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Housekeeping
• Video on if/whenever possible
• Mute when not speaking
• Use the “raise hand” feature or send questions and comments anytime via chat
• Take care of yourself and loved ones (e.g., bio breaks)
• Pair your computer and phone, if connected separately:

– Right click your image
– Select “merge audio”
– Select your phone number

• To enable closed captioning:
– Click the Captions icon (       ) and select Show Captions
– Select your speaking language 



Accountable Spaces Framework

At AHE, accountability is directly tied to care for others both in 

the work we do and the conversations we have. Being 

accountable means practicing good stewardship and ceding 

power to make space for others to shine. We will center this 

framework today to help us keep the tenets of accountability at 

the forefront of our conversations.

Presenter
Presentation Notes
Speaker Notes:
Before we dive further into our discussion, we want to take a moment to ground ourselves in the Accountable Spaces Framework.

This framework reminds us that creating equitable, inclusive environments isn’t just about being safe — it’s about being accountable to each other in how we show up, how we engage, and how we respond when harm happens.

It encourages us to practice mutual responsibility, hold space for discomfort and growth, and recognize that safety looks different for everyone — especially across lines of power, race, or lived experience.
We use this framework to guide how we work together: to be curious rather than defensive, to own the impact of our words and actions, and to stay in relationship even when conversations are hard.
Ultimately, it’s about building trust, practicing humility, and staying aligned with our equity goals — not just in outcomes, but in our process.




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
• Recall and review key concepts from the Design Care Delivery Transformation 

and Design Payment Transformation Roadmap components.
• Recall and review Essential Elements critical to a successful implementation.
• Identify 4 key strategies for implementing integrated care delivery and payment 

transformations.
• Identify and review potential implementation frameworks.
• Explore case studies and examples for implementing integrated care delivery 

and payment transformations.



Review:
Designing Payment and Care 
Delivery Transformation



Designing Care Delivery Transformation

Care Delivery Transformation:
 Identified potential care delivery transformations through application of the root cause 

analysis (RCA) and prioritization matrix

 Explored how levels, strategies, and modes can be used to design a care delivery 

transformation 

 Identified practical issues that can hinder implementation of a care delivery 

transformation

At this point, your team should have worked through the following in designing its care delivery 
transformation

Presenter
Presentation Notes
Speaker notes:
This slide summarizes what your team should have worked through so far in designing your care delivery transformation.

In some cases, teams have worked on designing care delivery and payment transformations separately or on different timelines — for example, completing the care model design while still figuring out the payment strategy. This is not ideal, as care and payment are most effective when aligned, but it’s also a common and understandable reality.

There may be practical reasons to move forward with the care delivery transformation first (such as using the time to pilot new workflows, gather data, and test implementation logistics) before tying those changes to a new payment model.

This can be a strategic choice: it allows for testing and refinement of the care model and related processes (like data collection and reporting) before being held financially accountable under a value-based payment structure.

So, if your team is still working through payment design, but has made progress on care delivery, that’s okay — just keep in mind that the two should eventually connect to reinforce your equity goals.




Designing Payment Transformation

Design Payment Transformation:
 Understand the Value-Based Payment (VBP) approaches of state Medicaid agencies 

and managed care plans, and the interplay between the two
 Understand how the new payment model will interact with, and influence, the existing 

internal and external motivators regarding healthcare, equity, and daily work of those 
upon who you are relying to change behavior (for the payment model to succeed).

 Explored a relevant case study and understand the VBP approaches used with it

At this point, your team should have already worked through the following in designing its payment 
transformation



You Are 
Here!

Presenter
Presentation Notes
Speaker notes:

Emphasizing that this component should be worked through after all other components of the AHE Roadmap have been worked through. 




