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King County Accountable Community of Health
Governing Board Meeting
August 30, 2017, 1:00 pm – 4:00 pm
Revelle Hall at Navos, 1210 SW 136th St, Burien, WA 98166
MEETING GOALS

The primary objectives of today’s meeting are to (1) ground our understanding of a framework for building a
project portfolio; (2) discuss strategies for building a project portfolio taking into consideration performance
metrics; (3) discuss and provide guidance to the DPC in developing its recommendations.

AGENDA
1:00 p.m.

1. Welcome & Introductions
§ Meeting Goals & Agenda Review
§ Approval of Last Meeting’s Minutes

Betsy Lieberman and Esther Lucero,
Board Co-Chairs

1:15 p.m.

2. Board Business & Executive Director’s
Report

Susan McLaughlin, King County ACH

1:35 p.m.

3. SIM project

Bill Rumpf, MHNW

1:45 p.m.

4. Project Portfolio Framework

Susan McLaughlin, King County ACH

2:20 p.m.

BREAK

2:30 p.m.

5. Project Portfolio Strategy & Performance Cathy Kaufmann and Tina Eklund, HMA
Metrics

3:10 p.m.

6. Small Group Discussion – Guidance for
the DPC
§

Board

Based upon the Portfolio Framework and
Strategy presentations, discuss guidance
for the DPC

3:50 p.m.

Public Comment

4:00 p.m.

Meeting Adjourn

Next Meeting: Monday, September 18, 2017, 8:30 am – 4:30 pm (King County Elections, 919 SW Grady
Way, Renton). All day meeting.
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King County Accountable Community of Health
Governing Board Meeting Summary

August 10, 2017, 9 a.m. - 12 p.m.
The Seattle Foundation – 1601 Fifth Avenue, Seattle, WA 98101 – Suite 1900
Members Present:
Teresita Batayola (International Community Health Services), Elizabeth “Tizzy” Bennett (Seattle Children’s
Hospital), Roi-Martin Brown (Washington Community Action Network), Molly Carney (Evergreen Treatment
Services), Elise Chayet (Harborview Medical Center), Kristin Conn (Kaiser Permanente of Washington), Steve
Daschle (Southwest Youth and Family Services), Ceil Erickson (Seattle Foundation), Marya Gingrey (Regional
Equity Network), Patty Hayes (Public Health – Seattle & King County), David Johnson (Navos Mental Health
Solutions), Betsy Lieberman (Betsy Lieberman Consulting), Maureen Linehan (Seattle Aging and Disability
Services), Esther Lucero (Seattle Indian Health Board), Daniel Malone (Downtown Emergency Service Center),
Sarah Rafton (Washington Chapter – American Academy of Pediatrics), Jihan Rashid (Somali Health Board), Jeff
Sakuma (City of Seattle), Erin Sitterley (Sound Cities Association), Amina Suchoski (United Healthcare), Elizabeth
Tail (Cowlitz Tribal Health) alternate for Stephen Kutz (Cowlitz Indian Tribe), Jim Vollendroff (King County
Department of Community and Human Services) delegate for Adrienne Quinn (King County Department of
Community and Human Services), and Sherry Williams (Providence Health Services of Washington) delegate for
Preston Simmons (Providence Health Services of Washington).
Members Not Present:
Shelly Cooper-Ashford (Center for MultiCultural Health)
Staff:
Christina Hulet (Hulet Consulting), Gena Morgan and Melissa Warner (Public Health – Seattle & King County).
Guests:
Jeff Sconyers (University of Washington), Kylie Walsh (Wilson Strategic), Sarah Klaus (Health Care Authority), Erin
Hertel (Center for Community Health and Evaluation), Michelle Chapdelaine (Center for Community Health and
Evaluation), Ellie Wilson-Jones (Sound Cities Association), Victor Loo (Asian Counseling and Referral Service),
Jessica Fjerstad (Kaiser Permanente), Chavie Cramer (University of Washington Medicine), Brad Finegood (King
County Department of Community and Human Services), Maureen Finneran (Arcora Foundation), Lauren
Schilperoort (MultiCare Health System), Jen DeYoung (Public Health – Seattle & King County), Alicia Bissonnett
(Molina Healthcare), Tavish Donahue (Mercy Housing NW), Liz Mills (Crisis Clinic), Sharon Poch (Qualis Health),
Kirsten Wysen (Public Health – Seattle & King County), Elisa Del Rosario (Asian Counseling and Referral Service),
Allie Franklin (Crisis Clinic), Brook Buettner (Public Health – Seattle & King County), Aqeel Williams (Swedish
Medical Center), Christine Stalie (WA Department of Health), Torri Canda (Amerigroup), Howard Springer
(Navos), Jim Jackson (DSHS), Hiroshi Nakano (Valley Medical Center)

Welcome, Meeting Goals & Agenda Review
Co-chair Betsy Lieberman (Betsy Lieberman Consulting) called the meeting to order, and thanked Ceil Erickson
and the Seattle Foundation for hosting.
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Goals for the meeting were noted:
• Discuss and approve Phase II Certification and budget approach and SIM grant funds
• Review board member responsibilities
• Receive updates from the Executive Director, Executive Committee and Demonstration Project
Committee (DPC)
Board members were asked if they had had an opportunity to review the draft meeting summary from the July
17 Governing Board meeting. Comments were welcomed, and no changes were requested. The summary was
approved with all in favor, none opposed.
Co-chair Esther Lucero (Seattle Indian Health Board) welcomed everyone and noted that she is relatively new to
the table, part of the “next generation” of leaders. She thanked Betsy for the privilege of being able to work
together and to learn from her experience. Esther shared the Native American concept of the medicine wheel,
which illustrates the idea of being whole, healthy and balanced. She explained how the sharing of knowledge,
practices and ways of knowing enabled tribes to survive. Esther pointed out that everyone involved in the ACH
comes from different communities, but are all related. Decisions should come from this concept of unity,
summed up in the phrase “We were all indigenous once.”
Brief introductions were given by all members and guests.

