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Governing Board Meeting
February 1, 2018, 1:00 pm – 4:00 pm
The 2100 Building, 2100 24th Ave S. Seattle, WA 98144
MEETING GOALS
The primary objectives of today’s meeting are for the Governing Board to: (1) discuss strategies for how
HealthierHere can lead with equity, (2) review/approve HealthierHere’s 2018 administrative budget, (3)
understand the relationship between managed care organization (MCO) provider contracts and upcoming ACH
provider/partner contracts, (4) finalize the process for filling two open board seats, and (5) begin discussions on
DSRIP Year 1 fund distribution.

AGENDA
1:00 pm

1) Welcome & Introductions
• Meeting Goals and Agenda Review

Betsy Lieberman & Esther Lucero,
Board Co-Chairs

1:05

2) Core Value – Leading with Equity
• What Would It Mean for HealthierHere To
Lead With Equity?

Abigail Echo-Hawk, Urban Indian
Health Institute

2:00

3) Public Comment

2:10

BREAK

2:20

4) Board Business & Executive Director’s Report
• Approval of January 11th Meeting Minutes

Betsy Lieberman & Esther Lucero,
Board Co-Chairs
Susan McLaughlin, HealthierHere

2:25

5) Final 2018 Administrative Budget
• Board Discussion & Decision

Patty Hayes, Finance Committee
Co-Chair
Thuy Hua-Ly, CFO, HealthierHere

2:40

6) Learning Session: MCO Contracting

Laurel Lee, Board Member &
additional MCO representatives

3:15

7) Governance
• Application Process for Open Board Seats

Christina Hulet, Consultant

3:25

8) DSRIP Funding Updates
• Intergovernmental Transfer (IGT)
• DY1 Fund Distribution

Thuy Hua-Ly, HealthierHere

3:55

9) Summary & Next Steps

Betsy Lieberman & Esther Lucero,
Board Co-Chairs

4:00 pm

ADJOURN

Next Meeting: Thursday, March 1, 2018, 1:00 p.m. – 4:00 p.m. (The 2100 Building, 2100 24th Ave S. Seattle, WA
98144).
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King County Accountable Community of Health
Governing Board Meeting Summary
January 11, 2018, 9:00 a.m. – 12:00 p.m.
King County Elections, 919 Grady Way Renton, WA 98057
Members Present: Teresita Batayola (International Community Health Services), Elizabeth “Tizzy”
Bennett (Seattle Children’s Hospital), 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), Patty Hayes (Public Health – Seattle &
King County), Betsy Lieberman (Betsy Lieberman Consulting), Esther Lucero (Seattle Indian Health Board),
Daniel Malone (Downtown Emergency Service Center), Jihan Rashid (Somali Health Board), Jeff Sakuma
(City of Seattle), Erin Sitterley (Sound Cities Association), Elizabeth Tail (delegate for Stephen Kutz,
Cowlitz Indian Tribe), Jim Vollendroff (delegate for Adrienne Quinn, King County DCHS), Sherry Williams
(Swedish Medical Center), Andrea Yip (delegate for Maureen Linehan, Seattle Aging and Disability
Services)
Members Not Present: Roi-Martin Brown (Washington Community Action Network), Shelley CooperAshford (Center for MultiCultural Health), Marya Gingrey (Regional Equity Network), David Johnson
(Navos Mental Health Solutions)
Staff: Thuy Hua-Ly, Susan McLaughlin, Gena Morgan, Kelsey Robinson (KCACH), Christina Hulet (Hulet
Consulting)
Guests: Tavish Donahue (Seattle Housing Authority), Anne Farrell Sheffer (YWCA – Seattle &
King/Snohomish), Brad Finegood (KCBHRD), Allie Franklin (Crisis Clinic), Laura Johnson (United
Healthcare), Silvia Kennedy (Susan G. Komen PS), Vicki Lowe (AIHC), Michele Meaker (NAMI Eastside),
Lena Nachaud (HCA), Sharon Poch (Qualis Health), Semra Riddle (Sound Cities Association), Carolanne
Sanders (KCBHRD), John Vassall (Qualis Health), Ellie Wilson-Jones (Sound Cities Association), Giselle
Zapata-Garcia (KCE)

