King County Accountable Community of Health
Governing Board Meeting
December 18, 2017, 1:00 pm – 4:00 pm
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Seattle Foundation, 1601 5th Ave, Suite 1900, Seattle, WA 98101
MEETING GOALS

The primary objectives of today’s meeting are for the Governing Board to (1) review the KCACH budget
projections and anticipated financial outlook, (2) learn about initiatives related to improving health through
housing, (3) revisit the ACH’s organizational values, and (4) celebrate the year’s accomplishments.

AGENDA
1:00 pm

1) Welcome & Introductions
• Meeting Goals and Agenda Review
• Approval of November 9th Meeting Minutes

Betsy Lieberman and Esther
Lucero, Board Co-Chairs

1:10

2) Board Business & Executive Director’s Report
• Executive Committee Update
• New KCACH Name

Betsy Lieberman and Esther
Lucero, Board Co-Chairs
Susan McLaughlin, KCACH

1:30

3) Budget Projections and Financial Outlook

Patty Hayes and Amina Suchoski,
Finance Committee Co-Chairs
Thuy Hua-Ly, KCACH

1:55

4) Board Member Nominations/Transitions
• Hospital/Health System Seat Vacancy:
Recommendation to Appoint Sherry Williams
• Upcoming Seat Openings

Christina Hulet, Consultant

2:00

5) Learning Session: Housing for Health

Daniel Malone, Board Member
Dr. Joshua Bamberger, UC San
Francisco & Mercy Housing

2:30

BREAK

2:40

6) Year in Review & Appreciations
• Accomplishments/Milestones
• Reflections

Betsy Lieberman and Esther
Lucero, Board Co-Chairs
Gena Morgan, KCACH

3:00

7) KCACH Values

Christina Hulet, Consultant

3:45

8) Public Comment

3:50 pm

CELEBRATION & ADJOURN

Next Meeting: Thursday, January 11, 2018, 9:00 a.m. – 12:00 p.m. (King County Elections, 919 SW Grady Way,
Renton, WA 98057).
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King County Accountable Community of Health
Governing Board Meeting Summary

November 9, 2017, 9:00 a.m. – 12:00 p.m.
Boardroom, Seattle Foundation, 1601 5th Ave, Ste. 1900, Seattle, WA 98101
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), Shelly Cooper-Ashford (Center for MultiCultural Health), Steve Daschle
(Southwest Youth and Family Services), Ceil Erickson (Seattle Foundation), Marya Gingrey (Regional
Equity Network), Patty Hayes (Public Health – Seattle & King County), Betsy Lieberman (Betsy Lieberman
Consulting), Maureen Linehan (Seattle Aging and Disability Services), Daniel Malone (Downtown
Emergency Service Center), Adrienne Quinn (King County Department of Community & Human Services),
Jihan Rashid (Somali Health Board), Jeff Sakuma (City of Seattle), Preston Simmons (Providence Health
Services of Washington), Erin Sitterley (Sound Cities Association) and Amina Suchoski (United Healthcare)
Members Not Present: David Johnson (Navos Mental Health Solutions), Stephen Kutz (Cowlitz Indian
Tribe), Esther Lucero (Seattle Indian Health Board), Sarah Rafton (Washington Chapter – American
Academy of Pediatrics)
Staff: Thuy Hua-Ly, LeeChe Leong, Susan McLaughlin, Gena Morgan, Kelsey Robinson (KCACH), Christina
Hulet (Hulet Consulting)
Guests: Brook Buettner (King County DCHS), Michelle Chapdelaine (CCHE), Adam Davis (PSF), Kaitlyn
Donahoe, Katharine Weiss (HCA), Tavish Donahue (Seattle Housing Authority), Anne Farrell Sheffer
(YWCA – Seattle & King/Snohomish), Brad Finegood (King County Department of Community and Human
Services), Maureen Finneran (Arcora Foundation), Masha Fry (Cowlitz Tribal Health), Erin Hafer (CHPW),
Jim Jackson (DSHS), Kahanu Kahwnei (Highline Medical Services Organization), Kay Knox (Within Reach),
Laurel Lee (Molina), Ingrid McDonald, Kirsten Wysen, Marguerite Ro (PHSKC), Amber Moore (Kaiser
Permanente), Sharon Poch (Qualis Health), Howard Springer (Navos), Sherry Williams (Providence Health
Services of Western Washington)

Welcome & Introductions
Co-Chair Betsy Lieberman (Betsy Lieberman Consulting) called the meeting to order. Betsy announced
Preston Simmons has stepped down from the board to take on a new role with Providence St. Joseph
(Alaska). Sherry Williams (Providence Health Services of Western Washington) has been identified as
Preston’s replacement, a formal resolution will be presented at the next meeting.
Betsy reviewed meeting goals and agenda. The primary objectives are for the Governing Board to (1)
approve the final project plan application for submission to the Health Care Authority and (2) review
the 2017-2018 community engagement plan and upcoming tribal and provider engagement
activities.
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Brief introductions were made by the board and public.
Betsy asked for a motion to approve meeting minutes from the 10/12 Governing Board (GB) meeting.
Molly Carney (Evergreen Treatment Services) was absent from the 10/12 GB meeting, however had a
comment regarding the diversion metrics discussion from the meeting summary. At the time of the
10/12 meeting, a comment was made that the re-arrest metric was too difficult to move. Significant
data has been collected and the re-arrest rate in the LEAD cohort has decreased by 60% in 6 months.
This metric is moveable.
Request for an acronym cheat sheet to go out with the agenda packet.
The minutes were approved with minor revisions.