Executive Director’s Report
Executive Director Susan McLaughlin said the ED report will be a standing agenda item for Governing Board
meetings and provided the following updates:
ACH Infrastructure
• Backbone staff transitions expected in late September
o Gena Morgan will become KCACH Director of Programs
o Lee Che Leong will become KCACH Project Manager
• Chief Financial Officer (CFO) hiring process
o 40 applications received. Health Management Associates helping to screen.
• Administrative Assistant hiring process
o 200 applications received
Susan thanked King County backbone staff for their continued assistance during this transition. She also thanked
the Seattle Foundation for housing the ACH for the time being.
Office Space
• Looking at potential office spaces
• Doing availability and financial analysis
• Will move into lease negotiation
• Will require 3-5 year lease commitment at $80-100K per year
Betsy noted that an agreement for a multi-year office space lease should be brought to the board for formal
approval.
Additional updates
• The Seattle Foundation is assisting with some basic accounting and budget reporting
• The website will be transitioning to a new URL (kingcountyach.org) at some point in the near future

Agenda Packet 4 of 69

•

A KCACH phone number has been set up

DSRIP consultant updates
• Thanks to Ingrid McDonald (Public Health – Seattle & King County) for leading the process of choosing
the DSRIP consultant
• Process was:
o 8 bids received
o Bids reviewed and scored, and interviews held by Ingrid McDonald, Esther Lucero, Ceil Erickson
(Seattle Foundation) and Amina Suchoski (United Healthcare)
o Top 3 candidates were also reviewed by Susan McLaughlin for the final decision
o Health Management Associates (HMA) was chosen for reasons including:
 Values (including community engagement)
 Expertise in DSRIP projects in other states
 Innovative thinking and approaches
 Hands-on approach and local staff (have 2 other WA contracts)
 Experience working with wide variety of stakeholder groups
 User-friendly tools for community involvement and accessibility
• Health Management Associates:
o Is currently helping with Phase Certification II to ensure the highest score possible
o Will provide targeted technical assistance to design teams
o Will provide strategic planning to the Demonstration Project Committee (DPC) on how to build
the project portfolio
o Will attend a future ACH Governing Board meeting

ACH Budget and Certification
Betsy Lieberman recused herself from the SIM grant vote related to the Housing-Health Partnership.
RESOLUTION: Phase II Certification Budget Approval
Finance Committee Co-chair Amina Suchoski presented the memo “Approving Certification Phase II Budget
Projection” (Agenda Packet pp. 9-10). A more detailed budget will be brought forward once the ACH CFO is in
place.
Finance Committee Co-chair Patty Hayes (Public Health – Seattle & King County) reiterated that this discussion
was really about the framework and approach to the anticipated maximum of $5 million that can be received
based on Certification II. Board approval of the budget projection is a requirement for Certification II.
Patty reviewed the Budget Forecast provided (Agenda Packet pp. 11-12):
• Funds divided into buckets
• Categories and timelines are consistent with the requirements for Certification II
• Project funds will likely be depleted in 2018, which is why additional years are not reflected
• Does not reflect expenses from Certification I
• Could receive less than $5 million depending on score
• 51% toward project planning, 27% for administration (team of 6 staff, office space), 12% health
information technology, 10% community engagement
The Finance Committee recommended this model to ensure stability for the ACH.
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Teresita Batayola (International Community Health Services) acknowledged the need to discuss in this format to
meet the certification deadline during this time of transition, but recommended setting up infrastructure for
how the Governing Board will receive and process future budget information.
Patty Hayes replied that the Finance Committee is committed to transparency, and eager for the arrival of the
ACH CFO to help set up that infrastructure. Esther Lucero and Betsy Lieberman reiterated the ACH’s
commitment to transparency.
David Johnson (Navos Mental Health Solutions) noted that the Budget Projection reflected different information
from the office rental details discussed earlier in the meeting.
Susan McLaughlin acknowledged that the projection was written before the ACH received rental quotes. Gena
Morgan (Public Health – Seattle & King County) elaborated that the budget projection reflected the portion of
Certification II funds that would go toward office space rental. Additional office rental fees would come from
other ACH funds. The goal is for a rental rate of approximately $30 per square foot, with access to a meeting
room.
Elizabeth “Tizzy” Bennett (Seattle Children’s Hospital) suggested changing the “Marketing and Outreach” line
item to “Communication.”
Patty Hayes said that “Marketing and Outreach” is the language used for Certification II. The ACH will be able to
write the full version of the budget in a way that more accurately reflects its values.
Elizabeth Tail (Cowlitz Tribal Health), alternate for Stephen Kutz (Cowlitz Indian Tribe) inquired about the line
item “Tribal Consultation.”
Susan McLaughlin replied that this could include hiring a liaison and/or paying directly to tribes. The ACH will
need to consider the options and decide how to use the funds.
Esther Lucero noted that the local tribes are talking about this and expect involvement with the ACH.
Elizabeth Tail recommended writing out budget notes for the moving targets (e.g., office rental).
Marya Gingrey (Regional Equity Network) thanked those involved for allocating the percentage of funding to
community engagement. She looks forward to discussing the details of what that looks like, which could include
awarding funds to grassroots groups to ensure and support their involvement (e.g., local health boards). The
Community and Consumer Voice Workgroup (CCV) encouraged viewing the budget holistically,
with engagement as a piece of each line item.
Patty Hayes reaffirmed that the Finance Committee recommended approving this budget projection memo. All
were in favor, none opposed.
RESOLUTION: Phase II Certification Approval
Betsy Lieberman presented the memo “Certification Phase II Submission to HCA” (Agenda Packet pp. 13-14) and
brought forward the resolution to accept Phase II Certification. She thanked the section coordinators for their
work on the certification submission: Kirsten Wysen, Christina Hulet, Gena Morgan, Lee Che Leong, Ingrid
McDonald, Liz Arjun, Eli Kern and Marguerite Ro.
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Susan McLaughlin noted the work done by HMA and Manatt to ensure thorough responses to maximize funding,
incorporate board feedback, and comply with word count limits. The final draft would be received on the day of
this meeting, and would then be reviewed and edited by Susan, Gena Morgan and Marguerite Ro. The final draft
will be distributed to the Governing Board.
Elise Chayet (Harborview Medical Center) inquired when the ACH would receive a response, and Sarah Klaus
(Health Care Authority) replied that responses are expected in a month. Gena Morgan noted that funds flow are
expected in mid-October.
A motion was made to approve the resolution. All were in favor, none opposed.
RESOLUTION: Use of Remaining SIM Grant Funds
Patty Hayes discussed the memo “Approving Use of Remaining SIM Grant Funds” (Agenda Packet pp. 15-16) and
presented the recommendation for the remaining State Innovation Model (SIM) grant funds. Health Care
Authority (HCA) requires a SIM project, and the King County ACH Interim Leadership Council (ILC) chose the
Housing-Health Partnership 1.5 years ago. The ACH anticipates having $110-120K SIM funds remaining for 2017,
and the Finance and Executive Committees recommend committing these remaining funds to the HousingHealth Partnership.
Future funding recommendations will be brought forward through the Finance Committee, but this
recommendation is being brought forward by both Finance and Executive Committees due to timing issues
related to the recent formation of the Finance Committee.
Sarah Rafton (Washington Chapter – American Academy of Pediatrics) noted that the project goals and health
outcomes are not clear and recommended that the Housing-Health Partnership present this information to the
Governing Board.
Tavish Donahue (Mercy Housing NW) elaborated that the partnership uses data to help evaluate the value of
community health workers in partnership with the health care system to positively impact community members.
Elizabeth “Tizzy” Bennett referred to the outcomes sections of the logic model provided (Agenda Packet p. 19).
She noted the importance of focusing on what the Board wants to accomplish.
Susan McLaughlin and Gena Morgan noted that the funding would run through the end of 2018 and the ACH
would request a scope of work and budget from Mercy Housing NW, similar to how the previous SIM grant was
structured.
Sherry Williams (Providence Health Services of Washington), delegate for Preston Simmons (Providence Health
Services of Washington) suggested putting a pause on additional funding until the group could make a more
thorough presentation.
Betsy Lieberman and Teresita Batayola reaffirmed that the ILC did a thorough vetting of the Health-Housing
Partnership when it was selected. However, Teresita said she would like a report on the work accomplished
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from the previous investment, and more details about the work moving forward (including timeline). She
suggested that this process would demonstrate and help solidify how the ACH works.
Amina Suchoski noted that timing is critical to sustain the work because previous funds have run out. Tavish
Donohue confirmed that their PHPDA grant ran out June 30, and funding for the work has reached a crisis point.
Jeff Sakuma suggested that the Housing-Health Partnership can distill the information for the Board, and a large
report is not needed. The goal is to get the necessary information, and not to overburden Mercy Housing.
Patty Hayes suggested approving gap funding, with plans for the Health-Housing Partnership to present more
information at the next Governing Board meeting. David Johnson (Navos) voiced support for this proposal.
Elizabeth “Tizzy” Bennett suggested approving $25K of immediate gap funding to fund the work through
September 2017.
Teresita Batayola pointed out the need to address accountability for the non-healthcare portion of this work.
The ACH needs to know what impact is being made on the social determinants of health. Sherry Williams and
Esther Lucero agreed.
All voted in favor, none opposed for gap funding of $25K, with plans to review process outcomes, goals, and
achievements to-date at the next meeting.
Betsy Lieberman abstained from this vote.