Welcome & Introductions
Co-Chairs Betsy Lieberman (Betsy Lieberman Consulting) and Esther Lucero (Seattle Indian Health Board)
welcomed everybody and called the meeting to order.
Betsy reviewed meeting goals and agenda. The primary objectives of this meeting were for the
Governing Board to: (1) learn about the Federal Trust Responsibility and Indian Health Service, and
HealthierHere’s role in serving American Indian and Alaska Native people, and (2) increase our
understanding of King County’s equity and health disparities, and discuss implications for KCACH project
portfolio.
Brief introductions were made by the board and public.
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Board Business & Executive Director’s Report
Betsy asked for a motion to approve the minutes from the 12/18 Governing Board (GB) meeting (pages
2-6 of the agenda packet). The motion was approved with no revisions.
Executive Director’s Report
The project submission timeline included two “write-back” periods for the ACH to edit the project
portfolio based on questions and responses from the HCA. The initial portfolio was very well received
and only minor revisions were necessary during the first write-back period. No further revisions were
necessary for the second write-back period. An independent assessor will review and score the portfolio
submissions and report back to the HCA. We will likely not hear anything until February. Our final score
will determine the maximum amount of funding we can receive.
HealthierHere (HH) is hosting monthly Provider Summits to engage healthcare and community
providers. The first summit was on Tuesday 1/9/18. There were over 90 attendees representing 71
organizations with an additional 56 individuals attending via webinar. The team is in the process of
defining contract terms and payment structures for partnering healthcare and community providers.
Implementation will begin in Q3.
HealthierHere is hiring! Unfortunately, Lee Che Leong (HealthierHere) has resigned; her last day will be
January 17th. We will be hiring for her replacement as well as several other roles (e.g., Clinical
Director/Data Scientist/Project Managers). Susan McLaughlin will distribute job descriptions to board
members for distribution. The Community and Tribal Engagement Manger position has closed and
applicants will be screened shortly.
HealthierHere is hosting an Open House on February 7th from 3pm-5pm. We are hoping to launch our
new branding and logo.
The statewide ACH convening will be on January 23rd-24th. The EDs have been working closely together
to shape an agenda that is meaningful and focused on how ACH’s can collaborate and support each
other in this work. The hope is to not only align similar work, but to establish “standard” templates and
practices to reduce potential burden.
Thuy Hua-Ly (HealthierHere) will present a 2018 administrative budget for board review at the February
meeting.

Learning Session: Tribal Training
Guests Vicki Lowe (American Indian Health Commission) and Jessie Dean (HCA) presented “An
Introduction to Indian Health Care in Washington State”. The American Indian Health Commission
(AIHC) was founded in 1994 with the mission to “improve the health of American Indians and Alaska
Natives (AI/AN) through tribal-state collaboration on health policies and programs that will help
decrease disparities.” The Indian Health Service (IHS) coordinates the congressional appropriations for
health care to be provided to AI/ANs. The Indian health care delivery system is complex and
underfunded. There are many challenges in facilitating Indian health care, but with strong and culturally
appropriate collaboration, there is opportunity to address and reduce disparities facing the AI/AN
population.
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Discussion:
-

-

-

How does Medicaid fit into the spectrum of Indian Health care?
o IHS is the payer of last resort, Medicaid funds help cover the cost of Indian health care
o IHS is underfunded by an estimated two-thirds of projected costs
o AI/ANs are exempt from Medicaid premiums and cost-sharing
o If a client receives services at a Tribal or IHS facility the federal government matches
100%
o Under Medicaid, tribes are exempt from state licensing requirements
Encouragement for providers and MCOs to work directly with Tribes when treating and caring
for AI/AN clients
Do tribal health services serve all AI/AN or only their own tribal members?
o Varies, some smaller tribes only serve their tribal members; others serve a broader
population
Need to think about the potential impact and risks of block granting
There is an obligation for ACHs to engage with tribal communities even if they are not able to
participate in the Medicaid Transformation project
Provider One can reimburse managed care plans; encourage MCO’s to work with tribes

Public Comment
Michelle Meaker – She is the newly appointed director of NAMI Eastside, she shared briefly about her
organization and her work.