Review:
Essential Elements for 
Successful Implementation



Essential Elements for Successful Implementation
At this point, your team should have already worked through the following AHE 
Roadmap components, and has worked to incorporate them for each subsequent 
step the AHE Roadmap:
 Create a Culture of Equity 
 Essential Elements:

• Partnering with Patients, Members, and Communities
• Earn and Sustain Stakeholder Buy-in 
• Anticipate Data Needs and Opportunities

If not, then Implementation is the time to do it. An iterative approach for 
implementation can facilitate late incorporation of these components.

Presenter
Presentation Notes
Speaker notes:

Reminding audience that Creating a Culture of Equity and the 3 Essential Elements play a key role in identifying key implementation strategies earlier in the process/Roadmap. These components are intentionally designed to be worked through early on in the process because they must be built into the care and payment models as part of the models’ designs. However, if these components were previously neglected, then now is the time to attend to them (“better late than never”). 
If appropriate to audience, can remind them that both previous components have available tools and resources.

More info on iterative approach: Discussed later in presentation as the PDSA cycle (Plan, Do, Study, Act). 



Create a Culture of Equity

Rationale:

Success is more likely if staff recognize 

that disparities and inequities exist 

within, and outside of, the organization 

and view the inequities and disparities 

as an injustices that must be redressed.

Strategies:

Sharing feedback with providers and 

incentivizing disparities reduction

Including anti-racism and equitable health care 

as a goal in mission statements

Building work forces that represent the patients 

and communities you are working with

Instituting advisory boards and partnering with 

community-based organizations 

Presenter
Presentation Notes
Speaker notes:
Refer/recall to AHE Roadmap’s Component: Creating Cultures of Equity 
Emphasize that this is a non-exhaustive list, and are only a few examples of MANY possible strategies





Partnering with Patients, Members, and Communities
Rationale:

Patients, members, and communities…
 have a need, right, and expectation to have their experience valued and beliefs and 

perspectives heard
 experience healthcare in a way that makes it easier to detect health inequities
 can say if a care transformation plan is likely to succeed
 may have distinct motivating factors to help meet care transformation goals
 experience power differentials with providers and health plans impacting how they interact with 

others and what they will share

Presenter
Presentation Notes
Speaker notes:
Refer to AHE Roadmap’s Component: Essential Elements: Partnering with Members, Patients, and Community
Emphasize that this is a non-exhaustive list, and are only a few examples of MANY possible strategies





Partnering with Patients, Members, and Communities
Strategies:

Learn the history between your organization, the community members, and the community-

based organizations (CBOs) 

Partner with patients, members, and communities to identify and change policies and practices 

that contribute to exclusion or perpetuate marginalization

Presenter
Presentation Notes
Speaker notes:
Refer to AHE Roadmap’s Component: Essential Elements: Partnering with Members, Patients, and Community
Emphasize that this is a non-exhaustive list, and are only a few examples of MANY possible strategies





Earn and Sustain Stakeholder Buy-in

Rationale:
Securing stakeholder buy-in ensures alignment with the goals of the health equity 

initiative, builds credibility, and garners necessary resources for long-term success.

It promotes accountability and sustainability by incorporating diverse perspectives and 

fostering shared commitment. 

Engaging stakeholders also helps identify barriers and adapt solutions to meet 

community needs, making the initiative more impactful and resilient.

Presenter
Presentation Notes
Speaker notes:
Emphasize that this is a non-exhaustive list, and are only a few examples of MANY possible strategies




Earn and Sustain Stakeholder Buy-in
Strategies:

Earning and sustaining buy-in from staff:
 Consult everyone who will be affected
 Minimize time burden (e.g., use existing meeting times)
 Let staff know their input is key, and show that you 

mean it
 Report back to everyone who gave input

Earning and sustaining buy-in from patients, 
members, and CBOs:
 In addition to the aforementioned (see previous slide)
 Avoid exploitation and promote fair exchange (e.g., 

compensation for expertise) 

