, assessment & stepped evidence-based 
treatment with clearly defined treat to target 
parameters

• Interdisciplinary team-based care which employs 
population health management techniques

• Ongoing quality improvement to assess effectiveness 
and efficiency of the pathway 

What is a Care Pathway?



w w w . T h e N a t i o n a l C o u n c i l . o r g

Care Pathway

Trauma 
informed 

care

Recovery 
and 

Resilience 
Framework 
and Practice

Whole 
health/ 

integrated 
care 

practices

Motivational 
Interviewing 

Shared 
decision 
making

Problem-
Solving 

Therapy/ 
Behavioral 
Activation 
Therapy

Evidence-
based 

practice 
wellness 



Low Intensity/$ 

High Intensity/$$$ 

Moderate 
Intensity/$$

Level of Service 
Criteria/Cost

Screening & 
Assessment

Target 
Parameters

Length of Care/
Time to Tx

Moderate Intensity
9-18 Months

High Intensity
18 -28 Months

Smoking Cessation or 
Reduction

BP w/in Normal Range
 

PHQ-9 Score <10

Appt’s Kept

No Hosp. & ED Use

Employment

Housing

Satisfaction 

Medication 

Cog. Beh. Therapy 

Smoking Cessation 

Care Management

 Supported 
Employment 
Assistance

Housing Assistance

Service Bundle

Adult Male, 25yrs 
old

Substance Addicted 
(nicotine)

Depressed

High Blood 
Pressure

Unemployed

Homeless

Low Intensity
0-9 Months

Level of 
Engagement

Maintenance/
Relapse 

Prevention

Precontemplation 
& Contemplation

Action

Preparation





The Care Pathway is the Intersection 
of…

Clinical Processes/Practices Expressed in EBPs

+ 

Administrative Processes Expressed in the Staff 
Workflow

+

The Consumer’s Recovery/Treatment Plan 
Expressed in their Life Everyday 



Transitions of Care Framework 



• Structure: 
– Accountable provider at all points of care transition
– A tool for plan of care 
– Use of health information technology

• Processes:
– Care team processes

• Care planning 
• Medication reconciliation 
• Test tracking 
• Tracking of referrals to other providers/settings 
• Admission and discharge planning
• Follow-up appointment tracking 

Critical Elements of the Transitions of 
Care Framework 



• Processes continued…

– Information transfer/communication between 
providers and care settings

– Patient and family education and engagement 

– Outcomes

• Patient/family experience 

• Provider’s experience 

• Health care utilization/costs (E.g. readmissions, 
etc.)

• Health outcomes 

Critical Elements of the Transitions of 
Care Framework 



Connecting Those at Risk to Care

Source: AHRQ Publication No. 15(16)-0070-1-EF January 2016



Where we’re going….

• Phase 2: Implementing Your Stretch Project

– Building capacity for quality improvement

– Articulating your value proposition

– Understanding what payers want: MCO perspective

– Managed care contracting

– Celebrating success



Care Pathway Development 
Exercise



What are the steps to create a care 
pathway?

1. Choose a clinical condition or social determinant 
need

2. Define the patient population 
3. Convene an inter-disciplinary team
4. Define the target outcome(s)
5. Review the evidence base
6. Map the care pathway 
7. Develop clinical and administrative protocols 
8. Pilot the care pathway
9. Evaluate the efficiency and effectiveness of the care 

pathway
10. Ongoing monitoring of the care pathway metric 

specifications



1. Choose a clinical condition or social determinant need
Let’s look at Depression

2. Define the patient population 
Adults with Serious Mental Illness

3. Convene an interdisciplinary team
You are here today with your team! 

4. Define the target outcome(s)
PHQ 9 Score drop of 10 pts w/in 3 months; No 
suicidal ideation

5. Review the evidence base
PHQ9 & Columbia Guidelines; Medication 
Algorithm for Depression; TIC; MI; Individual & 
Group CBT; Case Management; Peer Coaching; 
Primary Care Coordination; Family Psychoeducation 
(as indicated)

Care Pathway Development Example



Step 6: Map the Care Pathway 

• A Care Pathway workflow is a sequence of 
connected clinical and administrative process 
steps diagramed/flowcharted to explain the 
movement of materials, information, or people 
through a process that has clearly defined start 
and stop points  

– Did you get all the clinical & administrative 
steps diagramed? 

• The Care Pathway Workflow promotes 
understanding of each team member’s role(s)

– Did you identify what members of the team do 
what in the workflow?



Step 6: Map the Care Pathway (cont’d) 

• The Care Pathway Workflow clarifies the process 
and outcome measures being used to collect data 
and report findings as part of a population health 
management and risk stratification approach

– Did you define the measurement tools and data 
to be collected?  Did you explain how it will be 
collected, analyzed, and shared?