ACH Governance
Christina Hulet (Hulet Consulting) distributed the conflict of interest policy and annual disclosure of interest
form. She requested that Board members review and return their annual form by the end of the meeting.
Elise Chayet questioned how the Board will be able to vote on a balanced portfolio when there is a chance that
everyone might have a conflict of interest.
Christina elaborated that, if this unusual case were to arise, Board members could be counted for purposes of
establishing a quorum, but approval would be made based on a 2/3rds votes of the majority of disinterested
persons in attendance at the meeting.
Delegates need to fill out the form, and Christina offered to send electronically to anyone not present.
Board members previously agreed to represent their sectors when at the table, and also to bring information
back to them. They also previously listed the organizations with which they would engage, and Christina
provided a summary of responses. She requested that Board members review and submit updates as needed,
based on realistic networks and capacities.
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For reporting purposes and to ensure community engagement, the ACH needs to track outreach. For now, Board
members were asked to provide this information to Susan McLaughlin. Once the ACH is more fully staffed,
another point person will be designated.
Susan and Christina asked that Board members reach out if they have a presentation that they have given, or
alternately if they need presentation materials.
David Johnson requested a template for submitting outreach notes to Susan.
Marya Gingrey requested a central repository for recording questions that are coming up at meetings.
Elizabeth “Tizzy” Bennett noted that the ACH will need to take action on those questions and report back.
Amina Suchoski noted that managed care organizations can play a big role in communicating with Medicaid
beneficiaries since they are already required to communicate updates to their networks.
Betsy Lieberman encouraged attendees to sign up for the interested party commend period.

Public Comment
None

Tribal Engagement
Daniel Malone (Downtown Emergency Service Center) attended the July ACH Tribal Workshop at the
Muckleshoot Health & Wellness Center with Jeff Sakuma, Tizzy Bennett, Gena Morgan, Roi Martin-Brown and
Elizabeth Tail.
He reported that it was an excellent training provided by Jessie Dean (HCA) and Vickie Lowe (AIHC), and
included presentations from the tribe about physical and behavioral health integration work.
Daniel noted the importance of the ACH creating a strategy for tribal engagement – both as expression of an
ACH value and to meet the HCA’s board training requirement. He provided the example of how tribal members
may not feel that the healthcare system meets their needs, and how this is a critical issue for the ACH.
Jeff Sakuma, Tizzy Bennett, Gena Morgan, Roi Martin-Brown and Elizabeth Tail agreed that the training was very
powerful and valuable.
Tizzy reminded the Board that evidence-based models may not work for tribal communities. The ACH will need
to keep its audience in mind and remember who we serve. Elizabeth Tail agreed that evidence-base is a
conundrum. It is imperative to resist the urge to assimilate, and to hear when people say things won’t work.
Patty Hayes asserted that the Board should continue putting this concern on the record. Patty suggested the KC
ACH can be the ACH that elevates this issue, as it was a grave concern when the project toolkit was first
received.
Esther Lucero suggested leveraging the tribal consultation process with the state, and recommended the ACH be
strategic about what it pushes back on.
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Elizabeth Tail noted that Stephen Kutz would be open to that. Culture is an important tool and key resource that
builds resilience in a community. We need to call that out and make sure it is not lost.
Betsy Lieberman offered to set up a one hour phone call with the attendees of the training to discuss how the
ACH can ensure this is part of its work plans.

