
 

100 SW Market Street, Portland, OR 97201 │www.CambiaHealthFoundation.org 
 

 

 

Healthy People, Healthy Communities 
2019 Whole Person Care Request for Proposals  
 

 

 

We hope these resources serve as informative examples of whole person care strategies and 
approaches.   

1. White paper on whole person care 

https://www.partnersbhm.org/wp-content/uploads/2017/07/WPIC_White_Paper_revise_7.19.2017.pdf 

2. Regional approach profile  

http://caph.org/wp-content/uploads/2018/07/small-county-collaboration-wpc-pilot-7.12.2018.pdf 

3. Collaboration and data in a whole person care approach  

http://dashconnect.org/wp-content/uploads/2017/09/DASH-care-coordination-brief.pdf 

These are three examples that helped to further inform our knowledge and understanding of 
whole person care.  There are many other examples of how this approach is being realized in 
communities.   

 

https://www.partnersbhm.org/wp-content/uploads/2017/07/WPIC_White_Paper_revise_7.19.2017.pdf
https://www.partnersbhm.org/wp-content/uploads/2017/07/WPIC_White_Paper_revise_7.19.2017.pdf
http://caph.org/wp-content/uploads/2018/07/small-county-collaboration-wpc-pilot-7.12.2018.pdf
http://caph.org/wp-content/uploads/2018/07/small-county-collaboration-wpc-pilot-7.12.2018.pdf
http://dashconnect.org/wp-content/uploads/2017/09/DASH-care-coordination-brief.pdf
http://dashconnect.org/wp-content/uploads/2017/09/DASH-care-coordination-brief.pdf
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The Whole Person Integrated Care Model: 
Advancing the Quadruple Aim and Community Wellness
Summary of the Problem
Health costs, barriers to access, obstacles to incorporating evidence-based practices, and low consumer and provider 
satisfaction have all been cited as issues for poor health outcomes and low quality of life.  More specifically, barriers 
that impede health care and affect positive behavioral and medical health outcomes include:

1. Low penetration rates, especially for behavioral 
health care wherein one in five U.S. adults have a 
mental illness and one in twenty-five has a serious 
mental illness.  This high prevalence is coupled with 
inadequate access to care, insurance discrimination, 
and medical comorbidities that confound treatment 
systems, individuals, and providers alike. 

2. Over-utilization of high cost services, especially 
for persons with serious behavioral health issues 
and complex medical conditions, resulting in 
crisis contacts and emergency department visits 
that are inappropriate to the service need.  This is 
exacerbated by the lack of health care coverage, poor 
health education (how to access, what to do), and 
the compounding factor of scarcity of community 
resources and supports.

3. A focus on a limited definition of health that 
excludes either physical or behavioral health, while 
emphasizing diagnosis and symptom reduction 
absent a holistic focus on wellness.

4. A fragmented service system operating in siloes 
without a common agenda or voice.

5. Difficult or non-existent data sharing capacity to 
manage and track outcomes across providers or to 
aggregate or evaluate performance.

6. Poor integration of behavioral health and the 
primary care of medical conditions frequently 
resulting in co-location only, limited referral 
options, and rarely true integration.  When 
they are combined, social, organizational and 
community health and wellness are often 
excluded.  The resulting focus on crisis results 
in a reactive versus proactive system.

7. Failure to incorporate social determinants of 
health (SDOH) as part of a comprehensive model, 
considering that sixty percent of health impact 
results from behavioral, environmental and social 
conditions.

8. Disproportionate focus on intervention with limited 
attention to prevention and promotion, in essence 
supporting the ballooning of health costs by not 
attempting to limit and reduce the number of 
individuals in need of intervention and potentially 
high cost services.

9. Individuals are often provided prescriptions and 
interventions with limited health education and 
implementation support. Lack of follow-through on 
provider recommendations is a key contributor to 
negative health outcomes.

 A lack of defined outcomes to evaluate clinical and 
program impact can result in wasted resources or 
insufficient emphasis on critical and successful 
outcomes.

1 in 5
U.S. adults have a  

mental illness

1 in 25
U.S. adults have a  

serious mental illness

High prevalence of mental illness coupled with inadequate access to care 
and insurance discrimination create the current low penetration rates.

Source: Substance Use and Mental Health Services Administrative (SAMHSA)

10.
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In summary, the primary barriers for integrating 
behavioral and physical health is the inability of providers 
to adhere to a common agenda, share data, and organize 
their efforts for maximum impact on the individual, 
family, and community. A great deal of what contributes 
to the burden of disease and low quality of life remains 
unaddressed.  

An Integrated Systemic Solution
The Whole Person Integrated Care (WPIC) 

comprehensive model addresses health and wellness 
via a public health continuum from promotion to 
prevention and intervention.  This includes discrete 
models synthesized into WPIC at three tiers of integrated 
implementation, evaluation and ongoing support/
technical assistance.  The model is designed to address 
the ten barriers listed above in a collaborative and holistic 
manner, leveraging local efforts and resources.

A Public Health Approach with a key focus on 
SDOH is critical to WPIC. The WPIC model embraces 
promotion, prevention and intervention to lower overall 
disease burden, support access to community and 
resources, and for improved social networks through 
addressing SDOH.  Individuals often bring issues 
into treatment offices that behavioral and medical 
interventions are not equipped to address.  Addressing 
health/wellness holistically by including SDOH makes 
sense for an approach targeted to enhance and improve 
quality of life.  

Viewing mental health on a continuum ranging 
from optimal to minimal allows the use of a low- 

cost population based promotion framework with 
appropriate strategies that foster individual strengths 
including resilience.  The three tiers of the WPIC model 
incorporate strength- and trauma-based approaches 
while respecting culture, equity, social justice and 
personal dignity.  The emphasis on resilience also targets 
protective factors while being mindful of risk factors.  
The concept of wellness naturally emerges from viewing 
both risk factors, with the emphasis on symptoms 
and pathology, via attending to personal, familial, 
organizational and community protective factors.  
Genetic and environmental variables play a role in the 
development and manifestation of behavioral health 
disorders.  Because many environmental variables can 
be acted upon, there are opportunities for preventing 
behavioral health problems by implementing practices 
that are designed to reduce malleable risk factors and 
enhance malleable protective factors.

STRESSORS PROTECTIVE 
FACTORS

RESILIENCE MODEL

“I diagnosed abdominal pain when the real problem was hunger; I mislabeled  
the hopelessness of long-term unemployment as depression and the poverty that 

causes patients to miss pills or appointments as noncompliance. My medical training 
had not prepared me for this ambush of social circumstance. Real-life obstacles had 
an enormous impact on my patients’ lives, but because I had neither the skills nor the 

resources for treating them, I ignored the social context of disease altogether.”

