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Pathways Community HUB Request for Proposals 
Proposals Due: April 27, 2018 by 5:00pm 

Background 
Through cross-sector, regional collaboration, the North Central Accountable Community of Health 
(NCACH) is working to improve community health in Chelan, Douglas, Grant, and Okanogan Counties.  
NCACH is one of nine Accountable Communities of Health formed in Washington State through the 
Healthier Washington initiative.  On January 9th, 2017 the Washington State Health Care Authority (HCA) 
signed an 1115 Waiver, now known as the Medicaid Transformation Project.  The goal of the 
Transformation Project is to improve care, increase efficiency, reduce costs and integrate Medicaid 
contracting.  To align clinical integration and payment integration within the Transformation Projects, 
the HCA developed the Medicaid Transformation Project Toolkit describing eight projects from which 
the ACH can select.  One of the six projects that the NCACH has selected is Community-Based Care 
Coordination.  The project objective, as described in the toolkit, is to promote care coordination across 
the continuum of health for Medicaid beneficiaries, ensuring those with complex health needs are 
connected to the interventions and services needed to improve and manage their health.  

As described in the Medicaid Transformation Project Toolkit, the NCACH will establish a Pathways 
Community HUB (HUB) to support a sustainable community-based care coordination system.  The HUB 
model is an evidence-based community care coordination approach that removes duplication through a 
singular technology system to track care coordinators and outcomes.  The HUB model has demonstrated 
effectiveness within racial and ethnic populations and been endorsed by several federal agencies such 
as: Agency for Healthcare Research and Quality, Center for Medicaid and Medicare Services, Center for 
Disease Control and Prevention, Health Resources and Services Administration, National Institute of 
Medicine and others.  Applicants must demonstrate a working knowledge of the HUB model and are 
encouraged to utilize the following resources to do so: HUB Quick Start Guide 
(https://innovations.ahrq.gov/sites/default/files/guides/CommHub_QuickStart.pdf) and the HUB 
Manual (https://innovations.ahrq.gov/sites/default/files/Guides/CommunityHubManual.pdf). 

In addition, the Kresge Foundation has funded the creation of the Pathways Community HUB 
Certification Process.  The successful applicant is required to pursue certification (note: initial 
certifications fees will be sponsored by the NCACH).  The HUB Certification Prerequisites and Standards 
are located at (https://pchcp.rockvilleinstitute.org/wp-content/uploads/2017/03/2017-Standards-and-
Appendices.pdf).  

NCACH’s goal in the Medicaid Transformation is to promote and achieve Whole Person Care.  NCACH 
recognizes that much of a person’s overall health comes from factors outside traditional healthcare 
settings.  The Pathways Community HUB will connect the healthcare system and social determinants of 
health partners to achieve the goal of improving population health in the NCACH region.  By working 
with selected target populations through any of the 20 Pathways (Appendix A), the HUB 
comprehensively reduces and/or eliminates common known risk factors.  NCACH has convened a 
regional workgroup to initiate the planning phase, including defining the target population and target 
outcomes.  The successful applicant will be a part of the workgroup and have input into the initial target 

https://innovations.ahrq.gov/sites/default/files/guides/CommHub_QuickStart.pdf
https://innovations.ahrq.gov/sites/default/files/Guides/CommunityHubManual.pdf
https://pchcp.rockvilleinstitute.org/wp-content/uploads/2017/03/2017-Standards-and-Appendices.pdf
https://pchcp.rockvilleinstitute.org/wp-content/uploads/2017/03/2017-Standards-and-Appendices.pdf
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population and target outcomes.  The NCACH Governing Board will have final approval of the target 
population and outcomes during the implementation phase.   

Opportunity 
The NCACH will select an agency to become the Pathways Community HUB serving North Central 
Washington (Chelan, Douglas, Grant, and Okanogan Counties).  This is a competitive bid process open 
exclusively to agencies or institutions meeting the eligibility criteria established by the NCACH.  The 
NCACH will not fund the implementation of more than one Pathways Community HUB.  The successful 
applicant will be eligible for non-competitive funding to support the planning, launch, and scaling of a 
Pathways Community HUB.   

Funding 
This RFP is for selection of a HUB lead agency to serve the North Central Accountable Community of 
Health region (Chelan, Douglas, Grant, and Okanogan counties).   

Though specific funding amounts are not specified in the RFP, this will be negotiated prior to contract 
execution.  This is because HUB costs are largely dependent on the number of clients served and the 
target population selection.  At this time, neither are known and will need to be selected after the 
selection of the lead agency.  Cost estimates from established HUBs will be discussed during an RFP 
technical assistance session provided on April 9th, 2018, from 3:30-5:00pm PST.  

NCACH is committed to financially supporting the HUB through the initial planning and implementation 
phases in order to become a viable and sustainable program.  Funding for the selected agency will 
establish the infrastructure for the Pathways Community HUB.  The applicant is expected to already 
have administrative capacity for the HUB (ie. payroll capabilities, HR policies, etc.), however, capacity 
building specific to the HUB program will be supported by the NCACH.  Standard HUBs typically utilize 2-
4 full-time staff to manage the HUB operations.  NCACH will provide reasonable start-up funding and act 
as an outcome-based payer for an agreed upon number of clients meeting a specific target population 
through 2021.  NCACH funding will also provide for care coordination services to a minimum number of 
clients (which will be detailed in the contract).  Specific funding commitments will be based on a clear 
budget and funding plan developed cooperatively by the HUB organization and NCACH.  Additional 
funding may be made available to the successful applicant to subsidize care coordination services 
provided to clients, on a pay for outcomes methodology, consistent with the HUB model.  Funding for 
the HUB will be contingent on meeting milestones, performance metrics, and outcomes that will be 
detailed in the contract with the selected applicant. 

Eligibility 
Applications will be accepted from eligible nonprofit organizations.  To receive consideration to serve as 
the HUB, applicants must: 

• Be a public or private nonprofit organization recognized by the State of Washington; 
• Be located in Chelan, Douglas, Grant, or Okanogan County; 
• Submit a completed application, and; 
• Must comply with all current and applicable Washington State laws and regulations.  
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The following are ineligible for funding consideration: 

• Individuals 
• National organizations: However, local chapters or affiliates of national organizations may be 

eligible if they meet the definition of a community-based organization (CBO).  As defined by the 
National Institute of Health, a CBO is public or private nonprofit organization that is 
representative of a community or a significant segment of a community and works to meet 
community needs. 

Requirements 
The NCACH expects the HUB to meet the following requirements: 

1. Provide complete accounting of how funds were earned and expended. 
2. In the first three years, develop braided funding streams other than NCACH, in order to move 

toward sustainability by the end of the Medicaid Transformation Project, which ends on 
December 31, 2021. 

3. Attend all pre-arranged mandatory meetings including, but not limited to, the scheduled key 
initial two-day orientation and Certified Pathways Community HUB training in East Wenatchee, 
WA on June 13 and 14th, 2018.  NCACH will reimburse or provide applicants for travel, meals, 
and lodging for this orientation.   

4. With financial support from NCACH, agree to use the care coordination data system designated 
by the NCACH.   

5. Provide the NCACH access to their data within the care coordination data system to allow for 
review, analysis, and monitoring of aggregate and disaggregated data and related information, 
consistent with applicable confidentiality protections. 