Demonstration Project Committee Updates
Marguerite Ro provided a handout on the DPC update.
Susan McLaughlin noted that the DPC’s purpose has not changed. The DPC will:
•
Provide leadership and guidance on the ACH’s project portfolio
•
Conduct analyses of projects
•
Make a recommendation to the Governing Board for approval
Marguerite noted that Governing Board members Elise Chayet, Amina Suchoski, Shelley Cooper-Ashford and
delegates sit on the DPC. The Governing Board will make the final decision on the project portfolio, including
investments, distribution of incentive funding to the community, and approval of the November 16
project portfolio application.
Patty Hayes reminded the Board that there will need to be some difficult conversations around the distribution
of funds, but the ACH will have the opportunity to invest upstream, meet equity goals and get creative.
Marguerite pointed to the calendar provided, and noted that design team members from all sectors have put
great thought and effort into this work. The calendar is evolving. Project scopes were previously submitted, and
discussions have begun around what the cross-cutting elements of the portfolio will be. Project plans were due
yesterday and are being review by HMA and DPC members.
The public comment period is August 21-September 1 (and has since been extended to September 8), and
Governing Board members were encouraged to review and comment on the plans. Design teams are using the
Community and Consumer Voice Workgroup’s Health Equity Toolkit, and will turn in this work September 1.
Project plans will be refined by HMA and the DPC.
In addition to the full day Governing Board meeting on September 18, a full day meeting request will be sent for
October 12.
Page 5 of the handout provided a sense of the DPC’s work, including:
•
Feedback on project scopes
•
Discussion of cross-cutting elements
•
Breakout groups as needed
•
Vision and portfolio framework workgroup (engaging Governing Board in this conversation)
•
Addressing the need for a glossary (request from last Governing Board meeting)
•
Feedback provided to design teams:
o Reminder of the goal to reduce disparities and move toward health equity (not seeing enough of
that lens)
o Need to address sustainability
o Need to meet all identified performance metrics
Next steps included reviewing project plans, releasing the plans for public comment, and continuing with
Domain I and cross-cutting work.
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Sarah Rafton observed tension between HCA’s identified metrics and what may realistically work for
communities of color. She pointed out the ACH’s responsibility to understand if evidence-based methods will
have the right impact. She recommended that the Board call this out and should push back if the ACH believes
other methods will work better.
Susan McLaughlin agreed with Sarah’s point, and replied that HCA is on board to help the ACH figure out ways to
work through issues like this.
Key dates were noted:
August 30 – receive robust framework for building the project portfolio
September 18 – determine key investments and leave-behinds, framing for fund distribution
October 12 – deeper dive into the portfolio and investment strategies
November 9 – final plan due
Susan encouraged Board members to let her know if there are resources they feel would help the Board to
make these decisions.
The handout’s depiction of the ACH reflected a shift in how the ACH talks about this work, moving the focus to
what matters to the people we serve. In other words, the true test of the work is “Did you (the patient) get what
you needed?”
Four to eight projects will be chosen. Six are needed for 100% funding eligibility. Further discussion will be
needed to decide how to strategically align projects to meet the required metrics and benchmarks, and to
ensure they meet the needs of the large, complex King County population.
Marguerite Ro opened the floor to quick reflections and pertinent questions.
It was clarified that the term “leave-behinds” refers to what will be successful, have a notable impact, and also
be sustainable beyond the waiver.
Additional comments included:
• Patty Hayes – How do we keep track of external influencers that can impact our efforts? (e.g. grants
from the Federal government that end unexpectedly?)
•
Esther Lucero – At meetings can we pull together Governing Board knowledge on policy changes that
might impact ACH work?
•
Teresita Batayola – Can we have the Equity Tool brought back to everyone for review?
Elizabeth “Tizzy” Bennett – How can we make sure we don’t completely lose project items that are
•
promising yet do not fit into our portfolio plans? Perhaps we can pass along to other teams.
•
Kristin Conn (Kaiser Permanente of Washington) – Suggested that this (comment above) may be an
opportunity to use incentive dollars.
• Jihan Rashid (Somali Health Board) – Supports combining projects in ways that will reach the ACH’s goals
without letting go of promising projects.
•
Elise Chayet – Reminded that each Governing Board member is responsible for pushing information
about the public comment period out to their sector. Members should think about how providers will be
engaged, as the ACH will need letters of intent from providers.

Wrap-Up

Betsy Lieberman and Esther Lucero offered thanks to the Governing Board for their hard work and partnership.
Board members were reminded to hand in their conflict of interest forms, and all attendees were encouraged to
fill out meeting evaluation forms.
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A Framework for building a project
portfolio
King County ACH Governing Board
August 30, 2017
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Portfolio framing workgroup
• Elise Chayet, Harborview
• Doug Crandall, CPC
• Michael Erikson,
Neighborcare
• Anne Farrell-Sheffer, YWCA
• Jeff Hummel, Qualis

• Betsy Jones, King County
• Ingrid McDonald, PHSKC
• Susan McLaughlin, KCACH
• Caitlyn Safford, Amerigroup

2
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Health and Human Services Transformation
By 2020, the people of King County will experience
significant gain in health and well-being because
our community worked collectively to make the
shift from a costly, crisis-oriented response to
health and social problems, to one that focuses on
prevention, embraces recovery, and eliminates
disparities.
3
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Shifting the focus

Move the conversation about
sustainable change from
Organizations…

…to people and populations:
What matters to people we serve?
Equity. Navigability. Transparency. Activated
community. Culturally competent care. Accessibility.
“Did you get the service you need?”
“Did the service help?”
4
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Strong Community Services that Support Health

High
Performing
Healthcare
Delivery
System

High Performing
Social Services
System
(Social Determinants)

Strong bi-directional
partnership between delivery
system and community
resources

5
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Medicaid
Demonstration Project
Opportunity to move toward our vision
6
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Healthier Washington’s Goals
•

Bi-directional integration of
Physical and Behavioral
Health by 2020

•

Value-Based Payment: 90%
of state payments by 2021

•

Regional efforts to achieve
better health and better
patient experiences at lower
costs via community-care
linkages
7
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What is the Opportunity?
• Select a portfolio of projects from the menu
• 4 – 8 projects that address our regional needs and priorities
and meet the requirements of the toolkit around target
population, best practices, and required outcomes
• Determine what infrastructure is needed to make the projects
successful
• Workforce
• IT
• Practice transformation
• Meet the milestones for deliverables (planning), metrics
(reporting) and outcomes (performance)
• Earn Incentive dollars for the region (up to $40 Million per year
for 5 years)
8
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How do we get to Transformation
Build
Project
Portfolio
1) Pick projects
from the toolkit
that can achieve
outcomes

