King County Accountable Community of Health
Governing Board Meeting
April 18, 2017, 1:00 pm – 4:00 pm
King County Elections, 919 SW Grady Way, Renton, WA 98057
MEETING GOALS
The primary objectives of today’s meeting are to (1) get to know one another as a new Governing Board; (2)
initiate discussions around Board decision‐making; and (3) begin planning of Medicaid Transformation
Demonstration strategies.

AGENDA
1:00 p.m.

1. Welcome




1:20 p.m.

Introductions
Icebreaker
Meeting Goals & Agenda Review

Christina Hulet, Governance Consultant
Gena Morgan, Public Health SKC

2. Governing Board Structure



Executive Committee
Board Operations

Members of the Hiring Committee

2:20 p.m.

3. Hiring Committee Update
 Executive Director Search

2:40 p.m.

BREAK

2:50 p.m.

4. Interested Parties Comment Period

3:00 p.m.

5. Demonstration Project Planning





Gena Morgan, Public Health SKC
Christina Hulet, Governance Consultant

Ingrid McDonald, Public Health SKC

Community Learning Sessions
Funds Flow Guidance
PBHI Example
Next Steps

3:30 p.m.

6. ACH Developments
 Sharing of ACH Activities from Around the State
 ACH Certification
 Housing‐Health Partnership Proposal

Gena Morgan, Public Health SKC
Amina Suchoski, United Healthcare
Betsy Lieberman, Affordable & Public
Housing Group

3:50 p.m.

7. Wrap‐Up
 Meeting Evaluation

Christina Hulet, Governance Consultant

4:00 p.m.

Meeting Adjourn

Gena Morgan, Public Health SKC

Next Meeting: Thursday, May 18, 2017, 9:00 am – 12:00 pm (Location change: TBD). Refreshments
and networking at 8:30 a.m.
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Governing Board Structure
Executive Committee Discussion – 4/18/17
Staff recommend that the ACH Governing Board establish an Executive Committee by the May 18th
board meeting in order to meet the state’s timeline and anticipated workload. What follows is a
proposed framework for how to select Executive Committee members.

CONTEXT

The Interim Leadership Council’s Governance Sub-Committee developed an initial organizational chart
for addressing key ACH functions (see below). The Governing Board and its Executive Director can
certainly modify this. However, we offer it as a guide to understanding the Executive Committee’s
anticipated role and how the Board might select its members.

Executive Committee

KC ACH Governing Body
•
•
•
•
•
•

Steward the organization’s overall mission and strategic plan
Assume fiduciary responsibility (i.e., single point of accountability)
Hire the Executive Director
Monitor organization’s performance
Select demonstration projects
Have financial decision-making authority for demonstration
projects (e.g., recommend fund allocation to state)
Approve the Regional Health Needs Inventory (RHNI)
Represent/communicate the ACH’s work to the broader public
Ensure authentic community/consumer/cross-sector engagement

•
•
•

Finance Committee
•
•
•
•
•
•

Oversee demonstration funds and value based
payment models
Recommend reinvestment strategies
Monitor/manage state, provider, and other
demonstration contracts
Leverage funding across partners
Ensure ongoing sustainability of ACH (link to
future sustainability planning group)
Facilitate community/consumer engagement

•
•

•
•

Recruit, oversee and support the Executive Director (ED)
Recommend to the Governing Board a portfolio of demonstration
projects
Oversee development of and updates to the Regional Health Needs
Inventory (RHNI)
Support ED with the ACH certification process and other
requests/communication needs for the state
Provide oversight and support to ACH committees
Ensure proactive community/consumer/cross-sector engagement

•
•
•
•

Community/Consumer Voice
Committee

Performance Measurement/Data
Committee

Develop, implement and monitor community
engagement plan
Actively recruit and support community
members/consumers serving on the ACH’s
governing body and various committees

•
•
•
•

Develop regional dashboards
Respond to regulatory data requests and
generate data for performance metrics
Support demonstration projects by
providing/coordinating data
Facilitate community/consumer engagement

Demonstration Project Committee (with Project-Specific Workgroups)
•
•
•
•

Vet/recommend demonstration projects to Executive Committee
Oversee/support project implementation (e.g., clinical integration)
Establish project-specific workgroups as needed
Leverage/coordinate multi-sector activities

RECOMMENDATION

•
•
•
•

Oversee waiver application/selection process
Monitor/report project progress
Ensure alignment across projects and with RHNI
Facilitate community/consumer engagement

Create a 7-member Executive Committee that would include 2 co-chairs and 5 additional members,
with each of the 5 serving as the primary link to the following bodies/functions:
1. Finance Committee (Treasurer role)
2. Community / Consumer Voice Committee (C/CV)
3. Performance Measurement / Data Committee
4. Demonstration Project Committee
5. The Seattle Foundation (required)
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The four Executive Committee members linked to the Finance, C/CV, Performance/Data and Project
Committees would not necessarily have to be chair of their respective committees, but would participate
in these committees and serve as an important conduit of information between the committee and this
Executive Committee.
Per our operating agreement with the Seattle Foundation, it has a seat on the Executive Committee as the
ACH’s fiscal sponsor.

PROPOSED SELECTION PROCESS
As you may recall, an open call was made for potential Executive Committee members at the Governing
Board orientations. To date, 8 board members have either been nominated or expressed interest in
serving on the Executive Committee (not including the Seattle Foundation).
To move this process forward, Gena and Christina offer to follow-up individually with each of the 8
board members to gauge their interest/bandwidth and come back to the Governing Board in May with a
recommended slate that balances the following:
• “Old” ILC members and new Governing Board members
• Sector representation (e.g., health system, government, social determinants, consumer)
• Equity, diversity
Other board members who are interested in working with Gena and Christina on the recommended slate
are certainly welcome; though we would ask that those being nominated not volunteer.

FOR DISCUSSION: ARE YOU COMFORTABLE WITH THIS APPROACH? OTHER SUGGESTIONS?
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KING COUNTY ACCOUNTABLE COMMUNITY OF HEALTH
GOVERNING BOARD MEMBER DISCUSSION OF TERMS, NOMINATIONS,
ELECTION, REMOVAL, DECISION-MAKING AND VOTING

NOTE: The language below will eventually be inserted into the ACH’s final operating agreement. The
Governing Board will review the full operating agreement at a future meeting; today, we’re focusing
on the content in the boxes below.
DEFINITIONS:
•
•
•

“Company” refers to the ACH.
“The Member” refers to the Seattle Foundation.
“GB Member” or “Directors” refers to a member of this Governing Board

1. Terms
a. Unlimited Three-Year Terms.
Except as otherwise provided in this section, GB Members shall serve terms of three (3)
years, or until their successors are appointed and qualified. GB Members may serve any
number of consecutive or non-consecutive terms.
b. Initial Two-Year Terms.
For the purpose of staggering the terms, fifty percent (50%) of the Board of Directors shall
serve a three (3) year term and the remaining Directors shall serve a two (2) year term.
The initial groups shall be determined by drawing. Thereafter, each Director’s term of
office shall be for three (3) years, which shall end on the latter of the date of the annual
meeting or succession of a new Director.
c. Managed Care Organization Terms.
The GB Member representing a managed care organization may rotate their sector
representative by proposing a candidate for Board membership for that position on an
annual basis.

2. Nomination and Election Process
The Governing Board approves membership to the Board and elects its Directors. Directors
shall be elected at the annual meeting, or at any regular or special meeting of the Board. All GB
candidates, irrespective of seat, must apply for the Board via a transparent and standardized
application and review process approved by the Executive Committee of the Governing Board.
Except as otherwise provided in this section, existing coalitions, associations, or other
organizing entities may nominate individuals to the Governing Board as representatives of
their sector. The Governing Board, after considering all nominations and recommendations,
shall in its discretion appoint the GB Member(s) for each seat.
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d. Nomination by Agencies and Appointment by Member.
The City of Seattle Government, the King County Government, Local Public Health and the
Seattle Indian Health Board (cumulatively encompassing a total of four (4) GB Members)
shall each nominate a candidate for the Governing Board position in that sector, and
convey such nomination to the Company.
e. Tribal Appointments.
Tribes have full discretion to select their representative to serve on the Governing Board.
f.

Vacancies.
Any vacancy on the Governing Board occurring by reason of the disqualification, death,
resignation, expired term, or removal of a GB Member shall be filled through the same
procedure that ordinarily would be used under Section X.X [above] to nominate and
appoint that GB Member’s successor. The Governing Board shall provide written notice of
the vacancy to participating organizations in the applicable sector or agency. Any GB
Member appointed by the Governing Board to fill a vacancy shall serve for the remainder
of his or her predecessor’s unexpired term.