Board Business and Executive Director’s Report
Executive Committee Update
At the 8/30 GB meeting a motion was approved for the KCACH to issue a letter to the Health Care
Authority (HCA). The letter was to express a position that Community Health Workers be reimbursable
under Medicaid, and explain why the KCACH Housing-Health Partnership SIM project was not
sustainable. A formal report of the SIM project is being drafted. No “official” communication with HCA,
regarding project end date, is needed.
Since that time the Executive Committee (EC) and KCACH staff have considered this issue further. As a
result, the EC recommends forming an ad hoc workgroup to study the issue and formulate a more
impactful approach.
Additionally, the initial motion to approve the letter did not follow the ACH GB’s practice of providing 5days’ notice of a decision, and a decision-making memo to support rationale and recommendation.
For these reasons, the EC recommends formally rescinding the 8/30 motion. Instead, it proposes
creating an ad hoc workgroup to return with a recommendation(s) on how the KCACH can best engage
this issue.
Betsy asked the GB to consider volunteering to join the workgroup. Members offering to volunteer
included Teresita Batayola (can’t go to additional meetings, but would like to review drafts), Shelley
Cooper-Ashford, Elise Chayet, Amina Suchoski, Roi-Martin Brown.
It was noted that in the process of formulating a workgroup we should be sure to connect with different
projects and try to connect with other ACHs.
Betsy called for a motion to approve rescinding the letter and forming a workgroup.
All in favor.
Motion approved.

Executive Director’s Report
Lease Update
•

Space at Central Building fell through

Agenda Packet 4 of 49

•
•
•

New space identified – 1000 2nd Ave, Ste. 1730, Seattle, WA 98101
Terms of lease very similar as Central Building, slightly more expensive
Move in ready! Furniture and equipment purchased from previous tenant

Tribal Training
•
•
•
•

5 GB members attended tribal health workshop – hosted by HCA and the American Indian
Health Commission (July 2017)
Working to hold another training for GB members who were unable to attend the July training
Ongoing training around working with tribes is required
90 min training, to be held at January GB meeting (pending HCA availability) – this training has
since been confirmed to happen at the January 11 GB meeting

2018 Budget
•
•
•
•

A draft budget for 2018 will be available at the 12/18 GB meeting
Still many unknowns regarding staffing/program needs
Thuy (CFO) developing financial policies, procedures and controls
Thuy is also developing a high-level “assumption” page regarding finance and budget
preparation for the GB

Contracts
•
•
•

Reviewing existing contracts and transitioning contracts directly to KCACH
Majority of contracts exist as part of “backbone” contract with Seattle-King County Public Health
SIM contract has been transitioned to KCACH

Communications & Branding
•
•
•
•
•

Two half day sessions have been scheduled to understand strengths/skills of team and needs
moving forward
Still working to identify a good communications and branding firm
We need a new name! – Susan presented the board with the “New Name” handout and asked
the board to fill out or email suggestions to the team
It was noted that we need to be mindful of existing names of complementary organizations
Susan and Gena asked for volunteers to help with “sifting” through name/logo options – Jeff
Sakuma and Kristin Conn volunteered

Project Portfolio Submission
Update on HCA
The ACH Executive Directors statewide requested that the HCA adjust their scoring criteria to allow
applications with fewer than 6 projects to be still eligible for full funding.
•
•
•

ACHs can receive 100% funding for 4 projects or more
Project scores now correlate to percent of funding, e.g. a score of 98 = 98% funding
ACHs that do more than 4 projects are eligible to earn any “un-earned” funds and scoring
bonuses
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•
•

An independent assessor will review the project application and there will be two write-back
periods before scoring is finalized
Unearned Year 1 funds will be paid out after scoring is complete

Update on Other ACHs
•
•
•
•
•
•

All ACHs are incorporating aspects of projects not chosen in their project applications
ACHs are working towards aligning all projects and statewide metrics
o Well-child visits are considered an outlier for statewide metrics
5 of 9 ACHs are doing 4 projects
3 of 9 ACHs are doing 6 projects
1 ACH is doing 8 projects
ACHs have until 1/31/2018 to drop projects without penalty

Board Discussion on Submission

The KCACH Executive Committee recommends the Governing Board approve the Project Portfolio
response, and that staff submit it to the HCA by November 16, 2017.
•
•
•
•
•
•

Appreciation for high quality of work, passion and commitment
Encouragement to engage with design team members of unchosen projects – Susan has reached
out and is working with design team members around how to incorporate elements from the
unchosen projects
WSHA op-ed: Homelessness needs to be a focus in healthcare, WSHA will likely adopt
homelessness as a formal issue, potential to coordinate efforts and be more effective
Let’s think about how we are going to continually ensure our focus is on addressing social
determinants of health
Request for an unbridged version of the Regional Health Needs Inventory
Request for stock PowerPoint for GB members to share with their sectors

Public Comment
•

Howard Springer (Navos) – Very impressed with the high level of organization and participation
with the design team process

Board Decision
Betsy called for a motion to approve the Project Portfolio.
All in favor.
Motion approved.