6. Track, monitor and report on client services and Pathways and provide updates in real time to 
care coordination data system.  The data must be reviewed daily to ensure accuracy.  This data 
report must include, but not be limited to, total clients referred to the HUB, total clients 
enrolled in the HUB, total and type of Pathways initiated, total and type of Pathways 
successfully completed, and other measures that will enable progress and status evaluation. 

7. Provide quarterly program, fiscal and evaluation reports, including milestones listed the 
Medicaid Transformation Project Toolkit (link: 
https://www.hca.wa.gov/assets/program/project-toolkit-approved.pdf; the relevant section for 
the Community-Based Care Coordination project can be found in Appendix B) to update the 
NCACH on program progress and outcomes to date.  Continued funding for both the NCACH and 
the HUB agency is contingent on meeting the milestone and reporting deadlines. 

8. Provide semi-annual program evaluation reports to the NCACH including reporting on the Pay-
for-Reporting metrics that the NCACH is required to report on (see Appendix B for a list of Pay-
for-Reporting metrics for the Community-Based Care Coordination project provided in the 
Medicaid Transformation Project Toolkit).  Continued funding for both NCACH and the HUB 
agency is contingent on this reporting requirement. 

9. Participate in statewide HUB calls with other HUBs in Washington State. 
10. Agree to: 

o Participate in HUB model training. 

https://www.hca.wa.gov/assets/program/project-toolkit-approved.pdf
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o Implement recruiting and hiring of staff, if necessary. 
o Utilize Community Health Workers (CHWs) to help achieve improved health outcomes 

for the identified target population and must ensure (through sharing and facilitating of 
CHW education opportunities) that each CHW meets the minimum training 
requirements as outlined in Appendix C. 

o Ensure that contracted Care Coordination Agencies maintain qualified staff to supervise 
the work of care coordinators as required by the HUB Certification Prerequisites and 
Standards. 

o Perform quality monitoring and improvement activities. 
o Adopt and implement the Pathways Community HUB model. 
o Begin the certification process within 6 months of Pathways Community HUB model 

service implementation.  
o Provide a one-year follow-up on clients who received HUB services. 

11. Comprehensively address reduction/elimination of known risk factors to the target population 
through the eventual implementation of all 20 Pathways, and monitor these risk factors through 
a quality improvement program and data submission in the required data system.  Please note, 
the number of Pathways initiated should be correlated with the need demonstrated among the 
target population.   

12. Participate in the NCACH Annual Summit.  This regional event is held each year in an effort to 
share learnings and engage partners.  

13. With respect to care coordination services, the HUB must be a neutral entity and operate in a 
transparent and accountable manner. 

14. Create and maintain a Pathways Community HUB Advisory Board which is meaningfully engaged 
and empowered to guide and advise the strategies of the HUB.  

15. Ensure HUB staff complete HIPAA compliance training and conduct security compliance 
measures and reviews to attain third-party HIPAA compliance. 

Public Record Notice 
It is expressly understood by the parties that the Chelan-Douglas Health District is the backbone agency 
of the North Central Accountable of Health and therefore is subject to the Washington Public Records 
Act, RCW 42.56.  Upon receipt of a public records request, NCACH is required to provide prompt 
inspection or copies within a reasonable period of time of responsive records that NCACH determines, in 
its sole discretion, are public records subject to release. 

If your organization chooses to include in your application what is considered a proprietary trade secret 
they must complete the following statement and submit it the NCACH on your agency letterhead: 

NCACH agrees not to disclose, without giving prior notice, any specific information that (organization) 
has previously identified as proprietary trade secret.  In the event that a person seeks that information 
through a public records request, NCACH will notify (organization) in the course of NCACH’s legal review 
to give (organization) an opportunity to establish to the satisfaction of NCACH that the information 
constitutes a proprietary trade secret that is exempt from disclosure under the Public Records Act.  If 
NCACH does not find that the information constitutes a proprietary trade secret, NCACH will notify 
(organization) of its intention to disclose the information in accordance with law. (Organization) may 
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choose to seek appropriate legal action, including injunctive relief, to prevent disclosure of the 
information at issue. 

Application Deadline and Proposal Preparation 
Applications must be received by 5:00 PM, April 27, 2018.  Applications may be mailed or emailed (in 
PDF format) to the address below: 

North Central Accountable Community of Health 
Attn: Christal Eshelman 

200 Valley Mall Parkway 
East Wenatchee, WA 98802 

Email: christal.eshelman@cdhd.wa.gov 

Suggested word counts are provided for each section.  These are suggestions and the applicant will not 
be penalized in the scoring process for a word count above or below the suggestion. 

Proposal Preparation 
A Pathways Community HUB RFP Technical Assistance Session will be provided in person at the Chelan-
Douglas Health District with an option to participate remotely. 

April 9th, 2018 at 3:30-5:00pm PST 

Registration Link: https://www.eventbrite.com/e/ncach-pathways-community-hub-rfp-technical-
assistance-session-tickets-44618712771 

Questions regarding this RFP should be submitted to Christal Eshelman at 
christal.eshelman@cdhd.wa.gov.  Questions and answers will be posted on our website 
(https://ncach.org/care-coordination/) within five business days of receiving them. 

Proposal Review and Selection 
Responses to this RFP, which are determined to be complete and in compliance with the requirements 
of this RFP will be reviewed by NCACH.  Proposals that do not provide all of the requested information, 
or do not meet all the requirements specified in the RFP, will be determined incomplete and will be 
disqualified.  The applicants will be ranked based on the quality of the application and qualifications of 
the agency.  If necessary, NCACH will contact applicants for clarifying information or if there are 
additional questions.  The applicant with the highest rank will be selected to serve as the HUB.  NCACH 
reserves the right to re-issue the RFP and/or not select a HUB lead agency from the pool of applicants if 
it is deemed that no applicants demonstrate the required qualifications, skills, and/or capacity to serve 
as the HUB. 

  

mailto:christal.eshelman@cdhd.wa.gov
https://www.eventbrite.com/e/ncach-pathways-community-hub-rfp-technical-assistance-session-tickets-44618712771
https://www.eventbrite.com/e/ncach-pathways-community-hub-rfp-technical-assistance-session-tickets-44618712771
mailto:christal.eshelman@cdhd.wa.gov
https://ncach.org/care-coordination/
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Pathways Community HUB Application 
Proposals Due: April 27, 2018 by 5:00pm 

Applicant Information 
Applicant Agency/Organization:           

Complete Mailing Address:           

              

Federal Tax I.D. Number:        

Executive Director:            

Phone:       

Email:       

Project Director (if known):           

Phone:       

Email:       

Fiscal Officer:              

Phone:       

Email:       

Certification: The applicant understands and agrees to the following conditions: 

1. This RFP is for selection of a HUB lead agency to serve the North Central Accountable 
Community of Health region (Chelan, Douglas, Grant, and Okanogan counties).  

2. NCACH is committed to financially supporting the HUB to become a viable and sustainable 
program.  NCACH will provide startup funding and act as an outcome based payer for an agreed 
upon number of clients meeting a specific target population through 2021.  NCACH will 
negotiate an initial start-up contract and payer contracts with the successful applicant.  

3. Funding to the HUB will be contingent on meeting milestones, performance metrics, and 
outcomes that will be detailed in the contract with the successful applicant. 

4. All project records will be made available to NCACH upon request for review or audit and will 
not be disposed of without written authorization from NCACH, and that a copy of all audits of 
project funds will be submitted to NCACH. 

