
Design Care Delivery 
Transformation
Updated June 2024



Housekeeping
Please mute yourself when not speaking
Use the “raise hand” feature or send questions and comments any time via the 
chat
Take breaks if you need to 
Pair your computer and phone, if connected separately:
 Right click your image
 Select “merge audio”
 Select your phone number



Accountable Spaces Framework
Do not interrupt others. 

Listen actively, instead of waiting to speak.

Be mindful of your total talk time and resist the urge to add “sprinkles” to a perfectly 
good conversation sundae.

Give everyone a chance to speak, without unnecessary pressure.

Words and tone matter. Be mindful of the impact of your words, not just your intent.

We are all learning, and we will make mistakes from time to time. If you said 
something offensive or problematic, apologize for your actions or words -- not for 
someone feeling insulted by them.



Accountable Spaces Framework
Recognize and embrace friction. Constructive conflict can often lead to 
substantive change.

Give credit where credit is due. If you are echoing someone’s previously stated 
idea, give them appropriate acknowledgment. If you notice others aren’t receiving 
the credit they are due, speak up and highlight their work.

Speak for yourself using “I” statements. Do not take ownership of others’ lived 
experiences.

Create meaningful opportunities for those belonging to communities that have 
historically been most impacted to share their experiences.

Address racial inequities head on and call out racism when it happens.

Accountable Spaces was first conceptualized by UCLA. The framework above is a modified 
version specifically tailored for the AHE community that was adapted from Elise Ahenkorah.

https://seis.ucla.edu/equity-diversity-inclusion/principles-and-values
https://medium.com/@elise.k.ahen/safe-and-brave-spaces-dont-work-and-what-you-can-do-instead-f265aa339aff
https://medium.com/@elise.k.ahen/safe-and-brave-spaces-dont-work-and-what-you-can-do-instead-f265aa339aff


Learning Objectives
By the end of this session, you should be able to:

1. Identify potential care delivery transformations through application of the root 
cause analysis and prioritization matrix.

2. Explore how levels, strategies, and modes can be used to design a care 
delivery transformation.

3. Apply a RCA and the levels/strategies/modes framework to a case study, and 
design relevant care delivery transformations.

4. Identify practical issues that can hinder implementation of a care delivery 
transformation.



Learning Objective 1:

Identify potential care delivery transformations 
through application of the root cause analysis 
and prioritization matrix



What is a root cause analysis with an equity lens?
A method that helps determine the most basic, underlying, fundamental, or 
deepest reason for a condition, behavior, or outcome. An RCA with an equity 
lens:

 illuminates why a particular health or healthcare inequity exists among the 
member populations you serve.
relies on asking questions that reflect the role of structural racism in creating 
and maintaining inequities.
drives the design of the care delivery transformation.
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Example: Colorectal Cancer Screening Rates
General Quality Problem:�A primary care clinic finds that overall colorectal cancer screening rates are low across their entire patient population—only 55% of eligible adults are up to date on screenings, compared to the national benchmark of 70%.

Root Cause (Quality Issue Impacting Everyone):
Lack of appointment availability for preventive care.
Confusing patient reminders or electronic medical record (EMR) alerts.
Limited provider time to discuss screenings during visits.
These are general quality problems—they affect all patients regardless of race, income, or language.

Disparity (Inequity-Specific Quality Problem):�However, when the clinic disaggregates the data, they find that screening rates for Black men over 50 are only 35%, while rates for white men are 65%.

Equity-Focused Root Cause Analysis Reveals:
Outreach materials are not culturally relevant or accessible for Black patients.
Historical mistrust of medical systems due to structural racism.
Fewer Black male patients have regular primary care visits due to insurance churn and gaps in culturally responsive care.
Staff are not trained to recognize and address implicit bias or historical trauma in patient interactions.
These are inequity-specific root causes—they help explain why the disparity exists and persist beyond the universal quality problems.

Why this matters:�A general fix (e.g., updating reminder systems) may improve rates slightly, but won’t close the disparity gap unless the structural and cultural barriers unique to Black patients are addressed.