3. Removal
a. Automatic Removal.
If a GB Member ceases to be an officer, employee, or representative of an organization in
their sector seat, then that GB Member is automatically removed from the Governing
Board and from any position he or she may hold as an officer of the Company.
b. Removal by Appointing Party.
The Governing Board or the Member may remove any GB Member at any time. The party
or parties that nominated any GB Member appointed under Section X.X [above] may
request at any time that the Company remove such GB Member, but the Governing Board
retains discretion over whether to remove the GB Member pursuant to such request,
unless the GB Member is no longer eligible to serve. Any GB Member removed pursuant to
this section shall be automatically removed from any position he or she may hold as an
officer of the Company.
c. Removal for Cause.
The Governing Board may remove a GB Member for cause by a vote of two-thirds of all of
the GB Members in office, subject to the procedure set out in this section. “Cause” for
purposes of this section is defined as (a) failure to attend at least 50 percent of the
meetings of the Governing Board or (b) repeated behavior that may be detrimental to the
operations, purposes or reputation of the Company or the Member.

4. Resignation
A GB Member may resign at any time by providing written notice to the Chair/Co-Chairs. The
GB Member’s resignation shall be effective as of the date and time stated in the notice.
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5. Meetings, Decision-Making Process, Voting, and Action of the Board
a. Regular Meetings.
The Governing Board shall hold at least one in-person meeting during each quarter, at a
time and place to be determined by the Governing Board.
b. Special Meetings.
Special meetings of the Governing Board may be held at any place and time, whenever
called by the Member, the Chair/Co-Chair or any five (5) GB Members.
c. Notice of Meetings.
Notice of the time and place of every regular and special meeting of the Governing Board
shall be given by the Member, Officer, or GB Members calling the meeting, to the Member
and all of the GB Members by regular or express mail, private carrier, personal delivery,
email, electronic network posting, facsimile, or by personal communication over the
telephone or otherwise, at least seven (7) days before the date on which the meeting is to be
held. The notice of each meeting must incorporate a description of any pending actions of
the Governing Board to be voted on at the meeting of which written notice has been
provided to the person or persons giving notice of the meeting.
d. Effect of Attendance at Meeting.
Attendance of a GB Member at any meeting shall constitute a waiver of notice of such
meeting, except where the GB Member attends a meeting for the purpose of objecting to the
transaction of any business because the meeting is not called or convened according to the
requirements of this Agreement.
e. Meetings Held by Telephone or Electronic Equipment.
Members of the Governing Board or its committees may participate in a meeting of the
Governing Board or such committees by means of a conference telephone or similar
communications equipment by means of which all persons participating in the meeting can
simultaneously understand each other. Participation by such means shall constitute
presence in person at a meeting.
f.

Quorum.
A simple majority of the Governing Board shall constitute a quorum for the transaction of
business. At any meeting of the Governing Board at which a quorum is present, any business
may be transacted, and the Governing Board may exercise all of its powers, except as
otherwise provided in this Agreement. A GB Member who is present at such a meeting shall
be presumed to have assented to the action taken at that meeting unless the GB Member’s
dissent or abstention is entered in the minutes of the meeting, or unless the GB Member
delivers (personally, or by mail, facsimile or email) his or her dissent or abstention to such
action to the Chair/Co-Chairs or Executive Director before the adjournment of the meeting
or immediately after the adjournment of the meeting, which dissent or abstention must be
in writing or in an email. The right to dissent or abstain shall not apply to a GB Member who
voted in favor of such action.
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g. Decision Making Process, Voting.
Any action approved by a vote of the majority of GB Members present at a meeting at
which a quorum is present is the act of the Governing Board. The Governing Board shall
endeavor, but is not required, to make decisions by consensus.
Each GB Member has one vote. A GB Member must be present to vote; if a GB Member is
unable to attend a Governing Board meeting s/he may send a delegate who is granted full
decision making authority. GB Members are expected to consult with
organizations/members from their sector before voting, as is reasonably feasible. In
voting, GB Members must honor their fiduciary duties to the Company.

h. Actions Without Meeting.
Any action required or permitted to be taken at a meeting of the Governing Board or its
committees may be taken by unanimous written consent executed by all of the GB Members
or committee members in office, provided (in the case of the Governing Board) that all GB
Members received at least seven (7) days’ notice of the proposed action. Such consent shall
have the same force and effect as a unanimous vote of the Governing Board or committee,
and may be described as such. For purposes of this Agreement, “executed” means: (a) a
writing that is signed; or (b) an email transmission that is sent with sufficient information
to determine the sender’s identity.
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Job Posting:
King County Accountable Community of Health
Executive Director
POSITION DESCRIPTION
The King County Accountable Community of Health (KC ACH) Executive Director has overall
management responsibility for the KC ACH, a newly created non-profit Limited Liability Company
(LLC) of The Seattle Foundation. The KC Executive Director will work under the direction of the KC
ACH Governing Board, a 25-member body representing leaders from across the health and social service
sectors.
The KC ACH is one of nine such regional organizations created statewide as part of the Healthier
Washington Initiative to implement a five-year Medicaid Transformation Demonstration Project. More
information on Healthier Washington can be found at: http://www.hca.wa.gov/hw/Pages/default.aspx.
Information about King County’s ACH can be found at:
http://www.kingcounty.gov/elected/executive/health-human-services-transformation/ach.aspx.

CORE RESPONSIBILITIES
The KC ACH Executive Director has executive leadership responsibility for the KC ACH, including
overall strategy, operations, personnel and financial management, and cross-sector collaboration. The
Executive Director must be an innovative, entrepreneurial leader with a broad understanding of health,
including health equity, social determinants of health, health care delivery and financing, and federal,
state, and local health policy. The Executive Director has strong interpersonal skills and the ability to
build relationships and trust with diverse community partners. The Executive Director will prioritize
social justice and equity, and create forward progress in transforming the health of the population in
King County.
Using and promoting the principles of race and social justice, the Executive Director is responsible for:
Executive / Operational Leadership
The overall, day-to-day management of the KC ACH, including:
•

Assumes fiscal/budgetary responsibility and oversight of a multi-million dollar budget.

•

Recruits, trains and supervises the ACH staff team, beginning with a core executive team and
expanding to fuller staffing component as fund flow increases. Works with staff to execute and
oversee contracts with outside organizations and/or individual consultants to achieve ACH
deliverables.
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•

Collaborates in staff development, communications, program planning, implementation,
evaluation, and cross-sector coordination.

•

Oversees data collection, reporting and performance-based monitoring to facilitate data-driven
decision making and meet state Demonstration Project deliverables.

•

Ensures compliance with contract requirements with the Health Care Authority, with ACH
bylaws, Seattle Foundation policies and other state/local laws and regulations.

Community Collaboration
•

Establishes and maintains mutually beneficial and strong working relationships with health,
housing and social service providers, community-based organizations, tribes, philanthropic
partners, state and local agencies, grassroots consumers, community members and the many
other partners critical to the ACH’s success.

•

Promotes outreach, inclusion, and active community engagement across a wide array of
organizational partners with an emphasis on Medicaid recipients, underserved communities,
communities of color and nontraditional partners.

•

Liaises with the Washington State Health Care Authority and other Accountable Communities of
Health and others involved in the Healthier Washington initiative, to ensure maximum
coordination.

Partnership with Governing Board
•

Supports the KC ACH Governing Board in strategic planning, priority-setting and building a
shared vision.

•

Provides executive leadership to and facilitates the work of the Governing Board and its
committees.

DESIRED QUALIFICATIONS
•

Significant senior-level management, supervisory experience in a nonprofit, social service, public
health or medical/health care setting.

•

Understanding and experience with health care delivery system transformation, health care
financing and reimbursement and local, state and federal health policies.

•

Demonstrated commitment to race and social justice.

•

Commitment to and experience integrating the social determinants of health, addressing health
disparities, and working with marginalized and underrepresented communities.
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•

Ability to establish and maintain effective relationships with diverse stakeholders built on
listening, mutual trust, respect and putting the people and community at the center of the work.

•

Master’s or equivalent graduate degree from an accredited institution in a job-related field and
eight (8) years of progressively responsible and relevant professional experience.

SALARY RANGE

$150,000+ contingent on funding

TO APPLY
As an equal opportunity employer, the King County ACH is committed to a diverse, multi-cultural work
environment. KC ACH does not discriminate in employment on the basis of age, race, creed, gender,
religion, marital status, veteran’s status, national origin, disability, or sexual orientation. People of color,
women, veterans, people with disabilities, and people of diverse sexual orientations are encouraged to
apply.
To apply, please send cover letter and resume to: christina@huletconsulting.com by 5 p.m. April 12,
2017.
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King County ACH
Hiring / Staffing Committee Work
HIRING/STAFFING COMMITTEE CHARGE
The Interim Leadership Council’s (ILC) Steering Committee has designated this group to lead the
recruitment process of the ACH’s new Executive Director and develop an interim staffing plan to ensure
a smooth transition to the new LLC. This is a temporary committee; subject to change with new
Governing Board.

