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Washington Council for
Behavioral Health is a trailblazer
for behavioral health in
Washington State–connecting
providers to create a unified voice
in state government, while forging
a stronger future for healthcare
and better overall care for people
with mental illness and addictions.

Value = Quality / Cost
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Measures in MCO contracts
• Antidepressant Medication Management- Effective Acute Phase Treatment

• Childhood Immunization Status- Combo 10

• Well-child visits in the 3rd, 4th, 5th, and 6th years of life

• Medication management for people with Asthma: Medication Compliance 75% (Ages
5-11)

• FIMC only: Substance use disorder treatment penetration

• FIMC only: Mental Health treatment penetration

• FIMC only: Substance Use Disorder treatment initiation and engagement

• FIMC only: All Cause Hospital Readmission rate
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State’s VBP Standard:
Categories 2C → 4B
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Category 1: Fee for Service
• Provider performs a services, codes it, is paid for the

service provided.
• No link between payment and quality

10

Categories 2A/2B
• Infrastructure and Operations

• Payments to improve care delivery
• Examples:

• Care Coordination fees
• HIT payments

• Pay for Reporting
• Bonus payments for reporting quality data
• Payment is not tied to what is in the data
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Categories 2C/D: Performance Reward/Penalty
• “Pay for Performance”
• Fee for Service base with additional rewards or penalties

for performance on quality metrics

• Example
• FFS contract based on encounter fee, but with additional

payment for each eligible patient who meets a required metric
• Payment for each newly depressed patient on meds at 12 weeks and 6

months

12

Categories 3A/3B: Upside/Downside Risk
• Alternative payment model with upside (or upside and downside) risk

• Built on FFS architecture

• Bundled payment for episode of care

• Example
• Bundled fee for knee replacement

• Quality standards must be met
• If provider keeps costs low, they keep or share the savings

• Similar model could apply to initial care for SUD or depression
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Category 4A: Condition-Specific Capitation
• Population based payment for condition-specific care, with

quality requirements
• “Partial capitation”

• Example
• A provider is assigned a group of patients and given a monthly fee to address

any mental health issues that arise
• Quality standards must be met for payment

14

Category 4B: Comprehensive Capitation
• “Full capitation”
• Population-based management
• Taking on risk of a population of patients

• Example
• Large health system gets paid to manage the health of a population of

patients
• Still ties to metrics; need to achieve quality care
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Washington’s VBP Roadmap

16

“As the largest health care purchaser in
Washington State, HCA purchases care for more
than 2 million Washingtonians through the Apple

Health and the public employee benefits
programs.”

Washington State Health Care Authority
Value-based Roadmap 2017-2021

Source: https://www.hca.wa.gov/assets/program/vbp-roadmap-2017.pdf
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HCA VBP Foundational Principles
• “Reward the delivery of patient-centered, high value care…
• Align payment and delivery reform approaches with CMS, where

appropriate, for greatest impact and to simplify implementation for
providers…

• Improve quality outcomes and patient experience…
• Continually strive for the Triple Aim of better health, better care,

and lower costs.”

Source: https://www.hca.wa.gov/assets/program/vbp-roadmap-2017.pdf

18

HCA VBP Goals
• 2016 – 20% (achieved 30%)

• 2017 – 30%

• 2018 – 50%

• 2019 – 80%

• 2020 – 85%

• 2021 – 90%
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How do we get there?

Value-Based Payment Practice
Transformation Academy
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Why a VBP Academy?
• Behavioral health has not been a primary focus within the

healthcare industry while value-based payment approaches
and models emerged

• Health systems and providers have worked for decades with
an evolving set of standardized health quality metrics

• State of the art of behavioral health performance measures
• Limited investment in HIT and associated infrastructure for

community behavioral health providers
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What We Need
• Metrics that are relevant to the clinical population

and practice setting for community behavioral health
• Access to comprehensive health data
• Meaningful, achievable incentives
• Targeted practice transformation support