5. We certify to the best of our knowledge and believe that the information contained in this 
application is true and correct and that the document has been duly authorized by the applicant 
organization. 

Signature of Agency Director:           Date:    

Signature of Auditor or Fiscal Officer:          Date:     
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Narrative Responses 
For submission, please attach narrative responses to the completed Applicant Information form (page 
6). 

Project Participation Requirements 
Please provide an attestation that the organization meets and/or meet all requirements as described in 
the Requirements section of the Request for Proposals.   

Proposal Narrative – Description of the Agency 
Description of the Applicant Agency 

1. Provide a description of the applicant agency including but not limited to current programs, 
agency’s mission and vision, size of staff, organization chart (included staff that will need to be 
added to support the HUB), description of staff roles, locations and hours, size of operating 
budget, general financial status, and composition of board of directors. 

2. Provide a statement of competencies including  
a. Why the applicant is best suited to implement and achieve the project goals;  
b. The applicant’s connection to the North Central region and the communities served; 
c. Evidence of the applicant’s ability to lead community interventions to improve health.  

Evidence of this ability may include documentation of past efforts to lead community 
interventions to address health disparities; reports of improved indicators by 
population, age, socioeconomic status; and published articles, public reports or 
documents specific to improvement in health status, and; 

d. Examples of the organization’s talent and capacity to contract for long term and/or 
innovative services. 

3. Provide a description of the applicant’s areas of expertise, key personnel, credentials of 
proposed staff, job technical experience, and unique capabilities.  Applicants should include key 
staff job descriptions and resumes of staff assigned to the project (to the extent this is known). 

4. Provide a description of the plan to hire or retain a HUB Director who possesses the experience 
and skills to effectively manage the HUB including a commitment to community health and 
equity as well as strong business and communication skills. 

5. Provide a description of the proposed HUB’s infrastructure, and its capacity to fully implement 
the Pathways Community HUB model, including a description of the organizational 
infrastructure and key staff to support necessary HR, fiscal, and IT functions.   

6. Describe the agency’s plan to ensure that assigned program staff are culturally and linguistically 
competent. 

7. Provide a description of the existing or proposed HUB’s mechanism or plan to communicate its 
strategies, programs and progress to the North Central ACH region. 

8. Describe the HUB’s plan to coordinate the network of care coordination agencies serving our 
target population.  Provide a general description of the proposed HUB’s plan to promote 
collaboration, inter-sectoral teamwork and community-clinical linkages for a target population.  
Though the target population is not yet identified, to answer this question, please provide an 
example of an approach you would take for one target population of your choosing (examples of 
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target populations include opioid use disorder, frequent Emergency Department utilization, and 
mental health disorders).    

9. The HUB may start with services in one city or county, but must expand services to all four 
counties by the end of 2021.  Provide a growth/expansion plan detailing the strategy, efforts 
and timeline to expand coverage to all four counties (Chelan, Douglas, Grant, and Okanogan 
counties), if the applicant agency is not currently in all four counties. 

Model Adoption 
Provide a narrative describing the applicant’s ability to adopt the Certified Pathways Community HUB 
model.  The explanation should include: 

1. Participation in ongoing mentoring calls and face to face sessions. 
2. Capacity to adopt the model. 
3. Provide a description of the HUB’s mission, program goals, and objectives. 
4. Provide a description of the plan to ensure that staff of the HUB and HUB care coordination 

agencies receive cultural and linguistic training and provide culturally and linguistically proficient 
services. 

5. Explain who the HUB may contract with to act as a payer for care coordination outcomes 
(excluding the NCACH). 

6. Provide a description of how the proposed HUB is a neutral entity and how it operates in a 
transparent and accountable manner.  HUB organizations are not usually allowed to become 
certified if they also provide care coordination services. If the applicant provides such services, 
please describe how the HUB operation will be financially and administratively separated from 
care coordination services provided by the applicant, including confirmation that the HUB will 
not refer to any community care coordinators that it may employ. Additionally, list any current 
contractual relationships with care coordination agencies, potential payers, Managed Care 
Organizations, or other relevant organizations.   

7. Document the applicant’s understanding that funding provided by NCACH specific to 
establishing a Pathways Community HUB should not be used to fund other programs in the 
agency.   

8. The capacity to achieve HUB certification is a key requirement of the HUB organization.  Provide 
a description of how the agency meets or plans to meet HUB certification prerequisites and 
standards (https://pchcp.rockvilleinstitute.org/wp-content/uploads/2017/03/2017-Standards-
and-Appendices.pdf). 

Continuous Monitoring and Improvement 
Continuous monitoring and improvement is both quantitative and qualitative and assesses the degree to 
which intended objectives are achieved by clients or the agency.  Organizations must demonstrate the 
ability to implement quarterly clinical and non-clinical measures to evaluate program effectiveness.  
Please remember, the number of Pathways initiated correlates to the needs of the high-risk population 
served.  Each Pathway that is deemed necessary must be opened without delay as the need is 
determined and reported on in each quarter.  

https://pchcp.rockvilleinstitute.org/wp-content/uploads/2017/03/2017-Standards-and-Appendices.pdf
https://pchcp.rockvilleinstitute.org/wp-content/uploads/2017/03/2017-Standards-and-Appendices.pdf
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1. Describe the methods that will be used to determine whether the established standardized 
Pathways goals and objectives are being met by the HUB and whether the expected outcomes 
are being achieved. 

2. Provide a brief proposed continual quality improvement plan that will impact service delivery. 
3. Provide experience your organization has had with applying the PDSA (Plan, Do, Study, Act) cycle 

or a similar process for continuous monitoring and improvement.   

Letters of Support 
[Optional] Attach relevant and specific letters of support for your agency specific to this RFP from care 
coordination agencies, community partners, the agency’s Board of Directors, and others as appropriate.  
You are encouraged to provide at least two letters of support from care coordination agencies that 
would be willing to contract with your organization as a Care Coordination Agency as described in the 
Pathways Community HUB model. 
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Appendices 
Appendix A 

Appendix B 

Appendix C 

Core Pathways 

Community-Based Care Coordination section of the Medicaid Transformation Project 
Toolkit  

Community Health Worker minimum training requirements and supervisory 
requirements 



Client Name ___________________________________________        Birth Date __________________ 

Care Coordinator _______________________________________        Agency ____________________ 

Date Finished Incomplete ____________      
Reason _______________________________________________________________________________ 

Supervisor’s Signature ____________________________________________     Date ________________ 

February 23, 2018   PCHI  Copyright Reserved 

Adult Learning 

 Initiation 
Client identifies adult learning need(s).  Date ___________ 

Partner with client to establish and review educational 
and/or career goals. Document goal(s) and desired 
outcome(s). 
Goals: _______________________________________ 

Assist client in registering for training or educational 
course: 
□ Gather necessary documentation for registration.
□ Determine if client needs to take an assessment or
placement exam & schedule exam date.
□ Use Education Pathways as appropriate.

Confirm that client is registered in class or training 
program and attends first class.  Date ___________ 

Monitor client’s progress with educational program. At a 
minimum of every 2 weeks confirm that client is 
attending classes and document progress in client record. 

Completion 
Confirm that client successfully completes stated 
educational goal: 

• Course / class completed
• Training program completed
• Quarter / semester completed

Date _________________ 
 

Progress Checks: 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 

APPENDIX A
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Date Finished Incomplete ____________      
Reason _______________________________________________________________________________ 

Supervisor’s Signature ____________________________________________     Date ________________ 
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Behavioral Health 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  
 

 
 

 

 

 

 

 

 

 

 

Document behavioral health issue(s). _________________ 
_______________________________________________ 
Use Education Pathways as appropriate. 
 