Spreading your message:
 Answer the “why” rather than just a call to 

action
• Identify advantages over the status quo
• Identify advantages over other another 

intervention
 Being persuasive and anticipate concerns
 Link your efforts to your audience’s 

priorities
 Be short, catchy, and to the point

Presenter
Presentation Notes
Speaker notes:
Emphasize that this is a non-exhaustive list, and are only a few examples of MANY possible strategies




Anticipate Data Needs and Opportunities
Rationale:

Strengthen quality, 
completeness, and use of 
data to more accurately 
measure health disparities, 
engage providers, and 
assess progress

Strategies:
Measuring impact of health equity 
interventions:
 Selecting metrics
 Data sources
 Improving the data

Leveraging VBP to support your health equity 
efforts:
 Impact Assessments and setting performance 

targets

Presenter
Presentation Notes
Speaker notes:
Emphasize that this is a non-exhaustive list, and are only a few examples of MANY possible strategies



Key Implementation 
Strategies



Strategy 1: Attributes of the Transformations
Transformation & system fit: The more relevant the transformation is to the 
user, the more likely it is to be successfully adopted and implemented, 
particularly if it improves task performance.

Compatibility and complexity: Health care practices, or systems, are more 
likely to adopt a transformation when they believe it is compatible with their 
values, norms, and perceived needs (i.e., high compatibility), and when they 
believe that adopting the transformation will be simple (i.e., low complexity).

Greenhalgh, T., G. Robert, F. Macfarlane, P. Bate, and O. Kyriakidou, O. 2004. “Diffusion of Innovations in Service Organizations: 
Systematic Review and Recommendations.” Milbank Quarterly 82:581–629. doi:10.1111/j.0887-378X.2004.00325.x. 

Presenter
Presentation Notes
Speaker Notes:

This slide highlights key attributes that can influence whether a care delivery or payment transformation is actually adopted and sustained in real-world settings.

First, there's transformation and system fit — meaning how well the change aligns with what users need or value. If a transformation helps people do their jobs more easily or effectively, they’re more likely to adopt it.

Then there’s compatibility and complexity. A transformation is more likely to be embraced if it feels aligned with existing values and workflows — and if it seems simple to understand and implement.

These factors are important because even the most well-designed interventions can stall if staff, clinics, or systems don’t see the value or feel overwhelmed by the change.

As you move forward, keep these attributes in mind — they’re not just technical considerations, they’re human factors that can make or break the success of your transformation.




Strategy 1 in Action:
Oregon’s Intervention

Advantage Dental Services and 
University of Washington
• Community-based oral health care 

for mothers and children in rural 
Oregon using:

• Expanded-practice dental hygienists, 
• Global budgeting, and 
• A team payment incentive.

Presenter
Presentation Notes
Speaker Notes:
Using a case study from “Designing and Implementing Integrated Care and Payment Transformation Initiatives to Advance Health Equity: Lessons Learned from Three Pioneering Health Care Provider and Health Plan Partnerships” to share one team’s experience with the compatibility aspect of implementing care and payment transformation. 

Additional detail/context for the example on the slide:
Low-income mothers and children in Oregon have low rates of preventative dental care, and as a result, rates of tooth decay in children are higher than the national average. 
Advantage Dental, a for-profit dental service org., launched the PREDICT pilot initiative, a community-based dental care model aimed at increasing dental care utilization and decreasing the incidence of oral health problems among Medicaid- and Children’s Health Insurance Program-enrolled mothers and children in rural areas. 
PREDICT employed expanded practice permit dental hygienists (EPPDHs) to screen and treat patients in community settings including schools, offices, for the Special Supplemental Nutrition Program for Women, Infants, and Children, and Head Start offices. 
The intervention used a unique risk-based algorithm that prioritized evidence-based care in the community for moderate and high-risk individuals while referrals were made within the system for clinic care that required a primary care dentist. 
Case managers coordinated care for patients with immediate needs to facilitate dental clinic visits, and to ensure patients were re-assessed at appropriate intervals. 