24

Goals of the Academy
• Cultivate internal champions for VBP arrangements
• Increase understanding of VBP principles and

models
• Provide comprehensive technical assistance to build

organizational capacity for adopting VBP practices
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Structure and Participation
• 20 licensed community behavioral health agencies were selected

out of a total of 58 applicants
• 18 dually licensed; one SUD-only; one MH-only
• Year long learning community:

• Two in-person one day workshops
• Nine monthly webinars
• Scheduled coaching calls from National Council faculty and Hub

coaches

26

Academy Activities
• Complete a Value Transformation Assessment
• Establish a VBP steering committee and identify a practice

transformation lead
• Identify a stretch project aligned with one or more project

metrics found in the Medicaid Transformation (ACH) Project
Toolkit or state common measure set

• Define and collect baseline data for a key “value metric”
• Develop a value proposition statement for payers
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Culture Shift to Measurement-Based Practice
• The switch to VBP arrangements is a culture change: How do we

know and demonstrate that what we are doing is making a
difference in the lives of our patients?

• Behavioral health agency leadership and buy-in is crucial.

• Successful implementation requires data, as close to real time as
possible.

• Providers must learn the core competencies necessary for success
in VBP arrangements.

28

VBP Core Competencies
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Metrics that Matter!
• Washington State 2018 Common Measure Set

o A statewide common set of health measures; a core element of Healthier
Washington and a foundation for healthcare accountability and measuring
performance.

• HB 1519/SB 5732 Legislation
o Previously passed legislation that required HCA and DSHS to include common

outcomes and performance measures in their contracts with service contracting
entities (e.g., MCOs, BHOs, AAAs).

• Medicaid Transformation Project Toolkit Metrics
o Specific metrics have been selected for each of the ACH/DSRIP projects

included in the Medicaid Transformation Demonstration

30

Metrics that Matter!
• Relevant Toolkit measures include the following:

o Follow-up After Discharge from Emergency Department for Alcohol or other Drug
Dependence

o Follow-up After Discharge from Emergency Department for Mental Health
o Follow-up After Hospitalization for Mental Illness
o Inpatient Hospital Utilization
o Outpatient Emergency Department Visits per 1000 Member Months
o Patients on high-dose chronic opioid therapy by varying thresholds
o Substance Use Disorder Treatment Penetration (Opioid)
o Patients with concurrent sedatives prescriptions
o Percent Arrested
o Percent Homeless (Narrow Definition)
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Peninsula Behavioral Health:
VBP Roadmap

32

Approach to Value Based Care
• Determine what success looks like
• Get buy-ins from Administration, Leadership, and Providers
• Start with a manageable goal
• Utilize an easily measurable metric that is already being captured
• Don’t recreate the wheel for documenting trending metric
• Update team throughout
• Evaluate success and adjust as needed
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Success?
Success would be achieved if, by the end of the project, PBH
staff understood the value-based model and how their care
could positively impact revenue

We took the approach that understanding value-based
care and imparting the idea that individual providers can
impact improved patient care as well as improved
reimbursement was far more important than the actual
goal of the stretch project

34

Buy Ins
• Discussed VBP Academy expectation at Executive Meeting

• Met with Provider and Nursing Teams to review the HCA
purchasing goals through 2021and discuss value-based
principles

• Encouraged active participation in the Logframe for our
stretch project
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Manageable Goal
Demonstrate a reduction in PHQ9 Score of 5 points or more for those
individuals screened at or above a score of 15 within 6 months

• Most common screening tool for depression

• Reliability and validity of the tool have indicated it has sound psychometric
properties

• Internal consistency of the PHQ-9 has been shown to be high

• Tool was already being utilized within the organization

36

Logframe
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Don’t Recreate the Wheel

BCBS Patient Registry: Amended for PBH use

38

Lessons Learned
• Start small, get a win!

• Use the power of your peers to learn.