Root Cause Analysis

Problem 
Statement/
Question

What is contributing to 
the Problem?

What is contributing 
to the Problem?

What is contributing to 
the Problem?

What is contributing 
to the Problem?

Why does that happen?

Why does that happen?

Why does that happen?

Why does that happen?

Why does that happen?

Why does that happen?Why does that happen?

Why does that happen? Why does that happen?

Why does that happen?
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On this slide, we’re looking at a fishbone diagram—also known as an Ishikawa or cause-and-effect diagram. It’s a simple but powerful tool that helps teams visually map out the potential causes contributing to a specific outcome or problem.

At the head of the fish, you’d place the specific inequity or disparity you’re trying to understand. For example: Lower rates of prenatal care among Latinx/e patients.
From there, each ‘bone’ of the fish represents a major category of potential root causes. Traditional categories include things like policies, processes, people, environment, and so on. But when we apply an equity lens, we push ourselves to go deeper.

We ask questions like:
How have institutional policies or funding mechanisms contributed to the disparity?
Are language access or immigration fears acting as invisible barriers?
Is there a lack of trust due to prior negative experiences with the healthcare system?
How do provider biases or training gaps play a role?
By mapping this out visually, we can see that what looks like a simple access issue may actually have layers of systemic and structural factors underneath.
The goal is to avoid jumping to quick fixes and instead develop interventions that respond to the deeper causes—especially those rooted in racism, xenophobia, or other forms of structural inequity.

Ultimately, this helps us design care delivery changes that don’t just improve quality overall, but close the equity gap as well.




Priority Matrix

less Important.very important.Which of our 
root causes are…

very feasible 
to address.

less feasible 
to address.
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Now that we’ve identified potential root causes, the next step is to prioritize which ones to address first. This is where the priority matrix comes in.
We plot each root cause based on two criteria:
Impact – How much addressing this root cause could improve equity outcomes.
Feasibility – How realistic it is to address this root cause given current resources, political will, and organizational readiness.
Some root causes may be high-impact but not immediately feasible—those might become long-term goals. Others might be more achievable in the short term and still move the needle.

Importantly, this process helps us focus on strategic action, not just easy wins. It also allows us to have deeper conversations about structural barriers—like racism or policy limitations—without shying away from their complexity.

The goal is to ensure we’re advancing equity, not just improving quality overall.




Learning Objective 2:

Explore how levels, strategies, and modes can 
be used to design a care delivery transformation



Levels
Levels are the people or entities immediately 
and directly affected by the care delivery 
transformation. 

Care delivery transformations may impact 
multiple levels.

It is likely that your intervention design will 
take some unexpected twists and turns along 
the way. A detailed plan can articulate the 
ideal path the intervention will follow.
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The visual on this slide helps us think about who is impacted by a care delivery transformation—and how we design accordingly.

At the center are patients, families, and caretakers—our core focus. But any transformation we implement can ripple outward, influencing multiple levels:
The care team delivering the services.
The microsystem—like a clinic or department—where that care happens.
The organization setting policies and structures.
The community shaping access, norms, and trust.
And even policy-level systems that govern payment, data, and accountability.

When we design an intervention, it’s important to identify which of these levels are directly or indirectly affected. 

For example, a new care coordination model may directly affect care teams and microsystems, but it might also require organization-level policy changes or community partnerships to be successful. We also need to stay flexible. Equity-driven transformation often requires us to pivot—especially when community voices point us in a different direction than originally planned. Having a clear but adaptable plan helps us stay grounded in our goals while remaining responsive to real-world complexity.
So as we move forward, keep these levels in mind. They help us ensure that the strategies we design are actually doable, inclusive, and aligned with the realities on the ground.”