Leave Behind – Community Engagement
2017-2018 Draft Plan
At the 9/18 meeting the GB identified “an infrastructure that provides an effective mechanism for
meaningful community and consumer involvement and voice in the continuous improvement of the
delivery system” as a priority leave behind. Shelly Cooper-Ashford (Center for MultiCultural Health)
reviewed the “KCACH Community Engagement” slide deck (slides 1-6). She reviewed the King County
Health Improvement Plan, which included priority focus areas and principles. Marya Gingrey (Regional
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Equity Network) reviewed the KCACH Community Engagement Plan (slides 7-10 and handout), which
included principles, priorities, methods of engagement, and a timeline of activities.
Questions and discussion included the following:
•
•
•
•
•
•
•

Medicaid eligibility and requirements change frequently, people get loss in the system. How do
we ensure that we don’t leave anyone behind?
How do we think about this in a sustainable way?
Can we collaborate with MCOs other partners to survey and engage with the community?
We need worthy, relevant and actionable content
Planning to engage in a small grants program
Partners and CBOs need to be intricately connected to the work at hand
It will be more difficult to engage and receive input from people with more severe mental health
issues

Marya asked the GB and members of the public to answer the following questions on 3x5 note card:
If you could sit with community member, Medicaid consumer, or CBO/Social Service Provider/NonTraditional Health Partner serving the community members most impacted by health disparities in King
County in the first 2 quarters of 2018:
1. What 3 things would you like to ask them that you believe would meaningfully inform the work
of the King County ACH?
2. What would you do as a GB member to incorporate that information into the work of the King
County ACH moving forward?

CCV Survey Results
Shelly reviewed the results of the CCV survey (slides 11-15 of the KCACH Community Engagement deck.
1st CCV Survey
•
•
•

Survey was conducted this fall through the Center for Multicultural Health
60 respondents (all Medicaid recipients) – primarily Iraqi seniors, Congolese and East African
communities (Kent area)
First of several client surveys the CCV intends to do in collaboration with project teams
o Intentions to survey broader communities
o Interest in leveraging and incorporating other partnering organization surveys

Results
•
•
•
•
•
•
•

83% report having a medical provider
73% are able to access the healthcare they need
72% have a yearly checkup
70% know what Medicaid is
68% have a medical home
60% say they have access to the social services they need
58% say they have access to the dental care they need
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•

58% know how to access Medicaid benefits

What stops you from accessing the health care you
need?
•
•
•
•
•
•
•
•
•

Transportation: 30%
Lannguage Barrier: 15%
Confusion: 11%
Long Wait Times: 9%
No insurance/Coverage gaps: 8%
Expensive: 8%
Dental Care: 6%
Laws: 4%
Other: 9%

If no access to social services, what are you missing?
•
•
•
•
•
•
•
•
•
•
•
•
•

Info/Assistance: 21%
Vitamins, Medication, Equipment: 11%
Asylum Seeker: 11%
Transportation: 11%
Everything: 11%
Vision: 8%
Identification: 5%
Rent Money: 5%
Doctor/Medicaid: 5%
Dental: 3%
Rehab: 3%
Language: 3%
Don’t Know: 3%

Equity Tool Discussion
Marya reviewed slides 16-18 of the Community Engagement deck.
The project design teams responded to the first 2 questions of the equity tool:
1. Describe the project and intended equity outcomes.
2. Describe the population(s) affected by the project.
The CCV will review those responses to identify potential impact of projects and suggest partners and
additional considerations in project implementation to inform steps 3 – 5 of the Equity Tool. Equity Tool
training and technical assistance will be provided in the first and second quarters of 2018.

Community & Tribal Engagement Position

Gena Morgan (KCACH) reviewed the Community and Tribal Engagement Manager position. This role will
provide strategic coordination and oversight of engagement activities and will be posted on Indeed.com
shortly.

Tribal Engagement Update
Susan and Esther Lucero (Seattle Indian Health Board) have been working to engage with Snoqualmie
and Muckleshoot tribes. Indigenous Pact has been identified as a potential partner.

Provider Engagement Update
Kristin Conn (Kaiser Permanente of Washington) provided a brief Provider Engagement Update (slides
22-25), which included information about the formation of a Provider Engagement Workgroup, some
initial learnings, and thoughts on next steps for this group.
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Clinical Manager Position Update
Susan reviewed the Clinical Manager position. Staff will be conducting initial screening calls with an
interview panel to be formed in the next few weeks.
•
•
•

Position posted through October 27
Received over 55 applications; interviewing 6 candidates
Key responsibilities:
o Provide clinical expertise and leadership across projects
o Serve as lead staff for Clinical Provider Committee and project teams
o Recruit, support and work with health care, behavioral health and social service
providers, and community partners
o Ensure successful implementation (e.g., provide technical assistance/trainings to
providers, track clinical outcomes/milestones, monitor contracts)

Public Comment
Betsy asked for public comment
Adam Davidson (Puget Sound Fire) – Providers in the field would love to be a part of design teams and
provide feedback from the bottom up. The EMS system is looking to find their niche and how to engage
as a provider.

Timeline & Next Steps
Susan reviewed the KCACH timeline:
11/9: GB approves project portfolio submission
11/16: Portfolio due to HCA
12/9-12/15: 1st write back period
12/18: GB meeting
12/18-1/5: 2nd write back period
1/31: Last day to drop projects without penalty
Jan-July: Project planning begins
Feb: MOAs with providers for participation
March: Incentive payment for project app comes in
June: Provider contracts in place
Q3: Project implementation begins

Betsy reviewed the Future GB Topics handout and asked for suggestions from GB members.
Additional topic suggestions included:
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•

•
•

•
•
•

Homelessness – Josh Bamberger – physician from the Bay area engaged in homelessness
interventions and with Mercy Housing in California. Has philanthropic funding from the Kresge
Foundation. Daniel to forward paper to Gena who will distribute to GB members.
Housing – the affordable housing task force data that show King County is 150,000 units short.
Open Spaces – effort to create safe open spaces in high need areas, using the Public Health
disparity maps, and as factors that affect the social determinants of health. Identifying open
space “activations.”
MCO Contracts 101 – an overview of MCO contracts, how they work, processes, elements,
indicators.
The state of the substance abuse disorder industry in King County.
Care coordination through the Camden Coalition for complex case management.