Schedule initial appointment for appropriate level of 
behavioral health service based on client’s need.  
Date _______________ 
 

Completion 
Client has kept three scheduled behavioral health 
appointments.  
Date ________________ 
 
Monitor any follow-up appointments with the Medical 
Referral Pathway after this Pathway is completed. 
 

Initiation 
Client with diagnosed behavioral health issue(s). 
Date ______________ 

 

Completed Appointment #1:  Date _____________  
Service _____________________________ 

Completed Appointment #2:  Date _____________  
Service _____________________________ 

Completed Appointment #3:  Date _____________  
Service _____________________________ 

 



Client Name ___________________________________________        Birth Date __________________ 
 
Care Coordinator _______________________________________        Agency ____________________ 

Date Finished Incomplete ____________      
Reason _______________________________________________________________________________ 

Supervisor’s Signature ____________________________________________     Date ________________ 
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Developmental Referral 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 

 
 
 
 
 
 

 

Initiation 
Child with suspected developmental delays. 
Date ______________ 
Reason for referral _____________________________ 
_____________________________________________ 

 

□ Explain Part C services and review family’s rights. 
□ Explain agency options available to obtain a 
developmental evaluation.   

Schedule developmental evaluation appointment.  
Date _________________ 

□ Educate caregivers about the importance of keeping 
appointment.  Use Education Pathways as appropriate. 

□ Obtain parental/guardian consent for evaluation. 
□ Partner with primary care provider to obtain a 
prescription and assist family with scheduling 
developmental evaluation.                                                                                                                  

Completion 
Document the date and results of completed 
developmental evaluation. 
Date ________________ 
Results ______________________________________ 
____________________________________________________
____________________________________________________ 

 
  



Client Name ___________________________________________        Birth Date __________________ 
 
Care Coordinator _______________________________________        Agency ____________________ 

Date Finished Incomplete ____________      
Reason _______________________________________________________________________________ 
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Developmental Screening 
 
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
Circle ASQ Screen used:   2   4   6   8   9   10   12   14   16   18   20   22   24   27   30   

33   36   42   48   54   60 
____ Communication    ____ Gross Motor      
____ Fine Motor  ____ Problem Solving     
____ Personal-Social  

  
Circle ASQ-SE Screen used:  2   6   12   18   24   30   36   48   60   Total Score ________ 
 
  

 

Initiation 
Any child up to 5 years of age.  Child should be screened 
at a minimum of every 6 months using the age 
appropriate ASQ or ASQ-SE.  Date ______________ 

 

□ Educate the family about the importance of 
developmental milestones.  Make sure to document 
appropriate Education Pathways. 
□ Obtain verbal consent from parent/guardian to do 
developmental screening. 
 

Completion 
Child successfully screened using the age 
appropriate ASQ or ASQ-SE.  Record test and 
results. Date ____________ 

 

Developmental concerns 
identified and discussed 
with caregivers. Start 
Developmental Referral 
Pathway. 

 

No developmental concerns 
identified. Discuss findings 
with caregivers. Record date 
for next developmental 
screen.  Date ____________ 



Client Name ___________________________________________        Birth Date __________________ 
 
Care Coordinator _______________________________________        Agency ____________________ 

Date Finished Incomplete ____________      
Reason _______________________________________________________________________________ 

Supervisor’s Signature ____________________________________________     Date ________________ 
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Education 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Education Format (circle):  Handout     Talking Points     Video     Slides     Other ____________ 

Pre-Test Score _____________  

Post Test Score ____________ 

Assessment _______________ 

 

 

 

 

 

Initiation 
Education Pathway initiated by community care 
coordinator.  Date ______________ 

 

Document the HUB approved evidence-based 
education provided. 
___________________________________________ 
___________________________________________ 

 

□ Document required assessments, education format, and  
pre- and post-tests as appropriate to the topic. 

Completion 
All required components are completed and documented. 
Date ____________ 
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Employment 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

□ Education and work history 
 Previous work experience ____________________ 

_________________________________________ 
_________________________________________ 

 Educational level completed__________________ 
 Employment goals (special training needed for 

desired job) ___________________________ 
_____________________________________
_____________________________________
_____________________________________ 

□ Identify barriers to employment (felony record,  
financial constraints, etc.)  Document Education 
Pathways as appropriate. 

 

Initiation 
Client is requesting assistance in obtaining a job. 
Date ____________ 

 

Completion 
Client has found consistent source of steady income and 
is employed more than 30 days from date of hire. 
Date_______________ 

 

Care coordinator works with client to confirm that 
résumé is completed.  Date ________________ 

 

Care coordinator works with client to monitor job 
applications at least every 2 weeks and record. 

Confirm date of hire and place of employment. 
Date ________ Place ______________________________ 

Progress Checks: 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 

 

 

 

 



Client Name ___________________________________________        Birth Date __________________ 
 
Care Coordinator _______________________________________        Agency ____________________ 

Date Finished Incomplete ____________      
Reason _______________________________________________________________________________ 

Supervisor’s Signature ____________________________________________     Date ________________ 
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Family Planning 

 

v 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

Initiation 
Client has requested help with getting a family 
planning method.  Date ______________ 

 

□ Document HUB approved education about family 
planning with the Education Pathway. 

Schedule appointment for family planning. 
Date _______________ 

Completion 1 (Permanent or LARC) 
Confirm that client kept appointment and document 
family planning method.  Date ________________ 
Method __________________________________ 
 
Pathway is complete if tubal ligation, Essure, vasectomy, 
IUD, implant, shot or other form of long-acting reversible 
contraceptive (LARC) is obtained. 

 

Completion 2 (Individual Control) 
Confirm that client kept appointment and document 
family planning method.  Date ________________ 
Method __________________________________ 
 
If client has chosen a method other than a permanent 
method or LARC, then Pathway is complete when 
client has successfully used the method for more than 
30 days from the start date. 
Follow-up date _______________ 
Confirmation that family planning method is still 
being used ___ Yes   ___ No 
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Health Insurance 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Initiation 
Client needs health insurance.  Date ____________ 

□ Assist client and/or family in completing forms as 
directed and submit to agency.  Document Educational 
Pathways as appropriate. 

 

Confirm with agency that all forms have been  
received and completed properly. 
Date _____________ 
 

 

Completion 
Arrange follow-up within 2-6 weeks of application 
submission to confirm acceptance or denial of insurance. 
 

• If denied, record reason in client’s record 
and refer client to other community 
resources. 

• If accepted, document status – 
including insurance number – in client’s 
record. 

Insurance _______________________ 

Number ________________________ 

Date ___________________________ 
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Care Coordinator _______________________________________        Agency ____________________ 

Date Finished Incomplete ____________      
Reason _______________________________________________________________________________ 
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Housing 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Check all reasons why housing is required: 
□ Eviction           □ Safety Issue(s) 
□ Homeless       □ Too many for living space 
□ Domestic Violence              □ Financial 
□ Poor rental history       □ Discrimination 
□ Fire/Natural Disaster           □ Disability 
□ Self-imposed (pets)          □ Lead 
□ Poor location to access services  □ Other ______________                           

 

Confirm that client kept appointment. Date ____________ 
Name and phone number of contact person if client is 
placed on a waiting list.  Phone _____________________ 
Name__________________________________________ 

□ Follow up with housing contact person at least bi-weekly to 
monitor housing progress and record in client’s chart.  Document 
completion of related Educational Pathways with client. 