Strategies
Strategies are tactics your team will use for designing your care delivery 
transformation.
 Care delivery transformations may use multiple strategies
 Strategies can be designed for different stakeholders and can operate at different levels
 One strategy can aim to do many things 



Strategies can aim to do many things...
Engage the community
 Church- or school-based care delivery
 Coalition building and community advocacy

Deliver education and training
 Cultural competency and training
 Disease self-management training

Restructure the care team
 Reassigning duties and tasks among patient-facing 

staff
 Employing new staff such as patient navigators, 

community health workers, peer recovery 
specialists, or social workers

Provide financial incentives
 Bonuses or salary increases for meeting 

performance benchmarks or improving outcomes

Provide reminders and feedback
 Follow up phone calls
 Take home health maintenance plan

Enhance language and literacy services
 Increase interpreter access
 Collect data on patients’ preferred language

Increase access to testing and screening
 Free screening opportunities
 Screening and treating in the same visit
 Self-administered and take-home testing

Provide psychological support
 Using motivational interviewing techniques
 Employing harm and risk reduction strategies

For more information, see: Recommendations for 
Designing Equity-Focused Care Delivery
Transformations 

Presenter
Presentation Notes
Speaker note: when presenting this slide, don’t feel the need to spend time on each strategy. Rather, can note that there is a lot of breadth. Highlight a handful of bullets, selecting those that feel most relevant to the group you are presenting for. Note that this slide can be shared as a set of ideas/references


https://advancinghealthequity.org/wp-content/uploads/2023/02/Designing-Care-Delivery-Transformation.Recommendations.02.27.23.pdf
https://advancinghealthequity.org/wp-content/uploads/2023/02/Designing-Care-Delivery-Transformation.Recommendations.02.27.23.pdf
https://advancinghealthequity.org/wp-content/uploads/2023/02/Designing-Care-Delivery-Transformation.Recommendations.02.27.23.pdf
https://advancinghealthequity.org/wp-content/uploads/2023/02/Designing-Care-Delivery-Transformation.Recommendations.02.27.23.pdf
https://advancinghealthequity.org/wp-content/uploads/2023/02/Designing-Care-Delivery-Transformation.Recommendations.02.27.23.pdf


Strategies for Healthcare Organizations and 
Community-Based Organizations

Healthcare orgs and CBOs are most often working directly with patients and members to 

deliver services

Strategies these stakeholders can use to transform care delivery may include:

Strategy Level
Delivering different services, or the same 
services differently

Patients, families, and caretakers

Changing who is part of the care team, or what 
responsibilities certain care team members have

Care team members

Changing practice-wide or system-wide policy to 
help incentivize, encourage, or require behavior 
change

Microsystem
Organization



Strategies for Managed Care Organizations (MCOs)
MCOs are most often contracting with (1) healthcare providers and (2) state 
Medicaid agencies; may also work directly with members for activities such as 
care management

Strategies for MCOs to support care delivery transformation include: 
 Contract requirements & VBP models with providers

• VBP programs, quality improvement strategies, care management partnerships
 Partnership and payment for CBO activities
 Contract requirements and VBP model requirements from the state

• VBP strategies, quality strategies, care management requirements

Leveraging flexibilities, like value-added services, to expand reimbursement
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When we think about care delivery transformation, Medicaid MCOs play a powerful role—not only in how care is delivered, but also in how it's paid for and evaluated.
MCOs primarily interact with two key partners:

Healthcare providers, through contracts and value-based payment models.�
State Medicaid agencies, which set the rules, contract expectations, and oversight mechanisms.
	But they also have opportunities to engage directly with members, especially through care coordination, health education, and social needs navigation.
	Let’s walk through a few of the key levers MCOs can use:

Contract Requirements & Value-Based Payment (VBP) Models: MCOs can build equity-focused expectations into provider contracts. For example, tying incentives to stratified quality measures or equity benchmarks.

Quality Improvement & Care Management Strategies: These can be redesigned to center community priorities and address root causes identified through equity-focused data.

Partnering with Community-Based Organizations (CBOs): MCOs can pay CBOs directly or subcontract through providers. This supports trusted, culturally responsive services outside traditional care.

Requirements from the State: States can include equity expectations in their MCO contracts—things like performance metrics tied to disparity reduction, required CBO partnerships, or use of health equity impact assessments.

Leveraging Flexibilities: MCOs can use tools like value-added services or in-lieu-of services to fund innovative care or social supports that reduce inequities, like food access, housing supports, or doulas.