Learning Session: Equity & Health Disparities
Eli Kern (PHSKC) presented “Key Findings from the King County ACH Regional Health Needs Inventory”
(pages 7-21 of the agenda packet). His presentation covered who the Medicaid population is, where
they live and opportunities to improve health disparities in those populations.
Discussion:
-

Strong appreciation for the articulate presentation and work done by Eli and other backbone
staff
There continues to be significant racial and ethnically based disparities
Pay for performance metrics remain very clinic/health system oriented
We need to encourage ongoing collaboration; the overlap in projects and populations is
increasing but we are still working in silos
We cannot create disparate systems; providers, ACHs and MCOs need to work collaboratively
Improve uncompensated Tribal health care; need better private insurance
Cultural representation in healthcare is important; patients need to feel that their provider
understands their specific needs
More discussion needed on how to approach projects and target populations (e.g., a volume
approach to maximize incentive dollars, a hybrid approach to target health disparities)
ACH’s are expected to invest in Domain 1: data infrastructure needs are significant;
conversations are underway with county/state officials for guidance on how to best invest funds
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-

-

We don’t want to lose local infrastructure and cannot place a Medicaid structure on top of what
exists; let’s build an infrastructure that supports what currently exists and drives health delivery
transformation
Interest in how suburban cities in King County are collaborating and addressing these issues
Further discussion will be prioritized for a future meeting

Meeting adjourned.
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HealthierHere Accountable Community of Health
DECISION MEMO: 2018 Administrative Budget Report
Memo prepared by:
Date prepared:
Date of proposed action:

Thuy Hua-Ly, Chief Financial Officer
January 23, 2018
February 1, 2018 HealthierHere Governing Board

Issue
Attached is the HealthierHere 2018 Administrative Budget for approval.

Background
A five-year budget allocation for the HealthierHere administrative budget was presented to the
board at the December 2017 Governing Board meeting. The five-year budget was shared as
draft with the expectation that an annual budget be compiled and approved.

Recommendation
Attached is the 2018 Administrative Budget for HealthierHere, the Accountable Community of
Health (ACH) for King County. The total annual budget is $5.4M consisting of two main budget
components: (1) a direct ACH administration budget of $2.6M, which funds salaries/benefits,
lease, equipment, etc.; and (2) an indirect budget of $2.8M for Project Planning, Consumer and
Community Engagement and Domain 1 strategy and investment planning and support.
The Finance Committee recommends adoption and approval of the 2018 annual budget. The
CFO will report on a monthly basis the attached budget report template to inform the
Governing Board of the budget status along with explanations for any significant variances of its
expenditures and/or assumptions.
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HealthierHere Accountable Community of Health (ACH)
2018 Administrative Budget

Expense Categories

Items

Budget

ACH Administration

Salaries & Benefits
Seattle Foundation Fiscal Sponsor Fee
Office Space Lease
Insurance
General Contracts
Legal Consulting/Expertise
B&O Tax
Office Supplies/Equipment/Furniture/IT
Staff Professional Development/Training
Travel
Other
Subtotal

$ 1,600,000
$
364,000
$
88,560
$
5,000
$
50,000
$
100,000
$
64,193
$
200,000
$
20,000
$
20,000
$
50,000
$ 2,561,753

Project Planning

Salaries & Benefits
Project Management
Data Analysis
DSRIP Experts
Subtotal

$
375,000
$
500,000
$
500,000
$
300,000
$ 1,675,000

Engagement

Community & Consumer Engagement
Education and Training
Tribal Consultation
Outreach & Communication
Subtotal

$
$
$
$
$

100,000
100,000
50,000
100,000
350,000

Domain 1 Activity Support

Health IT/HIE, Workforce, VBP
Subtotal

$
$

800,000
800,000

Total Expenses

$ 5,386,753
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HealthierHere Accountable Community of Health (ACH)
2018 Administrative Budget

Expense Categories

Items

Budget

ACH Administration

Salaries & Benefits
Seattle Foundation Fiscal Sponsor Fee
Office Space Lease
Insurance
General Contracts
Legal Consulting/Expertise
B&O Tax
Office Supplies/Equipment/Furniture/IT
Staff Professional Development/Training
Travel
Other
Subtotal