Laura Gottlieb, MD
{{ {{

www.maggiedent.com
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The WPIC Comprehensive Model 
The WPIC model will address the barriers listed on 

page 2 using a three tier integrated model of service 
delivery, sustainable resource stewardship, and 
community development.  A comprehensive evaluation 
ensures tracking of individual and population health 
outcomes, fidelity to the model, and data-driven decision 
making in implementation of WPIC. Table 1 (below) 
summarizes each tier.

For Tier 1, the key feature is the University of 
Washington’s Advancing Integrated Mental Health 
Solutions (AIMS) Institute Collaborative Care Model 
(CCM).  The CCM is a researched and proven evidence-
based system for delivering physical and behavioral 
integrated care.  This model has been adopted as a 

key component of WPIC and adapted to include peer 
supports/navigators to strengthen continuity of care, 
and a priority on inclusion of community resources 
(e.g. time banks) to address SDOH.  These additions 
enhance the model while maintaining fidelity to the core 
components of the CCM.  The facilitating member of 
the CCM is the Care Manager that ensures psychiatric 
consultation, medical care via the primary care provider, 
other consultations as needed, linkage with the peer 
support to assist with integration and follow through with 
medication and behavioral prescriptions, and linkage to 
additional resources affecting quality of life.  Figure 1 on 
page five summarizes the Adapted Collaborative Care 
Model.

Table 1.  Summary of the WPIC Three Tier Comprehensive Model

Tier 1

Health Providers Moving to Best Practices with Customized Support
•	 Community health homes, Integrated Care Centers, primary care practices, medical homes,  

Federally-Qualified Health Centers
•	 Collaborative development of a shared agenda and targeted shared measurement  

that is outcome specific
•	 Implementation of the Adapted Collaborative Care Model
•	 Peer engagement, support and active care facilitation
•	 An individual/family owned resiliency-based Health Plan and Team
•	 A Public Health approach (promotion, prevention, intervention)
•	 Integration of the Quadruple Aim

Tier 2

A Community Forum/Learning Collaborative Linking to and Supporting Tier 1 Partners
•	 Development/support of a community health forum based on the Collective Impact Model
•	 Resource development and sustainability
•	 Feedback system and systematic vigilance to detect emergent issues and scale up successes
•	 Expanded shared agenda and support for shared measurement and collective activity
•	 Development of a learning based environment to support an outcome based approach
•	 A Public Health approach (promotion, prevention, intervention)
•	 Integration of the Quadruple Aim

Tier 3

The Larger Community, Time Banking and Focus on Social Determinants of Health
•	 Community integration development via the Collective Impact Model to increase social and organizational 

network density and flexibility (e.g. local government, businesses)
•	 Time Banks to directly address social determinants of health
•	 Evaluation system to link SDOH with Integrated Care Center, provider, and individual level outcomes
•	 A Public Health approach (promotion, prevention, intervention)
•	 Integration of the Quadruple Aim
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Figure 1. Adapted Collaborative Care Team Structure

Adapted from the University of Washington’s Advancing Integrated Mental Health Solutions (AIMS) Institute Collaborative Care Model (CCM).

The Collective Impact approach is premised on the 
belief that no single policy, government department, 
organization or program can tackle or solve the 
increasingly complex social problems we face as a society.  
The approach calls for multiple organizations or entities 
from different sectors to supplement their own agenda 

to include a common agenda, shared measurement and 
alignment of effort.  There are five conditions that drive 
collective impact (Table 2).   Implementation of the 
conditions is a priority in each tier of WPIC.  Process 
outcomes related to each principle have been developed.  
A sample outcome is included in Table 2 as well.

Collective Impact

Person  
Seeking  

Care

Primary Care
Provider

Care Management 
Team:

*Peer Navigator
Care Coordinator 

Nurse Case Manager

*WPIC NEW ROLE
Peer Engagement & Support

*WPIC NEW ROLE
Time Bank Enrollment CCM NEW ROLE

Psychiatric Consultant

CCM NEW ROLE
Behaviorist (LPC, LCSW,  

or LCAS) 

Community 
Specialty BH/PH 

Resources
(To address longer-

term, more specialized, 
and/or more intensive 
needs) *SDOH Related 
Resources, Including 
Time Bank (WPIC)

*Green italics denote functions adapted from 
the original Collaborative Care Model

Less Contact

More Contact

Legend

BH - Behavioral Health
CCM - Collaborative Care Model
PH - Physical Health
SDOH - Social Determinates of Health
WPIC – Whole Person Integrated Care Model
LCSW - Licensed Clinical Social Worker
LPC - Licensed Professional Counselor
LCAS - Licensed Clinical Addiction Specialist
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Table 2.  Collective Impact Principles for Design, Implementation and Evaluation

Backbone  
Support

An independent, funded staff dedicated to the initiative provides ongoing support by guiding the 
initiative’s vision and strategy, supporting aligned activities, establishing shared measurement 
practices, building public will, advancing policy, and mobilizing resources

Sample Outcome: 80% of participants endorse that the Backbone Organization (Partners Behavioral 
Health Management) has sufficiently guided the vision and strategy of WPIC

Common Agenda

All participants share a vision for change that includes a common understanding of the problem and a 
joint approach to solving the problem through agreed-upon actions

Sample Outcome: 80% of participants will agree that the development of a common agenda includes 
sufficient diversity in members from multiple sectors

Shared 
Measurement

All participating organizations agree on the ways success will be measured and reported, with a short 
list of common indicators identified and used for learning and improvement

Sample Outcome: 80% of participants agree that the shared measurement system is used to make 
decisions collaboratively

Continuous 
Communication

All players engage in frequent and structured open communication to build trust, assure mutual 
objectives, and create common motivation

Sample Outcome: 80% of participants agree that communication was sufficient to support their 
participation in WPIC

Mutually 
Reinforcing 
Activities

A diverse set of stakeholders, typically across sectors, coordinate a set of differentiated activities 
through a mutually reinforcing plan of action

Sample Outcome: 80% of participants agree coordination of activities to meet the common agenda 
are sufficient or have improved

The development of WPIC, its 
implementation and its evaluation 
have kept the Quadruple Aim (QA) 
(Figure 2) as a central organizing 
concept.  The QA has been essential for 
selecting components (e.g. the CCM) 
and for developing outcomes (next 
section).  Table 3 (page 6) summarizes 
the Quadruple Aim and why it is an 
essential part of WPIC. 