All of these strategies can move the system beyond just delivering care—and toward transforming it in partnership with communities most affected by inequities.”




Strategies for State Medicaid Agencies
State Medicaid agencies are most often contracting with MCOs; they are often 
setting broad goals and parameters for MCOs and provider organizations

Strategies for State Medicaid agencies to support care delivery transformation 
include: 
 Contract requirements and VBP model requirements for MCOs

• VBP program parameters, quality strategies, withholds, auto-assignment
 Rate-setting and covered services

• Increasing Medicaid rates, covering new services

Provider-facing VBP programs
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“State Medicaid agencies are uniquely positioned to shape the rules of the game when it comes to care delivery transformation—especially through the contracts and requirements they set for MCOs.

Let’s break down a few of the most influential strategies states can use:
Contract Requirements & VBP Model Expectations: States can set minimum standards for equity-focused value-based payment (VBP) arrangements, requiring MCOs to include metrics related to health disparities, community partnerships, or social risk factors.

VBP Program Design & Quality Strategy Tools: States can influence MCO behavior through tools like withholds or auto-assignment incentives—tying those mechanisms to performance on health equity goals can encourage meaningful investment.

Rate-Setting & Covered Services: States determine what services are covered and how much providers are paid. Increasing Medicaid rates, or covering services like community health workers or doulas, makes it more feasible for providers to deliver equitable care.

Provider-Facing VBP Models: In some states, the Medicaid agency contracts directly with providers or runs its own VBP programs. This is another opportunity to embed equity into program design—such as requiring data stratification or collaboration with CBOs.

By using these levers, states can drive alignment across the system—making sure that MCOs, providers, and community partners are all working toward the same shared equity goals, with incentives and resources that reflect that commitment.”




Modes of Delivery
Modes are how the care delivery transformation will be implemented.

Examples of modes:
 Delivering new training at an in-person staff retreat
 Delivering ongoing training through a webinar
 Sharing health information through a flyer or printed tool
 Checking-in with patients using telehealth
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We’ve talked about what we’re trying to change and who it affects. Now let’s turn to the how—this is where modes of delivery come in.
Modes are the actual mechanisms or formats we use to implement the care delivery transformation. Think of them as the vehicles for delivering your intervention.
Some examples include:

Training staff at an in-person retreat or via a webinar series.
Communicating with patients through flyers, videos, or digital portals.
Engaging patients using telehealth, phone calls, or in-home visits.

The mode you choose should be aligned with your goals and the populations you're working with. For example, if your intervention focuses on improving access for patients with limited internet, a webinar probably isn’t the best choice for patient education—but printed materials or phone calls might work well.

And remember—modes aren’t just logistical choices. They influence reach, effectiveness, and trust. Selecting the right mode means meeting people where they are and delivering the transformation in a way that feels accessible, respectful, and relevant.




Putting It Together

Presenter
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Key Takeaways
Care delivery transformation consists of levels (who is being impacted); 
strategies (what tactics are being used); and modes (how strategies are 
implemented)

To address the multiple causes of inequities, care delivery transformation 
should be multifaceted, addressing multiple levels, using multiple strategies 
and modes

The root cause analysis should inform decisions around what levels, 
strategies, and modes make sense to address a given health inequity



Learning Objective 3:

Apply an RCA and the levels/strategies/modes 
framework to a case study, and design relevant 
care delivery transformations



One root cause can 
potentially be addressed 
at multiple levels of the 
health system.



Breathe Easy Activity - Presenter Notes
While preparing your presentation: 

Choose 1 or 2 or 3 Breathe Easy scenarios to use in the engagement activity below. You may also reference AHE’s 
Gold Standard slides.

Engagement Activity: 
Break participants into small groups (ideally 3-4ppl) and ask them to pretend they are devising a healthcare 
intervention for the main character in the scenario. Before they begin, start with a discussion on the role narrative can 
play in generating interventions and solutions (see scenario instructions).