Achieve
Outcomes

Earn Incentive
Funds

2) Move the needle on
required outcome
metrics to earn
incentive funds

3) Incentive funds
can:
• Pay organizations
• Support the ACH
• Invest in
infrastructure
• Invest in long term
vision

Invest in
Transformation
4) Prioritize and invest in 2 to 4
long term sustainable changes
that help us move towards our
vision

Community Values
Principles & RHNI

9
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Demonstration Mechanics
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Demonstration Project Tool Kit
REQUIRED CAPACITY BUILDING
• Population Health Management tools
• 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
11
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Projects come with requirements
• Each Project has required:
• Target populations
• Models for intervention (Evidencebased practices)
• Metrics and outcomes

• Each Project has 3 phases
• Planning
• Implementation
• Scale and Sustain

• Each Project earns incentives
• Pay for Planning (2018)
• Pay for Reporting (2018/2019)
• Pay for Performance (2020/2021)

• If you select a project – you are
accountable to ALL outcomes
associated with that project

12
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Funds Flow for Y1 Incentives
ACH
earns
incentive
payments

Funds flow from
Federal Government
to State Government

Some flow to
Administrative/Backbone

Project
Oversight

ü Certification Phase 1
q Certification Phase 2
q Project Portfolio

Some to Domain 1
infrastructure

Data &
Analytics

Some to partnering
organizations for up
front start up costs

13
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Funds Flow for Y2-Y5
Some flow to partnering organizations
(including clinical & social service providers)

Project
partners
earn
incentive
payments

Funds flow from
Federal Government
to State Government

Upstream
Investments for
transformation

Also must decide:

Some flow to Domain 1 Infrastructure

q Pay for planning
q Pay for reporting
q Pay for outcomes

Some flow to
Administrative/Backbone

Project
Oversight

Data &
Analytics

14
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Things to Consider for our portfolio
ØReconcile tension between required outcomes and outcomes desired
by community
ØReconcile tension between prescribed EBPs and understanding that
most EBPs have not been proven for ethnic communities
ØWhat is our intention for projects that we don’t do now because they
don’t fit in portfolio or can’t be done as part of demonstration
ØHave we balanced projects on prevention with those of highest
need?
ØWhat are the external influences that might impact our ability to hit
our outcomes (political environment, policy changes, etc.)
15
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Building a project portfolio
A Strategic Exercise
16
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Study to the test
The project portfolio is the mechanism to begin a process of bringing
money into the region. If we are successful in bringing money into the
region INVESTMENT is the opportunity
vWe get to spend the money on what we value most
At the end of the day, we need to agree on the smartest strategy with
the best tactics to drawn down the most money.

17
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Does the portfolio:
1. Align with the tool kit?
2. Address health disparities and promote equity?*
3. Have a realistic chance of collectively hitting the outcomes?
4. Have reasonable costs?
5. Demonstrate sufficient ROI so that someone will pay for it after 2021?
6. Maximize earning potential for reinvestment?
7. Contribute to our overall vision and values?
*see CCV Health Equity Tool for more information
18
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Maximize success through alignment
Around metrics: Money is tied to outcomes
Ø Target populations: Who are we starting with?
Ø

o

Does this address CCV’s health equity tool?

Points of intervention/Strategies
Ø Provider types
Ø Kinds of activities
Ø Kind of sustainable system changes: What will be

Ø

different for the people after the project vs the current system?
19

Target Populations specified by 7/14 Design Team Scopes
2A (req.)

2B

Integration Pathways©

2C

Transitions

2D

Diversion

3A (req.)
Opioids

3B

Repro/MCH

Children

disparities

Adults

women of repro
age esp. w/ disparities

Behavioral
Health

Chronic
Disease
Screen

Chronic
Disease

BH Screen (MCH or
Adult)

(adult)

(from
inpatient)

From CJ

3C
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Oral Health

3D

Chron. Dis.

w/ Opioid
diagnosis

South King
Departing
Intense Setting

From jail
High EMS use
High volume
Opioid providers
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Outcome Alignment Example

Agenda Packet 31 of 69

21

Activities Across Design Team Scopes

Agenda Packet 32 of 69

2A: Bi-Directional Integration

2B: Community-Based Care
Coordination

2C: Transitional Care

2D: Diversion Interventions

Primary, behavioral health, & dental
providers use a shared care plan

(could Pathways function as a shared
care plan?)

Shared care plan

Shared care plan

Community-clinic linkages with
community health workers, et al.

Community-clinic linkages with CHWs
with experience

Community-clinic linkages

Close to same day access to primary
care/health home

Close to same day access to primary
care/health home

Team-based care
Community-clinic linkages with peers
with experience
Close to same day access to primary
care/health home

3A: Opioid Use

3B: Reproductive and
Maternal/Child Health

3C: Oral Health

3D: Chronic Disease Prevention

(Shared care plan potential)

(Pathways expansion)

(Shared care plan potential)

Shared care plan
Team-based care

Community-clinic linkages with
community health workers,
promotoras, doulas, et al.

Community-clinic linkages with
community health workers,
promotoras, et al.
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Mapping Activity/Project Relationships -- wires by outcome
Key ACTIVITIES
by DT Scopes

Shared Care Plan

PROJECTS
2A: Bi-Directional Integration
of Physical and Behavioral
Health
2B: Community-Based Care
Coordination

Team Based Care

2C: Transitional Care
2D: Diversion Interventions

Community-clinical
linkages via CHWs

3A: Addressing the Opioid Use
Public Health Crisis
3B: Reproductive and
Maternal/Child Health

Close to same day
access to
care

3C: Access to Oral Health
Services
3D: Chronic Disease
Prevention and Control

Key:
Projects in Green
boxes are required
At least one project
from orange boxes
At least one project
from yellow boxes
Domain 1
Infrastructure
Need
23

Infrastructure Investments
• Domain 1 asks us: what infrastructure is
needed, across projects, to support providers
in achieving outcomes
• Workforce capacity
• Information Technology
• Population health management strategies
• Practice transformation – training and technical
assistance
• Payment reform: moving to value based payment
models
24