MEMBERS




Steve Daschle, SW Youth and Family Services
Marya Gingrey, Regional Equity Network
Betsy Lieberman, Betsy Lieberman Consulting



Ingrid McDonald, King County




Jeff Sakuma, City of Seattle
Amina Suchoski, United Healthcare

ROLE OF HIRING/STAFFING COMMITTEE
1. Hire Executive Director:
The Committee’s purpose is to support the ACH Governing Board by drafting the Executive
Director’s job description, recruiting candidates, screening applicants, and making recommendations
regarding the process and final candidates:








Support the Governance Consultant in drafting the ED Job Description and engaging
stakeholders and community in identifying key requirements
Assist in the recruitment of a strong and diverse candidate pool, consistent with Seattle
Foundation HR practices
Make a recommendation to the GB about whether to proceed with interviews based on the
applicant pool or to pivot to a different approach (e.g., hiring firm, interim ED)
If proceeding, screen/interview candidates with interested Governing Board members
Support the transition, orientation and success of the ED
Maintain confidentiality with regard to candidates and their applications
Determine salary level and funding source for ED
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2. Implement Interim Staffing Plan:
The Committee is also charged with implementing an interim staffing plan to ensure a smooth
transition to the new LLC:




Review/update draft transition plan developed by King County
Propose services to be provided and contracts needed for backbone support by King County staff
and external consultants
Make any immediate staffing/backbone support decisions to ensure a smooth transition until the
ED is hired and can assume this responsibility

PROPOSED TIMELINE
This schedule is subject to change depending on the needs of the search.
Hiring ED
3/20 – 3/23

Finalize job description and ask key partners for in‐kind recruitment staff

3/24

Post job description (Indeed, Glass Door, KC, Idealist, Philanthropy NW, TSF)
Hiring Committee to begin active recruitment, ask GB members to distribute JD

4/12

Applications due

4/13 – 4/17

Hiring Committee and/or recruiter to screen applicants

4/18 (GB mtg)

Hiring Committee makes recommendation to GB (e.g., strong enough pool to
continue with interview process or pivot to hiring firm/interim ED)

4/19 – 5/15

If proceeding with interviews, schedule Steering/Executive Committee meeting(s) to
finalize selection

5/18 (GB mtg)

Make recommendation to GB on final candidate (or provide update on pivot)

Staffing Plan
3/20

Develop draft staffing model; subject to change by ED

3/29

Review draft transition plan required for state certification (May deadline):


Organizational chart with descriptions



Confirm which backbone support contracts (e.g., with King County, other
entities) must be established immediately to ensure a smooth transition



Confirm which contracts / decisions can be deferred until the ED is hired

4/12

GB to review phase 1 certification materials, which will include staffing plan

4/17

Submit Phase 1 certification materials to the state
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King County ACH
Project Planning Update
UPDATE AS OF MARCH 1 ST, 2017
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Ingrid McDonald,
Policy Director
Public Health – Seattle & King County
Ingrid.Mcdonald@kingcounty.gov
206‐477‐7019
Updated: PBHI, Opioid, CC, Chronic Disease
Need to update: Diversion, MCH, Dental

Transformation Projects
REQUIRED CAPACITY BUILDING
• Regional Health Needs Inventory
• Value‐based purchasing task force
• Workforce development task force

REQUIRED PROJECTS
• Physical/ behavioral health integration
• Opioid use as a public health crisis

OPTIONAL PROJECTS
(must choose one from each category)

Care Delivery Redesign
• Care Coordination
• Transitional Care
• Diversion Interventions
Prevention and Health Promotion
• Chronic Disease Prevention/Control
• Maternal and Child Health
• Oral Health Services
2

Page 14 of 52

Fund Flow
ACH determines if
project milestones
have been met

Funds flow from
Federal Government
to State Government
up to $1.1 billion

To a fiscal
intermediary

Project partners earn incentive
payments
Pay for planning
Pay for reporting
Pay for outcomes

3
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Process and Time‐line for Projects
Convene Interested Parties
King County ACH selects /
submits portfolio to HCA

Identify project focus &
implementing partners

2017
Jan

Feb

March

April

May

June

July

Aug

Sept

Develop project proposal

2018 through 2021

Oct

Nov

Dec

Projects approved

Submit to King County ACH

Projects Implemented (2018‐2021)

4

Page 16 of 52

Project Planning Parameters
 Proposal template and “up to amount” of funding available to KCACH will be
available soon.
 Projects must be consistent with focus, recommended partners, evidence based
approaches, outcome measures outlined in the Tool Kit.
 Projects must reflect need (RHNI), address workforce & accelerate VBP.
 Projects must not duplicate existing programs must be feasible and in alignment
with strategic goals.
 Intent is negotiated impactful strategies engaging cross‐sector partners vs.
“1,000 points of light.”
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Project Structure
Phase 1: Planning

Phase 2: Implementation

Phase 3: Scale & Sustain
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Required Project #1:
Physical and Behavioral Health Integration
Focus

Target Groups

Outcome Metrics

• Address physical
and behavioral
health needs
through an
integrated network,
better coordination,
seamless access.

• Medicaid clients
with or at risk
for:
• Behavioral
health conditions
• Mental illness
• Substance use
disorders

• Overuse
measures
(emergency
department
visits,
readmissions)
• Behavioral
health measures
• Physical health
measures

Evidence Based
Approaches

• Two approaches
for integrating
behavioral >
primary (Bree
Collaborative,
Collaborative
Care Model)
• Cited approaches
for integrating
primary >
behavioral

7
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Physical and Behavioral Health Integration: Interested Parties
All Home
Amerigroup
Asian Counseling and Referral Service
Bailey‐Boushay House
Catholic Community Services
Catholic Housing Services
Center for Human Services
Community Health Network of Washington
Community Health Plan of Washington
Consultant
DESC
Evergreen Treatment Services
EvergreenHealth
Federal Way Senior Center ‐ SKC Food Pantry,
Community Garden, Tool Library, Food Lifeline Partner
Agency
Foster Pepper
Friends of Youth
gHealth Consulting
Harborview
Harborview Medical Center
IBM Watson Health

ICHS
JustHealthCare (startup)
Kaiser Permanente
Kaiser Permanente ‐ Washington Region
Kaiser Permanente Washington
King County BHRD
King County DCHS
King County District Court
Law Enforcement Assisted Diversion
LCSNW
Molina Healthcare
MultiCare Behavioral Health
Neighborcare Health
Overlake
Overlake Hospital Medical Center
Overlake Medical Center
Pioneer Human Services
Qualis Health
Sea Mar
Sea Mar Community Health Centers
UW Medicine
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UW Medicine
UW Medicine ‐ Harborview
Washington Recovery Alliance
Washington State Department of Health
Wellspring Family Services
WSHA
YMCA of Greater Seattle
Youth Eastside Services
Youth Eastside Services.org

Required Project #2:
Opioid Use as Public Health Crisis
Focus
• Reduce opioid
related morbidity
and mortality
through:
• Prevention
• Treatment
• Recovery supports

Target Groups

Outcome Metrics

• Medicaid Clients
• Focus on youth who
use prescription
opioids and/or
heroin.

• Systems wide Opioid
• Treatment
penetration
• Overdoses per
100,000
• Deaths per 100,000
• Project Outcomes
• Treatment indicators
• MAT with Bupe
• MAT with
Methadone

Evidence Based
Approaches
• Clinical Guidelines:
AMDC interagency
guidelines
• CDC Guidelines
• Substance abuse
during pregnancy
guidelines

9
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Addressing the Opioid Use Public Health Crisis:
Interested Parties
All Home
Amerigroup
Asian Counseling and Referral Service
Bailey‐Boushay House
Capitol Hill Housing
Catholic Community Services
Center for Human Services
CHI Franciscan
Community Health Network of Washington
Community Health Plan of Washington
Consultant
Coordinated Care
CPC
DESC
Economic Opportunity Institute
Evergreen Treatment Services
Federal Way Senior Center‐ SKC Food Pantry,
Community Garden, Tool Library, Food Lifeline
Partner Agency
Friends of Youth

Full Life Care
Harborview
Harborview Medical Center
Housing Health Outreach Team, Neighborcare
Health
IBM Watson Health
ICHS
Kaiser Permanente
Kaiser Permanente ‐ Washington Region
King County DCHS
King County District Court
MIYFS
Molina Healthcare
MultiCare Behavioral Health
Neighborhood House
Pioneer Human Services
Qualis Health

Resilient Generation
Resilient Generation ‐ Washington Families 2030
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Sea Mar Community Health Centers
Seattle Counseling Service
Seattle YMCA ‐ Accelerator Branch
Seattle/King County Coalition on Homelessness
Self Employed Healthcare Consultant
Sound Generations
Southwest Youth and Family Services
United Health Care
University of Washington
Urban Family Center
UW Medicine
UW Medicine ‐ Harborview
Washington Recovery Alliance
Washington State Department of Health
WSHA
YMCA of Greater Seattle
Youth Eastside Services
YWCA

Care Coordination
Focus
• Create centralized
approach to
coordinating the care
coordinators ‐ to
better leverage
existing resources
and address gaps.