The Quadruple Aim Figure 2. Quadruple Aim (QA)

Source: Institute for Healthcare Improvement
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Table 3.  Summary of Quadruple Aim

The Quadruple Aim: Why it is important:

Improves the health of the population Increases penetration rates

Improves the experience and quality of care Increases overall quality of life

Reduces the per capita cost of health care A systems-based approach to maximize resources, detect and 
address high costs contributors, and detect and fill gaps

Increase provider satisfaction and retention Improves collaboration and shared agenda

A Time Bank (Figure 3) is a form of 
community currency that rewards informal 
volunteering by paying one “‘hour’” for each 
hour of commitment, which can at any time 
be “‘cashed in’” by requesting an “hour” of 
work in return from the system. Everyone’s 
time is worth the same and the time credits 
earned can have their value underpinned 
by local authorities or concerned businesses 
making goods available in return for them 
– reinforcing reciprocity and trust.  Time 
banks have been evaluated as successful 
in addressing social isolation, improving 
social integration, and reducing depression.  
Participants in time banks become more 
engaged with their communities, trend 
toward more stable housing and employment, 
and report higher quality of life.

Time Banks and Social Determinants of Health

HYPOTHETICAL FLOW OF A TIME BANK

Pagos Colorado Time Bank Image

An outcome evaluation has been designed for the 
WPIC implementation.  This includes a focus on 25 total 
outcomes that address Integrated Care Center, patient, 
provider and community outcomes.  These outcomes 
target key areas to assess efficacy, impact and cost 
efficiency while being consistent with the Quadruple Aim.  
These outcomes are in the process of being reviewed 

with Integrated Care Center leadership and finalized for 
verbiage and target percentages.  Most, if not all, of these 
outcomes will be included in the final evaluation with 
some potential additions pending Integrated Care Center 
input. Table 4 (pages 8 and 9) summarizes the outcomes 
in current form.

Hierarchy of Integrated Outcomes

Figure 3. Time Bank
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Table 4.  Summary of Outcomes and Measurement Across Four Outcome Levels
# Outcome Measurement/Method

Integrated Care Center Level Outcomes

1
WPIC will result in lower overall costs to providers and to persons 
served.  The degree of cost savings will be determined after initial data 
analysis

Partners data
Integrated Care Center data  

2 Rates of emergency department visits will decline by twenty-five 
percent compared to a similar time frame from a previous year

Partners data

3 Rates of hospitalizations will decline by fifteen percent compared to a 
similar time frame from a previous year

Partners data

4 Changes in penetration rate after establishment of WPIC will increase 
by five percent of the available population

Partners data

Individual Level Outcomes

5
Fifty percent of enrolled persons served will increase involvement 
in preventative care related to diabetes, breast cancer, arthritis, 
hypertension, weight, activity and tobacco use

CDC Healthy Days Measure
Integrated Care Center data (e.g. BMI)

6
Eighty percent of persons served will endorse that access to service 
(treatment initiation) have increased/improved for those that, at 
baseline, noted access to service issues

Evaluation team generated survey
Interviews
Case studies

7 Person served completion of services will improve by twenty percent 
compared to a similar time frame from a previous year

Evaluation team generated survey
Possible Integrated Care Center data

8
Eighty percent of persons served will report increased knowledge of the 
health related issues surrounding the recommended behavior change 
or course of treatment

Evaluation team generated survey
Interviews
Case studies

9 WPIC will improve the experience of care for 70 percent of persons 
served through a focus on wellness and planning for family health 

Evaluation team generated survey
Interviews

10 Eighty percent of persons served will increase knowledge regarding 
wellness as a lifestyle option

Evaluation team generated survey
Interviews

11
Sixty percent of persons served will report increased confidence 
regarding their participation in the recommended behavior change or 
course of treatment 

Evaluation team generated survey
Interviews
Case studies

12 Eighty percent of persons served will improve in clinical outcomes 
related to behavioral health indicators

Duke 8 2
PHQ-9

13
Eighty percent of persons served will improve in clinical outcomes 
related to medical health indicators

Integrated Care Center clinical data
Duke 8 3
PHQ9

2 - Pending approval by Duke Community and Family Medicine
3 - Pending approval by Duke Community and Family Medicine
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Table 4.  Summary of Outcomes and Measurement Across Four Outcome Levels
# Outcome Measurement/Method

14
Eighty percent of persons served will endorse improved quality of life Healthy Days Measure

Interviews
Case studies

15
Sixty percent of persons served with a substance use issue will improve 
the condition as evidenced by reduced or eliminated use, reduced 
cravings, reduced drug seeking behavior, recovery engagement

Gaston Complete Health substance use 
questions approved for use

16 Seventy percent of persons served will endorse improved social 
networks with a decrease in social isolation

Evaluation team generated survey
Interviews

17 Eighty-five percent of persons served will endorse the experience with 
Peer Navigators as satisfying or highly satisfying

Evaluation team generated survey
Interviews

18
At least ninety percent of persons served will indicate satisfaction with 
involvement with WPIC

TBD satisfaction survey, e.g., Global 
questions from US CAHPS or How’s Your 
Health surveys

Provider Level Outcomes

19
At least eighty percent of practitioners will indicate satisfaction with the 
WPIC service delivery model

Evaluation team generated survey
Interviews

20
Eighty percent of practitioners will endorse that involvement with WPIC 
has improved quality of the work environment specifically related to 
reducing job fatigue (a.k.a. burnout)

Evaluation team generated survey
Interviews

21
Ninety percent of Peer Navigators will endorse satisfaction with the 
WPIC model and their employment as Navigators

Evaluation team generated survey
Interviews

22
Eighty percent of practitioners will endorse improved clinical outcomes 
for persons served based on involvement with WPIC

Evaluation team generated survey
Interviews

23
Seventy percent of practitioners and managers will be able to name 
at least two WPIC innovations, foci, or activities that have improved/
energized practitioners and/or communities

Evaluation team generated survey
Interviews

Community Level Outcomes

24

Evaluation data and Time Bank data will endorse improvements on 
TBD indicators of SDOH for fifty percent of the population served in 
WPIC and Time Banks (other than social support and health care 
access addressed in other outcomes)

Project specific online survey
Time Bank data
Duke 8 Population Health Survey

25
Time Bank data will endorse improvement in community participation 
from baseline for seventy percent of Time Bank WPIC members

Project specific online survey
Time Bank data
Duke 8 Population Health Survey
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The pivot toward achievement of the Quadruple Aim requires us to re-envision the components and processes 
of health delivery. Intentional integration of research in neuroscience, social epidemiology, public health, and the 
behavioral sciences create new opportunities to advance Whole Person and Value Based Care. The three tiers of 
the WPIC model leverage these advances to harness the best in scientifically-supported best practices, results-
based collaboration to promote wellness for all, and a wide-lensed perspective that embraces innovation to foster 
community health.