Health Management Associates

25

An Integrated System
SOCIAL FACTORS That are better positioned to address
upstream social & environmental
conditions that influence health

SOCIAL SERVICES

That provides Culturally Competent
Resources and Policies

HEALTH SYSTEMS
Supported by a Prepared,
Proactive Practice Team

INDIVIDUALS
Informed
Activated
Patients
26

What will be different for people by 2021?
ØWe have 4 years to make long-term sustainable changes in
how our system operates (structure and/or functions)
ØWe can’t do everything and system transformation takes
time
ØStart with 2-4 priority changes that we can invest in over
the next 4 years that will advance our vision
ØIn 2021, we can look back and say – the system is different
and better because….
27

Small Group Discussion
1. What opportunities within the DSRIP demonstration constraints do
you see for KCACH?
2. What direction do you want to give the DPC in the development of
their recommendations (in addition to considering performance
metrics)?
3. What is important for us to keep in mind when we move to planning
and implementation of projects?
28

Next Steps
• September 18 all-day meeting:
• prioritize the “leave behinds”. What are those 2-4 system changes we want to
focus on with the incentive dollars?
• DSRIP calculator and funds flow: how do we understand the
impacts/implications of our decisions around projects?

• October 12 all-day meeting
• DPC brings options for project portfolio: What and how many projects do we
want to move forward with
• Domain 1 investments: What investments are needed to ensure success of
the projects
• Finance Committee brings recommendation for funds flow distribution
29

Performance Metrics
and Alignment across
Demonstration Projects
Cathy Kaufmann, Tina Edlund
August 30, 2017

1

Today’s Discussion

• Importance of Alignment
• Review of Project Performance Metrics
• Strategic Considerations in Project Portfolio Selection
• Next Steps

2

ALIGNMENT IN THE
PROJECT PORTFOLIO

What do we mean by Alignment

• Alignment on performance metrics across projects
• Alignment on target populations
• Promoting health equity

• Alignment on strategies
• Shared learning and support across projects

4

Alignment is a Critical Component of the Project Portfolio

• Alignment is an underlying component of the Project
Application evaluation criteria
• Strong alignment across projects strengthens scores in:
• Support & collaboration (linkages)
• Impact
• Sustainability
• ROI
• Workforce

5

6

7

Alignment Questions in Demonstration Project Plan Template
• How has KCACH leveraged whole-population vision for health system transformation to
inform its project selection & planning?
• Which interventions, resources and infrastructure will be shared across its portfolio of
projects, and how will they be shared?
• Describe how, through these projects, the ACH plans to improve region-wide health
outcomes for Medicaid and non-Medicaid populations.
• Describe how, through these projects, the ACH plans to improve region-wide quality,
efficiency and effectiveness of care processes.
• Describe how, through these projects, the ACH plans to advance equity in its community.
• Describe how, through these projects, the ACH plans to demonstrate a role and business
model for a structured community collaboration and action mechanism (i.e., ACH) as an
integral sustainable part of the regional health system.
8

Why alignment matters

Cohesive
Project
Portfolio

§

Strongest
applications will
demonstrate
alignment and
shared
framework

Performance
Metrics

Targeted
Resources

§

Focused rather
than scatter shot
approach makes
successful
implementation
easier to achieve

§

Aligning along
populations and
metrics increases
likelihood KCACH
will meet
performance
targets in later
years

Sustainability

§

Strong alignment
builds strong
foundation for
sustainability in
year 6

9

PROJECT PERFORMANCE
METRICS

Project Performance Metrics

• In Demonstrations Years 3, 4 and 5, dollars are tied to
moving project performance metrics

11

Alignment of Performance Metrics

• Some performance metrics are shared by a number of
project areas
•
•
•
•

ED utilization a common metric across all 8 projects
Inpatient hospitalization utilization (5 projects)
Mental health treatment penetration (4 projects)
% Homeless (4 projects)

• Many metrics (21) are particular to one project area only
• Oral Health, Maternal Child Health and Opioid Use have the
highest number of metrics not shared with other projects

• Some project areas have more metrics than others:
• Bi-directional Integration (15) and MCH (11)

12

13

Challenging Performance Metrics

• Metrics are mostly traditional healthcare measures
• Targets will be based on improvement over current
performance (gap to goal & improvement over self), so not
impossible to hit targets
• Moving all of these metrics at the same time will be
challenging and require focus and partnership with MCOs

• Some metrics have been traditionally difficult to move:
% Arrests
% Homeless
Follow up after hospitalization for mental illness
Follow up after discharge from ED for mental health, alcohol
or drug dependence
• Child immunization
• Contraceptive care measures
•
•
•
•

14

STRATEGIC
CONSIDERATIONS FOR
PROJECT PORTFOLIO
SELECTION

Strategic Considerations in Project Portfolio Selection

• Three lenses through which ACHs can view project
selection:
• Strategic view of project performance metrics
• maximize potential to earn funds in performance years

• Regional needs and priorities
• Strength of individual project proposals

• Best approach is to focus on a balance of the first two
(metrics and regional priorities)
• Strength of proposals and provider / partner willingness and
readiness matters….
• ….but any project currently under consideration can be made strong
enough for the project proposal and 2018 is a planning year.
16

NEXT STEPS

Next Steps

• This conversation will be continued in the Sept. 18th Board
Retreat:
• Presentation of the projects plans
• Presentation of data on current performance in King County on key
project performance metrics
• Review of the “DSRIP Calculator” – see the impact of performance
on metrics on the funds in years 3, 4 and 5.
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QUESTIONS? COMMENTS?