Target Groups

Outcome Metrics

• Medicaid Clients
• Overuse metrics
• With chronic
diseases or condition
or mental illness
• With risk factor such
as unstable housing.

• Percent homeless,
employed
• Behavioral health
treatment
penetration / LTSS
use rates

Evidence Based
Approaches
• Pathways HUB 20
core pathways:
• Housing
• Health insurance
• Smoking cessation
• Lead screening
• Medication
management
• Family planning
• Developmental
screening
• Immunization
screening and
referral

11
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Community‐based Care Coordination Health
Integration: Interested Parties
Aging and Disability Services Division, King
County AAA
Amerigroup
Bailey‐Boushay House
Capitol Hill Housing
Carrie Glover Consulting
Catholic Community Services
Catholic Housing Services
Center for Human Services
Center for MultiCultural Health
Changes Parent Support Network
CHI Franciscan
CHI Franciscan Highline
CHI Franciscan‐Highline Health Connections
City of Seattle ‐ Office of Sustainability and
Environment
City of Seattle Aging and Disability Services
City of Seattle Aging and Disabilty Services
Community Health Network of Washington

Community Health Plan of Washington
Consultant
Coordinated Care
CPC
DESC
Economic Opportunity Institute
Everett Housing Authority
EvergreenHealth

Hopelink
Housing Health Outreach Team,
Neighborcare Health
ICHS
JustHealthCare (startup)

K12 Health Consulting
Kaiser Permanente
King County BHRD
King County District Court
LeadingAge Washington
Federal Way Senior Center‐ SKC Food Pantry, Living Well Kent collabarative
Community Garden, Tool Library, Food
Mercy Housing Northwest
Lifeline Partner Agency
Molina Healthcare
Food Lifeline
MultiCare
Neighborcare Health
Foster Pepper
Neighborhood House
Fred Hutch
Overlake
Friends of Youth
Overlake Hospital Medical Center
Pioneer Human Services
Full Life Care
Project Access Northwest
gHealth Consulting
Public Health ‐ Seattle & King County
Harborview
Qualis Health
Harborview Medical Center
RN
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SDurbrow Consulting
Sea Mar
Seattle Children's Hospital
Seattle Housing Authority
Seattle/King County Coalition on
Homelessness
SHA
Sound Generations
United Health Care
University of Washington
Urban Family Center
UW Medicine
UW Medicine ‐ Harborview
Virginia Mason Medical Center
Washington Recovery Alliance
Washington State Department of Health
Wasington Dental Service Foundation
Wellspring Family Services
Within Reach
WSHA
YMCA of Greater Seattle
YWCA

Transitional Care
Focus

• Eliminate
avoidable
admissions and
readmissions to
intensive care
settings such as
hospitals,
psychiatric
hospitals, skilled
nursing facilities,
prison or jail.

Target Groups
• Medicaid clients
including:
• Older adults
discharged from
hospital or sub‐acute
care facility.
• Clients with severe
mental illness
discharged from
inpatient care.
• Client returning to
community from
prison or jail

Outcome measures
• Readmission rates
• Avoidable
Emergency
Department visits
• Percent homeless
• Follow‐up after
hospitalization
• Discharge and care
transition measures

Evidence Based
Approaches
• Interventions to
Reduce Acute Care
Transfers
(INTERACT)
• Transitional Care
Model (TCM)
• The Care
Transitions
Intervention (CTI)

13
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Transitional Care: Interested Parties
All Home
Amerigroup
Asian Counseling and Referral Service
Bailey‐Boushay House
CareForce, Inc
Catholic Community Services
Catholic Housing Services
Center for Human Services
CHI Franciscan Highline
CHI Franciscan‐Highline Health Connections
Community Health Network of Washington
Community Health Plan of Washington
Consultant
Coordinated Care
CPC
DESC
Economic Opportunity Institute
Federal Way Senior Center‐ SKC Food Pantry,
Community Garden, Tool Library, Food Lifeline
Partner Agency
Fred Hutch
Friends of Youth

Full Life Care
gHealth Consulting
Harborview Medical Center
ICHS
Kaiser Permanente
King County BHRD
King County DCHS
King County District Court
LeadingAge Washington
Molina Healthcare
Neighborcare Health
Pioneer Human Services
Qualis Health
SDurbrow Consulting
Sea Mar
Sea Mar Community Health Centers
Seattle Children's Hospital
Seattle YMCA ‐ Accelerator Branch
Seattle/King County Coalition on Homelessness
Sound Generations
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United Health Care
University of Washington
Urban Family Center
UW Medicine
Washington Recovery Alliance
Washington State Department of Health
WSHA
YMCA of Greater Seattle
YWCA Seattle King Snohomish

Diversion Interventions
Focus
• Implement
diversion
strategies to
promote more
appropriate use of
emergency care
services through
increase access to
primary care and
social services.

Evidence Based
Approaches:

Outcome Metrics:
• Medicaid clients
presenting at the
Emergency
Department with
non‐acute
condition.
• Medicaid clients
with behavioral
health conditions
in contact with law
enforcement

• Avoidable
Emergency Dept
visits
• Percent homeless
• Percent arrested
• Adult access to
preventive /
ambulatory care

Target Groups
• Emergency
Department (ED)
Diversion systemic
approach
• Community
Paramedicine
Model
• Law Enforcement
Assisted Diversion
(LEAD)

15
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Diversion Interventions: Interested Parties
Aging and DIsability Services Division, King
County AAA

All Home
Amerigroup
Asian Counseling and Referral Service
B.E.S.T. (Being Empowered Thru Supportive
Transitions)
Bailey‐Boushay House
Carrie Glover Consulting
Catholic Community Services
Catholic Housing Services
Center for Human Services
Changes Parent Support Network
CHI Franciscan Highline
City of Seattle Aging and Disabilty Services
Community Health Network of Washington
Community Health Plan of Washington
Consultant
Coordinated Care
CPC
DESC

Economic Opportunity Institute
Federal Way Senior Center‐ SKC Food
Pantry, Community Garden, Tool Library,
Food Lifeline Partner Agency
Full Life Care
Harborview
Harborview Medical Center
Home and Community Services
ICHS
JustHealthCare (startup)
Kaiser Permanente ‐ Washington Region
King County BHRD
King County DCHS
King County District Court
Law Enforcement Assisted Diversion
LeadingAge Washington
Molina Healthcare
Neighborcare Health
Neighborhood House
Pioneer Human Services
Qualis Health

SDurbrow Consulting
Sea Mar
Sea Mar Community Health Centers
Seattle Childrens
Seattle Children's
Seattle Housing Authority
Seattle Police Department
Seattle YMCA ‐ Accelerator Branch
Seattle/King County Coalition on Homelessness
United Health Care
University of Washington
Urban Family Center
UW Medicine ‐ Harborview
Washington Recovery Alliance
Washington State Department of Health
Washington Dental Service Foundation
Youth Eastside Services.org
YWCA
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Chronic Disease
Focus
• Integrate health
system and
community
approaches to
improving chronic
disease
management and
control.

Evidence Based
Approaches:

Outcome Metrics:
• Medicaid children
or adults at with
or at risk of,
asthma, diabetes,
heart disease,
obesity
• Populations with
greatest burden of
chronic disease

• Emergency room
visits,
hospitalizations
• Disease specific
prevention quality
indicators
• Disease specific
treatment
indicators

Target Groups
• Chronic Care
Model
• Additional disease
specific resources
recommended

17
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Chronic Disease Prevention and Control: Interested
Parties
American Heart Association
Aging and DIsability Services Division, King
County AAA
American Diabetes Association
Amerigroup
Bailey‐Boushay House
CareForce, Inc
Carrie Glover Consulting

Federal Way Senior Center‐ SKC Food
Pantry, Community Garden, Tool Library,
Food Lifeline Partner Agency
Food Lifeline

Fred Hutch
Friends of Youth
Full Life Care
Harborview
Harborview Medical Center
Housing Health Outreach Team,
Catholic Community Services
Neighborcare Health
ICHS
Center for Human Services
JustHealthCare (startup)
Center for MultiCultural Health
K12 Health Consulting
Changes Parent Support Network
CHI Franciscan‐Highline Health Connections Kaiser Permanente ‐ Washington Region
City of Seattle ‐ Office of Sustainability and
Environment
Kaiser Permanente Washington
Community Health Network of Washington LCSNW
Community Health Plan of Washington
Living Well Kent collabarative
Consultant
Mercy Housing Northwest
Molina Healthcare
Coordinated Care
MultiCare
DESC
Everett Housing Authority
MultiCare Behavioral Health

Neighborcare Health
Neighborhood House
Overlake
Public Health ‐ Seattle & King County
Qualis Health
RN
SDurbrow Consulting
Sea Mar Community Health Centers
Seattle Children's Hospital
Seattle Housing Authority
Seattle/King County Coalition on
Homelessness
Sound Generations
Sound Generations/Project Enhance
United Health Care
University of Washington
University of Washington NWCPHP
Urban Family Center
UW HPRC
UW Medicine
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UW Medicine ‐ Harborview
Virginia Mason Medical Center
Washington Dental Service Foundation
Washington State Department of Health
Wasington Dental Service Foundation
WSHA
YMCA of Greater Seattle

Reproductive & Maternal/Child Health
Focus
• Ensure that women
have access to
reproductive health
care and promote
health and safety of
Washington’s children.