$ 1,600,000
$
364,000
$
88,560
$
5,000
$
50,000
$
100,000
$
64,193
$
200,000
$
20,000
$
20,000
$
50,000
$ 2,561,753

Project Planning

Salaries & Benefits
Project Management
Data Analysis
DSRIP Experts
Subtotal

$
375,000
$
500,000
$
500,000
$
300,000
$ 1,675,000

Engagement

Community & Consumer Engagement
Education and Training
Tribal Consultation
Outreach & Communication
Subtotal

$
$
$
$
$

100,000
100,000
50,000
100,000
350,000

Domain 1 Activity Support

Health IT/HIE, Workforce, VBP
Subtotal

$
$

800,000
800,000

$ 5,386,753

Total Expenses

January

February

March

April

May

June

July

August

September

October

November

December

Total Expenses

$ Variance

% Variance

-

$ 1,600,000
$
364,000
$
88,560
$
5,000
$
50,000
$
100,000
$
64,193
$
200,000
$
20,000
$
20,000
$
50,000
$ 2,561,753

62%
14%
3%
0%
2%
4%
3%
8%
1%
1%
2%
100%

-

$
375,000
$
500,000
$
500,000
$
300,000
$ 1,675,000

22%
30%
30%
18%
100%

$

-

$
$
$
$
$

100,000
100,000
50,000
100,000
350,000

29%
29%
14%
29%
100%

$

-

$
$

800,000
800,000

100%
100%

$

-

$ 5,386,753

100%

$

$

Comments/Explanations
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MCOs, Value-Based
Payment & MCO Contract
Accountabilities
Developed and Presented by:
Amerigroup, Community Health Plan of Washington,
Coordinated Care, Molina Healthcare, and UnitedHealthcare
1

Quick Refresher:
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Managed Care & MCOs
• Managed Care is a health care delivery system organized to
manage cost, utilization, and clinical and service quality.
• Medicaid managed care provides for the delivery of Medicaid
health benefits and additional services through contracted
arrangements between state Medicaid agencies and Managed
Care Organizations (MCOs), such as health plans and
behavioral health organizations (BHOs), that accept a set per
member per month (capitation) payment for these services
that accept a set per member per month (capitation) payment
for these services.
See Appendix for links to MCO Contracts & high level review of
selected MCO Contract Obligations

2

Quick Refresher:
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Medicaid in Washington (Apple Health)
• The Washington State Health Care Authority (HCA)
Purchases health care for 1.9 million people
• About 85% (~1.6 million) of Apple Health clients are
enrolled in Managed Care and receive care through five
Managed Care Organizations (MCOs)
• Approximately $8 billion in annual Medicaid spending
• Populations served include children, pregnant women,
disabled adults, elderly persons, former foster care
adults, and adults covered through Medicaid expansion

3

VBP Rewarding Value
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Higher Value Care (Quality/Costs = Value)
VBP is about providers assuming more accountability for the quality and cost
of care, incentivizing higher-value care. Generally, VBP can take one of two
forms:
1. Providers receiving bonus payments or paying penalties for meeting or not
meeting quality or cost metrics (e.g., pay-for-performance, quality incentive
bonuses, withholds) that then help the payer meet their related quality or
cost goals
2. Providers taking on risk themselves for a population, subset of benefits, or
episode of care and retain the reward or penalty associated with cost and
quality (e.g., global capitation, bundled payment arrangement)

DSRIP projects are intended to help providers develop the population health
management and workforce capabilities that can drive improvements in
quality and costs and, as a result, be rewarded under either form of VBP.