The health care reforms that guide the WPIC model are not entirely unfamiliar. However, there is a trio of needs 
related to each person seeking care that we must authentically address in order to reach them: relevancy, trust, and 
hope. Grounded in lived experience, the Whole Person Integrated Care model envisions a service delivery structure 
that begins with entrance through the medical or health home. Like in our own homes, we are welcomed to our 
health visit by someone who has had similar life experiences to our own–a peer. Over time, we come to know that 
this person will hear us and not judge, and will explain things to us that we may be embarrassed to ask about, such 
as complex forms and how the health care system really works.  The peer is part of a health and wellness team that 
includes our physician, a behavioral health specialist, and an individual who concentrates on helping us coordinate 
our care among those who provide it. We too are a member of the team; we learn how to address daily living issues 
that can interfere with our health and hope such as food insecurity, lack of transportation, unemployment, unreliable 
child care, isolation, and fear based in underlying trauma. 

When we go for our “doctor appointment”, we no longer see it as one more stressor, but as a place where we are 
welcomed and have a voice, where people make it a priority to understand and respect our strengths as well as our 
needs, a place that we trust to be a partner in our search for wellness with care and support that is truly relevant to 
our everyday lives. No longer wrestling with health challenges alone, we find the hope to take on new opportunities 
to manage our health and improve our well-being, and that of our community. We now know what it is like to have a 
health home.

Martha Kaufman, WPIC Founder

Closing Comments

Whole Person Integrated Care 
Martha Kaufman
Director of Integrated Care
Partners Behavioral Health Management
mkaufman@partnersbhm.org
Phone: 980-251-0238

Jennifer Greene
Integrated Care Project Manager
Partners Behavioral Health Management
jgreene@partnersbhm.org
Phone: 828-323-8086

Whole Person Care Evaluation 
Dr. Gary Walby, Owner/Director
Complex Systems Innovations, LLC 
3609 Montclair Dr., 
New Port Richey, Florida, 34655
gwalby@comsysinn.com
Phone: 727-376-4937



Learn more at caph.org/wpc

Background  

Whole Person Care (WPC) is a pilot program within  
Medi-Cal 2020, California’s Section 1115 Medicaid Waiver. WPC 
is designed to improve the health of high-risk, high-utilizing 
patients through the coordinated delivery of physical health, 
behavioral health, housing support, food stability, and other 
critical community services. 

Who does the program serve? 

Broadly, our teams serve individuals with complex health 
needs that use emergency and hospital care services  
routinely. Homeless individuals and individuals with mental 
health and/or substance use disorders are prioritized. 
 

What health care and social service  
organizations are participating?

There are 30 partners across three counties that  
comprise the Collaborative. Key partners include: 

•    Anthem Health Plan 

•    California Health and Wellness

•    John C. Fremont Healthcare District

•    Alliance for Community Transformations

•    Seneca Healthcare District

•    Plumas District Hospital

•    Eastern Plumas Healthcare

•    Plumas Rural Services

•    Hazel Hawkins Hospital

•    San Benito Health Foundation

What services are included? 

Comprehensive care coordination is provided for eligible 
individuals. Using the recovery model, care coordinators will 
conduct a strength assessment of the life domains of the 
participant. A care plan is developed that reflects the specif-
ic needs of the participant including health, mental health, 
substance abuse and housing needs. This approach includes 
assembling a care team of individuals related to the partici-
pant’s care plan goals with the joint purpose of working with 

the participant to improve health, recovery  
and life outcomes. Through intense care coordination,  
the participant can more easily access services such as  
housing supports, respite care, sobering, behavioral health 
and primary care. An incentive and pay for outcomes  
structure was created to encourage hospital participation 
as well as a shared ownership of the work to improve health 
outcomes. 

How are participants enrolled? 

Community partners, county agency partners and county lead 
agency staff perform outreach and engagement to  
the targeted population. An existing referral structure was 
leveraged to create a pipeline between social service and 
health entities to WPC. An incentive structure was created 
to compensate organizations and agencies for their work to 
identify and refer potential participants. Participants must 
meet a number of requirements to be eligible for WPC. 

Lead Entity: San Benito County Health and Human 
Services Agency for the California Small County 
Collaborative (CSCC), which includes San Benito County 
(Health and Human Services), Mariposa County (Human 
Services - Behavioral Health) and Plumas County 
(Behavioral Health) 

Estimated Total Population: 427 individuals, which 
is 1.4% of the Medi-Cal population across three rural 
counties  

Budget: $1 million in annual federal funds, matched by 
an equal amount of local funding

WHOLE PERSON CARE Small County Collaborative



WHOLE PERSON CARE Small County Collaborative

Learn more at caph.org/wpc

“ In a rural county, it has been challenging in the past to meet client needs. However, the Whole 
Person Care project has helped each community partner really take a look at how we can work 
as a collaborative team to ensure a client’s individual needs are met.” 

—  Tori Brown, Senior Case Manager CATC 
Plumas County

How is data being shared?

The California Small County Collaborative (CSCC) evaluated 
and chose a software vendor to create an e-client manage-
ment system. This system enables the County Lead Agencies 
to:
•   Aggregate, integrate and follow target participant data and 

utilization across systems and time. In phase II of system 
implementation, we are hoping to automate data integra-
tion such through Application Programming  
Interface (API), from a variety of systems including  
Medi-Cal Managed Care Plans, hospitals, County  
Behavioral Health, and community-based providers 

•   Capture diagnostic information to identify multiple  
conditions 

•   Capture non-health care information, including  
homelessness and justice system interaction 

•   Provide a mechanism for managing Comprehensive Care 
Coordination Plan and coordinating and documenting  
services provided to WPC participants 

•   Provide participant-level and population-level data  
reporting to monitor participant and population progress 
and support quality improvement efforts 

This system also provides permission level access to our  
partners for charting progress and reviewing pertinent data. 
This is a crucial feature structured to help us obtain real-time 
participant information. This will enable the Care Team to 
offer the highest quality care to our participants to help them 
achieve their wellness goals.



Coordinated Whole-Person 
Care that Addresses Social 

Determinants of Health
DASH Communities Generate Lessons Learned about 

the Required Data Infrastructure and Systems



Introduction
 To achieve better health outcomes at a 
lower cost, clinical and social service providers 
increasingly need access to information reflecting 
the social determinants of health—such as 
employment, housing, and education—as they have 
a profound impact on health. 

 In 2015, the Robert Wood Johnson 
Foundation (RWJF) launched Data Across Sectors 
for Health (DASH), an initiative to align health care, 
public health, and other sectors to systematically 
compile, share, and use data for understanding 
factors that influence health and developing more 
effective interventions and policies. DASH awarded 
ten $200,000 grants to communities across 
the country to use data-informed approaches to 
address a range of population health and care 
coordination challenges.

 At the same time, DASH conducted an 
environmental scan that illuminated a number 
of hurdles to building community health data 
infrastructure for sharing data across sectors. 
Once communities get past initial hurdles related 
to speaking a common language, building trust, 
developing a collective vision, and signing legal 
agreements, they have to overcome another set 
of technical challenges related to lack of data 
standardization, the need for revised processes and 
workflows, and/or new software and systems. As 
they address technology and human capacity, multi-
sector collaborations grapple with questions like:

Who needs data? What data? When? And 
how can it be delivered to support work 
processes across sectors? 