Advantage used a global budgeting capitation model which pooled the per-patient, per-month payments.
Research and development funds were used to fund the new mobile delivery system, associated central management, and information technology changes
Of the approx. $6.9 million allocated to Advantage Health though Medicaid, the company directed a little over 2% into a bonus pool that is disbursed to the county-based teams (EPPDHs, regional managers, and dentists) for reaching goals of increased numbers of risk assessments, mobile treatment of at-risk patients, and follow-up care. 

https://advancinghealthequity.org/wp-content/uploads/2023/02/AHE-2101-Lessons-Learned-v4.pdf
https://advancinghealthequity.org/wp-content/uploads/2023/02/AHE-2101-Lessons-Learned-v4.pdf


Strategy 1: Oregon’s Intervention
A Note on Compatibility and Complexity 

Patient Level
 The ability of AD expanded practice 

hygienists to assess and treat children in 

schools and community settings 

required parental consent. 

• The staff had unexpected difficulty obtaining 

paper consent due both to the consent 

form’s cumbersome design and to 

challenges distributing the forms to parents.

Provider Level
 The primary care dentists involved in the AD 

initiative needed to learn new systems for 

processing referrals for office-based care.

• Uptake of the new procedures varied, with 

providers being less likely to fully engage

with the changes if they had a mixed patient 

population that included both Advantage and non-

Advantage covered patients.

Presenter
Presentation Notes
Speaker Notes:
Often times when designing the intervention, “small” logistics (i.e., obtaining consent) are overlooked, but might cause challenges in reality/implementation. This can happen at different levels!



Strategy 1: Oregon’s Intervention
A Note on Compatibility and Complexity

Unintended Outcomes and Challenges

• Significant drain on AD’s IT department’s 
resources

•  Programming errors and inaccurate 
monitoring data

• Difficulty accessing schools

• Resistance from community

Goal / Objective

Shifting from existing 
model of dental care 

to reach greater 
patient population.

Presenter
Presentation Notes
Case study example continued

Micro-System Level
The design of the AD initiative required extensive modification of the company’s IT system, creating a significant drain on IT dept.’s resources that delayed the launch of the initiative.

The implementation time-pressure also resulted in programming errors and, at times, inaccurate monitoring data.

Community Level
The goal of the AD initiative was to shift the prevailing model of dental care away from the existing school oral health programs that based the provision of treatment on school demographics, using the proportion of students qualifying for the federal free or reduced lunch program as a proxy for risk (e.g., providing all of these students dental sealants even if they did not need them). Instead, AD wanted to promote a new system that assessed children for individual risk and then treated children based on their risk. 

As a result, AD encountered difficulty gaining access to some schools due to resistance to an unfamiliar model of care. Community was hesitant to buy-in because it felt like they were having something taken away (e.g., dental sealants stopped for all children who screened low or no risk for cavities).




Strategy 2: Prerequisites for Transformations

 Technical Capacity:

• Electronic Medical Record (EMR) Data 

Extractions

• Quality of Demographic Data

• Data Analysis and Interpretation

• Qualitative Data

 Slack Resources:

• Organizations with resources beyond 

the minimum required to maintain 

current operations (i.e., slack 

resources) are more likely to adopt and 

implement the transformations

Consider the organization’s capacity and available resources, such as:

Presenter
Presentation Notes
Speaker Notes:
Considering these elements will help your team anticipate necessary characteristics, or elements, of the care and payment transformation in order to move forward with implementation. 