4
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National Framework for Defining VBP
HCP LAN – Alternative Payment Model Framework

HCA’s
Definition of
VBP:
Categories 2C
through 4B

5
EXAMPLES:

FFS with bonus
payments for
quality performance

Bundled payments
with upside only, or
upside & downside risk

Capitation (full or % of
premium populationbased payment)
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VBP - HCA’s 2022 Vision
90 percent of provider payments under State-financed health care must be linked to quality
and value by the end of 2021

By 2022, 90% of
payments must be in an
arrangement that is
higher than 2B

By 2022, 50% of
payments must be in
a Category 3 or 4
arrangement

6

Value-Based Payment:
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Past (prior to 2017)

Present/Future

HCA paid MCOs “capitated”
payment per Medicaid client

HCA Pays MCOs “capitated” payments
per Medicaid Client

7

HCA and managed care organizations (MCOs) contracts:
Past and Present/Future

HCA will withhold a percentage of
capitated payments to MCOs to incentive
Value-Based Purchasing

MCO paid provider using a
monthly premium

Provider performed services

MCOs pay many providers using a
monthly premium moving contracts with
providers to qualifying VBP
arrangements

Provider performs services with
incentives tied to quality improvement
and attainment

7
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MCO Funds Flow Visual-Current
HCA

Actuarially-sound
Per Member Per
Month
Premium/Rate
Minus VBP
Withhold
(1.5% CY2018)

$
Pharmacy
Benefit

MCO

$
Primary Care
Provider

$
Hospital

$ per service
Specialty
Care
Provider

Deliver Medicaid State Plan Services to
Medicaid Beneficiaries

Mental
Health
Provider

8
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• Provider payments paid to network providers
in the form of VBP payments (LAN Category 2c
or higher) with a link to quality
• VBP target will be established in the MCO
contract based on the HCA VBP Roadmap
targets
•

This portion of the withhold may be earned in
whole or in part

• Self-reported (by August 1, 2018), validated by
Third-Party Contractor

Withhold Weight
12.5%

9

Qualifying VBP Arrangements

VBP Arrangement Targets

Performance
Year

Target

2017

30%

2018

50%

2019

80%

2020

85%

2021

90%

9

Qualifying Provider Incentive
Payments
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•

Paid for provider incentive payments in VBP arrangement
(LAN Category 2c or higher)
•

•

Payment Incentives Examples:
• Upside incentive payment
• Shared savings arrangement tied to quality
performance
• Gap in care closure incentive
Payment Disincentives Examples:
• Downside risk arrangements tied to quality
performance
• Withhold tied to quality

•

Includes incentives earned during the performance year

•

Self-reported (before August 1, 2018) validated by a third
party contractor
10

Withhold Weight
12.5%

Provider Incentive Targets

Performance
Year

Target

2017

.75%

2018

1%

2019

1.5%

2020

2.0%

2021

2.5%

10

Agenda Packet Page 19 of 51

Quality Improvement

• Rewards for quality improvement and attainment for seven clinical quality
measures

11

Withhold Weight
75%

• Quality improvement and attainment is measured using the Quality
Improvement Score (QIS) model created by HCA and adapted from the Public
Employee Benefits Board (PEBB) Accountable Care Program
• Compares scores prior performance year to the current performance year
• This portion of the withhold may be earned in whole or in part
• By June 15, 2017 MCOs submit clinical quality measure performance

11
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Pediatric Measures

Comprehensive Diabetes Care - Poor HbA1c Control (>9%)

NQF 0061

Comprehensive Diabetes Care - Blood Pressure Control
(<140/90)

NQF 0018

Controlling High Blood Pressure (<140/90)

NQF 0105

Antidepressant Medication Management –
Effective Acute Phase Treatment

NQF 0105

Antidepressant Medication Management Effective Continuation Phase Treatment (6 Months)

NQF 0038

Childhood Immunization Status - Combo 10

NQF 1516

Well-child visits in the 3rd, 4th, 5th and 6th years of life

NQF 1799

Medication Management for people with Asthma:
Medication Compliance 75% (Ages 5-11)

NQF 1799

Medication Management for people with Asthma:
Medication Compliance 75% (Ages 12-18)

Target
T(i)

Mean
u(i)

12

NQF 0059

Weight
w(i)

NCQA Quality Compass Medicaid HMO Average values

Quality Measures Description

NCQA Quality Compass Medicaid HMO 90th percentile values

Quality
Measure

Equals 100%

Adult Measures

Quality Measures in MCO Apple
Health Contract*

12
* See Exhibit F2, Apple Health Contract
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13