 Just as members of a healthcare team 
function best with access to shared care plans 
and common medication lists, a multi-sector 
care team can be in alignment when data are 
shared appropriately, and with individual consent, 
across sectors. Thus, some DASH grantees have 
implemented data infrastructure to support such 
coordination, including the development of shared 
plan of care/services documents, alerts and 
notifications sent across systems, and analytics that 
draw on multiple types of data to predict risk and 
identify people in need of more intensive services.

 Each person on a care team needs role-
based access to relevant individual-level data that 
is seamlessly incorporated into their work process 
in a way that enables them to take the appropriate 
actions in response to each specific situation. This 
issue, familiar to those in health care informatics, 
becomes even more complex and challenging to 
manage across sectors. Individuals and people in 
their support network, including physicians, care 
coordinators, family members, social workers, 
emergency responders, social services providers, 
educators, and behavioral health specialists, need 
the right amount of information delivered at the 
right time in an accessible way.

 Additionally, communities across the 
country have access to different levels and types 
of infrastructure on which to build. While adoption 
of electronic medical records is widespread, the 
same cannot be said for data systems within 
social services agencies or participation in health 
information exchanges (HIE). 

DATA ACROSS SECTORS FOR HEALTH  =  WWW.DASHCONNECT.ORG  =  1

http://dashconnect.org/2016/01/29/dash-awards-ten-communities-to-improve-health-through-multi-sector-data-sharing/
http://dashconnect.org/2016/01/29/dash-awards-ten-communities-to-improve-health-through-multi-sector-data-sharing/


 While there are many ways communities can 
integrate data to improve health, this brief focuses 
on five DASH-funded projects that are developing 
the data infrastructure to support models of 
coordinated care across medical and community 
services. These include: Altair Accountable 
Care Organization (AC0) in Minneapolis, MN; 
HealthInfoNet in Portland, ME; the Center for 
Health Care Services (CHCS) in San Antonio, TX; 
the Parkland Center for Clinical Innovation (PCCI) 
in Dallas, TX; and the White Earth Nation in North-
Central Minnesota.

 The desired outcome of these models 
involves system-level changes such that services 
provided within health care and other settings 
are oriented around the whole person, and not 
exclusively on their healthcare needs. These 
models of care require collaboration not just across 
organizations, but across sectors.

 For example, grantees tested the ideas that 
food pantries can better serve clients by providing 
nutritionally appropriate options for those with 

chronic disease; emergency responders can act 
more effectively if notified of individuals who may 
be experiencing a mental health crisis; and long-
term care providers can modify their interactions 
with a person with an intellectual or developmental 
disability who has experienced a serious life event—
be it medical or otherwise.

 The DASH National Program Office has been 
eagerly following this first cohort of grantees to 
document their lessons learned as they address 
such challenges. This brief summarizes approaches 
and lessons learned from five DASH grantees 
— all of whom have unique target populations, 
goals, partners, and resources, yet collectively 
are generating lessons learned with respect to 
multi-sector data sharing specifically for care 
coordination. 

 The table on the following page provides 
a snapshot of the DASH projects featured in 
this brief and provides an overview of their use 
cases, technology, data sources by sector, and 
contributions to the field.
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Altair ACO HealthInfoNet CHCS PCCI White Earth
Patient population Adults with 

intellectual or 
developmental 

disabilities

General safety-
net

Adults with 
severe mental 

illness or 
substance use 

disorders

Adults with high 
blood pressure 
and/or diabetes

Residents of 
White Earth 

Nation

Target condition/
services

Long-term 
care services/ 

supports

Hospital 
readmission/

high ED 
utilization

High ED 
utilization

Food insecurity 
and chronic 

disease

Global 
community 

services

Shared data user Multi-sector care 
team

ACO (hospital/
primary care) 

care managers

Behavioral 
health care 
managers

Food bank care 
managers, 

primary care 
providers

Tribal agencies, 
education, 

and child care 
program

Use Cases
Alerts/notifications P P P P
Shared plan P P P P
Continuity of care P P
Risk analytics Coming P

Technology
State/community HIE P P P
Provider portal P P P P P
Patient portal P
Shared data system P
Data warehouse Coming P

Data Source by Sector
Medical P P P P
Behavioral P P P P

Claims P P
Housing P via FQHC
Nutrition P P
Transportation P via claims

Education via census, CAP P
Other community 
services

P P

Law enforcement In formation

Contributions to the Field
• Altair ACO: Defining the multi-sector care team in an accountable care organization; Operationalizing targeted 

notification of life events; Behavioral health screening and referrals.
• HealthInfoNet: Structured social determinants of health data availability; Incorporating social determinants of 

health in risk analytics.
• CHCS: Developing and using an internal data warehouse to process alerts that are targeted and actionable.
• PCCI:  Developing and implementing a “No Wrong Door”, closed-loop, data-supported, community framework and 

workflows for cross-sector care coordination to address health and social needs. 
• WECARE: Defining a process and model for universal multi-sector assessment across a tribe/reservation.
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 Altair Accountable Care Organization 
(ACO), the first social service-led ACO in 
Minnesota, serves approximately 7,000 adults 
with disabilities in the Twin Cities of Minneapolis 
and St. Paul. The ACO was formed to create 
a system that coordinates, evaluates, and 
plans financing for a wide range of services 
that impact health and quality of life. This 
particular ACO consists of representatives 
from behavioral health specialists, disability 
service providers (housing and employment), 
one primary care provider and two local public 
health departments. One of the core aims 
of the collaborative, which was supported by 
funding from DASH, was to develop an e-Health 
infrastructure that fully integrates primary care 
and behavioral health. Their primary partner for 
achieving this goal is a local Health Information 
Exchange (HIE), Simply Connect. HIEs allow 
healthcare providers and patients to access and 
securely share health information electronically.

 One out of every three people with 
an intellectual or developmental disability 
served by Altair may also have a behavioral 
health issue. In addition, this population often 
requires long-term supportive services to avoid 
crisis situations and improve their quality of 
life. For example, loss of employment, health 
complications, injury or other significant life 

changes may compromise this population’s 
independence and ability to actively participate 
in their communities.

 Utilizing a partnership of multi-sector 
providers, Altair ACO’s data infrastructure 
is built to assist adults with intellectual or 
developmental disabilities in meeting their 
life goals, which include stable health, safe 
and secure housing, and employment. 
Simultaneously, they work to address and/or 
prevent crises that could lead to setbacks that 
would be costly for the community as well as 
the individual. Simply Connect created a data 
sharing platform to measure and track patients’ 
health events.