• Be flexible and be excited



T302

20

Value-Based Payment Resources
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VBP Resources

• Value Transformation Assessment Tool (VTA)
• Value-Based Payment Practice Transformation

Planning Guide
• VBP Academy Webinar Documents
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VTA – Agency Readiness Assessment
• A self-administered assessment of readiness for value

based contracting
• 20 milestones that address core competencies needed

for success in a VBP environment as well as priorities for
integrated care

• See handouts for sample milestones

42

Value-Based Payment Practice Transformation
Planning Guide
• Another tool for conceptualizing and planning an internal

VBP initiative
• A multi-year approach to managing agency change
• A structure for identifying manageable objectives and

tasks that will build toward preparedness for VBPs
• See handout for components of the planning guide
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VBP Academy Webinar Topics

• The Why of VBP

• Project Planning and
Practice transformation

• Readiness Assessment

• Population Health and
Risk Stratification

• Building Capacity for
Quality Improvement

• Demonstration Value

• Understanding What
Payers Want

• Negotiating VBP Contracts
with MCOs

44

All Resources Posted on Practice Transformation
Support Hub Resource Portal

https://waportal.org/what-we-do/
about-value-based-payment-practice-transformation-academy
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Questions?
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Contact Information
Ann Christian, MSW
Chief Executive Officer

Washington Council for Behavioral Health

(206) 628-4608

achristian@thewashingtoncouncil.org

Rick Helms, MSW
Operations Manager

Practice Transformation Support Hub,
Qualis Health

(206) 288-2512

rickh@qualishealth.org

Wendy Sisk, LMHC
Chief Executive Officer

Peninsula Behavioral Health
.

(360) 457-0431

wendys@peninsulabehavioral.org
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Value Transformation Assessment (VTA) 

The purpose of the Value Transformation Assessment (VTA) is to show current 
status related to competencies for value-based payment contracts. Future 
repeated administrations of the VTA form will help demonstrate organizational 
changes over time and progress through the phases of practice transformation.  
 
The VTA was adapted from two related tools, the MeHAF Site Self Assessment 
(SSA) Survey* and the TCPi Specialist Practice Assessment Tool (PAT), and 
includes elements from each. The MeHAF tool has been adopted for use by the 
Health Washington Practice Transformation Support Hub, and the PAT is being 
used by TCPi networks (in Washington and nationally) to support practices as 
they prepare for value-based reimbursement.  
 
Instructions: In the 'Assessment' tab, under column M, enter the score (0-9) that 
corresponds to each milestone. View aggregate scores in the 'Scoring' tab. 

 * MeHAF adapted from the Assessment of Primary Care Resources and Supports for Chronic 

Disease Self Management (PCRS); also adapted from the Assessment of Chronic Illness Care 

(ACIC) Survey. 

 

Scoring Instructions 

Topic Score 
Percent 

Complete 

Sustainability 0 of 9 0.00% 

Patient and Family Engagement 0 of 27 0.00% 

Team-based Relationships 0 of 9 0.00% 

Population Health Management 0 of 9 0.00% 

Coordinated Care Delivery 0 of 27 0.00% 

Enhanced Access 0 of 9 0.00% 

Engaged and Committed Leadership 0 of 9 0.00% 

Quality Improvement Strategy 0 of 18 0.00% 

Transparent Measurement and 
Monitoring 0 of 9 0.00% 

Optimal Use of HIT 0 of 9 0.00% 

Staff Vitality and Joy in Work 0 of 9 0.00% 

Capability to Analyze and Document 
Value 0 of 18 0.00% 

Efficiency of Operations 0 of 9 0.00% 

Strategic Use of Practice Revenue 0 of 9 0.00% 

Total 
0 of 
180 0.00% 

 



Value Transformation Assessment (VTA)  -- DRAFT 

Milestone 0 1 2 3 4 5 6 7 8 9 Score

1

Practice has met its targets and has 

sustained improvements in practice-

identified metrics for at least one 

year.

Practice has identified the metrics it 

will track that are related to aims and 

has collected baseline information on 

these metrics.

2

Patient care that is based on (or 

informed by) best practice evidence 

for BH/MH and primary care

...does not exist in a systematic way

3
Patient/family involvement in care 

plan
...does not occur

4
Communication with patients about 

integrated care
...does not occur

5

Practice sets clear expectations for 

each team member's functions and 

responsibilities to optimize 

flexibility, outcomes and 

accountability. 