• The Care Pathway Workflow estimates the cost 
associated with providing the service

– Does the workflow indicate what is billable and 
what is not so a cost estimate can be obtained?



Step 7: Develop Clinical and 
Administrative Protocols
Clinical Protocols  

• Screening and Assessment 
(PHQ-9 and Columbia Suicide 
Screen; Clinical Interview)

• Level of Care Determination
• Person-centered Plan with 

Treatment Targets (includes 
family involvement & crisis 
plan)

• Clinical Practices:
• Cognitive Behavioral 

Therapy
• Motivational Interviewing
• Trauma Informed Care
• Case Management
• Medication Therapy
• Family Psychoeducation

Administrative Protocols 
• PHQ and Columbia Data Entry
• Biopsychosocial 

Documentation and/or 
Progress Note

• Care Coordination Data Entry 
(e.g., referral, scheduling, 
data sharing)

• Team Huddle 
• Individual and Group 

Supervision
• Billing and Revenue Cycle 



Develop a plan for piloting the Care Pathway
• Identify a small group (team/patients) who will try 

it out
• For how long?
• Who will lead?

Step 8: Pilot the Care Pathway



Step 9: Evaluate the efficiency and effectiveness of the care 
pathway
• How will you know if the pathway is effective?
• Have you built in your data points for reporting and for 

evaluating whether what you are doing is working? 
• What other services/community supports etc. do you 

need to make this plan effective (e.g., care 
coordination)?

Step 10: Ongoing monitoring of the care pathway metric 
specifications
• Once the Care Pathway is standard operating procedure 

make sure to use CQI tools to monitor it and insure it 
stays within specification.

Next Steps:



Now it’s your turn!

1. Choose a clinical condition or social determinant 
need

2. Define the patient population 
3. Convene an inter-disciplinary team
4. Define the target outcome(s)
5. Review the evidence base
6. Map the care pathway 
7. Develop clinical and administrative protocols 
8. Pilot the care pathway
9. Evaluate the efficiency and effectiveness of the 

care pathway
10.Ongoing monitoring of the care pathway metric 

specifications



Root Cause Analysis



Looking Forward

Looking Back

Ideal State

Where do I go 
from here?



This Again?

• Purpose: Understand what happened, why it 
happened, and determine how it can be avoided in 
the future (what changes need to be made)

• When to utilize root cause analysis:

– When designing an intervention, project or 
program

– To analyze adverse events or individual patient 
cases

– When projects or interventions aren’t going as 
planned



Repetition is Key

Determine 
cause of 
problem

Eliminate or 
mitigate the 

cause

Eliminate or 
mitigate the 

problem

• Value-Based payments 
require quality 
improvements

• Root cause analysis 
addresses systemic 
problems – making long-
lasting quality 
improvement attainable

• Root cause analysis 
should be a routine part 
of quality improvement 
efforts



Let’s Review The Process

• Tool: Fishbone Diagram

• Process: The 5 Whys

1. Identify the specific problem you want to 
address

2. Ask why the problem happens (potential causes)

3. Repeat – continue to ask why until you come to 
the root cause of the problem

• Focus on the CAUSE and not the SOLUTION (we will 
get there!)



Problem
(Effect)

Cause 1 Cause 2

Cause 3 Cause 4

Sub-cause

Sub-cause Sub-cause

Common Cause 
Areas:
• Process
• People
• Management
• Environment
• Materials



Activity: Unpacking Your Barriers

• Working with your team, identify a problem or 
barrier that you have experienced/are experiencing 
in your stretch project

• Using a flipchart and markers draw your fishbone

• Using the selected problem, walk through the 5 
whys to determine root cases of problem



• Ask

– What causes do you have the ability to impact?

• Evaluate

– Identify criteria that will guide the selection of 
solutions to the problem (cost, value, benefit to org)

– Evaluate potential solutions based on criteria

– Decide on a course of action

• Prioritize

– You often won’t be able to address all problems at 
once, identify priorities, start with low-hanging fruit

Making It Actionable



Team Debrief Session



Debrief

• Present your care pathway map and identify 
protocols necessary within the care pathway

• Describe your stretch project

• What barrier(s) did you identify to implementing 
your stretch project?

• How will you translate this into action/change?



Next Webinars

• Building Capacity for Quality Improvement

Wednesday March 21, 2018, 11:30 a.m.–12:30 p.m.

• Articulating Your Value Proposition:

Tuesday April 17, 2018, 11:30 a.m. to 12:30 p.m.



Questions?



Thank you!

The project described was supported by Funding Opportunity Number CMS-1G1-14-001 from the U.S. Department of Health and Human Services, 
Centers for Medicare & Medicaid Services. The contents provided are solely the responsibility of the authors and do not necessarily represent the 
official views of HHS or any of its agencies.
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