Altair Accountable Care Organization (ACO)

More information available at dashconnect.org/AltairACO

Simply Connect HIE
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Simply Connect HIE staff collected answers to 
the following questions for their clients: 

1. Who is part of the individual’s multi-sector 
support team? 

2. What types of events could affect the 
individual’s ability to remain in the setting of 
their choice over the long-term? 

3. Which members of the care team should be 
alerted to those events? 

4. How should the receiver be guided to act on 
the events?

 For Altair, answering these questions 
began with the preferences of the individual 
involved, which is an approach that guides 
their care model. Individual clients worked 
with their care managers and guardians to 
identify specific care team members and 
determine their roles and data access levels 
within the HIE. First, partners collaborated 
to clearly define care team roles for case 
managers, family members and close friends, 
residential and employment supports, 
behavioral health and primary care providers, 
and others identified by the individual. Similarly, 
the partners defined a typology of the most 

significant events to prioritize for triggering 
an alert to the care team including serious 
injury, illness, medication errors, screening for 
behavioral health risks, loss of family caregiver, 
and others. Each event notification or “alert” 
comes with guidance on how the care team 
member might consider responding—ranging 
from “urgent follow-up required,” “referral for 
services needed,” to “for information only.”

 Altair ACO is automating multi-sector 
data sharing and a collaborative planning 
system designed to meet both the personal 
preferences of the individuals served as well as 
those of care team members approved during 
the collaborative planning process. As each 
new organization connects to the platform, 
lessons learned about workflows unique to 
different social support services inform the 
next iteration of the training tools/materials for 
end users. The incorporation of a behavioral 
health assessment that identifies risk and 
enables more timely notifications has allowed 
Altair to start documenting the success of their 
vision, maximizing individual independence 
and minimizing systemic and cost barriers to 
effective social supports.

Analytics: Events Dashboard

DATA ACROSS SECTORS FOR HEALTH  =  WWW.DASHCONNECT.ORG  =  5



 HealthInfoNet, a non-profit designated 
by the State of Maine to operate the statewide 
HIE, links medical information from separate 
health care sites to create a single electronic 
patient health record, accessible by a patient’s 
authorized health care providers. With funding 
from DASH, HealthInfoNet worked with a team 
of seven federally qualified health centers, three 
critical access hospitals and two community 
action agencies to add data about social 
needs and services so that care managers can 
address social determinants of health often 
faced by Maine residents, especially those living 
in isolated rural areas. 

 Health care providers in these areas 
recognize that they cannot meet their patients’ 
medical needs without first addressing their 
broader social needs, including stable and safe 
housing, access to medical transportation, and 
early childhood services. Community action 
agencies were specifically recruited as new 
partners for this effort, as they are nonprofit 
organizations dedicated to reducing poverty by 
assisting low-income individuals in accessing 
new opportunities and services to help them 
achieve economic self-sufficiency. 

 Data about these determinants of health 
will be used for two main purposes:

1. To create a continuity of care document 
available through the HIE provider portal 
that integrates healthcare and social 
services data to help providers better 
understand the needs of patients.

2. To develop predictive risk analytics to 
identify the most complex, high-need 
patients and help providers intervene 
appropriately.

 HealthInfoNet’s approach to obtaining 
multi-sector data contrasts from that of Altair 
ACO’s in that it focuses on identifying sources 
of existing data already being collected for 
other purposes. For example, human service 
and housing agencies are mandated by state 
and federal agencies to collect specified 
demographic data on the populations served, 
program enrollment, and services provided.

 With many datasets under consideration, 
HealthInfoNet convened partners and data 
owners to determine the most useful data 
sets for priority integration within the HIE 
platform. This social services data is linked to 
individual health care data through the HIE’s 
master person index, a tool that helps maintain 
consistent, accurate person data across various 
organizations, and creates a unified record on 
the provider portal.

HealthInfoNet

More information available at dashconnect.org/HealthInfoNet
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They identified the following sources which have 
sufficient data quality and utility:

1. Existing social determinant of health data 
collected by the electronic health records 
of participating federally qualified health 
centers, which are required to report a 
‘uniform data set’ on their population 
served to Health Resources & Services 
Administration (HRSA) as a requirement 
for their federal funding to provide 
comprehensive primary care regardless of 
ability to pay. Participating health centers 
are updating their existing electronic health 
record HIE template to ensure discreet data 
fields such as “housing status” are captured 
in the HIE database. The next phase of 
this work will focus on modifying federally 
qualified health centers’ workflows to assign 
new procedural codes to social risks that the 
health centers agreed were a high priority 
including food insecurity, housing insecurity, 
and transportation.

2. Medicaid claims data feeds. HealthInfoNet 
worked with their state Medicaid agency 
and community action agency partners to 
analyze claims data for non-emergency 
transportation services for inclusion in the 
HIE provider portal. HealthInfoNet already 
receives regular Medicaid claims data and 
is now able to include use of such services 
on the patient’s “Community Services” page 
available through the provider portal.

3. Structured data available from community 
action agencies. Community action agencies 
collect a wealth of information about the 
social services they provide and the clients 

enrolled in their programs. These partners 
agreed to start by focusing on Head Start 
data that would allow them to leverage 
the uniform data set, collected by early 
childhood providers. Every child that enrolls 
in Head Start undergoes an assessment 
process where data is collected on housing, 
parent education/income, and other social 
determinants of health. Over the course 
of multiple in-person meetings and phone 
conversations, care managers provided 
input that enabled HealthInfoNet and the 
community action agency to understand the 
clinical value of Head Start data for at-risk 
pediatric populations.

 Having identified and incorporated these 
new data into their platform, HealthInfoNet 
anticipates that their innovative predictive 
analytics model will become more accurate 
at predicting patients with high risk for poor 
and costly health outcomes, and thereby, 
more useful to care managers who can target 
their services to those in greatest need. After 
adding Medicaid claims data, HealthInfoNet 
experienced an improvement in the risk model 
sensitivity and are excited to see if the social 
determinant data integrated through DASH 
provides a similar improvement in the model. 

 HealthInfoNet hopes to continue to 
convene community service providers and state 
government to achieve improvements to the 
quality and accessibility of community services 
data, including homelessness management 
information systems (HMIS) data. They are 
advocating for a state-level investment in 
software that would extract and link information 
on community services across programs.

Individual Patient Risk Summary
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Center for Health Care Services (CHCS)
More information available at dashconnect.org/CHCS

 The Center for Health Care Services 
(CHCS), the mental health authority in Bexar 
County, Texas, is leading efforts to create a 
connected information system where physical 
and behavioral health care data enables 
stakeholders in critical sectors—including 
hospitals, law enforcement, and homelessness 
services providers—to better serve clients. 