Partner with client to contact appropriate housing organization 
and schedule an appointment. Date _______________________ 

Housing organization____________________________ 
□ Help client remove barriers and document Pathways used. 

Initiation 
Client needs affordable and suitable housing.  Date ____________ 

Document date client moves into housing unit. Date_____________ 
Address________________________________________________ 

Completion 
Confirm that client has moved into and maintained a 
suitable and affordable housing unit for more than 30 days 
from the move-in date. Date____________ 
 

Progress Checks: 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 
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Immunization Referral 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Initiation 

Immunization record reviewed, and child is confirmed to be behind 
on immunizations or no record is available.  Date______________ 
 
 
Confirm appointment scheduled with provider or clinic to update 
immunization status.  

Provider:  ________________________________________ 

Appointment Date:  ________________________________ 

 

Educate family about the importance of immunizations and 
maintaining an up-to-date record.  Check educational tool(s) used: 
 

Ages 0-10   Ages 11-18 
□ Your Child Thanks You              □ Immunization is the Best Protection 
□ Why Risk It      □ HPV Did You Know? 
□ What Is Your Reason 
 

Completion 
Child is up-to-date (UTD) on all age-appropriate immunizations.  
Monitor immunization status at all visits.  Date______________ 

□ UTD on all   
□ UTD without influenza 

Document how records were obtained and reviewed. 
□ Family’s record                  □ Health care provider 
□ ImpactSIIS                         □ Health department 
□ Other electronic registry    □ Other________________ 
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Immunization Screening 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Initiation 
Any child less than 18 years of age.  Date_________________ 

Determine immunization status by using the child’s immunization 
record: 

• If record is available, use “Checking a Vaccine Record” 
Tool or document confirmation from ImpactSIIS registry.  

• Document how records were obtained and reviewed. 
□ Family’s record                  □ Health care provider 
□ ImpactSIIS                         □ Health department 
□ Other electronic registry    □ Other________________ 

 

Educate family about the importance of immunizations and 
maintaining an up-to-date record. Check education tool(s) used: 
Ages 0-10 
 Your Child Thanks You 
 Why Risk It  
 What Is Your Reason 
 

Ages 11-18 
 Immunization is the Best Protection 
 HPV Did You Know? 

Completion 
Immunization record reviewed and documented. 

1. Child is up-to-date (UTD) on all age-appropriate 
immunizations.  Date_________________________ 
 UTD on all   
 UTD without influenza 

2. Child is behind on age-appropriate immunizations. 
Document reasons why and start Immunization Referral 
Pathway. 

3. Document that no records are available, and the steps taken 
to get records, and open the Immunization Referral Pathway.  
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Lead 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

If available, provide date and result of most recent lead test. 
Date_________  Results____________________________ 
 

 
Check all that apply: 
  □ Child is on Medicaid 

□ Child lives in high risk zip code area 
If child is not on Medicaid, and does not live in high risk zip 
code area, then complete Lead Assessment Tool: 

□ Assessment is positive 
□ Assessment is negative 

 

□ Provide lead education to all families with young children 
and/or expectant mothers.  Use Education Pathway. 

 

Initiation 
Any child between 12 – 72 months of age.  Children are 
recommended to be tested at 12 and 24 months (check one).     

□ 12 months      
□ 24 months 

or 
□ Lead testing status unknown (12 – 72 months) 
□ Lead testing not done (12 – 72 months) 
□ Other ____________________ 

 

Schedule appointment for blood lead screening. 
Date__________________ 

Confirm that appointment was kept and document results 
of lead blood test in client’s record as: 

□ Elevated: ≥ 5 µg/dl  Refer to health department.       
□ Non-elevated:  < 5µg/dl 

Date_________________ 
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Medical Home 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

Initiation 
Client needs an ongoing source of primary care.  
Date_____________ 
 

Determine and record client’s payer source: 
□ Medicaid 
□ Medicare 
□ Private Insurance 
□ Self Pay 
□ Other _________________ 

1. Identify provider __________________________ 
 

2. Assist client in scheduling appointment. 
Date__________________ 
 

3. Document Education Pathways as appropriate. 
 

Completion 
Confirm that appointment was kept.  Date____________ 
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Medical Referral  

 

 

 

 

 

 

 

 

 

 

 
 
 
Code Numbers for Type of Medical Referral: 

1. Advanced Directives 
2. Behavioral health services 
3. Breastfeeding services and support (classes, pump, etc.) 
4. Dental 
5. Disease management and support services, including education 
6. Equipment assistance 
7. Family Planning and reproductive health 
8. Hearing 
9. Home Health services 
10. Immunizations 
11. Labs 
12. Medication assistance 
13. Nutritional services 
14. Occupational therapy 
15. Physical therapy  
16. Primary care ______________ 
17. Procedures (Ultrasound, MRI, x-ray, etc.) 
18. Rehabilitation (cardiac, pulmonary, etc.) 
19. Sexually transmitted infections 
20. Specialty care _____________ 
21. Speech and Language 
22. Substance abuse services (detox, medication assisted treatment, sober housing, etc.) 
23. Treatment (chemotherapy, radiation, etc.) 
24. Vision 

□ Educate client about the importance of regular health  
care visits and keeping appointments.  Document 
education with appropriate Education Pathway. 
 
Appointment scheduled for health care service. 
Date _________ Provider_____________ 
Service _______________________________ 

Completion 
Verify that appointment was kept.  Date _____________ 

Initiation 
Client needs a health care appointment or service. 
Document type of service needed – use codes. 
Date _______________    Code __________________ 
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Medication Assessment 
 
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

Initiation 
Client is taking prescribed medication(s).   
Date_______________ 

□ Complete the Medication Assessment Tool with your 
client and/or client’s caregiver: 

1. Include all medications your client says he/she 
is taking right now (prescription, over the 
counter, herbal, alternative, etc.) 

2. Record what your client says about the 
medication in his/her own words – even if it is 
different from the label. 

 

Send completed Medication Assessment Tool to client’s 
primary care provider or pharmacist.  Date____________ 
 

Verify with primary care provider that Medication 
Assessment Tool was received.  Date_______________ 
 
□ If medication issues are identified by health care  
provider, then initiate Medication Management Pathway. 
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Medication Management 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

Initiation 
Client is not taking medication(s) as prescribed. 
Date___________    
Referral Source _________________________________ 

Schedule appointment with prescribing provider to 
complete medication reconciliation and patient education. 
Date_______________ 

Care coordinator schedules follow-up appointment in the 
home.  Date_______________ 

Medication Assessment Tool completed in client’s home 
and sent to provider.   
Date________________ 

Provider reviews Medication Assessment Tool: 
□ Medication correct 
□ Medication is not correct – Schedule appointment with 
provider.  Date __________ 

NOTE:  Medication Assessment Tool and provider visits 
are repeated until provider confirms that medication is 
correct.  (Steps 2 – 5) 

Completion 
Verify with primary care provider that client is taking 
medications as prescribed.  Date______________ 
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Postpartum  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Initiation 
Client has delivered and needs to schedule a 
postpartum appointment.  Date____________ 
 

Appointment scheduled with provider. 
Date______________ 

Confirm that postpartum appointment was kept. 
Date______________ 

NOTE:  Complete Family Planning Pathway and 
Education Pathways as appropriate. 
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Pregnancy 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*Please remember to complete the Birth Information Tool. 