For example: 
 
EMR Data Extraction: Misperception that EMR equates to easy generation of reports on key health care process and outcome measures��Quality of Demographic Data: large percentages of patient population with incomplete data/info (i.e., missing race, ethnicity, or unanswered). Attributed to inadequate data collection and procedures (e.g., lack of consistency across staff regarding where data should be entered into the EMR; lack of clarity on the order and definitions of race and ethnicity categories, and hesitation about how to coach patients on the data intake process).��Data Analysis and Interpretation: Staff might not be familiar with the expertise in data management and statistical analysis to interpret data reports. Staff is not always familiar with how to query their EMRs effectively to produce the right reports, nor how to use analytic software (e.g., Excel, SPSS, and in-built features of EMRs) to calculate appropriate rates. �
Qualitative Data: Collecting qualitative data from providers, staff, and patients to inform their interpretation of the stratified performance measures and intervention design. 



Strategy 3: Stakeholder Adoption of the 
Transformations

The culture of the health care organization must undergo a change process whereby key 
stakeholders must become motivated and able to adopt the transformation. This change 
process involves the specific needs, motivations, values, goals, skills, and learning style of 
each stakeholder as they relate to the transformation (i.e., consider culture and/or political 
barriers).

Presenter
Presentation Notes
Speaker Notes:
Highlighting previous Roadmap component of earn and sustain stakeholder buy-in for more info on how to get started with this, if haven’t already



Strategy 3: Virginia’s Intervention
A Note on Stakeholder Adoption

Molina/Inova Healthcare, Fairfax 
County, VA, and George Mason 
University 
 Improving screening and disease 

management for diverse, multilingual 
patients at safety-net clinics in northern 
Virginia using team quality improvement 
incentives.

Presenter
Presentation Notes
Speaker Notes:

Using a case study from “Designing and Implementing Integrated Care and Payment Transformation Initiatives to Advance Health Equity: Lessons Learned from Three Pioneering Health Care Provider and Health Plan Partnerships” to share one team’s experience with the Stakeholder Adoption aspect of implementing care and payment transformation.

Additional detail/context for the example on the slide:
At safety-net clinics belonging to Fairfax County, Virginia’s Community Health Care Network (Fairfax County CHCN), Hispanic patients were more likely to receive “high performance” care for cervical cancer screening, diabetes control, and hypertension control than non-Hispanic patients. 

The non-Hispanic patients at Fairfax County CHCN were individuals and families from diverse communities who primarily spoke languages not spoken by care team members. Fairfax County and its clinical partner Molina Healthcare/Inova introduced an incentive system to improve the quality of care to its non-Hispanic population for these three conditions. 

Molina Healthcare/Inova operated under a capitated system with a global budget and paid all clinic staff a salary-percentage bonus for meeting care targets aimed at disparities reduction in cervical cancer screening, hypertension control, and diabetes control. 

Molina Healthcare/Inova:
Funded incentives for monthly team-based relative value unit (RVU) productivity and processes of care;  
Used incentive metrics aimed at health condition targets instead of reductions in disparities; 
Provided mid-month metric reports to allow teams to make adjustments to meet monthly incentive targets; 
Provided team members with financial incentives up to 3% of their salary. 

Activities that promoted greater disparities reduction for target conditions (e.g. identifying a patient in need of cervical cancer screening AND getting them screened the same day) were assigned a higher RVU. The payment incentive was incorporated into Molina’s clinical care team compensation scheme and was budget-neutral. When operation of the Fairfax County CHCN clinics came under the management of Inova Healthcare in 2016, Inova maintained this same incentive structure through the life of the initiative. 

https://advancinghealthequity.org/wp-content/uploads/2023/02/AHE-2101-Lessons-Learned-v4.pdf
https://advancinghealthequity.org/wp-content/uploads/2023/02/AHE-2101-Lessons-Learned-v4.pdf
https://advancinghealthequity.org/wp-content/uploads/2023/02/AHE-2101-Lessons-Learned-v4.pdf


Strategy 3: Virginia’s Intervention
A Note on Stakeholder Adoption

In addition to meeting regularly with clinic leadership and front-line employees 
to obtain their input regarding the new care delivery transformation, the Fairfax 
County CHCN Medical Director met regularly with them during daily huddles 
and other meetings after initial implementation. 
This daily interaction helped ensure that critical adjustments were made to 
address both challenges and opportunities encountered during 
implementation. 