The practice has not established clear 

roles for each member of the care 

team or set clear expectations for 

each tem member's functions and 

responsibilities to optimize efficiency, 

outcomes, and accountability.

6

Tracking of vulnerable patient 

groups that require additional 

monitoring and intervention

...does not occur

7
Continuity of care between primary 

care and behavioral/mental health
...does not exist

8

Practice works with the primary care 

practices in its medical 

neighborhood to develop criteria for 

referrals for episodic care, co-

management, and transfer of care/ 

return to primary care, processes for 

care transition, including 

communication with patients and 

family. 

Practice has developed its own 

criteria for appropriate referrals but 

has not discussed these with the 

primary care providers in the medical 

neighborhood.

Practice is monitoring the metrics related to aims but is 

not yet showing improvement in all metrics.

Practice has shown improvement in metrics related to 

aims but has not yet reached its targets or 

improvement is not sustained.

Practice has met at least 75% of its  targets and 

sustained improvements in practice-identified metrics 

for at least one year. 

...follow evidence-based guidelines for treatment and 

practices; is supported through provider education and 

reminders; is applied appropriately and consistently

. . .evidence-based guidelines available, but not 

systematically integrated into care delivery; use of 

evidence-based treatment depends on preferences of 

individual providers

...depends on each provider’s own use of the evidence; 

some shared evidence-based approaches occur in 

individual cases

Patient and Family Engagement

Coordinated Care Delivery

The practice has documented each team member's 

role and accountability lanes and each team member 

works to the maximum of his skill set and credentials in 

order to optimize efficiency and outcomes. 

The practice has matched the work that must be done 

with the team member who will do the work. 

The practice has identified the work required before, 

during, and after patient visits and identifies the skills 

and credentials needed to perform that work. 

… patient lists (registries) with specified criteria and 

outreach protocols are monitored on a regular basis 

and outreach is performed consistently with 

information flowing back to the care team

… patient lists exist and individual clinicians/care 

managers have varying approaches to outreach with no 

guiding protocols or systematic tracking

… is passive; clinician may track individual patients 

based on circumstances

...systems are in place to support continuity of care, to 

assure all patients are screened, assessed for 

treatment as needed, treatment scheduled, and follow-

up maintained

...is achieved for some patients through the use of a 

care manager or other strategy for coordinating 

needed care; perhaps for a pilot group of patients only

Population Health Management

...is passive; clinician or educator directs care with 

occasional patient/family input

...is sometimes included in decisions about integrated 

care; decisions about treatment are done 

collaboratively with some patients/families and their 

provider(s)

...is an integral part of the system of care; collaboration 

occurs among patient/family and team members and 

takes into account family, work or community barriers 

and resources

...is an integral part of the system of care; collaboration 

occurs among patient/family and team members and 

takes into account family, work or community barriers 

and resources

...is sometimes included in decisions about integrated 

care; decisions about treatment are done 

collaboratively with some patients/families and their 

provider(s)

...is passive; clinician or educator directs care with 

occasional patient/family input

...is not always assured; patients with multiple needs 

are responsible for their own coordination and follow- 

up

Practice has started to reach out to primary care 

providers in the medical neighborhood to discuss 

referral criteria and how transitions should take place. 

Practice has collaborated with the primary care 

practices in its medical neighborhood and has jointly 

developed criteria for referrals for episodic care, co-

management and transfer of care but processes have 

not yet been implemented

Practice has collaborated with the primary care 

practices in its medical neighborhood and has jointly 

developed and implemented criteria for episodic care, 

co-management, and transfer of care/ return to 

primary care, processes for care transition, including 

communication with patients and family. 

Team-based Relationships

VTA was adapted from the MeHAF Site Self Assessment Survey and from the TCPi Specialist Practice Assesment Tool 



Value Transformation Assessment (VTA)  -- DRAFT 

Milestone 0 1 2 3 4 5 6 7 8 9 Score

Practice is monitoring the metrics related to aims but is 

not yet showing improvement in all metrics.