The executive committee will prioritize and create agenda for the next GB meeting on 12/18.
Meeting adjourned.
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Updated Report to Executive Committee
Lease Agreement
BACKGROUND

In October 2017 the Executive Committee reviewed and authorized Susan McLaughlin, KCACH Executive
Director, to proceed with signing a lease agreement for office space in the Central Building. After multiple
attempts to negotiate and execute a lease agreement, KCACH under the advisement of our realtor and attorney,
pursued alternative options when it was determined that the Central Building Landlord was not negotiating in
good faith in a timely manner.
Susan McLaughlin looked at alternative spaces and identified an appropriate space at 1000 Second Ave. The
alternative space was move in ready and available on November 15, 2017. The terms of the lease agreement for
the new space were similar to the terms for the Central Building and feel within the previously approved lease
amounts. Therefore, under advisement of the KCACH Board Chair, Susan McLaughlin proceeded with execution
of a lease agreement.
TERMS OF THE LEASE

Office Space – 1000 Second Avenue, Suite 1730, Seattle, Washington 98104; 2,530 square feet
Realtor - We were represented by Kidder Matthews who showed us properties and helped negotiate the space
planning and lease terms.
Review Process - Rod Keefe, from Kidder Matthews, provided initial feedback on the lease offered by the building.
We also worked thru our attorney, Inslee Best, and their real estate attorney, Kay Brossard, who thoroughly
reviewed the lease agreement. Kay completed the red-lined revision of the lease agreement which was submitted to
the building manager on November 2, 2017. We received a response from the Landlord on November 10, 2017.
They accepted all proposed changes.
Timeline – Susan McLaughlin, KCACH Executive Director signed the lease on Monday November 13, 2017 and
received a fully executed lease back from the Landlord on November 14, 2017. We received keys and plan to move
in on Friday November 17, 2017.
Terms • 60-month lease
• $35.00 per square foot with annual increase of $1.00 per square foot throughout term of lease, plus operating
costs based on 2018
• Total lease commitment = $468,050.04 + our portion of operations (0.6%) + first and last months’ rent
($15,601.67):
2018 = $88,550.04
2019 = $91,080
2020 = $93,609.96
2021 = $96,140.04
2022 = $98,670
• Lease agreement includes a provision that provides the ability to renew
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Insurance - As part of the lease agreement, we secured general liability insurance.
Furniture – The previous tenant has agreed to sell KCACH all of their furniture in the space. See Bill of Sale
attached.
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King County ACH
Naming Recommendations
November 29, 2017
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Target Audiences
The name must work across many different audiences, including:
§ Consumers / Medicaid Recipients
§ Decision Makers at Provider/ Partner Organizations
§ Providers
§ Community and Tribal Leaders
§ Government Officials (Local, State, Federal)
§ News Media
§ General Public

2
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Criteria for Effective Brand Names
§ Stickiness – Is it easy to recall?
§ Brevity – Short is sweeter.
§ Pronounce-ability – Do you know how to say it?
§ Audio Cognition – Can you “hear it” in your head?
§ Distinctiveness – Can you own it?
§ Functionality – Does it convey a benefit or brand attribute?
§ URL Accessibility – Is there a logical domain name you can own?
Sometimes the name that you don’t like at first is the one that sticks with you.

3
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Additional Naming Criteria for KCACH
§ Positive and hopeful
§ Approachable and friendly (not bureaucratic)
§ Not easily confused with other King County initiatives
(such as Healthy King County Coalition)
§ Conveys an element of mission and/or brand attributes:
– Improve Health / Wellbeing
– Health Equity
– Innovation / Progress
– Collaboration

4
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A Few Other Thoughts
§ No name can convey it all…especially for an organization
this complex

§ Emotional response to the name is important… your
name is your first impression

§ Having a simple URL is critical… Many owned by cybersquatters, dots and dashes don’t work

§ The longer (or more difficult) the name, the more
likely it is to be “short-cut”
§ Acronyms are rarely memorable… have to be translated
into words and are often difficult to pronounce

§ People don’t know how to pronounce punctuation
§ Sleep on it… Sometimes the name that you don’t like at first
is the one that sticks with you

5
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Recommendations
§ Develop a tagline / descriptor to go with your name that explains
the organization’s purpose:
– “Accountable Community of Health” is neither descriptive, nor
meaningful

§ Avoid names that include “King County” in them:
– Risk for confusion is high… sounds like you are a county agency vs. nonprofit (which you once were)
– Too many syllables

§ Choose an aspirational name that is about the people you aim to
serve and/or the vision you have for them.

6
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Other ACH Names Statewide

7
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Final Thought
A name is only a starting point and a logo is just a short-cut to
recognition. Your brand what people believe to be true about
you… good or bad.

Trust =

Consistent Behavior

TIME

17
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Budget Projections and
Financial Outlook
King County ACH | Finance Committee | December 2017
Patty Hayes, Co-Chair
Amina Suchoski, Co-Chair
Thuy Hua-Ly, CFO

Agenda Packet 21 of 49

Agenda
 Administrative Budget Projection
 Project Budget Projection
 Projection Assumptions
 Highlights
 Updates on payment timing and project scoring
 Next Steps
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Total ACH Revenues Projection
Total

%

DSRIP Incentives

$117M

95%

Phase 1 Design Funds

$6.0M

5%

Total Estimated Revenues

$123M

100%
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Total ACH Administration Projection
Total 5 Years

%

# of Staff - Average

14.0

Salaries & Benefits

$9.0M

70%

Seattle Foundation Fee

$1.7M

13%

Contracts

$0.5M

4%

Office Space Lease

$0.4M

3%

B&O Tax

$0.4M

3%

All Other

$1.0M

7%

Total Operations Costs

$13.0M

55%

Total Project Support Costs

$10.6M

45%

$23.6M

100%

Total Costs
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KCACH Projected Administrative Costs
Salaries & Benefits