Presenter
Presentation Notes
Speaker Notes:
This daily interaction helped ensure that needs for critical adjustments were identified in a timely manner by leadership.  The Medical Director could escalate issues to upper-level management for challenges they did not have the power or resources to fix themselves.  The allowed the initiative to efficiently institute changes and provide necessary resources for those on the front-lines.  They were able to address both challenges and opportunities encountered during implementation. 




Strategy 4: Internal Communication

Strong communication within the organization enhances the success of 
implementation and the chances of routinization. 
A narrative approach to communication (“purposeful construction of a shared 
and emergent organizational story about the transformation”) can serve as a 
robust motivator. 

Presenter
Presentation Notes
Speaker Notes:

- Emphasizing that strategies, or practices, like instituting all-staff communications activities at all levels of the organization to educate, motivate, and obtain ideas for the health equity efforts will greatly increase the success of the implementation. 
There are different ways to do this: securing regular agenda time at various all-staff meetings, or using protected and recurring space such as monthly newsletters, or hallway posters and bulletin boards.



Implementation 
Frameworks:
Pilot-Testing, Measurement, and 
Evaluation



Implementation Strategies: Where to Start? 

Scalability
Assessing and adapting an intervention or 
process so it can be implemented on a larger 
scale across more settings or populations over 
time.
 Such as, the RE-AIM Framework

• Reach, Effectiveness, Adoption, 
Implementation, and Maintenance

Iterative Process
Continuous, incremental improvements to an 
intervention through repeated cycles or 
“iterations.”
 Such as, the Plan, Do, Study, Act (PDSA) 

method

Scalability and Iterative Processes
 Rather than making system-wide changes all at once, consider focusing first on small tests of new ideas 

when making quality improvement changes. 
 Identifying and addressing these changes when the project is operating on a smaller scale is easier than it 

would be if the project were implemented system wide from the beginning. 
 Consider these methods for starting small:

Presenter
Presentation Notes
RE-AIM Framework
The RE-AIM framework is a planning and evaluation tool to improve the effectiveness and sustainability of health equity interventions. Here are three key points related to each component:
Reach:
Assess whether the intervention engages historically marginalized populations and addresses access barriers.
Use culturally relevant outreach strategies to ensure equitable participation.
Monitor participation rates by demographic groups to identify gaps.
Effectiveness:
Evaluate if the intervention achieves equitable outcomes across all population subgroups.
Measure unintended consequences that could exacerbate disparities.
Incorporate qualitative and quantitative feedback to refine intervention goals for equity.
Adoption, Implementation, and Maintenance:
Ensure stakeholder buy-in from organizations that serve diverse populations.
Tailor implementation processes to meet the unique needs of under-resourced settings.
Plan for long-term sustainability by addressing structural barriers and securing funding.

PDSA Cycle (Plan-Do-Study-Act)
The PDSA cycle is an iterative problem-solving approach used to test and refine health equity interventions. Here's how it applies:
Plan:
Collaboratively design interventions with input from marginalized communities to ensure relevance.
Define equity-focused outcomes, such as reducing disparities in access or outcomes.
Identify data collection methods that capture demographic differences.
Do:
Implement a small-scale version of the intervention in a targeted setting to test feasibility.
Ensure fidelity to equity principles, such as prioritizing inclusive participation.
Document challenges faced by underserved populations during implementation.
Study:
Analyze whether the intervention reduced disparities in access, quality, or outcomes.
Use disaggregated data to identify which groups benefited most or least.
Engage community stakeholders to interpret findings and provide insights.
Act:
Adjust the intervention to address inequities or gaps identified during the study phase.
Scale up the refined intervention while maintaining a focus on equity outcomes.
Develop systems for continuous monitoring and feedback to sustain progress.