Medicaid Demonstration Project Performance
Metrics
MEASURE
Outpatient Emergency Department Visits per 1000 Member Months*
Inpatient Hospital Utilization
Percent Homeless (Narrow Definition)
Mental Health Treatment Penetration (Broad Version)*
Follow-up After Discharge from ED for Mental Health, Alcohol or Other Drug
Dependence
Follow-up After Hospitalization for Mental Illness
Plan All-Cause Readmission Rate (30 Days)*
Substance Use Disorder Treatment Penetration*
Child and Adolescents’ Access to Primary Care Practitioners
Comprehensive Diabetes Care: Eye Exam (retinal) performed
Comprehensive Diabetes Care: Hemoglobin A1c Testing
Comprehensive Diabetes Care: Medical Attention for Nephropathy
Medication Management for People with Asthma (5 – 64 Years) *
Antidepressant Medication Management*
Childhood Immunization Status
Chlamydia Screening in Women Ages 16 to 24
Contraceptive Care – Access to LARC
Contraceptive Care – Most & Moderately Effective Methods
Contraceptive Care – Postpartum
Dental Sealants for Children at Elevated Caries Risk
Depression Screening and Follow-up for Adolescents and Adults
Medication Assisted Therapy (MAT): With Buprenorphine or Methadone
Ongoing Care in Adults with Chronic Periodontitis
Patients on high-dose chronic opioid therapy by varying thresholds
Patients with concurrent sedatives prescriptions
Percent Arrested

2A BH
Integration
1
1
1
1
1
1
1
1
1
1
1
1
1
1

2B Care Coord
1
1
1
1
1
1
1
1

2C:
Transitional
Care
2D: Diversion
1
1
1
1
1
1

3A: Opioid
Use

3B: MCH
1
1

1

3D: Chronic
Disease
1

1

TOTAL #
PROJECTS for
Measure
1
8
1
5
4
4

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

1
1
1
1
1
1

Periodontal Evaluation in Adults with Chronic Periodontitis
Prenatal care in the first trimester of pregnancy
Primary Caries Prevention Intervention as Part of Well/Ill Child Care as Offered
by Primary Care Medical Providers
Statin Therapy for Patients with Cardiovascular Disease (Prescribed)
Substance Use Disorder Treatment Penetration (Opioid)

1
1
1
1
1

Utilization of Dental Services by Medicaid Beneficiaries
Well-Child Visits in the 3rd, 4th, 5th, and 6th Years of Life*
Well-Child Visits in the First 15 Months of Life
Comprehensive Diabetes Care: Blood Pressure Control*
Comprehensive Diabetes Care: Hemoglobin A1c (HbA1c) Poor Control (>9.0%)*
Controlling High Blood Pressure*
TOTAL # MEASURES For each PROJECT

3C: Oral
Health

1
1
1

15

8

7

3

6

11

6

8

3
3
3
3
2
2
2
2
2
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
0
0
0

Medicaid Transformation
Project Toolkit Summary
Project Plan “Fatal Flaw” evaluations are due August 15 at 5pm

Prepared for the King County ACH Demonstration Project Committee
Note: URL references “draft” but PDF marked “approved”

Domain 2: Care Delivery Design
•
•
•
•

Project 2A: Bi-directional Integration of Physical and Behavioral Health
through Care Transformation (required)
Project 2B: Community Based Care Coordination
Project 2C: Transitional Care
Project 2D: Diversion Interventions

Domain 3: Prevention and Health Promotion
•
•
•
•

Project 3A: Addressing the Opioid Use Epidemic (required)
Project 3B: Reproductive and Maternal/Child Health
Project 3C: Access to Oral Health Services
Project 3D: Chronic Disease Prevention and Control
Medicaid Transformation Project Toolkit Summary Prepared for King County ACH

2

Required Project 2A: Bi-directional Integration of Physical and Behavioral Health
through Care Transformation
Project Objective

Target Population

Use a whole-person approach to address physical and
behavioral health needs through an integrated network of
providers, offering better coordinated care for patients and
more seamless access to the services they need.
Support and advance efforts to bring together the financing
and delivery of physical and behavioral health services,
through MCOs, for Medicaid enrollees.

All Medicaid beneficiaries (children and adults), particularly
those with or at-risk for behavioral health conditions,
including mental illness and/or substance abuse disorder.

Evidence-Based Practices

Statewide Outcome Metrics

1) Bree’s Collaborative Behavioral Health Integration Report
• Framework for multi-level care integration
2) Collaborative Care Model
• Behavioral health and psychiatric consultant support PCPs
• Practice or telehealth-based, usable in rural or urban areas
• Treats behavioral health conditions (e.g. depression, PTSD)

•
•
•
•
•
•

Antidepressant Medication Management
Asthma Medication Management (5-64 Years Old)
Mental Health Treatment Penetration (Broad Version)
Outpatient ED visits per 1,000 Member Months
Substance Use Disorder Treatment Penetration
Plan All-Cause Readmission Rate (30 days)

Medicaid Transformation Project Toolkit Summary Prepared for King County ACH
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Project 2B: Community-Based Care Coordination
Project Objective

Target Population

Promote care coordination across the continuum of health for
Medicaid beneficiaries, ensuring those with complex health
needs are connected to the interventions and services needed
to improve and manage their health.

Medicaid beneficiaries (adults and children) with one or
more chronic diseases or conditions, or mental
illness/depressive disorders, or moderate to severe
substance use disorders and at least one risk factor (e.g.
unstable housing, food insecurity, high EMS utilization).

Evidence-Based Practice

Outcome Metrics

Pathways Community HUB
• Uses 21 standard Pathways to reduce individual, improve
population-level and reduce overall costs
• Utilizes shared IT system across community-based agencies
that deploy Community Care Coordinators to reach out to
those at greatest risk, assess their risk factors, and ensure
that they connect to care

•
•
•
•
•

Mental Health Treatment Penetration (Broad Version)
Outpatient ED visits per 1,000 Member Months
Plan All-Cause Readmission Rate (30 days)
Substance Use Disorder Treatment Penetration
Percent Homeless

Medicaid Transformation Project Toolkit Summary Prepared for King County ACH

*Statewide
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Project 2C: Transitional Care
Project Objective

Target Population

Improve transitional care services to reduce avoidable
hospitalization and ensure beneficiaries are getting the right
care in the right place.

Medicaid beneficiaries in transition from intensive or
institutional settings of care, including beneficiaries
discharged from acute care to home or to supportive
housing, and beneficiaries with SMI discharged from
inpatient care, or clients returning to the community from
prison or jail.