Fiscal Sponsor Support

Office Supplies/Equipment/Furniture/IT

Lease

Legal/Consultation Contracts

B&O Tax

Other

Project Planning Support

Engagement

Information Technology

$7,000,000

$6,000,000

$5,000,000

$4,000,000

$3,000,000

$2,000,000

$1,000,000

$-

2017

2018

2019

2020

2021
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KCACH Projected Administrative Costs
Information Technology
Engagement
Project Planning Support
Other
B&O Tax
Legal/Consultation Contracts
Lease
Office Supplies/Equipment/Furniture/IT
Fiscal Sponsor Support
Salaries & Benefits
$-

$1,000,000

$2,000,000

$3,000,000
2017

$4,000,000
2018

2019

$5,000,000
2020

2021

$6,000,000

$7,000,000

$8,000,000

$9,000,000

$10,000,000
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Total Estimated Project Costs
Project Planning:

Total 5 Years

%

$74.0M

74%

Engagement/Implementation

$39.0M

Performance/Incentive Payments

$35.0M

Domain 1:

$15.5M

Financial Stability thru VBP

$0.4M

Population Health Management

$8.7M

Workforce Training, Education, IT

$4.9M

ACH Defined

$10.0M

Social Equity & Wellness

$6.9M

Reserve/Contingency

$3.0M

Total Estimated Project Costs

$99.5M

16%

10%

100%
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Expenses by Use Categories
5 Year Total

2021

2020

2019

2018

2017

0%

20%
Administration

Domain 1 Funding

40%

60%

Project Engagement, Participation, Implementation

80%
P4R and P4P

100%
Social Equity and Wellness Fund/Reserve

120%
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Assumptions
 Revenue assumptions:
 Reduced by 27% throughout the five years
 Project plan score 100%, Pay for Reporting (P4R) at 90% and 70% for

Pay for Performance (P4P)

 Expenses assumptions:
 Projections are fluid as some costs are unknown at this point (e.g.

staffing level and contracts need)
 Projections for all other costs are high and then taper off to account for
one time costs and ramp up activities
 Budgets for Project Use categories were approved at the October Board
meeting.
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Payment and Measurement Timing

10
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ACH Overall DSRIP Payment Timing: Project and
VBP Incentives (Timing Reflects Payment to FE)
DY 1
2017
Q2

Q3

Q4

P4R

Q1

Y1
100%

Q2

Q3

DY 3
2019
Q4

Y2
50%

Q1

Q2

Y2
50%

Q3

DY 4
2020
Q4

Y3
37.5%

Q1

Q2

Y3
37.5%

P4P

Integration
Incentives
(Phase)

High Perf.

VBP Incentives

Project Incentives

Q1

DY 2
2018

As of October 2017

1

Q3

DY 5
2021
Q4

Y4
25%

Q1

Q2

Y4
25%

Q3

Q4

Y5
12.5%

Post Demo. Y1
2022

PD Y2
2023

Q1

Q1

Q2

Q3

Q4

Q2

Y5
12.5%

Y3
25%

Y4
50%

Y5
75%

2
VBP Incentives
(Combined P4R
/ P4P)

Y1

Y2

Y3

Y4

Y5

Y1

Y2

Y3

Y4

Y5

11
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Project Plan Scoring Methodology
Update
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Year 1 Project Incentives are Based on Project Plan
ACHs will earn their Year 1 Project Incentives based on their Project Plan score. The ACH’s score, which
is in part based on the number of projects selected, will directly impact the amount of their Year 1
Project Incentives. The highest scoring ACHs may secure additional funds.

ACH submits Project
Plan on behalf of its
partnering providers
November 16, 2017

DY 1 Project Incentive
funds adjusted based
on Project Plan score
and released to the
Financial Executor
No changes made to high-level process for Year 1 Project
Incentive allocation

ACHs requests Financial
Executor to release funds
to its partnering
providers

13
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An ACH’s overall score on its Project Plan is based on the quality of the ACH’s responses to
ACH level and project level questions, as well as the number of projects selected.
Section I:
ACH Level

+

Section II:
Project Level

30%
•

•

70%

Each section out of 100
points (minimum of 60)
required per section
Each project level
section averaged
together

=

Project Plan
Score
Straight Percentage
Valuation

Project Plan Score
multiplied by ACH-level
maximum Project
Incentive valuation

Project Selection Bonus

Projects

Additional % max project
valuation for DY 1

4

0%

5*

5%

6*

10% + possible Bonus Pool funds

7*

15% + possible Bonus Pool funds

8*

20% + possible Bonus Pool funds

* The maximum an ACH will receive is 100% of project valuation for DY 1, plus the possibility for funds that are
unearned by ACHs that achieve less than 100% through the Project Plan Bonus Pool, if the ACH selects more than 6
projects. Project Plan Bonus Pool funds will be distributed based on Project Plan quality and project selection.
Attribution will no longer be a factor in Bonus Pool distribution.
Source: HCA Project Plan Webinar presentation (6/20/17); HCA memo “Adjustments to Medicaid Transformation
Demonstration Project Plan Scoring Methodology,” November 2017
As of November 2017

14
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Next Steps
 Propose monthly financial reports to both the Finance Committee and








Governing Board and revisit cadence at a later time
Post financial reports on KCACH website
Finalize Finance Committee Charter
Finalize Incentive Funding Workgroup Charter
Convene Incentive Funding Workgroup
Develop DSRIP contracts template
Register providers into the Financial Executor Module
Finalize internal KCACH financial processes/controls for credit card,
purchases, billings and contracting
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Questions
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King County Accountable Community of Health
DECISION MEMO: Appointing member to fill one hospital/health system seat of the
KCACH Governing Board
Memo prepared by:
Date prepared:
Date of proposed action:

Issue

Christina Hulet on behalf of the KCACH Executive Committee
December 11, 2017
December 18, 2017 KCACH Governing Board

Preston Simmons of Providence Health and Services, Western Washington, has served on
KCACH’s Governing Board in one of three designated hospital/health system seats. Preston
will be transferring to Anchorage with Providence Alaska starting in January 2018. For this
reason, he has informed the Board Co-Chairs that he needs to step down from the Board,
effective December 15, 2017.