Practice has shown improvement in metrics related to 

aims but has not yet reached its targets or 

improvement is not sustained.

Practice has met at least 75% of its  targets and 

sustained improvements in practice-identified metrics 

for at least one year. 9

Practice identifies the primary care 

provider or care team of each 

patient seen and (where there is a 

primary care provider) 

communicates to the team about 

each visit/ encounter. 

Practice does not ask about primary 

care provider.

10

Practice has a system in place for 

patient to access their care team 

24/7.

After hours, practice has an 

answering system with a recorded 

message.  Message may tell patients 

to go to an ER or leave a message for 

a call back in the morning. 

11

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. 

Practice has not yet begun 

developing its transformation vision 

and detailed plan. 

12

Practice uses an organized approach 

(e.g. use of PDSAs, Model for 

Improvement, Lean, FMEA, Six 

Sigma) to identify and act on 

improvement opportunities.

The practice does not incorporate 

standard improvement methodology 

to execute change ideas in the 

practice setting.

13

Practice builds QI capability in the 

practice and empowers staff to 

innovate and improve.

Practice recognizes the need for QI 

capacity and has developed or 

identified training programs for staff 

in QI skills and tools. 

14

Practice regularly produces and 

shares reports on performance at 

both the organization and 

provider/care team levels, including 

progress over time and how 

performance compares to goals.  

Practice has a system in place to 

assure follow up action where 

appropriate.  

Practice does not produce reports on 

how providers and/or care teams are 

meeting quality goals. 

15 Data systems/patient records

...are based on paper records only; 

separate records used by each 

provider

...has a full EMR accessible to all providers; team uses a 

registry or EMR to routinely track key indicators of 

patient outcomes and integration outcomes; indicators 

reported regularly to management; team uses data to 

support a continuous QI process

...use a data system (paper or EMR) shared among the 

patient care team, who all have access to the shared 

medical record, treatment plan and lab/test results; 

team uses aggregated data to identify trends and 

launches QI projects to achieve measurable goals

...are shared among providers on an ad hoc basis; 

multiple records exist for each patient; no aggregate 

data used to identify trends or gaps

Optimal Use of HIT

Practice has developed QI capability within the practice 

and empowers staff/ providers to participate in QI 

activities by allocating time for QI activities, including 

QI within defined job duties, recognizing and rewarding 

innovation and improvement. 

Practice is building QI capability within the practice 

through approaches such as including QI skills in 

orientation for all new staff and ensures that all staff 

participate in QI training. 

A limited number of practice staff/providers have QI 

skills and are involved in the practice's QI initiatives.

Practice produces some reports on organizational or 

provider/ care team performance and how they are 

meeting quality goals but the reports are not shared in 

a fully transparent manner. 

Practice is regularly producing reports on how 

providers and/or care teams are performing or meeting 

quality goals but distribution of the reports is limited or 

there is inconsistent follow up on the reports. 

Practice regularly produces reports on how providers 

and/or care teams are performing and meeting quality 

goals, transparently shares them within the 

organization, and has an effective system for follow up. 

Practice is beginning to develop a vision and plan that 

addresses goals of transformation but aims are not yet 

set. 

Practice has developed a plan that addresses goals of 

transformation with specific aims but has not yet 

detailed how the aims will be addressed.

Practice has developed and shared a vision and 

detailed plan that addresses goals of transformation 

with specific clinical outcomes and utilization aims 

along with the detail on how each of the aims will be 

addressed.

The practice has decided on a  standard QI 

methodology and is planning the implementation 

process.

The practice is beginning to incorporate regular 

improvement methodology to execute change ideas in 

the practice setting but the methodology has not yet 

been implemented in all areas of the practice.

The practice fully incorporates regular improvement 

methodology to execute change ideas in the practice 

setting.

Enhanced Access

Engaged and Committed Leadership

Quality Improvement Strategy

Practice uses a live answering service that takes 

messages from patients.  Clinicians and care team 

members may call in for messages but timeframes are 

not standard.  The service does not use any triage 

algorithms. 