Quality Measures in MCO Apple
Health- FIMC Contract*

12
* See Exhibit I, Apple Health-FIMC Contract
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VBP Continuum – examples
Fee For Service
(FFS)
• Payment for
services
rendered
FFS with Gain Share
• Payment for services
rendered
• Quality metrics
• Total Cost of Care
(MLR) Threshold
• Distribution of funds
when below threshold
and quality metrics
met
Example:
Gap in care closure
incentive payment
to providers

Service
Based

FFS with Shared Risk
• Payment for services
rendered
• Quality metrics
• Total Cost of Care
(MLR( Threshold
• Distribution of funds
when below threshold
and quality metrics
met
• Withhold when above
threshold

Full Risk Capitation
• Payment as a
percent of
premium or
PMPM
• Quality metrics
• Sometimes
delegation

Value
Based

14

VBP Challenges – MCO
Perspective
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• Empanelment: ensuring that MCO & PCP understanding
of “patient panel” are accurate & synchronized
• Under VBP contracts there is still a need to track codes
and encounters
• Potential “misalignment” between Quality Measures for
Medicaid vs. those for Commercial/Medicare
populations.
• Need to ensure alignment between Quality Metrics and
Provider/ACH goals and realities
• Safety Net and Rural Providers may have capacity issues
in engaging with VBP arrangements
• Medicaid rates may be a barrier in negotiating valuebased arrangements

15
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VBP Challenges & Opportunities for
providers
Opportunities

Challenges

• Further flexibility to provide the
right care at the right time by
the right type of provider:
patient centered
• Moving off the hamster wheel:
more provider centered
• Alignment in payer approaches
regarding quality goals and
reporting
• Ability to partner across the
continuum of care and leverage
non-traditional
providers/partners

• Many safety-net providers have
limited cash reserves to invest
in the capacities necessary to
manage VBP
• Gap in capacity awareness,
especially in data analytics,
business intelligence and
population health management
• Strategic conflicts between
primary care and hospitals
• Burden of poverty and illness
within the safety net
16
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How MCOs Can Support Providers and Community
Stakeholders/groups
• Define plan value and organizational culture
• Data provision, analytics and quality improvement
support
• Financial Support for targeted investments
• Care management and coordination support
• Utilization and disease management
• Consultation and training based on capacity assessment
• Facilitate partnerships across network participants to
ensure collaboration
• Partner with other plans to ensure administrative
simplification

17
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Questions?

18
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Appendix
ContractObligations
WA Apple Health 20152018 Managed care
contracts (Links & Selected excerpts)
• Apple Health: https://www.hca.wa.gov/assets/billers-andproviders/model_contract_ahmc.pdf
• Apple Health – FIMC: https://www.hca.wa.gov/assets/billers-andproviders/ipbh_fullyintegratedcare_medicaid.pdf
• BH Wrapraound: https://www.hca.wa.gov/assets/billers-andproviders/ipbh_fullyintegratedcare_nonmedicaid_1.pdf

19

DATA & Reporting
Requirements
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5.16 – Experience Data submitted annually directly to the HCA’s
designated Actuary
5.11 - Encounter data must be submitted to HCA at a minimum
monthly, and no later than thirty (30) calendar days from the end of
the month in which the Contractor paid the financial liability;
7.2.7.2 – Requirement to fund Clinical Data Repository
Contractor pays operational costs to the HIE to maintain an
integrated health record for each of its enrollees (Clinical Data
Repository) at a rate of $1.05 per year per enrollee
7.3 – Required to submit HEDIS data to NCQA & Quality Compass
annually

19

Gain share (Profit limitation)
program
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5.4.2 – Methodology to calculate Gain Share components
• Total revenue assumes full recovery of the VBP withheld funds regardless of
whether those funds were actually recovered.
• Revenue for healthcare expenses is equal to Total Net Revenue less an
assumed administrative load – actual admin expenses will not be included in
the computation (e.g. – assumed Admin Load for AH-Family is 8.5%; for AHBD
is 6.75%)
• Direct Medical Management costs allowed as health care expenses as defined
by NAIC and GAPP guidelines) may not exceed two percent. (2%) of revenue
5.4.4 – Maximum Gain Share.
• If contractor experiences gain exceeding three percent (3%), HCA will share
equally in the gain between three percent (3%) and five percent (5%). HCA will
recover all gains exceeding five (5%)