What role do you think narrative can play in creating innovative approaches to healthcare at the community, 
system, or policy levels?
What would a priority matrix for this character/scenario look like?
To what extent would you take into account racial, societal, and familial pressures? What problems might arise 
from your decision?
How would you design an intervention(s) for this scenario? Think through the levels, strategies, and modes of each 
intervention?
How could this intervention be beneficial to the larger community? Which specific communities could be positively 
impacted?

This activity should take 20-30 minutes. Save 5-10 min for full group discussion and feedback. Save 10 minutes to 
present the final slides in this deck and do Q&A.

Presenter
Presentation Notes
Presenter: Please feel free to use any of the Breathe Easy narratives that best fit your presentation. They are located here: https://docs.google.com/document/d/1aeBEJMhTsdPUrbkiBKwaiI1RCNCXJPdM/edit?usp=sharing&ouid=101186483829077517772&rtpof=true&sd=true 




Learning Objective 4:

Identify practical issues that can hinder 
implementation of a care delivery transformation



Barriers Happen: Common Issues in Implementing 
Interventions (1/2)

An intervention may not improve quality or decrease disparities
 Potential response: 

• Revisit the RCA. Bring in outside team members who might have a fresh perspective

Policy & incentives at your organization or partners organizations may not 
reflect the desires and concerns of the community
 Potential response: 

• Create opportunities to garner and listen to feedback from a wider range of community members

Capacity, resources, time, and competing priorities may all create barriers
 Potential response: 

• Tie the intervention to existing priority activities and consider new ways to gain buy-in and commitment 
of time and resources from leadership

Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, Lowery JC: 
Fostering implementation of health services research findings into practice: 
A consolidated framework for advancing implementation science
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1. The intervention doesn’t improve quality or reduce disparities as expected�Sometimes, what seems like a promising idea doesn’t produce results—or the impact isn’t equitable.�→ What can we do? Revisit the Root Cause Analysis. Did we miss a key structural driver? Did we assume a cause that wasn’t actually central?�Bringing in new voices, including frontline staff or community partners, can offer fresh perspectives and reveal blind spots.

2. Misalignment between organizational priorities and community needs�Policies or incentive structures might be shaped more by internal pressures than by what communities actually want or need.�→ How to respond? Create intentional opportunities for community feedback—and be ready to adjust based on what you hear. This could mean shifting focus or bringing in new partners who are trusted in the community.

3. Resource and capacity constraints�Staff time, leadership bandwidth, funding, and competing priorities can all slow down or block implementation.�→ Strategies? Link your intervention to existing priorities or initiatives. Show how it supports broader organizational goals. Then, work to secure leadership buy-in—not just conceptually, but through resource commitment.
The takeaway here is that barriers are not the end of the road. With flexibility, humility, and intentional re-engagement, we can course-correct and keep equity at the center of the work.”




Barriers Happen: Common Issues in Implementing 
Interventions (2/2)

(In)visible Roadblocks in Organizational Culture 
 Potential response:

• Re-evaluate your organizational culture using an equity lens either with an internal DEI team or an 
external partner. Are there imbalances and inconsistencies among power sharing, team dynamics, 
or reward structures that could be impacting the effort your team puts toward implementing the 
intervention?

Team members and/or community members aren’t on board
 Potential response:

• The knowledge and beliefs your team and the community it serves have about the intervention will 
directly impact its success. Take the temperature regarding attitudes toward your intervention early 
and often so you can address misgivings, clear up misconceptions, and ensure transparency. 

Presenter
Presentation Notes
Speaker notes: Ask participants what org. culture roadblocks they may have experienced (here or at other jobs). For e.g., lack of leadership buy-in, culture of urgency that does not allow time for community partnership




Discussion and
Wrap Up



Discussion

In small groups of 3 or 4, discuss an intervention, large or small, your team did 
in the recent past. What worked? What didn’t? 

Looking back, how would you apply any one of the topics we discussed today 
to that intervention? How might it have impacted your intervention?

Presenter
Presentation Notes
Presenter: Feel free to disregard this discussion if you run out of time because of the Breathe Easy exercise.




Thank you!
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