Background

KCACH’s operating agreement establishes a 26-member Governing Board consisting of
both “open” and “reserved” seats (see detailed table below). Seats identified as “reserved”
allow the member organization, coalition, association or entity identified as the “lead
entity” the opportunity to nominate individuals to represent their particular sector. The
Governing Board is required to appoint such nominations unless there are extenuating
circumstances. A “lead entity” may also elect to open its reserved seat to the broader
public/sector for candidate applications, if it so chooses.

In this case, the vacant hospital/health system seat is reserved to the Washington State
Hospital Association (WSHA) as lead entity. With Preston’s departure, WSHA has elected to
appoint Sherry Williams, Community Affairs Director at Swedish/Providence Health and
Services, to the King County ACH Governing Board. Sherry is very knowledgeable about and
already engaged in the KCACH, having served as Preston’s designated alternate and
participating on the Demonstration Project Committee (DPC).

Recommendation: Sherry Williams for hospital/health system seat

The Executive Committee recommends approving WSHA’s nomination and appointing
Sherry Williams to fill the vacant hospital/health system seat. Per the operating agreement,
Sherry would serve a three-year term.
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SECTOR / PARTNER

# OF SEATS

STATUS

1

Open

Federally qualified health centers

1

Reserved

Community Health Center Council

Hospital, health systems

3

Reserved

Washington State Hospital Association

Behavioral health providers, inc. at least 1 substance use provider

3

Reserved

King County Provider Association

Managed care organizations (MCO)

1

Reserved

Coordination between MCOs

Local public health

1

Reserved

Public Health - Seattle King County

SUB-TOTAL

10
1

Reserved

King County Government

City of Seattle

1

Reserved

Seattle Mayor's Office

Suburban area

1

Reserved

Sound Cities Association

SUB-TOTAL

3
Reserved

ACH Consumer/Community Voice
Committee

Tribal Governments: Cowlitz,
Muckleshoot, Snoqualmie Indian Tribes
Seattle Indian Health Board

Providers / Payers
Primary care provider

Government
King County

RESERVED SEATS: LEAD ENTITY

Community / Consumer
Community-based equity networks, coalitions and/or consumer
advocate organizations
SUB-TOTAL

3
3

Tribes
Federally recognized tribes in King County

3

Reserved

Urban Indian Health Board

1

Reserved

SUB-TOTAL

4

Community Based Organizations / Social Determinants of Health
Housing

1

Open

Long-term care services/supports

1

Open

Non-profit social service organizations

2

Open

Philanthropy

1

Reserved

At-large

1

Open

SUB-TOTAL

6

TOTAL SEATS

26

The Seattle Foundation
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Health

Housing for Health
Nine communities in the United States are finding ways to invest in housing to contain health care costs.
By Joshua Bamberger Aug. 23, 2017

W

hen I met Alvin in the mid-2000’s, he looked much

older than his 67 years. Exposure to trauma and an
underlying mental illness led to drug addiction and other

Subscribe

Sign In

health issues, and kept him cycling in and out of jail, prison,
hospitals, and shelters for many years. Housing him took a
concerted effort by dedicated case managers and medical
staff, but after he moved in to a senior-only, permanent,
supportive housing unit, his drug use—and use of hospital
services—diminished. The difference in health care costs
between the year before he was housed and the year after was

Mission Creek Apartments is senior-only supportive
housing facility in San Francisco. (Photo courtesy of
Mercy Housing)

enough to pay for his housing for the next 15 years and very likely contributed to extending his life.
As a primary care physician who has worked with San Francisco’s homeless population for more than 25
years, I know firsthand how important housing is to health. Multiple studies have shown how housing
improves the health of people living with homelessness and the extremes of poverty. One study we conducted
at the San Francisco Health Department among homeless people with AIDS showed that housing with onsite services reduced mortality by 80 percent (https://bmcpublichealth.biomedcentral.com/articles/10.1186/1471-2458-9220) over

a five-year period. No other health care treatment among homeless adults can show anywhere near

such an impact on mortality.
In addition, as Alvin’s story illustrates, offering housing is often the most cost-effective health care treatment
available (https://www.huduser.gov/portal/periodicals/cityscpe/vol17num2/ch11.pdf ) . Yet, despite the proven benefit of
housing, the US health care system rarely invests in it. Even in Los Angeles, where the county Department
of Health Services (DHS) is leading one of the largest expansions of permanent supportive housing in the
https://ssir.org/articles/entry/housing_for_health

1/3

12/6/2017

Housing for Health | Stanford Social Innovation Review

Agenda Packet 39 of 49

country (10,000 new housing units over the next five years), only 0.3 percent of the DHS annual budget goes
toward housing. As the US government continues to underfund public housing
(http://nlihc.org/sites/default/files/oor/OOR_2016.pdf ) (only

one in four Americans who qualify for affordable housing

get it), the number of homeless adults continues to increase across the country.
Concerns like these and the intense debate about US health care has left many Americans feeling anxious
about the future. However, a handful of communities around the country, where the health care system is
investing in housing and bucking national trends, provide a roadmap to hope. Even though federal
regulations prohibit the use of Medicaid funds toward “room and board,” these communities have found ways
to invest health care resources in housing. The nine cases we documented in a recent report
(http://bit.ly/HHIP2017) (produced

by the Low Income Investment Fund and Mercy Housing, with funding

from the Kresge Foundation and the California Endowment) have a few common attributes, including
adherence to strict fiscal constraints and increased patient autonomy—something politicians on both sides of
the aisle can get behind.