Evidence Based
Approaches:

Outcome Metrics:
• Medicaid clients
including:
• Women of
reproductive age
• Pregnant women
• Mothers of children
ages 0‐3
• Children ages 0‐17

• Rate of teen
pregnancy
• Unintended
pregnancies
• Low birth weight rate
• Prenatal care
• Mental health &
substance use disorder
treatment
• Well child visits
• Contraceptive care
• Childhood
immunization status

Target Groups

• Reproductive Health
Strategies
• Home visiting models
such as NFP
• Promising practices to
improve regional well
child visit /
immunization rates
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Reproductive & Maternal and Child Health: Interested
Parties
Amerigroup
Catholic Community Services
Center for Human Services
Center for MultiCultural Health
Children's Alliance
City of Seattle ‐ Office of Sustainability and
Environment
Community Health Network of Washington
Community Health Plan of Washington
Consultant
Coordinated Care
Economic Opportunity Institute
Federal Way Senior Center‐ SKC Food Pantry,
Community Garden, Tool Library, Food Lifeline
Partner Agency
Food Lifeline
Fred Hutch
Friends of Youth
Full Life Care
Harborview Medical Center
ICHS
Kaiser Permanente ‐ Washington Region

Living Well Kent collabarative
Mercy Housing Northwest
MIYFS
Molina Healthcare
MultiCare
Neighborhood House
Nurse‐Family Partnership National Service Office
Planned Parenthood of the Great Northwest and
Hawaiian Islands
Qualis Health
Resilient Generation
Resilient Generation ‐ Washington Families 2030

SDurbrow Consulting
Sea Mar
Sea Mar Community Health Centers
Seattle Children's
Seattle YMCA ‐ Accelerator Branch
United Health Care
University of Washington
University of Washington NWCPHP

Page 32 of 52

Urban Family Center
Vashon Youth & Family Services/Navos Consortium
Washington Dental Service Foundation
Washington State Department of Health
Wasington Dental Service Foundation
Wellspring Family Services
Within Reach
WSHA
YWCA Seattle King Snohomish

Oral Health Services
Focus
• Increase access to
oral health and
ensure that oral
health is
recognized as a
fundamental
component of
whole person care.

Evidence Based
Approaches:

Outcome Metrics:

• All Medicaid
clients
• Focus on adults

• Oral health
utilization
• Emergency
Department visit
rates
• Measures related
to care of chronic
periodontitis
• Measures related
to sealants

Target Groups
• Oral Health in
Primary Care
• Mobile / Portable
Dental Care
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Access to Oral Health Services: Interested Parties
Amerigroup
Catholic Community Services
Center for Human Services
Community Health Network of Washington
Community Health Plan of Washington
Coordinated Care
Federal Way Senior Center‐ SKC Food
Pantry, Community Garden, Tool Library,
Food Lifeline Partner Agency
Full Life Care
ICHS
JustHealthCare (startup)
Kaiser Permanente
Kaiser Permanente ‐ Washington Region
King County DCHS
Molina Healthcare

Sound Cities Association
United Health Care
Urban Family Center
UW Medicine
Washington Dental Service Foundation
Washington State Department of Health

Wasington Dental Service Foundation
Within Reach
WSHA
YMCA of Greater Seattle
YWCA Seattle King Snohomish

Project Access Northwest
Qualis Health
SDurbrow Consulting
Sea Mar
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More Information
Learn more about the Demonstration Waiver at the WA Health Care Authority web site:
http://www.hca.wa.gov/about‐hca/healthier‐washington/transformation‐projects
Indicate interest in project planning via the King County ACH Web site:
www.kingcounty.gov/ach
Click on link to project planning meetings and sign up to receive updates and information.
Learn more and sign up!

Meet cross‐sector partners at the KC ACH Governing Board meeting:
April 18, 2017 1:00 pm – 4:00 pm
King County Elections
919 SW Grady Way, Renton 98057
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Accountable Community of Health Certification Process
Medicaid Transformation Project demonstration
The certification process will ensure each Accountable Community of Health (ACH) is capable of serving
as the regional lead entity and single point of performance accountability to the state for transformation
projects under the Medicaid Transformation Project demonstration (demonstration). The certification
process requires ACHs to provide information to demonstrate compliance with expectations set forth by
the state and the Centers for Medicare and Medicaid Services (CMS). Through this process, the state will
assess whether each ACH is qualified to fulfill the role as the regional lead and therefore eligible to
receive project design funds. Specifically, certification will determine that each ACH meets expectations
contained within the Special Terms and Conditions (STCs) including alignment with SIM contractual
requirements, composition requirements, and organizational capacity expectations and development.
Certification criteria are established by the state in alignment with the demonstration STCs. Each ACH
will submit both phases of certification information to the state within the required time frames. The
state will review and approve certification prior to distribution of Project Design funds. Each ACH must
complete both phases of certification and receive approval from the state before the state will consider
its Project Plan application. Given the level of effort necessary to develop thorough project plan
applications, ACHs will begin project plan development prior to completion of both certification phases.
The certification process, scoring criteria and subsequent awarded funding amount is at the sole
discretion of the Washington State Health Care Authority (HCA). Certification will be scored according
to the table below. ACHs must receive overall scores of 3 or higher in every category to pass the
certification process. Additional information regarding the scoring process will be forthcoming.

Score

Description

0

No value

1

3

5

Poor

Discussion
The response does not address any component of the
requirement, or no information was provided.
The response unsatisfactorily addresses the requirement
and the bidder’s ability to comply with the requirement, or
has simply restated the requirement.

Average

The response shows an acceptable understanding or
experience with the requirement. Sufficient detail to be
considered “as meeting minimum requirements.”

Excellent

The response has provided an innovative, detailed, and
thorough response to the requirement, and clearly
demonstrates a superior experience with or understanding
of the requirement.
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Certification Process Timeline
Ongoing project Plan development

Jan 2017
DY1 Begins

Apr‐May 2017
Certification Phase 1 Due

Jul‐Aug 2017
Certification Phase 2 Due

Oct 2017
Project Plan
applications due

Dec 2017
Applications
approved

The certification materials submitted by the ACH will be posted on the HCA website for public review.
Upon successful completion of the Phase 1 and Phase 2 certification, ACHs will earn Project Design
funds. These funds go directly to ACHs as opposed to incentive payments, which will flow through the
financial executer. Project Design funds are intended for ACH use on development, submission and
oversight of a successful Project Plan application and execution.
To craft responses, ACHs should refer to the following key documents for important information
outlining various obligations and requirements of ACHs and the state in implementing the Medicaid
Transformation Project:
1. The Medicaid Transformation Project demonstration Special Terms and Conditions (STCs), which
set forth in detail the nature, character, and extent of federal involvement in the demonstration,
the state’s implementation of the expenditure authorities, and the state’s obligations to CMS
during the demonstration period. The STCs were approved on January 9, 2017.
2. The Medicaid Transformation Toolkit, and any finalized protocols that support the
demonstration STCs.
3. Other key documents and resources as listed in each section.
Certification Submission Instructions:
1. Please submit documents electronically according to the following specifications. Electronic
copies must be submitted by 3pm on May 15, 2017 for phase 1 and by 3pm on August 14, 2017
for phase 2.
a. Must be emailed to Medicaidtransformation@hca.wa.gov
b. Narrative documents and supporting materials including governance charters must be
submitted in Word or similar format.
c. Must include contact information for the point of contact for any follow‐up questions.
2. Certification phase 1 must be submitted between: April 17, 2017 and May 15, 2017.
3. Certification phase 2 must be submitted between: July 17, 2017 and August 14, 2017.
Questions regarding the certification process must be directed to medicaidtransformation@hca.wa.gov.
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Certification Phase 1
ACHs must respond to a series of questions listed below to demonstrate achievement of expectations in
the following areas:







Theory of Action and Alignment Strategy
Governance and Organizational Structure
Tribal Engagement and Collaboration
Community and Stakeholder Engagement
Budget and Funds Flow
Clinical Capacity and Engagement

Amount: Each ACH is eligible to receive up to $1 million for successful demonstration of Phase 1
expectations. Funding1 will be distributed if certification criteria are fully met (score of three or higher)
and the ACH and HCA have executed a contract for receipt of demonstration funds.
Submission: Between 04/17/2017‐05/15/2017
Theory of Action and Alignment Strategy
Each ACH is expected to adopt an alignment strategy for health systems transformation that is shared
by ACH partners and staff. The goal is to ensure the work occurring within the region (e.g., clinical
services, social services and community‐based supports) is aligned and complementary, as opposed to
the potential of perpetuating silos, creating disparate programs, or investing resources unwisely.
Provide a narrative and/or visual describing the ACH’s regional priorities and how the ACH plans to
respond to regional and community priorities, both for the Medicaid population and beyond. Please
describe how the ACH will consider health disparities across all populations (including tribal
populations), including how the ACH plans to leverage the opportunity of Medicaid Transformation
within the context of regional priorities and existing efforts.
References: ACH 2016 Survey Results (Individual and Compilation), SIM Contract, Medicaid
Transformation STC Section II, STC 30
Narrative word‐count range: 400‐800
ACH Strategic Vision:
1. What are the region’s priorities and what strategies are in place to address these priorities
across the region?
2. Describe how the ACH will consider health disparities to inform regional priorities.
3. Describe strategies for aligning existing resources and efforts within the region. How is the
work oriented towards an agreed upon mission and vision that reflects community needs,
wants and assets?
4. Describe any in‐kind contributions and non‐Medicaid resources that have been identified for
supporting the ACHs work over the near‐term and long‐term.
Alignment with Delivery System Reform:
1

Timing and amount of Project Design funding is contingent on CMS approval of all related protocols.
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5.
6.