Practice uses a contract clinician or nurse triage service 

that provides algorithm-driven advice to patients after 

hours but the service or clinician does have  any access 

to the patient's records.

Practice has a clinician available from the practice or on 

a contract basis who can speak to patients after hours 

while being able to access the patient's record. 

Transparent Measurement and Monitoring

Practice has a reliable system in place to identify the 

primary care provider of each patient and  to 

communicate with the primary care team about each 

visit or encounter. 

Practice identifies the primary care provider of each 

patient but the communication with the primary care 

team is not consistent. 

Practice queries patients about their primary care 

provider and records this information in the medical 

record. 

VTA was adapted from the MeHAF Site Self Assessment Survey and from the TCPi Specialist Practice Assesment Tool 



Value Transformation Assessment (VTA)  -- DRAFT 

Milestone 0 1 2 3 4 5 6 7 8 9 Score

Practice is monitoring the metrics related to aims but is 

not yet showing improvement in all metrics.

Practice has shown improvement in metrics related to 

aims but has not yet reached its targets or 

improvement is not sustained.

Practice has met at least 75% of its  targets and 

sustained improvements in practice-identified metrics 

for at least one year. 

16

Practice has effective strategies in 

place to cultivate joy in work and 

can document results.

Practice has no proactive strategies 

aimed at creating joy in work.

17

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. 

Practice, or the larger system in 

which it may belong, has not 

developed business acumen in the 

various types of alternative payment 

models.  Financial skills development 

is limited to financial staff.

18

Practice considers itself ready for 

migrating into an alternative based 

payment arrangement. 

Practice not yet considering 

alternative payment approaches.

19

Practice uses a formal approach to 

understanding its work processes, 

eliminating waste in the processes, 

and increasing the value of all 

processing steps.

Practice has not started working on 

systematically streamlining its 

processes.

20 Funding sources and resources
...a single grant or funding source; no 

shared resource streams

Practice has identified resources for educating staff at 

all levels in principles of business management, 

commensurate with their roles in contracting and 

analysis of alternative payment arrangements that a 

practice might consider.

Practice is providing education and practice data on 

business metrics to staff at all levels across the 

organization.  Specialized training is being provided to 

those at the practice level that may be involved in 

analysis of alternative payment arrangements and in 

contracting for services. 

Practice share 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. 

Capability to Analyze and Document Value

...separate PC/MH/BH funding streams, but all 

contribute to costs of integrated care; few resources 

from participating organizations/agencies

...separate funding streams, but some sharing of on-

site expenses, e.g., for some staffing or infrastructure; 

available billing codes used for new services; agencies 

contribute some resources to support change to 

integration, such as in-kind staff or expenses of 

provider training

...fully integrated funding, with resources shared 

across providers; maximization of billing for all types of 

treatment; resources and staffing used flexibly

Strategic Use of Practice Revenue

Practice is participating in performance-based 

incentive programs but is not yet ready for alternative 

payment approaches.

Practice is developing its internal capabilities to 

succeed in an alternative payment system and a date 

has been set for this migration within the TCPI 

timeframe.

Practice is confident is confident of its readiness for 

migrating into alternative payment approaches.

Practice has identified processes that it intends to 

study and streamline but the improvement work has 

not yet begun.

Practice has worked to streamline a number of its work 

flows by reviewing the steps and eliminating waste and 

rework, but the concept of value is not consistently 

considered during these efforts.

Practice uses an organized approach (e.g.. lean process 

mapping) to reviewing its processes, eliminating waste 

in the process, and understanding the value of each 

process step to the patient and other customers.

Efficiency of Operations

Practice has developed strategies to improve the 

experience of staff and create joy in work but 

implementation of these initiatives is limited.

Practice has strategies in place to promote joy in work 

(e.g. reward and recognition programs, staff 

development, social activities) but has no mechanism 

for determining whether the programs initiated are 

successful.

Practice has implemented strategies to support joy in 

work and can demonstrate the results through metrics 

such as staff survey results, high retention rates, or low 

turnover rates.