Sign In

Settings Pilot of the Health Plan of San Mateo (https://www.ioaging.org/services/all-inclusive-health-care/community-

Subscribe

One example of a robust investment in housing as an alternative to institutional care is the Community Care

(https://www.medicaid.gov/medicaid/managed-care/index.html) (MCO)

care-settings-pilot-program) (HPSM),

a nonprofit Medicaid managed care organization
in Northern California. HPSM wanted to give

low-income, disabled members living in nursing homes more options when it came to where they lived.
Many members didn’t need to live in nursing homes, but did, due to system inefficiencies. The organization
has so far successfully moved 124 people from nursing homes to independent housing with supportive
services, where they have much more choice in terms of how they spend their time, what they eat, and so on.
After leaving the nursing home, these individuals not only reported much greater life satisfaction, but also
used significantly fewer health care resources. Members’ health care costs (including the portion of housing
costs the MCO paid) were 50 percent lower in the six months after the move than in the previous six
months, saving the health plan $2 million over that time.
Meanwhile, the Centers for Medicaid and Medicare have encouraged innovations that adhere to the Triple
Aim (http://content.healthaffairs.org/content/27/3/759.full.html) : lower cost, improved outcome, and improved access
to care. A good example of a Triple Aim success is a local accountable care organization
(https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/ACO/) (ACO)

in Minneapolis called Hennepin

Health (http://www.hennepinhealth.org/) . Hennepin Health’s “housing navigators” connect adults with disabilities
who are experiencing homelessness with housing vouchers they can use for rent, and—similarly to Harry
Potter’s Sorting Hat—help people find housing that suits their needs. The result is reduced emergency room
visits and improved health outcomes, such as glucose control for diabetics and fewer psychiatric
https://ssir.org/articles/entry/housing_for_health
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hospitalizations for people with severe and persistent mental illness. By the end of 2017, it is expected that
Hennepin County will achieve “functional zero (https://www.hudexchange.info/news/snaps-in-focus-ending-veteranhomelessness-and-what-it-means-for-zero-2016-communities/) ”

for chronic homelessness, meaning there is sufficient

housing to provide an exit to homelessness for all adults who have been stuck on the streets.
Now that the Republican effort to repeal and replace the Affordable Care Act appears to be dead, Congress
may be able to come up with real solutions to America’s health and housing crises. If it does, the nine
communities we profiled can serve as models for other programs that address some of the root causes of
illness among people living in poverty and on the streets.
Compared to other health care treatments that have similar impact on improving health, housing does not
increase the size and cost of the health care sector. Just a few weeks ago, the Food and Drug Administration
approved an exciting new treatment for a rare form of leukemia (https://www.nytimes.com/2017/07/12/health/fdanovartis-leukemia-gene-medicine.html?_r=0) .

As we revel in new opportunities for treatment that emerge from

advances in science and technology, let’s not lose track of those who need access to basic needs to make
who need care. But it is important to recognize that housing—as an alternative to unnecessary utilization of
hospital- and institutional-based care—is good medicine and can gain support across the political spectrum.
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progress against their illnesses. Medicaid cannot become the de facto agency for funding housing for those

Joshua D. Bamberger, MD, MPH, is an associate clinical professor for family and community medicine at the
University of California San Francisco, and is chief medical consultant for Mercy Housing.
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KCACH 2017 Year in Review
Milestones & Appreciations

1
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Major Milestones of the Year
• Established the KCACH as a new, independent organization
• Became officially certified by the state as 1 of 9 ACHs (certifications 1 and 2)
• Hired an Executive Director and team
• Established a new Governing Board
• Submitted our demonstration project portfolio thanks to the dedication and
contributions from community members, partners, and KC backbone staff
serving on the CCV, DPC, design teams, governing board, and other tables!!!

2
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Reflections
• Describe how the picture you selected speaks to your experience/reflections of
our year together as an ACH.
• What are you most proud of?
• What do you envision or hope for going forward (e.g., improvements, changes)?

3
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KCACH Values
Original Values – Do They Still Resonate?

4
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ILC Charter - Values

5
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KCACH Interim Leadership Council - Values
The KCACH’s Interim Leadership Council—the precursor to our Governing Board—established the following
values to guide its behaviors and decisions. They were drawn from the values and principles expressed in the
King County Transformation Plan, and the Healthier Washington innovation plan.