Describe how the ACH will leverage the unique role of DSRIP and consider the needs of
Medicaid partners and beneficiaries to further the priorities identified above.
Describe how the ACH will leverage the Demonstration to demonstrate a business case for
bringing clinical and community sectors and efforts to increase the health of populations.

Required Attachment(s): Not Applicable

Governance and Organizational Structure
The ACH is a balanced, community‐based table where health care, social, educational, and community
entities influence health outcomes and align priorities and actions. To support this, the ACH must
clarify roles and responsibilities, adopt bylaws that describe where and how decisions will be made,
and describe how the ACH will develop and/or leverage the necessary capacity to carry out this large
body of work.
References: ACH Decision‐Making Expectations, Medicaid Transformation STC 22 and STC 23,
Midpoint Check‐Ins for Accountable Communities of Health, DSRIP Planning Protocol
Narrative word‐count range: 800‐1,500
ACH Structure:
1. What governance structure is the ACH using (e.g.., Board of Directors/Board of Trustees,
Leadership Council, Steering Committee, workgroups, committees, etc.)?
2. Describe the process for how the ACH organized its legal structure.
Decision‐making:
3. What decisions require the oversight of the decision‐making body? How are those decisions
made? (E.g. simple majority, consensus, etc.)
4. How and when was the decision‐making body selected? Was this a transparent and inclusive
process? Include term limits, nominating committees, and make‐up, etc. If a board seat is
vacant, how will the ACH fill the vacancy?
5. How is decision‐making informed? What are the documented roles and communication
expectations between committees and workgroups to inform decision‐making?
6. What strategies are in place to provide transparency to the community?
7. If the decision‐making body makes a decision that is different from recommendations
presented by committees and/or workgroups, how does the ACH communicate how and why
that decision was made?
8. Describe how flexibility and communication strategies are built into the ACH’s decision‐making
process to accommodate nimble decision‐making, course corrections, etc.
9. Describe any defined scope, financial accountability or other limits placed on staff or the
Executive Director decision making outside of board approval.
Staffing and capacities:
10. Provide contact information for the ACH’s Executive Director. How long as the Executive
Director been in that position for the ACH?
11. What gaps has the ACH identified related to its capacity for data‐driven decision making and
formative adjustments? How will these gaps be addressed?

4
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12. Has the ACH signed a data sharing agreement (DSA) with the HCA? Provide contact
information for the ACH point person for data related topics.
Required Attachment(s):
A. Visual/chart of the governance structure.
B. Copy of the ACHs By‐laws and Articles of Incorporation.
C. Other documents that reflect decision‐making roles, including level of authority, and
communication expectations for the Board, committees and workgroups.
D. Decision‐making flowchart.
E. Roster of the ACH decision‐making body and brief bios for the ACH’s executive director, board
chair, and executive committee members.
F. Organizational chart that outlines current and anticipated staff roles to support the ACH.

Tribal Engagement and Collaboration
ACHs are required to adopt either the State’s Model ACH Tribal Collaboration and Communication
policy or a policy agreed upon in writing by the ACH and every ITU in the ACH’s region. In addition,
ACH governing boards must make reasonable efforts to receive ongoing training on the Indian health
care delivery system with a focus on their local ITUs and on the needs of both tribal and urban Indian
populations.
Provide a narrative of how ITUs in the ACH region have been engaged to‐date as an integral and
essential partner in the work of improving population health. Describe and demonstrate how the ACH
complies or will come into compliance with the Tribal Engagement expectations, including adoption
of the Model ACH Tribal Collaboration and Communication Policy or other unanimously agreed‐upon
written policy.
References: Medicaid Transformation STC 24, Model ACH Tribal Engagement and Collaboration Policy,
workshops with American Indian Health Commission
Narrative word‐count range: 700‐1,300
1.
2.
3.

4.

5.
6.

Describe the process that the ACH used to fill the seat on the ACH governing board for the ITUs
in the ACH region to designate a representative.
Describe whether and how the ACH has reached out to regional ITUs to invite their
participation in the ACH.
Describe, with examples, any accomplishments the ACH has realized in collaborating and
communicating with ITUs, including when in the planning and development process the ACH
first included or attempted to include ITUs.
Describe the process the ACH used to adopt the Model ACH Tribal Collaboration and
Communication Policy. If the ACH has not yet adopted the Model ACH Tribal Collaboration and
Communication Policy, what are the next steps, including anticipated dates, to implement the
requirements?
Describe key lessons the ACH has learned in its attempts to engage with ITUs and the next
steps the ACH will take to support meaningful ITU engagement and collaboration.
Describe how the ACH governing board will receive ongoing training on the Indian health care
delivery system with a focus on their local ITUs and on the needs of both tribal and urban
Indian populations.
5
Page 40 of 52

Required Attachment(s):
A. Demonstration of adoption of Model ACH Tribal Collaboration and Communication Policy,
either through bylaws, meeting minutes, correspondence or other written documentation.
Recommended Attachment(s):
A. Statements of support for ACH certification from every ITU in the ACH region.
Community and Stakeholder Engagement
ACHs are regional and align directly with the Medicaid purchasing boundaries. This intentional
approach recognizes that health is local and involves aspects of life and community beyond health
care services. The input of community members, including Medicaid beneficiaries, is essential to
ensure that ACHs consider the perspectives of those who are the ultimate recipients of services and
health improvement efforts.
Provide a narrative that outlines how the ACH will be responsive and accountable to the community.
References: Medicaid Transformation STC 22 and 23, Midpoint Check‐Ins for Accountable
Communities of Health, NoHLA’s
“Washington State’s Accountable Communities of Health: Promising Practices for Consumer
Engagement in the New Regional Health Collaboratives,” DSRIP Planning Protocol
Narrative word‐count range: 800‐1,500
Meaningful consumer engagement:
1. Describe the ACH vision for fostering an authentic relationship with the community members.
2. What barriers/challenges has the ACH experienced or anticipate experiencing toward
meaningful community and consumer engagement?
Partner engagement:
3. What strategies does the ACH employ, or plan to employ, to provide opportunities for
engagement beyond the decision‐making body to ensure that community partners are
addressing local health needs and priorities?
4. What opportunities are available for bi‐directional communication, so that the community
and stakeholders can give input into planning and decisions? How is that input then
incorporated into decision making and reflected back to the community?
Transparency and communications:
5. Describe how the ACH does or will fulfill the requirement for open and transparent decision‐
making body meetings. Please include how transparency will be handled if a decision is
needed between public meetings.
6. What communication tools does the ACH use? Describe the intended audience for any
communication tools.
Required Attachment(s):

6
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A. Provide links to webpages where partners can access meeting schedules and other
engagement opportunities, meeting materials, and contact information.

Budget and Funds Flow
ACHs will oversee decisions on the disbursement of Demonstration incentive funds to partnering
providers within the region. This requires a transparent and thoughtful budgeting process.
Demonstration funds will be earned based on the objectives and outcomes that the state and CMS
have agreed upon. Demonstration funds and funds from other federal sources (e.g., State Innovation
Model sub‐awards) should be aligned but ACHs cannot duplicate or supplant funding streams.
Provide a description of how Project Design funding will support Project Plan development.
References: Medicaid Transformation STC 31 and STC 35, DSRIP Planning Protocol
Narrative word‐count range: 800‐1,500
1. Describe how the ACH plans to use the Project Design funds to support Project Plan
development and other capacities or infrastructure.
2. Provide a description of budget and accounting support, including any related committees or
workgroups.
3. Define the levels of expenditure authority held by the Executive Director, specific committees
(e.g., Executive Committee), and the decision‐making body.
4. Provide a description of the tracking mechanisms to account for various funding streams (e.g.,
SIM and Demonstration).
5. Describe how capacities for data, clinical, financial, community and program management,
and strategic development will be met through staffing, vendors or in‐kind support from
board/community members.
Required Attachment(s):
A. High‐level budget plan (e.g. chart or excel document) for Project Design funds to accompany
narrative required above.