Staff Vitality and Joy in Work

VTA was adapted from the MeHAF Site Self Assessment Survey and from the TCPi Specialist Practice Assesment Tool 
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FINAL WORKING DRAFT:  

VALUE-BASED PAYMENT PRACTICE 

TRANSFORMATION  

PLANNING GUIDE 

 

 

 

   

 

 

 NOTE: This working draft is for use by Value-Based Payment Practice Transformation 
Academy participants only. The original version of the guide was designed by the 

National Council for Behavioral Health for organizations enrolled in the New York State 
Care Transitions Network for People with Serious Mental Illness. This version is being 

updated to align with the goals of the Washington State Healthier Washington Initiative. 
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VALUE-BASED PAYMENT PLANNING GUIDE 

Washington State has embarked upon an ambitious health system transformation that is outlined in the 

Plan for a Healthier Washington. Paying for value is a primary Healthier Washington strategy to achieving 

the triple aim of better health, better care, and lower costs. Meeting this goal will require shifting 

healthcare reimbursement strategies away from a system that pays for volume of service to one that 

rewards quality and outcomes. To that end, Washington will drive 90% of state-financed healthcare to 

value-based payment (VBP) by 2021.   

In January 2017, Washington State and the Centers for Medicare and Medicaid Services (CMS) reached 

agreement on a groundbreaking five-year Medicaid Transformation Demonstration that allows the State 

to invest in comprehensive Medicaid delivery and payment reform efforts through a Delivery System 

Reform Incentive Payment (DSRIP) program.  

VBP strategies are built into the fabric of the Demonstration by their inclusion as a foundational element 

of delivery system reform activities. Within Medicaid, the Health Care Authority (HCA) has changed Apple 

Health Managed Care Organization contracts in ways that align with the Demonstration’s goals. The 

Health Care Payment & Learning Action Network (HCP-LAN) Framework will be used for the 

implementation of VBP in Washington by defining payment models subject to incentives and penalties, 

aligned with Healthier Washington’s broader delivery system goals.  The Medicaid Transformation Project 

Toolkit specifies metrics that will be assessed for performance to ensure a consistent focus on value. The 

shift from fee-for-service (FFS) to VBP requires delivery system changes. Time-limited DSRIP funds allow 

providers to make these changes through initial investment in the health system transformation process, 

and build provider capability as it relates to VBP. 

As Behavioral Health Agencies begin the organizational transformation to tie value to payment, internal 

leadership and operational teams will require a vision and strategic plan to shape the process. 

This VBP Planning Guide is designed initially to support and be shaped by the behavioral health agencies 

participating in the 2017 – 2018 Practice Transformation Support Hub’s Value-Based Payment Practice 

Transformation Academy. However, once finalized, it will be a valuable tool for behavioral health agencies 

across the state. This Planning Guide is offered as an example for structuring your action plan and provides 

one possible framework for your strategic plan. It is designed to help you and your team outline, prioritize, 

and determine an agreed-upon roadmap and timeline to prepare for VBPs. However, transformation is 

not a one-size-fits-all process. Given the complexity of this type of transformation, paired with the 

accelerated timeline for state payment changes under Medicaid and federal changes to Medicare, your 

organization will need to identify and implement a change process that suits your organizational needs 

and culture. This tool is designed to help your organization identify the manageable objectives and tasks 

that will build toward the long-term goal of preparedness for VBPs. 
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The Planning Guide is designed to assist your organization in pacing the needed changes, gaining buy-in 

and building needed infrastructure in order to promote a systematic approach toward transformation. 

The Planning Guide aims to support your organization in: 

1. Mobilizing personnel needed to guide and support practice transformation; 

2. Identifying key performance measures, establishing baselines, and collecting data to track 

progress over time; and 

3. Creating a work plan to set aims, benchmark progress, sustain change, and demonstrate value to 

payers. 

The tasks outlined in the work plan below are flexible and only recommendations. You can adapt this 

Planning Guide to suit the infrastructure of your organization. Your Value-Based Payment Practice 

Transformation Academy faculty coach can serve as resource to your organization as you are prioritizing 

goals and developing an implementation plan. 
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