 The local HIE, Healthcare Access San 
Antonio (HASA), notifies CHCS case managers 
of client hospital and ER admissions and then 
case managers can locate clients in those 
hospitals and ERs. This allows case managers 
to improve their ability to reach disengaged 
clients and assist hospitals in discharge 
planning. Once a client is engaged in CHCS 
services, the case managers use the HIE to 
identify client hospitalization and crisis history 
to accurately assess the level of care needed. 
The client’s authorized level of care determines 
which services the client can receive, how many 
hours per month the client should be served, 
and the reimbursement rate CHCS will receive. 

 CHCS has worked with its partners 
to build technology and adjust workflow that 
supports two primary use cases:

1. Alerts sent to CHCS care managers 
when their clients arrive at emergency 
departments, allowing CHCS to intervene 

earlier and prevent inappropriate 
hospitalization or incarceration, and ensure 
more stable follow-up.

2. Community treatment plans available on 
demand from HASA which list individual 
patients’ medication lists and medical 
history. CHCS behavioral health provider 
names and contact information is also 
included so that community partners such 
as homeless shelters and law enforcement 
(with appropriate permissions) are aware of 
the clients’ existing behavioral health and 
social service providers.

 Delivering alerts in a way that is 
seamlessly incorporated into the provider’s 
workflow is a common challenge for HIEs and 
their participating providers, even when not 
delivering data across sectors. As a part of 
this work, CHCS automated the manual data 
entry or list management that is often required 
of their case managers, saving them time to 
attend to clients.

DATA ACROSS SECTORS FOR HEALTH  =  WWW.DASHCONNECT.ORG  =  8



 On a daily basis, the CHCS data 
warehouse extracts information on hospital 
admissions from the HIE. Programmed 
algorithms within CHCS’ data center match 
the HIE data to internal records, determine the 
appropriate case manager, and send an alert as 
an internal, secure email. Healthcare providers 
participating in the HIE must still search 
for specific patients on the HIE’s portal to 
determine whether they are served by CHCS, but 
efforts are ongoing to integrate with the various 
electronic health record systems at participating 
hospitals and clinics.

 Additional work is underway with a 
long-standing multi-sector organization, the 
Community Medical Directors Roundtable, 
located in San Antonio, Texas. This collaborative 

brings together hospitals, emergency medical 
services, public safety, law enforcement, 
homeless services, and behavioral health 
providers to develop a community treatment 
plan that would be accessible on the HIE and 
display a whole-person record of services and 
supports to authorized entities. 

 Currently, the community treatment 
plan is a static PDF document that originates 
from CHCS and is accessible through the HIE 
portal, providing authorized users access to 
information on the mental health status of 
individuals. Work is ongoing to understand 
and incorporate appropriate data from law 
enforcement, and determine how best to 
provide emergency responders the right 
information at the right time.

Community Treatment Plan
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Parkland Center for Clinical Innovation (PCCI)
More information available at dashconnect.org/PCCI

 The Parkland Center for Clinical 
Innovation (PCCI), an independent, not-for-
profit healthcare intelligence organization in 
Dallas, Texas, is bringing together a network 
of healthcare providers who are aligned 
around the goal of improving multi-sector 
care coordination with community-based 
organizations seeking to better serve their 
clients. As a part of their DASH project, PCCI 
is using a cloud-based care coordination 
platform created in house called Pieces Iris™ 
and examining whether sharing information 
between health care organizations and food 
pantries will improve health outcomes of people 
with nutrition-sensitive chronic conditions like 
diabetes and hypertension while reducing costs.

 By installing the data system at the 
hospital and at three North Texas Food Bank 
partner agencies, food pantry staff are able to 
access information from the medical records 
of clients seen by providers at Parkland Health 
& Hospital System, which will help them make 
food recommendations tailored to clients’ 
needs. Food pantry staff are encouraged to 
remind clients of upcoming appointments at 
the hospital and to identify potential barriers 
to accessing care such as transportation. 
Bi-directional data flow is still being piloted, 
but enthusiasm is such that the hospital is 
already identifying other conditions where 
community agencies can be enlisted to address 

other determinants of health such as adequate 
housing for patients in wound care. Food 
bank clients are appreciative of the additional 
connection with the clinical provider. Although 
the health system originally led the effort to 
identify and recruit patients to participate in 
the program, a workflow issue emerged that 
changed the approach and scope of the work. 
On the health system side, social workers 
found that providers were more focused on 
treating patients’ clinical needs and were not 
responsive to food insecurity screenings. Thus, 
PCCI staff decided to instead recruit willing 
participants into the study from the food pantries 
where individuals were more comfortable and 
accustomed to discussing a range of social and 
emotional needs with clients.

 This change in approach has also created 
a new mechanism for community partners to 
educate their clients about health care services 
that they might not otherwise have known were 
available to them. For example, free and reduced-
cost services are available from Parkland 
Health & Hospital System, but some food pantry 
clients were not aware of this service until they 
were introduced to the intervention. Additional 
outcomes include the development of workflow 
training for partner agency volunteers to remind 
patients of upcoming clinical appointments and 
training customized for community agencies on 
HIPAA rules and regulations.
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White Earth Nation
More information available at dashconnect.org/WECARE

 The White Earth Nation, a reservation in 
rural northwest Minnesota with a population of 
9,000 members, prioritizes holistic approaches 
to addressing health and wellbeing for the tribal 
community. The reservation includes three 
counties, one of which is among the poorest in 
the state, that face disparities like high rates of 
diabetes and substance abuse. 

 Through DASH, White Earth Nation is 
expanding the implementation of the WECARE 
(White Earth Coordination, Assessment, 
Resource, and Education) assessment to 
primary care, early childhood, and human 
services organizations across the White Earth 
Nation. The WECARE assessment acts as 
the universal assessment tool for integrated 
agencies and includes several questions on 
four priorities that constitute the health and 
wellbeing of the individual: mental, emotional, 
physical, and spiritual. 

 The WECARE approach was founded 
on their “no wrong door” philosophy in which 
residents living in White Earth can enter any 
program and get connected to a wide range 
of community services to address their health 
and social needs. The use of WECARE across 
the reservation will help White Earth Nation 
continue building on their two-generational work 
as well as own, collect, and interpret tribal data 
to help better serve the population.

 The White Earth Development Team 
is comprised of 15 tribal agencies and 
spearheaded by White Earth Public Health 
Services. In addition to the tribal agencies using 
WECARE, they are working to have the tribal 
K-12 school, the sole tribal college, a child care 
program, and the Indian Health Services clinic 
use and conduct the assessment. When a client 
takes the assessment annually, it flags the 
needs they express and sends a notice to the 
respected agencies for follow-up.

 Representatives from all the services 
flagged as needs meet with the client to 
develop a shared care plan and goals among 
all organizations. In three months, 82 WECARE 
assessments have been completed and 104 
referrals were made to other agencies. The 
team is currently working on switching to a new 
data system that will allow them to pull reports 
that track the number of shared care plans 
created and implemented.