Evidence-Based Approaches
For Care Management and Transitional Care:
1) Interventions to Reduce Acute Care Transfers (INTERACT™4.0)
2) The Care Transitions Interventions in Mental Health (CTI)
3) Transitional Care Model (TCM)
4) The Care Transitions Interventions® (CTI®)

For People with Health & BH Needs Leaving Incarceration:
1) Guidelines for the Successful Transition of People with Behavioral
Health Disorders from Jail and Prison
2) A Best Practice Approach to Community Re-entry from Jails for Inmates
with Co-occurring Disorders: The APIC Model
3) Amer. Assn. of Cmty. Psychiatrists’ Principles for Managing Transitions in
BH Services

Outcome Metrics
•
•
•
•
•
•

Plan All-Cause Readmission Rate (30 Days)*
Outpatient ED Visits per 1000 Member Months*
Percent Homeless
Inpatient Hospital Utilization
Follow-up After Hospitalization for Mental Illness
Follow-up After ED Discharge for Mental Health or
Chemical Dependence

Medicaid Transformation Project Toolkit Summary Prepared for King County ACH

*Statewide
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Project 2D: Diversion Interventions
Project Objective

Target Population

Implement diversion strategies to promote more appropriate
use of emergency care services and person-centered care
through increased access to primary care and social services,
especially for medically underserved populations.

Medicaid beneficiaries:
1) presenting at the Emergency Department for non-acute
conditions,
2) accessing the EMS system for a non-emergent
condition, and
3) with mental health and/or substance use conditions
coming into contact with law enforcement.

Evidence-Based Practices

Outcome Metrics

Emergency Department (ED) Diversion
• Systematic approach for re-directing and managing those who
present at the Emergency Department
Law Enforcement Assisted Diversion (LEAD)
• Diverts offenders to community services instead of jail
Community Paramedicine Model
• Expanded roles for Community Paramedics trained to manage lifethreatening conditions outside of the hospital

•
•
•

Outpatient ED Visits per 1000 Member Months*
Percent Homeless
Percent Arrested

Medicaid Transformation Project Toolkit Summary Prepared for King County ACH

*Statewide
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Required Project 3A: Addressing the Opioid Use Epidemic
Project Objective

Target Population

Support the achievement of the state’s goals to reduce opioidrelated morbidity and mortality through strategies that target
prevention, treatment, and recovery supports.

Medicaid beneficiaries, including youth, who misuse, or
abuse prescription opioids and/or heroin.

Essential Components

Outcome Metrics

•
•
•

•
•
•
•
•
•
•

•
•

AMDG’s Interagency Guideline on Prescribing Opioids
CDC Guidelines for Prescribing Opioids for Chronic Pain
Substance Use During Pregnancy: Screening and Management
Guidelines
2016 Washington State Interagency Working Plan
Substance Abuse Prevention and Mental Health Promotion FiveYear Strategic Plan

Outpatient ED Visits per 1000 Member Months*
Inpatient Hospital Utilization
Medication Assisted Therapy w/ Buprenorphine
Medication Assisted Therapy w/ Methadone
Patients with Concurrent Sedatives Prescriptions
Substance Use Disorder Treatment Penetration (Opioid)
Patients on High-dose Chronic Opioid Therapy by Varying
Thresholds
*Statewide

Medicaid Transformation Project Toolkit Summary Prepared for King County ACH
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Project 3B: Reproductive and Maternal/Child Health
Project Objective

Target Population

Ensure that women have access to high quality reproductive
health care throughout their lives and promote the health and
safety of Washington’s children.

Medicaid beneficiaries who are women of reproductive age,
pregnant women, mothers of children ages 0-3, and
children ages 0-17.

Evidence-Based Practices
1) Strategies to improve health and ensure intended & healthy
pregnancies aligned with CDC recommendations
2) Federally recognized, evidence-based home visiting models for
pregnant, high risk mothers currently operating in WA (p. 64)

3) Promising practices to improve regional well-child and
immunization rates such as:
a. Bright Futures
b. Stony Brook Children’s Hospital Enriched Medical
Home Intervention (EMHI)

Outcome Metrics
•
•
•
•
•
•
•
•

Mental Health Treatment Penetration (Broad Version)*
Outpatient ED Visits per 1000 Member Months*
Substance Use Disorder Treatment Penetration*
Well-Child Visits in the 3rd, 4th, 5th, and 6th Years of Life*
Childhood Immunization Status
Prenatal care in 1st trimester
Chlamydia Screening in Women Ages 16 to 24
Contraceptive Care
*Statewide

Medicaid Transformation Project Toolkit Summary Prepared for King County ACH
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Project 3C: Access to Oral Health Services
Project Objective

Target Population

Increase access to oral health services to prevent or control
the progression of oral disease and ensure that oral health is
recognized as a fundamental component of whole person
care.

All Medicaid beneficiaries, especially adults.

Evidence-Based Practices

Outcome Metrics

Oral Health in Primary Care
• Integrates oral health screening, assessment, intervention, and
referral into the primary care setting
Mobile/Portable Dental Care
• Provides a guide manual and implementation of mobile dental
units and portable dental care equipment for school age
children that could be adapted for adults

•
•
•
•
•
•

Outpatient ED Visits per 1000 Member Months*
Ongoing Care in Adults with Chronic Periodontitis
Dental sealants for 6-9 Year-Old/ 10-14 Year-Old Children
at Elevated Caries Risk
Utilization of Dental Services by Medicaid Beneficiaries
Periodontal Evaluation in Adults w/ Chronic Periodontitis
Primary Caries Prevention Intervention as Part of Well/Ill
Child Care
*Statewide

Medicaid Transformation Project Toolkit Summary Prepared for King County ACH
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Project 3D: Chronic Disease Prevention and Control
Project Objective

Target Population

Integrate health system and community approaches to
improve chronic disease management and control.

Medicaid beneficiaries with, or at risk for arthritis, cancer,
chronic respiratory disease (asthma), diabetes, obesity, or
stroke, with a focus on those populations experiencing the
greatest burden of chronic disease(s) in the region.

Evidence-Based Approach:

Outcome Metrics

Chronic Care Model
Regions are encouraged to focus on more than one chronic
condition under the Chronic Care Model approach.

•
•
•
•
•

Examples of specific strategies to consider:
• The Community Guide
• Million Hearts Campaign
• Stanford Chronic Disease Self-Management Program
• CDC-recognized Nat’l Diabetes Prevention Program (NDPP)

•

Outpatient ED visits per 1000 Member Months*
Asthma Medication Management (5-64 Years Old)*
Inpatient Hospital Utilization
Statin Therapy for Patients with Cardiovascular Disease
Child & Adolescents’ Access to Primary Care
Practitioners
Comprehensive Diabetes Care
*Statewide

Medicaid Transformation Project Toolkit Summary Prepared for King County ACH
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