Clinical Capacity and Engagement
The demonstration is based on a Delivery System Reform Incentive Payment (DSRIP) program. As
such, there needs to be engagement and input from clinical providers, including but not limited to
MDs, RNs, ARNPs, CHWs, SUD providers, and mental health providers such as therapists and
counselors.
References: Medicaid Transformation STC 36, DSRIP Planning Protocol
Narrative word‐count range: 500‐1,000

7
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1. Provide a summary of current work or plans the ACH is developing to engage clinical
providers. Include a summary of input the ACH has already received from clinical providers or
subject matter experts regarding the mechanisms and strategies to engage providers.
2. Describe how the ACH is approaching provider engagement, as well as identification of
provider champions within the ACH. Include any targeted committees, panels or workgroups.
3. Demonstrate how the ACH is partnering with local and state clinical provider organizations
(e.g., local medical societies, statewide associations, and prospective partnering providers).
Required Attachment(s):
A. Bios or resumes for identified clinical subject matter experts or provider champions

8
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Certification Phase 2
Certification Phase 2 is intended to ensure that each ACH has met state expectations regarding progress
and accomplishments. Each ACH will demonstrate that it is well positioned to submit a transformation
Project Plan application to the state. The strength and quality of the Project Plan application, including
addressing considerations or concerns the state has emphasized in Certification Phase 1 and 2, will in
part determine the maximum incentive payments that regions will be eligible to earn over the course of
the demonstration. In addition to recent developments and capacities, if significant changes in direction
or structure have occurred since Phase 1, those need to be clearly explained and documented as part of
Certification Phase 2.
Please ensure narrative is supported by documentation and evidence of accomplishments, including but
not limited to the required attachments listed within each section. The ACH must respond to questions
in the following areas:









Theory of Action and Alignment Strategy
Governance and Organizational Structure
Tribal Engagement and Collaboration
Community and Stakeholder Engagement
Budget and Funds Flow
Clinical Capacity and Engagement
Data
Transformation Project Planning

Amount: Each ACH is eligible to receive up to $5 million for successful demonstration of Phase 2
expectations. Funding2 will be distributed if certification criteria are met and the ACH and HCA have
executed a contract for receipt of demonstration funds.
Submission: Between 7/17/17‐8/14/17
Theory of Action and Alignment Strategy
Each ACH is expected to adopt an alignment strategy for health systems transformation that is shared
by ACH partners and staff. The goal is to ensure the work occurring within the region (e.g., clinical
services, social services and community‐based supports) is aligned and complementary, as opposed to
the potential of perpetuating silos, creating disparate programs, or investing resources unwisely.
Provide a narrative and visual describing the ACH’s regional priorities and how the ACH plans to
respond to regional and community priorities, both for the Medicaid population and beyond. Please
describe how the ACH will consider health disparities across all populations (including tribal
populations), including how the ACH plans to leverage the opportunity of Medicaid Transformation
within the context of regional priorities and existing efforts.
References: ACH 2016 Survey Results (Individual and Compilation), SIM Contract, Medicaid
Transformation STC Section II, STC 30

2

Timing and amount of funding is contingent on CMS approval of all related protocols.
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Narrative word‐count range: 400‐800
ACH Strategic Vision:
1. Has the ACH modified its regional priorities since phase 1? If so, please describe those
modifications.
2. Summarize the health care needs and disparities that affect the health of your local
community.
3. What progress has been made to align existing resources and efforts within the region?
4. Describe any in‐kind contributions and non‐Medicaid resources that have been identified for
supporting the ACHs work over the near‐term and long‐term.
Required Attachment(s):
A. Logic model3 describing how the ACH will address regional priorities. The logic model must
include regional activities and effects, in addition to Demonstration activities and effects on
the Medicaid population specifically.

Governance and Organizational Structure
Provide a description on the evolution of the governance and organizational structure of the ACH
since Phase 1 certification.
Narrative word‐count range: 500‐1,000
ACH Structure:
1. Describe the ACH sector representation approach.
2. Provide a summary of any significant changes that have occurred within the governance
structure (e.g., composition, committee structures, decision‐making approach), including
rationale for those changes.
3. Demonstrate how personal and organization conflict of interest concerns are addressed within
the ACH, including considerations regarding the balanced and accountable nature of the ACH
decision‐making body to directly address identified conflicts
Staffing and Capacities:
4. Provide a summary of staff positions that have been hired or will be hired, including current
recruitment plans and anticipated timelines.
Required Attachment(s):
A. Copies of charters for committees and workgroups that outline purpose, members,
responsibilities and scope.
B. Conflict of interest policy.
C. Draft or final job descriptions for all identified positions.
3

At a minimum, the logic model must include: a purpose or mission statement, key resources and constraints,
activities, outputs, and effects or results. http://ctb.ku.edu/en/table‐of‐contents/overview/models‐for‐
community‐health‐and‐development/logic‐model‐development/main

10
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D. Short bios for all staff hired.
E. Sector representation policy.

Tribal Engagement and Collaboration
Provide a narrative describing specific activities and events that further the relationship between the
ACH and ITUs, including progress on implementing the requirements of the previously adopted Model
ACH Tribal Collaboration and Communication Policy.
Narrative word‐count range: 500‐1,000
1.
2.

3.

4.

Provide an update on the ACH efforts described for Phase 1 Certification, particularly for any
next steps identified.
Describe any opportunities for improvement that have been identified regarding the Model
ACH Tribal Collaboration and Communication Policy and how the ACH intends to address
these opportunities.
Describe what training the ACH governing board has received on the Indian health care
delivery system with a focus on the local ITUs and on the needs of both tribal and urban
Indian populations. Describe how the ACH governing board will ensure that it receives
ongoing training going forward.
Demonstrate how ITUs have helped inform the ACH’s regional priorities and project selection
process to‐date.

Required Attachment(s):
A. Demonstration of adoption of the Model ACH Tribal Collaboration and Communication Policy,
either through bylaws, meeting minutes or other evidence. Please highlight any modifications
that were agreed to by all required parties.
B. Provide a bio(s) for the representative(s) of ITUs seated on the ACH governing board.
Required Attachment(s):
A. Statements of support for ACH certification from every ITU in the ACH region.

Community and Stakeholder Engagement
Provide a narrative that describes current and future efforts regarding community and stakeholder
engagement and how these actions demonstrate inclusion of and responsiveness to the community.
Narrative word‐count range: 500‐1,000
Meaningful consumer engagement:
1.

2.

What strategies or processes have been implemented to address the barriers and challenges
for community/consumer engagement identified in phase 1? What are the next steps the ACH
will undertake to continue to address remaining barriers and challenges?
How has community member/consumer input informed the project selection process to‐date?
11
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3.

4.

How is the ACH satisfying requirements for holding at least two public meetings to solicit
community input in the Project Plan development? How will/did the ACH advertise these
meetings?
What specific strategies have been implemented to provide adequate opportunities for people
from diverse life experiences, who have different understandings of this work and different
schedules, to participate in the ACH?

Partner Engagement:
5.
6.

7.

What opportunities were provided to partners and stakeholders to inform project selection,
beyond those included directly in the ACH governance structure?
How is the ACH fulfilling the requirement for open and transparent discussion‐making body
meetings? Please include how transparency has been handled if a decision was needed
between public meetings.
How is the ACH ensuring that partnering providers (for transformation projects) serve a
significant portion of Medicaid covered lives in the region and represent a broad spectrum of
care and related social services that are critical to improving how care is delivered and paid
for?

Transparency and Communications:
8.

What communication tools does the ACH use? Provide a summary of what the ACH has
developed regarding its web presence, including but not limited to: website, social media and
any mobile application development.
9. Provide a link to the ACH’s public‐facing website.
10. Provide a list of all public ACH related engagements or forums for the last 3 months.
11. Provide a list of all public ACH related engagements or forums scheduled for the next 3
months.
Required Attachment(s):
A. A list of communication tools/resources and corresponding target audiences.
B. Meeting minutes or meeting summaries for the last 3 decision‐making body meetings.
C. Attestation of meaningful participation by at least one Medicaid consumer reflecting
meaningful participation in the process described in the narrative.
D. Attestation from a partner not participating directly on the decision‐making body of
meaningful participation in the process as described in the narrative.