 

 

 

Initiation 
Any woman confirmed to be pregnant through a 
pregnancy test.  Date________________ 

NOTE:  Document all pregnancy related education with 
Education Pathways. 

Confirm first prenatal appointment with prenatal 
provider.  Provider______________________________ 
• First prenatal appointment date_________________ 
• Estimated due date___________________________ 
• Number of completed prenatal appointments to date 

(including 1st prenatal) ________________________ 
• Concerns___________________________________

___________________________________________ 

Confirmed completed pregnancy-related appointments 
that happen after the Initial Checklist. 
 

Completion 
Healthy baby ≥ 5 lbs. 8 ounces (2500 grams) 

 
Birth date______________   Weight________________ 
Gestational Age_________  
 
Check one:  Singleton_____  Twins_____ Triplets+_______ 
 

Prenatal appointments: 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 

Date:___________ 
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Social Service Referral 

 

 

 

 

 

 

 

 

 

 

 

Code Numbers for Type of Service 
1. Child care services 
2. Child development services (Part C, Help Me Grow, Head Start) 
3. Child or elder abuse services 
4. Clothing – ongoing resource for clothing  
5. Citizenship – resource to obtain citizenship 
6. Day care/respite services 
7. Educational services and supports (not using Adult Learning PW) 
8. Employment –employment resource (not on Employment PW) 
9. Family crisis services (emergency shelter, red cross, etc.) 
10. Fatherhood program and support services 
11. Financial support – resource to financially assist with identified risk factor 
12. Food stability – ongoing resource for food stability 
13. Household items, including furniture 
14. Housing services –housing resource (not on Housing PW) 
15. Identification services (birth certificate, driver’s license, ID, etc.) 
16. Intimate partner violence support services 
17. Legal services 
18. Literacy – intervention and educational services 
19. Medical debt support 
20. Parenting education classes and support 
21. Phone – resource to obtain phone services 
22. Safety equipment – (Examples: cribs, safety equipment for elders, car seats, locked cabinets for guns, bike 

helmets, fire extinguisher) 
23. Translation services – ongoing resource for translation services 
24. Transportation – ongoing resource for transportation 
25. Utilities – ongoing resource for utility support 

Initiation 
Client needs a social service.  Document type of service 
needed - use codes.  Date_________    Code__________ 

□ Provide education as needed to keep appointment. 
Document Education Pathway(s) as appropriate. 

Appointment scheduled with social service provider 
or to receive other services.  Date_________________ 
Provider/Service______________________________ 
 

Completion 
Verify that client kept scheduled appointment and/or 
received services.  Date_______________________ 
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Tobacco Cessation 

 

 

 

 

 

 

 

 

 

Initiation 
Client states that he/she is a tobacco user. 
Date_____________________ 

  Use the 5 A’s to guide discussion: 
   1.  Ask - Identify and document tobacco use status at every

 visit.  
   2.  Advise - In a clear, strong, and personalized manner,

 urge client to quit. 
   3.  Assess - Is the client willing to make a quit attempt at

 this time? 
   4.  Assist - For the client willing to make a quit attempt,

 refer for counseling and pharmacotherapy to help
 him or her quit. 

   5.  Arrange - Schedule follow-up contact, in person or by
 telephone, preferably within the first week after
 the quit date. 

 Date_________ Referral______________________ 
 

Provide HUB approved tobacco cessation Education 
Pathways. 

Review 5 A’s.  Ask about reduction in tobacco use at each 
home visit.  Document any reduction in use: 

□ No reduction 
□ 25% less Date___________ 
□ 50% less Date___________ 
□ 75% less Date___________ 
□ Quit  Date___________ 

 

Completion 
Client has stopped using tobacco products for one month. 
Date_________ 



MEDICAID TRANSFORMATION 
PROJECT TOOLKIT 

Revised October 2017 

Community-Based Care Coordination Project 
Excerpt from:

Full Document available at: https://www.hca.wa.gov/assets/program/project-toolkit-approved.pdf

APPENDIX B



Project 2B: Community-Based Care Coordination 
Project Objective: Promote care coordination across the continuum of health for Medicaid beneficiaries, ensuring those with complex health needs 

are connected to the interventions and services needed to improve and manage their health. 

Target Population: Medicaid beneficiaries (adults and children) with one or more chronic disease or condition (such as, arthritis, cancer, chronic 

respiratory disease [asthma], diabetes, heart disease, obesity and stroke), or mental illness/depressive disorders, or moderate to severe substance use 

disorder and at least one risk factor (e.g., unstable housing, food insecurity, high EMS utilization).  

Evidence-based Approach:  

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

Reference the “Project Implementation Guidelines” for additional details on the project’s core components, including Domain 1 strategies and 

evidence-based approaches, to guide the development of project implementation plans and quality improvement plans. 

Project Stages 

Stage 1 – Planning 

Milestone Proof of Completion Timeline 
(complete no later 
than) 

 Assess current state capacity to effectively focus on the need for regional community-

based care coordination

Completed current state 
assessment 

DY 2, Q2 

 Identify how strategies for Domain I focus areas – Systems for Population Health

Management, Workforce, Value-based Payment – will support project

Completed Financial 

Sustainability, Workforce, and 

Systems for Population Health 

Management strategies, as 

defined in Domain 1, reflective 

of support for Project 2B 

efforts 

DY 2, Q2 

 Select target population and evidence-based approach informed by regional health

needs

Definition of target population 
and evidence based approach 

DY 2, Q2 

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


  

 

 Identify project lead entity, including: 

o Establish HUB planning group, including payers. 

o Designate an entity to serve as the HUB lead. 

Identified lead and binding 
letter of intent from HUB/lead 
entity 

DY 2, Q2 

 Identify and engage project implementation partnering provider organizations, 

including: 

o Review national HUB standards and provide training on the HUB model to 

stakeholders 

o Identify, recruit, and secure formal commitments for participation from all 

implementation partners, including patient-centered medical homes, health homes, 

care coordination service providers, and other community-based service 

organizations, with a written agreement specific to the role each will perform in the 

HUB 

o Determine how to fill gaps in resources, including augmenting resources within 

existing organizations and/or hiring at the HUB lead entity 

Identified implementation 
partners and binding letters of 
intent 

DY 2, Q2 

 Develop project implementation plan, which must include:  

o Description of pathways, focus areas, and care coordination service delivery models,  

o Implementation timeline 

o Roles and responsibilities of implementation partners 
o Describe strategies for ensuring long-term project sustainability  

Completed implementation 
plan 

DY 2, Q3 

Stage 2 – Implementation 
Milestone Proof of Completion Timeline  

(complete no later 
than) 

 Develop guidelines, policies, procedures and protocols  Adopted guidelines, policies, 

procedures and/or procedures 

DY 3, Q1 

 Develop Quality Improvement Plan (QIP), which must include ACH-defined strategies, 

measures, and targets to support the selected model / pathways 

Completed and approved QIP, 

reporting on QIP measures 

DY 3, Q2 

 Implement project, which includes the Phase 2 (Creating tools and resources) and 3 

(Launching the HUB) elements specified by AHRQ: 

o Create and implement checklists and related documents for care coordinators. 