20
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Quality (SECTION 7)
7.2.1 –The Contractor shall have Performance Improvement Projects PIPs)
• 7.2.1.1 - One Clinical piloting a mental health intervention
• 7.2.1.2 – One clinical statewide PIP with DOH regarding Well Child Visits
• 7.2.1.3 – One Non-Clinical PIP
7.2.5 – Obligation to Fund Statewide QI Performance Improvement Efforts
Contractor participates in and funds a statewide Performance Improvement
Project led by DOH related to WCC PIP Workgroup, Health Disparity Workgroup
& other QI efforts.
• Minimum MCO financial contribution $50K/year – Max $200K per year)
7.5 – Required to have and maintain National Committee for Quality Assurance
(NQCA) accreditation
•
If this is not upheld it is considered a breach of contract
7.6.1 – The Contractor’s quality program shall be examined using a series of
required validation procedures
• There must be third party validation of performance measures and
standards of care

21

Care management – care
coordination (SECTION 14)
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Section 14 – Contractor will provide services [care coordination] for all enrollees who need [care
coordination] regardless of acuity level
14.1–Contractor will ensure continuity of care
14.2.3 –Contractor shall facilitate referrals to PCP, specialists, non contracted services, such as
substance abuse programs, BHO’s and community-based social services
• Includes coordinating with entities from the DOH to the Children’s Administration to the
Developmental Disabilities Administration
14.3 – Initial Health Screen & Assessment of Enrollees
• Contractor will conduct an Initial Health Screen within 60 days of Enrollment
• Contractor will complete an Initial Health Assessment within 60 days of identification of
special health care need
14.13 – Transitional Planning for Incarcerated Enrollees
• Contractor shall coordinate care for Enrollees as they transition into a correctional facility or
upon release from a correctional facility

22
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GOVERNING BOARD MEMBER SELECTION PROCESS - 2018
EXECUTIVE COMMITTEE CHARGE

The Executive Committee is tasked with recruiting, screening and recommending members to fill two open
seats to the Governing Board for approval: (1) the at-large seat available to any interested person
regardless of sector or organizational expertise, and (2) the long-term care (LTC) services/support seat
available to individuals with LTC expertise.

ROLES & RESPONSIBILITIES

With assistance from HealtherHere’s staff and consulting team, Executive Committee members will:
• Oversee the selection and appointment process for filling the open seats
• Proactively reach out to and help recruit a strong and diverse set of applicants
• Evaluate applicants based on their experience, skills and capacity to meet HealthierHere board
responsibilities
• Prepare for and attend, in person or via phone, two meetings in February/March to review
applications
• Make a recommendation to the Governing Board at its April/May meeting
• Maintain confidentiality with regard to candidates

CRITERIA FOR SELECTING GOVERNING BOARD MEMBERS
•
•
•
•
•
•

Ability to effectively steward and represent the vision/mission of HealthierHere
Demonstrated experience and commitment to addressing health inequities and working diverse
settings/communities
Clear understanding of the role of the ACH and the specific responsibilities of the board (e.g.,
governing verses management)
Experience in collaborative processes and cross-sector work
Commitment and leadership skills to proactively bring the experience, expertise and perspective of
their sector/background; not represent their personal views or their organization’s interests alone
Time/capacity to be an active member of the board (e.g., be prepared for and attend board
meetings, participate in community forums)

REVIEW PROCESS

Short of incomplete applications or applications that do not fit a designated seat, the Executive Committee
will review the application of anyone who applies. Executive Committee members will also have access to
all application materials (e.g., letters of support).