 In addition, WECARE is implementing a 
mass communication campaign to introduce 
WECARE to the community, recruit more 
organizations to implement the assessment, 
and encourage the White Earth Reservation 
Tribal Council to pass a resolution to implement 
the WECARE assessment reservation-wide, thus 
solidifying its role in improving the health and 
wellbeing of White Earth residents.
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Lessons Learned
 The five DASH grantees featured differ in 
terms of the population served, the specific data 
they are working with, the data and technology 
assets within their communities, as well as local 
community partnerships and policy environments. 
Yet common themes and lessons learned have 
arisen as grantees have implemented their DASH 
projects over the last 18 months.

 First, an essential lesson from the 
original DASH environmental scan—that trusted 
relationships enable the success of data sharing 
across sectors—was demonstrated repeatedly by 
each data sharing collaboration. At various decision-
points, the partners in these communities came 
together to work towards solutions in response 
to legal, programmatic or technological setbacks. 
Often a perceived setback became an opportunity 
for innovation.

 For example, in one project, planned data 
sources proved to be incomplete and of poor quality, 
so partners worked together to identify other useful 
data sources, discovering a very rich alternative. 
In another instance, legal issues took significantly 
more time than expected, so partners designed 
a common behavioral health screening tool to be 
used across settings, which is now a robust addition 
to their collaboration. 

 In the above cases, partners moved forward 
collaboratively. Of course, collaboration cohesion 
varies by community. One project struggled to 
agree on a technical solution that would meet the 
workflow needs of multiple partners, at the same 
time that leadership transitions at a key partner 
organization disrupted existing relationships. 
This community is still working to determine an 
acceptable solution for partners that remain at the 
table and are motivated by a common commitment 
to the same end goals.

 In terms of the technical process of 
incorporating data from community service 
providers, and dealing with the lack of 
standardization therein, grantees developed 
some approaches that may be useful in other 
communities:

» Review existing data sources for new uses: 
HealthInfoNet conducted a scan of available 
data and identified two types of data that are 
already collected and available within data 
systems that feed into the HIE (although the 
particular data items were not previously 
mapped and being submitted). These include 
the unique fields that federally qualified health 
centers collect as part of reporting to HRSA, as 
well as non-emergency transportation claims 
provided for Medicaid beneficiaries.

» Design and collect new kinds of data: All other 
grantees, including Altair ACO, WECARE, CHCS, 
and PCCI, have taken the approach of building 
common data collection forms as a strategy 
for gathering needed data, which could be 
standardized across sectors.
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“Building the foundation of consent, 
relationships, and buy-in can take 
years. Don’t underestimate how long 
it takes to get your relationships in 
place to do the work…The fact that 
we had very specific partners and 
set very specific goals is one of the 
reasons we’re making progress as 
expected.”

-Katie Sendze, DASH Project Director at 
HealthInfoNet

http://dashconnect.org/2016/03/09/early-learnings-from-an-emerging-field/


 The organizational underpinnings of 
information exchange utilized by these five DASH 
grantees varies based on community resources. 
It remains to be seen how this variation will affect 
future scale and spread of the specific projects. 
For instance, HealthInfoNet, Altair, and CHCS are 
leveraging HIE organizations and existing technology 
and platforms. This has worked well in situations 
where local community providers are committed 
to a single HIE. Altair and PCCI have demonstrated 
success in leveraging technology that originated 
in the healthcare sector to meet the needs of 
providers in other sectors.

 Other success factors vary, based on the 
unique assets in each community:

» In Maine, stakeholders have supported a single 
HIE solution since 2006—HealthInfoNet was 
designated as Maine’s single HIE in 2011. This 
has resulted in widespread adoption. Ninety-
eight percent of all Maine residents have a 
record in HealthInfoNet, which provides an 
opportunity to scale the learnings of DASH to 
residents statewide.

» The service providers within Altair have formed 
a tight collaboration that reflects the sharp 
focus of on a well-defined population. In the 
formation of their ACO, Altair is building on its 
clear governance, a passionate and engaged 
advocate community, an HIE with roots in 
providing software solutions for their specific 
population, and seed money from various 
federal programs funneled through the State of 
Minnesota.
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» In San Antonio, the major local health systems 
have recently coalesced around a single HIE. 
However, not all important data sharing partners 
are on board yet, nor are partners outside of 
healthcare and behavioral health convinced that 
an HIE will deliver data in a way that fits within 
their workflows.

» Without the presence of an HIE in their 
communities, both PCCI and WECARE are 
building data sharing systems without that 
component. WECARE is unique in that local 
tribal government supported the initiative 
to adopt a common platform across tribal 
government service agencies.

» In Dallas, PCCI independently developed a 
shared data platform for community partners, 
which has since been spun off into a private 
for-profit technology venture. Leadership there 
regards DASH as a test case with potential to 
spread to other social service providers. 

“You are dealing with a lot of 
competing priorities, especially with 
the amount of regulation that this 
sector is challenged with. So we are 
constantly validating and gaining 
understanding to ensure that we 
provide that education as a part of a 
continuous roll-out process.”

-George Klauser, DASH Project Director at 
Altair ACO



 The 18-month time frame of the DASH 
grants allowed grantees to create work plans, sign 
legal agreements, assess existing structured data, 
create data collection forms and, in some cases, 
build technical infrastructure. Some of the grantees 
are just now starting to share data with the actors 
meant to use it. Where data integration has begun, 
adapting new work flows based on integrated data 
and developing end user training are hot topics 
among this set of DASH grantees. 

CHCS, for instance had a major focus on 
converting data from the HIE into usable and 
timely information for their care managers, which 
required considerable investment in their internal 
information system. Altair went live with alerts 
and the care plan and are now doubling back on 
training for participating providers around workflows 
to optimize use of the data in meeting the needs 
of clients. HealthInfoNet has non-emergency 
transportation data flowing to the HIE, but is still 
working on integration of other data. A prototype of 
the community services tab for the provider portal 

Next Steps
has been reviewed by partners, but they await 
completion of the build by the vendor before they 
can measure the true value of the information to 
care managers and their patients.

 As the DASH grantees wrap up this stage 
of their funding relationship with the Robert Wood 
Johnson Foundation, the DASH National Program 
Office and the grantees themselves remain 
committed to furthering the learning and knowledge 
development already undertaken. These grantees 
expect to continue participating in the field of 
local multi-sector community data sharing through 
All In: Data for Community Health, a network of 
networks dedicated to maintaining and building 
the knowledge base for the field. These care 
coordination pioneers have generated lessons, 
examples and use cases that are invaluable to 
others in the field, and DASH and All In provide 
the vehicles for them to continue sharing their 
important and innovative stories.

To learn more, visit:
dashconnect.org and allindata.org
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