Implementation Strategies: Pilot Testing Equity Initiatives
Pilot test with the priority patients, members, and community
 Real world evaluation and refinement before scaling

 Opportunity to confirm that the initiative addresses the specific needs, cultural context, 
and barriers faced by the target demographic, while minimizing unintended 
consequences

Run pilot tests with diverse groups and settings
 Remember to consider intersectional identities of historically marginalized groups and 

how they might be impacted differently

 Piloting with a diverse group will help you identify needs that may vary from patient to 
patient, and community to community
• Some patients will need different versions of forms (e.g., larger fonts)
• Some patients may not speak English as their primary language

Presenter
Presentation Notes
Speaker Notes:
These recommendations are focused on provider organizations.  Many have multiple sites that vary in patient population, staffing, and resources.  And/or they may have specialty clinics (e.g., pediatrics, cardiovascular, geriatric, OBGyn).  Thus, provider orgs that operate in more than one clinic or setting can run it in a strategically selected  sub-set of settings first versus implementing system-wide.



Implementation Strategies: 
Pilot Testing Equity Initiatives (continued)

Pilot test your data collection
 Analyzing data can be complicated. You’re likely to run into snags the first time around. 

Be sure to practice collecting the data you’ll use for ongoing evaluation. The more data 
collection is built into implementation, the less it will feel like an additional burden as you 
scale up. 

Striking a balance between adherence and adaptability 
 As you process feedback, try to find a compromise that stays true to the vision while 

meeting the needs of those requesting revisions
 The most successful programs find that balance through an iterative process (i.e., the 

PDSA cycle) will help you
 Using standardized checklists to monitor adherence and update those lists as the care 

and payment transformations are adapted

Presenter
Presentation Notes
Pilot test your data collection
Measuring data can be complicated. You’re likely to run into snags the first time around. Be sure to practice collecting the data you’ll use for ongoing evaluation. The more data collection is built into implementation, the less it will feel like an additional burden as you scale up.

Strike a balance between adherence and adaptability
As you process feedback, try to find a compromise that stays true to your vision while meeting the needs of those requesting revisions. The most successful programs find that balance through an iterative process – the PDSA cycle will help you. Use standardized checklists to monitor adherence and update those lists as the care and payment transformations are adapted. That process is important not just for piloting, but also for maintaining and improving the transformations over time—it’s part of a culture of quality.




Implementation Strategies: Measuring Change
Focusing on process measures 
 Early wins in health equity initiatives are likely to focus on process measures, which help 

track whether changes—such as new forms or timely referrals—are being effectively 
implemented, offering short-term evidence of impact before improvements in health 
outcomes become visible.

Understand satisfaction scores in their context
 As health systems implement care improvements, patients’ expectations may rise and 

satisfaction scores may initially drop, but this can be a natural result of raising 
standards, with scores typically improving as the changes take effect



Implementation Strategies: Measuring Change (continued)

Plan for the long-term
 Improving clinical outcomes can take time, so establish a realistic timeline by consulting 

stakeholders, define success criteria with your team and communicate with leadership 
about expected results, recognizing that long-term tracking may be needed to show 
significant improvement.

Measure the gaps 
 To truly assess improvement, it’s essential to measure both overall quality and changes 

in inequities, ensuring that care and payment transformations address the root causes of 
disparities and track whether the gaps in care and outcomes are being closed or 
widened

Presenter
Presentation Notes
Speaker Notes:

Highlighting relevant AHE Roadmap/Curriculum tools to support in these strategies 
See, Essential Elements (Earn and Sustain Stakeholder Buy-in, Partner with Members and Community, Anticipate Data Needs and Opportunities), Goal-Setting Tool and  and GANTT Timeline



Case Studies/Examples for 
Pilot-Testing, Measurement, 
and Evaluation



Washington (WA)
WA’s Implementation Journey:

• In 2020, the Community Health Plan of Washington (CHPW) launched a statewide health equity initiative 
to address the priorities (e.g., patient experience, maternal health, and chronic condition management) of 
21 community health centers (CHCs) throughout the state

• CHPW provided $50,000 (from existing Pay for Performance (P4P) withhold dollars) in upfront capacity-
building funds to each participating CHC, diverging from the typical P4P model by not requiring pre-met 
quality targets

• CHCs used the funds to address health disparities through activities like patient partnership 
programs, focus groups, staff training, and upgrading IT for demographic data analysis

• The first 3 years have been a gradual scaling to integrate accountability and bolster buy-in from 
participating CHCs:

• Phase 1: No target or outcomes requirements for funds
• Phase 2: Implementation of target requirements to access funds

• CHPW facilitated cross-team learnings, trainings, and skill-building activities (e.g., root cause analysis 
with an equity lens) for the participating CHCs, as well as support for the requirements of patient and 
community engagement to ensure local initiatives were tailored to the priorities of the communities served. 

Presenter
Presentation Notes
Speaker Notes:
Emphasizing buy-in that occurred when CHPW provided the $50k up front to the CHCs in phase 1 of the initiative. 

https://www.chpw.org/


Delaware (DE)
DE’s Implementation Journey:
 Focused on reducing disparities in preventive care and health among Black and Latine pediatric populations, one of its 

first steps the team took was to reconcile conflicting race, ethnicity, and language (REL) data across AmeriHealth 
Caritas (health plan) and Nemours (provider). 
• They identified four healthcare metrics with disparities: childhood immunization rates; lead screenings; well child visits; and 

potentially preventable emergency department (ED) admissions.

 DE team leveraged contracting power between Medicaid and health plans to establish incentives for providers to report 
disparities in care and health outcomes and improve care processes to eliminate specific health disparities. 
• Outside of ACO (Accountable Care Organization) performance, Amerihealth provides upside-only, enhanced payment incentives for 

the four above-listed metrics. 
• Incremental incentives are earned for the reduction of each of the identified health disparities between Black and Latine pediatric 

populations and the white pediatric population.

 Next phase: 
• For the 2025 contract year, the team aims to implement the previously established process measures in their payment models to 

incentivize not just outcomes, but also process changes in healthcare delivery to address inequities impacting their communities.
• The team also plans to partner with CBOs, AmeriHealth Delaware’s and Nemours’ member/patient advisory committees, and 

Nemours’ frontline staff and providers to design a care delivery transformation that will be financially incentivized

https://innovation.cms.gov/key-concept/risk-arrangements-health-care#:%7E:text=Upside%20Risk%3A%20uncertainty%20associated%20with,one%2Dsided%20risk%20arrangement.%E2%80%9D
https://innovation.cms.gov/key-concept/risk-arrangements-health-care#:%7E:text=Upside%20Risk%3A%20uncertainty%20associated%20with,one%2Dsided%20risk%20arrangement.%E2%80%9D
https://innovation.cms.gov/key-concept/risk-arrangements-health-care#:%7E:text=Upside%20Risk%3A%20uncertainty%20associated%20with,one%2Dsided%20risk%20arrangement.%E2%80%9D


Mississippi (MS)

 The team’s pilot program is first focusing on small tests 
of its initiative by:
• Although the pilot will be funded by a state grant, the 

team is already thinking about how to leverage pilot 
results and experience to secure future, long-term 
funding

• Embedding one CHW within the provider partner 
(Coastal Family Health Center (CFHC)) 

• Working with CFHC to identify and understand any 
data challenges and opportunities (e.g., integrating 
data collection and screening tools into the provider’s 
EMR system)

 Starting small

 Pilot testing data 
collection

 Financial and grant 
sustainability planning  

Scaling up:
 The MS team’s goal is to design and adopt a reimbursement payment model that incentivizes provider organizations 

to include community health workers (CHWs) as part of their multidisciplinary care teams for their patients.
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