Estimated number of partners 

participating and if applicable, 

DY 3, Q4 



  

 

Year Metric Type Metric Report Timing 

DY 3 – 2019 

 

P4R – ACH 
Reported 

 Report against QIP metrics 

 Number of partners trained by focus area or pathway: projected vs. actual and cumulative 

 Number of partners participating and number implementing each selected pathway 

 % PCP in partnering provider organizations meeting PCMH requirement 

 % partnering provider organizations using selected care management technology platform 

 % partnering provider organizations sharing information (via HIE) to better coordinate care 

 % of partnering provider organizations with staffing ratios equal or better than 
recommended 

Semi-Annual 

o Implement selected pathways from the Pathways Community HUB Certification 

Program or implement care coordination evidence-based protocols adopted as 

standard under a similar approach. 

o Develop systems to track and evaluate performance. 

o Hire and train staff. 

o Train care coordinator and other staff at participating partner agencies. 

o Conduct a community awareness campaign. 

the number implementing each 

selected pathway. 

 

Stage 3 – Scale & Sustain  

Milestone Proof of Completion Timeline  
(complete no later 
than) 

 Increase scope and scale, such as adding partners, focus areas or pathways Document Stage 3 activities in 

Semi-Annual Reports. 

 

DY 4, Q4 

 Employ continuous quality improvement methods to refine the model, updating model 

and adopted guidelines, policies and procedures as required 

DY 4, Q4 

 Provide ongoing supports (e.g., training, technical assistance, learning collaboratives) to 

support continuation and expansion 

DY 4, Q4 

 Identify and document the adoption by partnering providers of payment models that 

support the HUB care coordination model and the transition to value based payment for 

services. 

DY 4, Q4 

Project Metrics 



  

 

 Number of new patients with a care plan 

 Total number of patients with an active care plan 

P4P – State 
Reported 

 Mental Health Treatment Penetration (Broad Version)  

 Outpatient  Emergency Department Visits per 1000 member months 

 Percent Homeless (Narrow definition) 

 Plan All-Cause Readmission Rate (30 Days) 

 Substance Use Disorder Treatment Penetration 

Annual 

DY 4 – 2020 

 

P4R – ACH 
Reported 

 Report against QIP metrics 

 Number of partners trained by focus area or pathway: projected vs. actual and cumulative 

 Number of partners participating and number implementing each selected pathway 

 % PCP in partnering provider organizations meeting PCMH requirement 

 % partnering provider organizations using selected care management technology platform 

 % partnering provider organizations sharing information (via HIE) to better coordinate care 

 % of partnering provider organizations with staffing ratios equal or better than 
recommended 

 Number of new patients with a care plan 

 Total number of patients with an active care plan 

Semi-Annual 

P4P – State 
Reported 

 Follow-up After Discharge from ED for Mental Health  

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

 Follow-up After Hospitalization for Mental Illness  

 Inpatient Hospital Utilization 

 Mental Health Treatment Penetration (Broad Version) 

 Outpatient  Emergency Department Visits per 1000 member months 

 Percent Homeless (Narrow definition) 

 Plan All-Cause Readmission Rate (30 Days) 

 Substance Use Disorder Treatment Penetration 

Annual 

DY 5 – 2021 

 

P4R – ACH 
Reported 

 Report against QIP metrics 

 Number of partners trained by focus area or pathway: projected vs. actual and cumulative 

 Number of partners participating and number implementing each selected pathway 

 % PCP in partnering provider organizations meeting PCMH requirement 

 % partnering provider organizations using selected care management technology platform 

 % partnering provider organizations sharing information (via HIE) to better coordinate care 

Semi-Annual 



  

 

 % of partnering provider organizations with staffing ratios equal or better than 
recommended 

 Number of new patients with a care plan 

 Total number of patients with an active care plan 

 VBP arrangement with payments / metrics to support adopted model 

P4P – State 
Reported 

 Follow-up After Discharge from ED for Mental Health  

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

 Follow-up After Hospitalization for Mental Illness  

 Inpatient Hospital Utilization 

 Mental Health Treatment Penetration (Broad Version) 

 Outpatient  Emergency Department Visits per 1000 member months 

 Percent Homeless (Narrow definition) 

 Plan All-Cause Readmission Rate (30 Days) 

 Substance Use Disorder Treatment Penetration 

Annual 

 

 

Project Implementation Guidelines: This section provides additional details on the project’s core components and should be referenced to guide the 
development of project implementation plans and quality improvement plans. 
Guidance for Project-Specific Domain 1 Strategies 

 Population Health Management/HIT: Current level of adoption of EHRs and other systems that support relevant bi-directional data sharing, 

clinical-community linkages, timely communication among care team members, care coordination and management processes, and 

information to enable population health management and quality improvement processes; provider-level ability to produce and share 

baseline information on care processes and health outcomes for population(s) of focus.  

 Workforce: Capacity and shortages; incorporate content and processes into the regional workforce development and training plan that 

respond to project-specific workforce needs such as: 

- Shortage of Mental Health Providers, Substance Use Disorder Providers, Social Workers, Nurse Practitioners, Primary Care Providers, 

Care Coordinators and Care Managers 

- Opportunities for use of telehealth and integration into work streams 



  

 

 

 

- Workflow changes to support integration of new screening and care processes, care integration, communication  

- Cultural and linguistic competency, health literacy deficiencies  

 Financial Sustainability: Alignment between current payment structures and guideline-concordant physical and behavioral care, inclusive of 

clinical and community-based; incorporate current state (baseline) and anticipated future state of VBP arrangements to support integrated 

care efforts into the regional VBP transition plan. Assess timeline or status for adoption of fully integrated managed care contracts. 

Development of model benefit(s) to cover integrated care models.  
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APPENDIX C

STANDARDIZED COMMUNITY HEALTH WORKER CORE COMPETENCIES 

Core Competency 1:  Health 

Content  Area Specific Skills Minimum 

Instruction 

Physical, mental, emotional and spiritual 
impacts on health 

Explaining internal and external basic life resources; social determinants of health; 
stress and health 

2 hours 

Basic anatomy and physiology of major body 
systems 

Explaining the basic body system functions and major organs: 

1. Cardiovascular
2. Pulmonary
3. Nervous
4. Endocrine
5. Gastrointestinal
6. Urinary
7. Muscular-Skeletal
8. Integumentary
9. Female & Male Reproductive

10. Immune

8 hours 

Acute and chronic illnesses  including but 
not limited to heart disease, cancer, stroke, 
diabetes, and lung disease 

Explaining signs and symptoms of: 

1. Coronary Heart Disease
2. Hypertension (High Blood Pressure)
3. Heart Failure
4. Asthma
5. Emphysema

6. COPD
7. Pneumonia
8. Ear & Sinus Infection
9. Stroke
10. Alzheimer’s disease

8 hours 
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11. Diabetes
12. IBS
13. Kidney disease
14. Ulcers
15. Cancer
16. Arthritis
17. HIV/AIDS

Behavioral health Recognizing and making appropriate referral for: 

1. Depression (including screenings)
1. Anxiety Disorder
2. Bipolar Disorder
3. Schizophrenia
4. Referral agencies and reporting processes

2 hours 

Vital signs Understanding and explaining blood pressure, pulse, and temperature readings 1.5 hours 

Basic cardiopulmonary resuscitation skills Current  American Red Cross Basic CPR certification As required 