Budget and Funds Flow
Design funding should be sufficient to ensure ACHs have the resources necessary for serving as
regional lead for Medicaid Transformation.
Provide a description of how design funding has been used to date to ensure successful Project Plan
development. Summarize discussions relating to funds flow and incentive payments and distribution.
Narrative word‐count range: 500‐1,000
1. Demonstrate how the ACH has and plans to use Design funds to support successful Project
Plan development.
12
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2. Demonstrate how capacities for data, clinical, financial, community and program
management, and strategic development have been met through staffing, vendors or in‐kind
support from board/community members?)
3. Provide a projection of budget categories (e.g. ACH program administration, partnering
provider incentives, and other) and allocations over the course of the Demonstration.
4. Provide an update on funds flow and incentive structures, including a summary of discussions
to date with partnering providers to inform agreements as part of the project plan application.
5. Describe any state or federal funding provided to the ACH and how this does or does not align
with the Demonstration activities and funding.
6. What is the status on the use of tracking mechanisms to account for various funding streams
(e.g., SIM and Demonstration)?
Required Attachments:
A. Bio or resume for the treasurer and/or CFO or equivalent
B. Audited Financial Statements for the previous 2‐4 quarters, as applicable
C. Actual expenditures for Phase 1. Provide amounts and description.
D. Demonstration budget projection for years 1‐5. Provide budget categories and
percentages, if applicable (e.g., administrative costs, participating providers and
community based organizations).
E. Provide documentation of in‐kind support or resources being provided.

Clinical Capacity and Engagement
The Medicaid Transformation demonstration is based on a Delivery System Reform Incentive
Payment (DSRIP) program. As such, there needs to be engagement and input from clinical providers,
including but not limited to MDs, RNs, ARNPs, CHWs, SUD providers, and mental health providers
such as therapists and counselors.
Provide a summary of current work the ACH is undertaking to engage clinical providers.
References: Medicaid Transformation STC 36, DSRIP Planning Protocol
Narrative word‐count range: 500‐1,000
1. Demonstrate clinical expertise and leadership to inform project planning and decision‐making.
2. Demonstrate that input was received from clinical providers and that prospective clinical
partnering providers are participating in project planning.
3. Demonstrate how clinical input on workforce needs has been incorporated into project
planning.
4. Demonstrate how the ACH is partnering with local and state clinical provider organizations
(e.g., local medical societies, statewide associations, and prospective partnering providers).
Required Attachment(s):
A. Additional and/or current bios or resumes for identified clinical subject matter experts or
provider champions not provided in phase 1.

13
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Data
Data will be an underlying, foundational piece of the Medicaid Transformation demonstration. With
the need to quantify improvement in health outcomes, ACHs will need to interpret and use data to
drive key decisions including: project selections, tracking outcomes and making adjustments.
References: Medicaid Transformation STC 36, DSRIP Planning Protocol
Narrative word‐count range: 500‐1,000
1. Describe how the ACH is collaborating, or plans to collaborate, with other ACHs for data‐
related activities such as interpreting data sets provided by the state.
2. Describe how the ACH has utilized health information provided by the state, leveraged existing
community health needs assessments, as well as other sources of data, to direct the project
planning process.
3. Describe ACH‐led efforts to collect information at the regional level pertaining to health care
and community‐based service systems and capacity.
4. Describe asset mapping efforts conducted by the ACH to inform project selection and
planning.
Required Attachment(s):
A. Provide meeting minutes or materials that highlight data‐driven decision making for the
demonstration (i.e. project selection, target populations, partnering providers).

Transformation Project Planning
Provide a summary of current transformation project selection efforts including the projects the ACH
anticipates selecting.
References: Medicaid Transformation STC 36, DSRIP Planning Protocol
Narrative word‐count range: 500‐1,000
1. Provide a summary of the anticipated projects, including rationale for selection and how the
ACH is approaching alignment or intersections across anticipated projects in support of a
portfolio approach.
2. Demonstrate any efforts to support cross‐ACH project development and alignment. Include
reasoning for why the ACH has, or has not, decided to undertake projects in partnership with
other ACHs.
3. What risks and mitigation strategies have been identified regarding successful project
application submission?
4. What strategies are being considered to obtain commitments from interested partnering
providers? What is the timeline for obtaining these commitments?
Required Attachment(s):
A. Provide an initial list of partnering providers or categories of partnering organizations
interested in or committed to implementing projects.

14
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Model ACH Tribal Collaboration and Communication Policy
I.

Purpose

To establish a clear and concise collaboration policy and communication procedure between the Accountable
Community of Health (ACH) and tribal governments, Indian Health Service (IHS) facilities, and Urban Indian Health
Programs (UIHPs) in the development of all ACH policies or actions.
II.

Governance

The ACH will hold at least one seat on the ACH governing board for the tribes, IHS facilities, and UIHPs in its region to
designate a representative.
[The ACH and every tribe, IHS facility, and UIHP may agree in writing to implement a modified version of Part II to
support meaningful and feasible collaboration and engagement, including engagement with each sovereign tribal
government, IHS facility, and UIHP.]
III.

Collaboration

The ACH will collaborate and communicate with tribal governments, IHS facilities, and UIHPs in a manner that respects
the tribes’ status as sovereign nations and the IHS facilities’ and UIHPs’ status as congressionally established entities
charged with meeting the federal trust responsibility and U.S. treaty obligations to American Indians/Alaska Natives
(AI/ANs).


The ACH will not refer to tribes, IHS facilities, or UIHPs as stakeholders but as partners.



The ACH will collaborate with tribes, IHS facilities, and UIHPs from the beginning of and throughout the planning
and development process and engage in inclusive decision‐making with tribes, IHS facilities, and UIHPs for all
ACH actions that have an impact on AI/ANs, tribes, IHS facilities, or UIHPs (as determined in accordance with
Section IV) and not just solicit feedback from tribes, IHS facilities, and UIHPs.



The ACH will respect and support the need for:
o

Tribal representatives to inform their tribal councils and receive directives from their tribal councils on
whether and how the tribe would like to proceed with respect to any ACH action.

o

IHS facility representatives to inform their agency leadership and receive directives from their agency
leadership on whether and how the IHS facility would like to proceed with respect to any ACH action.

o

UIHP representatives to inform their boards and receive directives from their boards on whether and
how the UIHP would like to proceed with respect to any ACH action.

If a tribe, IHS facility, or UIHP declines an invitation to collaborate, the ACH will maintain a standing invitation for
the tribe, IHS facility, or UIHP to collaborate with the ACH.

Model ACH Collaboration Policy and Communication Procedure
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IV.

Determination of ACH Actions Having Impacts on AI/ANs, Tribes, IHS, or UIHPs

The ACH will establish a committee of ACH and tribal/IHS/UIHP designees. Such ACH designees must include the ACH
lead staff member (e.g., ACH executive director) and at least one ACH governing board member who is not a
representative of tribes, IHS facilities, or UIHPs. The committee will meet regularly to determine whether any ACH
actions being contemplated, including the development of policies, programs, or agreements, will have an impact on
AI/ANs, tribes, IHS, or UIHPs. The ACH lead staff person will ensure that sufficient information about ACH actions is
communicated during the meeting, and prior to implementation, to enable the committee to determine whether those
actions will have an impact on AI/ANs, tribes, IHS, or UIHPs. If no tribe, IHS facility, or UIHP designates an individual to
serve on this committee and until such time when a tribe, IHS facility, or UIHP does designate an individual to serve on
this committee, the governing board of the ACH will make determinations of whether any ACH actions being
contemplated will have an impact on AI/ANs, tribes, IHS, or UIHPs and inform the tribes, IHS facilities, and UIHPs.
[The ACH and every tribe, IHS facility, and UIHP may agree in writing to implement a modified version of Part IV to
support meaningful and feasible collaboration and engagement, including engagement with each sovereign tribal
government, IHS facility, and UIHP.]
V.

Communication

A. The ACH will work with each of the individual tribes, IHS facilities and UIHPs to ensure that all contact
information is up‐to‐date and the correct representatives are notified and regularly receive information.
B. The ACH will effect delivery of written information to tribes, IHS facilities, and UIHPs concurrent with, and in the
same format and method as, the delivery of written information to board members for board meetings, to
committee members for committee meetings, and to other ACH participants for participant or other meetings.
VI.

Sovereignty and Disclaimer

The ACH respects the sovereignty of each tribe located in the State of Washington and that the tribes and UIHPs have
the right to request consultation with the State of Washington and/or the United States government in the event the
ACH fails to address the impacts on AI/ANs, tribes or UIHPs. In executing this policy, no party waives any rights,
privileges, or immunities, including treaty rights, sovereign immunities and jurisdiction. This policy does not diminish any
rights or protections afforded AI/AN persons or tribal governments or entities under state or federal law. The ACH
acknowledges the right of each tribe and UIHP to consult with state and federal agencies, including, where appropriate,
the Health Care Authority, the Governor of the State of Washington, the Region X Administrator of the U.S. Department
of Health and Human Services, or the President of the United States.
VII.

Effective Date

This policy will be effective on
, and will be reviewed and evaluated annually at the request of any tribe
or UIHP or at the request of a majority of the ACH governing board members.
APPROVED BY:

ACH Chair
Model ACH Collaboration Policy and Communication Procedure
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KC ACH Governing Board – 4/18/17
Meeting Evaluation

On a scale of 1 to 10, how would you rate the quality of today’s meeting?

What would it take to make it a 10?

COMMENTS (optional)
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