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• Describe the pathways model and key considerations for 
implementation of the model under the Demonstration 
in Washington State 

  

• Recognize opportunities and challenges likely to be 
encountered during implementation of the pathways 
model and creative solutions to support successful 
development of the program  
 

• Identify community resources and provider partnerships 
to support success with the pathways model 
 

• Apply lessons learned from early adopters of the 
pathways model in Washington State to the 
development of the model in other regions  

 

Learning Objectives 



Pathways Community 
Hub 



What makes you Healthy? 



Pathfinder Community Hub 

https://www.youtube.com/watch?v=kN_IFDXu9YY


Definition of Care Coordination 

 
AHRQ Care Coordination Measures Atlas Update, June 2014 

Care coordination is the deliberate organization of 
patient care activities between two or more 
participants (including the patient) involved in a 
patient's care to facilitate the appropriate delivery of 
health care services. Organizing care involves the 
marshalling of personnel and other resources needed 
to carry out all required patient care activities and is 
often managed by the exchange of information 
among participants responsible for different aspects 
of care. 

AHRQ Care Coordination Measures Atlas Update, 
2014 



Community Based Care Coordination 
Care coordination provided in the community; 
confirms connection to health and social 
services. 

Community Care 
Coordination 

= 
HOME BASED or 

COMMUNITY BASED 

Care Coordination 
= 

CLINIC BASED 

Direct Services 
= 

INTERVENTION 

A Community Care Coordinator: 
– Finds and engages at-risk individuals 
– Performs a comprehensive risk assessment 
– Confirms connection to care 
– Tracks and measures results 



Why do we need Community Based Care 
Coordination? 

      
    

   

      
   

       
    

   
   

     
   

      
     

    

    
    

  

    
   

 

MORE  
THAN   

 
⅓  can’t explain their medications of patients  

½ can’t state their diagnosis when leaving the hospital MORE  
THAN   

 

of patients  

LESS 
THAN   

 
½ saw a primary care physician within 2 weeks of 

leaving the hospital 
of patients  

IN 1 has an adverse event transitioning from 
hospital to home 

patients  5 
Robert Wood Johnson Foundation Study 



It’s a well known problem 
Percentage of physicians identifying problems  
coordinating care with different providers and 
entities 



Pathways as a Proven Solution 

Evidenced Based Practice  
New England  Journal of Medicine 



Pathfinder Community Hub 

https://www.youtube.com/watch?v=NijrNmQ5_rg&t=7s


a 

 
  

Pathways Community HUB 
 



What now?  

• Many people have seen presentations, had 
conversations, gone into depth on the 
materials. 

• So, where do we start? What steps do we take 
to engage the community and start the process 
of operationalizing a new HUB?  



Implementation in Phases  

• Based on my experience, we get this done in 
phases or co-occurring steps. 

• The following slides will show the different 
steps Pierce County ACH is currently 
engaging in.  

 



Identification of a Target Population  

• A HUB is not meant to serve all people. 

• So who should the HUB serve?  

• Considerations: 

- Where is there need? 
- Where is there energy?  
- Where are there some resources?  
- Medicaid Transformation?  



Community Engagement 

• With setting up a HUB under Medicaid 
Transformation, not a typical process 

• Easier and harder because of that 
- Easier: 

+ People want to be involved  
+ $$$ 

- Harder: 
+ Not quite the organic process it has been in other places 
+ Making sure you have the right engagement, which could 

include people/organizations who have not yet engaged in 
this process at all  

 



Identification of CCAs 

• First, you have to know the target population.  
 

• Second, some considerations include:  
- trusted by the target population  
- geographic spread 
- experience with care coordination 
- size  

 



Necessary Resources 

Opportunity for up-front investment in: 
• Technology platform  
• Workforce development 

 



Specific Considerations 

• Equitable approach 
 

• Overlap and consideration of interaction with 
the Project Toolkit  
 

• Health Systems Transformation  



Housing 
 
 
 
  

Financial Assistance 

Healthy Lifestyle 
 

. 

Education 
 
 

Medical Home 

Smoking Cessation 

ACH Project: Pathfinder Community Hub 

http://www.betterhealthtogether.org/bold-solutions-content/meet-kathy


Ferry County Jail Transition Pilot 
Long Term Outcomes by December 2018: 
(Ferry County Pilot) 
 
Recidivism 
• Reduction in recidivism in Ferry County Jail by 20% by December 

2018 Ferry County recidivism rate is 62% (Ferry County data 2015) 
National statistics show that 43% of all inmates return to prison 
within three years of their release (Pew, 2011) Ferry County is 274% 
higher incarcerated than Washington State average (Vera.org, 2013)  

Cost 
• Reduction in cost of providing jail health services in Ferry County by 

20% by December 2018 Annual County Budget $2million / Annual 
Jail Budget $800,000 / Annual Jail Health Services $45,000 (Ferry 
County data 2015)  

ED Diversion 
• Reduction of emergency department utilization for ambulatory 

sensitive conditions in target population in Ferry County from 20% 
to 16% of all ED visits by December 2018 (both inmates and their 
families) National emergency department overuse is $38 billion in 
wasteful health care spending; 56% or roughly 67 million visits, are 
potentially avoidable. Significant Savings, average cost of an ED visit 
is $580 more than the cost of an office health care visit (National 
Quality Forum, 2016) 

Pathways: 
• Adult Education  
• Behavioral Health  
• Developmental Screening 
  Pathway  
• Education Pathway  
• Employment Pathway  
• Family Planning Pathway  
• Health Insurance Pathway  
• Housing Pathway  
• Immunization Referral Pathway  
• Medical Home Pathway  
• Medical Referral Pathway 
• Medication Management 
Pathway  
• Smoking Cessation Pathway  
• Social Service Referral Pathway  



Pathfinder Community Hub 

https://www.youtube.com/watch?v=4PBorC-8huU


Theory of Action  



Medicaid Transformation Tool Kit 

Rationale: Care coordination is essential for ensuring 
that children and adults with complex health service needs are 
connected to the evidence-based interventions and services that 
will improve their outcomes. Appropriately coordinated care is 
especially important for high-risk populations, such as those 
living with chronic conditions, those impacted by the social 
determinants of health such as unstable housing and/or food 
insecurity, the aging community, and those dependent on 
institutionalized settings.  

 
 

 
 

DOMAIN 2- Community Based Care Coordination OPTIONAL 

System wide Metrics: • Inpatient 
Utilization per 1,000 Medicaid 
Member Months Outpatient 
Emergency Department • Visits per 
1000 Member Months • Plan 
All‐Cause Readmission Rate (30 Days) 
• Percent Homeless (Narrow 
Definition) • Percent Employed 
(Medicaid) • Home and 
Community‐Based Long Term 
Services and Supports Use • Mental 
Health Treatment Penetration (Broad 
Version) • Substance Use Disorder 
Treatment Penetration 
Project‐Level Metrics: To be 
determined based on approval of 
region‐specific target populations and 
selected interventions. 

Approaches: 
• Utilize Pathways Model or other evidenced 

based community care coordination 
• Assess current community capacity based on 

workforce, technology, partners and financial 
sustainability aligned with Domain 1 plans 

• Develop HUB Implementation Plan 
 

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


Steering Toward Success:  
Achieving Value in Whole Person Care 

Early Lessons and Experience with the 
Pathways Model in Washington State 

Steering Toward Success:  
Achieving Value in Whole Person Care 

Shawn Davis 
Ferry County Jail 



Q & A 

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