Medical terminology Explaining basic medical terminology in use with healthcare teams and clients 1.5 hours 

Core Competency  2:  Community Resources 

Content Area Specific Skills Minimum 

Instructional 

Community resources & referral processes 
to assist various target population groups 

Understanding and utilization of: 

1. Information and referral (I & R) systems
2. Community agencies for health, social service, education, and legal aid
3. Referral and reporting processes for these agencies

Collaborating and streamlining services with agencies 

2 hours 

Entitlement programs Understanding and utilization of local, state and federal public entitlement programs 
(funding, eligibility and referrals) 

1 hour 



Core Competency 3:  Communication Skills 

Content Area Specific Skills Minimum 

Instructional 

Interpersonal communication skills Knowledge and effective usage of : 

1. Verbal and nonverbal communication
2. Compassionate communication
3. Language register and discourse patterns
4. Active Listening and Interpersonal skills

5 hours 

Interview techniques Knowledge and effective usage of basic interviewing and verbal response techniques; 
Motivational Interviewing 

4 hours 

Written communications to health care and 
service care providers 

Knowledge and effective utilization of reports, summaries, memos, and email in 
professional communication while avoiding common errors 

1 hour 

Telecommunication techniques Utilization of effective  and appropriate telecommunication techniques, including 
voicemail and texting        

1 hour 

Core Competency  4:  Individual & Community Advocacy 

Content  Area Specific  Skills Minimum 

Instruction 

Diversity & the CHW  role in an 
interdisciplinary team 

Recognition of diversity and equality; the CHW role as part of a healthcare team 1 hour 

Self-care skills in various target population 
groups 

Supporting development of client self-care with recognition of inter-cultural, -
generational, and socioeconomic differences 

3 hours 

Skills to assure that different target 
population groups receive needed services 

Liaison between target population groups 
and local agencies and providers 

Methods of serving as an agency collaborator and advocate for clients 2 hours 
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Core Competency 5:  Health Education 

Content  Area Specific Skills Minimum 

Instruction 

Teaching strategies Utilization of effective adult learning strategies (for example, Mediated Learning) 

Consideration of client in Behavior of Change Model  

2 hour 

Group education and classes Plan and lead classes on health issues 1 hour 

Client/patient medication and appointment 
compliance 

Reinforce importance of medication and appointment compliance .5 hour 

Healthy lifestyle choices to reduce health 
risk factors 

Educating on nutrition, exercise, and stress management skills 2 hours 

Adverse health consequences of smoking, 
drinking; and drugs of abuse;  Recognizing 
and making appropriate referral for signs of  
addiction 

Understanding and educating on: 

1. Addiction
2. Legal Substances:  alcohol, tobacco, prescription medications
3. Illegal Substances – heroin, cocaine, marijuana
4. Referral agencies and reporting processes

2 hours 

Oral health care Educating on the importance of oral health care across the lifespan .5 hour 

Prevention and wellness Explaining basic and age-appropriate prevention and wellness safety 1 hour 

Family violence, abuse and neglect Recognizing and reporting signs of  family violence, abuse and neglect; establishing 
safety plans 

1 hour 

Safety/ and injury prevention techniques Explaining age-appropriate safety/injury prevention techniques 1 hour 

Causes of morbidity and mortality by age 
group 

Understanding and educating on top causes of morbidity and mortality by age group .5 hour 
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Core Competency 6:  Service Skills and Responsibilities 

Competency Area Specific Skills Instruction 
Time 

Care coordination Knowledge and ability to help individuals navigate the healthcare system by 
addressing the physical, social, geographical, and other barriers to personal care 

4 hours 

Safety of the CHW Strategies for safe community visitation 1 hour 

Gathering and reporting client information Providing effective screenings, health assessments, documentation 3 hours 

Time management Demonstration of ability to utilize work time effectively 1 hour 

Basic clerical, computing, and office skills Demonstration of basic clerical, computing, and office skills 1 hour 

Professional and personal development Development of a plan for professional and personal improvement 1 hour 

Core Competency 7:  Healthcare Needs Across the Life Span 

Content  Areas Specific Skills Minimum 

Instruction 

Concepts and theories of human 
development 

Understanding basic theories of physical, cognitive, and psychosocial development 
of humans 

2 hours 

Childbearing Years:  

(a) Health education  
(b) Related anatomy, physiology, and 

appropriate health care 
(c) Family planning 

Ability to educate on anatomy, physiology, family planning, and appropriate health 
care during the childbearing years 

3 hours 
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Pregnancy: 

(a) Basic anatomy, physiology, and normal 
signs related to pregnancy 

(b) Recognition of warning signs during 
pregnancy requiring immediate reporting to 
the registered nurse supervisor 

(c) Health education related to pregnancy, 
labor, and postpartum care 

Ability to educate on basic anatomy, physiology, and normal signs related to 
pregnancy, labor, and postpartum care 

Ability to recognize and immediately report warning signs to a registered nurse 
supervisor or appropriate physician during pregnancy   

5 hours 

Newborn, Infant, Young Child: 

(a) Routine infant feeding & newborn care 
(b) Recognizing and reporting problems 

that can occur in early infancy 
(c) Immunization schedules & information 

regarding referral to appropriate health 
care facilities and practitioners 

(d) Basic methods to enhance typical child 
development 

Ability to educate on: 

1. Routine infant feeding
2. Newborn care
3. Basic methods to enhance typical child development Immunization

schedules and information regarding referral

Ability to recognize and report problems that can occur in early infancy 

5 hours 

Children with disabilities 
Ability to refer clients for appropriate disability screenings and professional services 1 hour 

Adolescence: 

(a) Age appropriate health education 
(b) Acute and chronic illnesses including, 

but not limited to asthma, obesity and 
eating disorders 

(c) High risk behaviors 

1. Ability to educate on adolescent health issues, including acute and chronic
illnesses, but not limited to asthma, obesity and eating disorders, and high risk
behaviors

2. Ability to recognize signs of and make appropriate referrals for adolescent health
issues, including acute and chronic illnesses

4 hours 

Adults and Seniors: 

(a) The aging process 
(b) Prevention strategies 
(c) Recommended screenings 
(d) Adults caring for aging parents 
(e) Adults with disabilities 

Ability to educate on and make referrals related to: 

1. The aging process
2. Prevention strategies
3. Recommended screenings
4. Adults caring for aging parents
5. Adults with disabilities

4 hours 
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Core Competency 8:  Community Health Worker Profession 

Content  Area Specific Skills Minimum 
Instruction 

Healthcare, Public Health Ability to understand and define public health and  resources 1 hour 

History of CHWs Ability to understand and explain history of CHWs in the United States 1 hour 

CHW Identity Ability to understand and explain CHW definition, roles, workforce profile, core 
values 

1 hour 

Ethical Code of Principles Ability to understand and apply confidentiality standards and informed consent 2 hours 

Professional Boundaries Ability to understand the emotional dynamics of care coordination and establish 
appropriate boundaries with clients 

2 hours 

Core Competency 9:  Clinical Practicum 

Content Area Specific  Skills Clinical Hours 

Agency/Clinical Experience Ability to work in a clinical practicum setting and meet aforementioned 
competencies as assessed through: 

1. Completion of an agency case study (purpose, client eligibility, outcome
assessment, funding)

2. Development of clinical experience goals
3. Interviewing Skills Evaluation
4. Home Visitation Evaluation
5. Site Supervisor Interview and Report

72-80 

130 
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