Collective action to address complex problems. The extent of health and social inequities in the King County
region calls for mobilizing new approaches and partnerships, including a more intentional partnership with statelevel government agencies. New approaches may mean changes from the status quo, and may involve difficult
conversations at times.
Being adaptive. ACH development is an iterative process with each other and with state partners, so flexibility is
critical in all aspects. New information, barriers, and opportunities may surface as the work goes along. Allowing
for adjustments throughout the year will be important to develop the ACH in a way that achieves buy-in from the
many sectors that play roles in contributing to health and well-being of county residents.
Building on previous work. Consider and incorporate the work from the ACH planning phase, including the
community engagement team. Consider and incorporate the values and principles expressed in the King County
Health and Human Services Transformation Plan.
Equity. Work intentionally to eliminate racial, ethnic, socio-economic and geographic disparities in health and
well-being. Without this focus, there is a risk that current power dynamics and structural racism in health care and
governmental entities will drive toward roles and governance structures that perpetuate rather than eliminate
inequities. For any given issue, this requires looking at who decides, who provides, and who benefits or bears the
burdens.
Engagement of those most affected. Populations and communities in King County who are most impacted by
health and health-related inequities (i.e., neighborhoods, low- income groups, communities of color, and people
with disabilities, among others) should be among those who are influencing ACH development and associated
strategies for improving their health and the health of their communities. Putting this value into practice will entail
intentional development and resourcing of capacity and mechanisms that support two-way communication so that
on-the-ground context expertise shall be included in ACH development, governance, decision-making, and
initiatives.
Efficiency and not “recreating the wheel.” Understand, value and build on existing work, expertise and roles
where it makes sense to do so.
Transparency. Work products associated with the interim council and its work groups will be made available to
interested parties and the public.
Assuring that no one sector dominates. No one participant or group of participants should control the direction,
agenda, and decision-making of the interim leadership council or any of its work groups or committees.
Respect. Leadership members come to the table committed to developing an ACH structure that will work for the
region; will work in the spirit of mutual agreement and accountability to each other. They will put into practice the
“Guidelines for Multicultural Interactions”.
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A focus on outcomes, results, and scale. Work in ways that are clear about intended outcomes, align resources to
achieve them, move to pay for value not volume, measure progress toward outcomes, continually improve
practice, and take improvement strategies to scale for broader population health impact and lasting change.
The “Triple Aim”: Recognition that new designs working to improve health outcomes must be developed in ways
that simultaneously pursue three dimensions: improving the health of populations; improving the client experience
of care (including quality and satisfaction); and reducing the per capita cost of health care.
Accountability. In this current stage of ACH design work, the Leadership Council recognizes accountability to
mean:
• Accountable in the broadest sense to the King County community at large for assuring an ACH design
process that will be effective over time at driving improved community health and well-being and reduce
disparities; and
• Accountable to the individuals in the community who experience health and health-related inequities and
who most need and will be impacted by the ACH’s work; and
• Accountable to one another, as fellow members of the leadership council, for what we may agree to,
individually and collectively; and
• Accountable to the state for the deliverables agreed to in the ACH Design contract.
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King County Accountable Community of Health glossary
ACH
AI/AN
AIM
AIMS
AMDG
BHO
BMI
BRFSS
CMS
CBO
CCM
CCV
CDP
CDR
CEO
CHARS
CHW
CLS
CMCH
CMS
DCHS
DPC
DPP
DSHS
DSRIP
DT
DY1
ED
EHR
FIMC
FFS
FPL
FQHC
G2P
HCA
HCP LAN
HHSTP
HIE
HIT
HKCC
HUD
IDC
IHCP

Accountable Community of Health
American Indian/Alaska Native
Analytics, Interoperability, and Measurement, part of HCA
Advancing Integrated Mental Health Solutions, part of University of Washington
Agency Medical Directors’ Group
Behavioral Health Organization
body mass index
Behavioral Risk Factor Surveillance System
Centers for Medicare & Medicaid Services
community-based organizations
chronic care model
Community/Consumer Voice Committee
Chronic Disease Prevention and Control Project
Clinical Data Repository
chief executive officer
Comprehensive Hospital Abstract Reporting System
Community health worker(s)
Community Learning Sessions
Center for MultiCultural Health
Centers for Medicare & Medicaid Services
Department of Community and Human Services
Demonstration Project Committee
Diabetes Prevention Program
Department of Social and Health Services
Delivery System Reform Incentive Payment
Design Team
DSRIP Year 1
emergency department
electronic health record
fully integrated managed care
fee-for-service
federal poverty level
Federally Qualified Health Centers
Guidelines to Practice
Health Care Authority
Health Care Payment Learning & Action Network
Health and Human Services Transformation Plan
health information exchange
health information technology
Healthy King County Coalition
U.S. Department of Housing and Urban Development
Integration Design Committee
Indian Health Care Provider
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ILC
IOM
IT
ITU
JAMA
KCACH
LEAD
LGBT
LOI
MAT
MCO
MeHAF
MHIP
MIDD
MOU
MTP
MVP
OUD
P4P
P4R
PAL
PCORI
PCP
PHSKC
PIMH
PMD
PMP
PRISM
PSH
QBS
RHIP
RHNI
SAMHSA
SBIRT
SCORE
SIHB
SIM
SUD
TA
TSP
UIHI
US
VBP
VOCAL-WA
WSHA
WSMA

Interim Leadership Council
Institute of Medicine
information technology
Indian Health Service, tribally operated, or urban Indian health program
Journal of the American Medical Association
King County Accountable Community of Health
Law Enforcement Assisted Diversion
Lesbian, Gay, Bisexual, and/or Transgender
letter of intent
Medication Assisted Treatment
managed care organization
Maine Health Access Foundation
Mental Health Integration Program
Mental Illness and Drug Dependency
memorandum of understanding
Medicaid Transformation Project(s)
Medicaid value-based purchasing
opioid use disorder
Pay-for-performance
Pay-for-reporting
Partnership Access Line
Patient-Centered Outcomes Research Institute
primary care provider
Public Health – Seattle & King County
Partnership for Innovation in Mental Health
Performance Measurement and Data
Prescription Monitoring Program
Predictive Risk Intelligence System
Permanent Supportive Housing
Quality Benchmarking System
Regional Health Improvement Plan
Regional Health Needs Inventory
Substance Abuse and Mental Health Services Administration
Screening, Brief Intervention, and Referral to Treatment
South Correctional Entity
Seattle Indian Health Board
State Innovation Model(s)
substance use disorder
technical assistance
Transition Support Program
Urban Indian Health Institute
United States
value-based payment
Voices of Community Activists and Leaders, Washington state chapter
Washington State Hospital Association
Washington State Medical Association