DECISION MAKING PROCESS

The Executive Committee will make a recommendation to the Governing Board at its April or May meeting.
While the Committee aims for consensus, a majority is needed to approve each recommendation.
Members must be present, either in person or via phone, to vote; absentee members can provide input for
consideration only.
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HEALTHIERHERE – GOVERNING BOARD APPLICATION PACKET
SEEKING APPLICANTS FOR 2 OPEN SEATS: AT-LARGE SEAT & LONG-TERM CARE SERVICES/SUPPORT SEAT
HEALTHIERHERE

HealthierHere (HH) is the Accountable Community of Health (ACH) for King County, Washington, a new,
multi-stakeholder, regional collaboration committed to improving the health of the entire community.
Specifically, HH is working with community members and leaders from diverse sectors to promote health
equity, transform the health care delivery system, and improve population health in King County. It is one
of nine ACH’s established statewide as part of Washington’s 2013 State Health Care Innovation Plan and is a
key component of the state’s Healthier Washington initiative.
(For more information on the state’s vision for ACHs, visit the Healthier Washington website. Information
specific to King County’s ACH can also be found here.)

MEDICAID WAIVER PROJECT

One of HH’s central roles is to serve as the lead entity for the state’s Medicaid transformation
demonstration projects in King County.
By way of background, Washington State and the federal Centers for Medicare and Medicaid Services
(CMS) finalized a contract in January 2017 for a five-year, $1.5 billion Medicaid Transformation
demonstration or waiver project. This agreement “waives” certain federal Medicaid requirements, allowing
the state to use Medicaid funds for innovative projects, activities, and services that otherwise would not be
eligible for funding.
Each region, through its ACH, is pursuing projects aimed at transforming the Medicaid delivery system to
serve the whole person and use resources more wisely. King County has prioritized four transformation
projects:
•

Physical and Behavioral Health Integration - Through a whole-person approach to care, physical
and behavioral health needs will be addressed in one system through an integrated network of
providers, offering better coordinated care for patients and more seamless access to the services
they need.

•

Transitional Care - This project seeks to provide opportunities to eliminate avoidable admissions
and readmissions. Points of transition out of intensive services/settings and into the community are
critical intervention points in the care continuum. One population particularly at-risk for disruptions
in care and barriers to (re)engaging with care are people incarcerated in prison or jail.

•

Chronic Disease Prevention and Control - This project focuses on integrating health system and
community approaches to improve chronic disease management and control. Within the project,
there is opportunity to address the identified barriers to care for Medicaid beneficiaries
experiencing the greatest burden of chronic disease.

•

Addressing the Opioid Use Public Health Crisis – This project brings together state agencies, public
health, Tribal governments, and other partners to focus on strategies for implementing the state’s
opioid response plan.
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To be clear, this is not a grant program; the state and King County must demonstrate that it will not spend
more federal dollars on its Medicaid program than it would have spent without the waiver. King County’s
ACH and its partners will receive funds only after they meet project goals. In the early years, payments will
be made for meeting process milestones. Later, payments will be based on improvements in outcome
measures. This concept is known as value-based purchasing, in which payment methods take into account
the quality of services and other measures of value.
As the lead entity, HealthierHere is responsible for the successful implementation of its four Medicaid
Transformation projects and broader system changes to improve our population’s health and address
health inequities: Example activities:
• Oversee the detailed planning and implementation of its waiver projects
• Contract with the state, local government, community partners and provider organizations
• Engage community-based organizations and members to co-design work
• Assume financial-decision making authority and oversee fund distributions to project partners and
for long-term investments
• Support cross-sector coordination (e.g., convener role, aligning funding across partners)
(More information on the state’s expectations can be found on the Healthier Washington’s Medicaid
Transformation page and the Project Toolkit page. More information on King County’s waiver projects can
be found here.)

HEALTHIERHERE’S GOVERNING BOARD

In order to accomplish these tasks and meet state requirements, HealthierHere is established as a separate
limited liability company (LLC) within the Seattle Foundation, a Washington nonprofit corporation.

GOVERNING BOARD COMPOSITION

This LLC is managed by a 26-member Governing Board representing the following sectors/perspectives:
Providers / Payers
Primary care provider (1 seat)
Federally qualified health center (1)
Hospital, health systems (3)
Behavioral health providers, including at least one substance abuse provider (3)
Managed care organization (1)
Local public health (1)
Government
King County (1 seat)
City of Seattle (1)
Suburban area (1)
Community/Consumer
Community based equity networks, coalitions and/or consumer advocate organizations including
grassroots consumers affiliated with any of the preceding entities (3 seats)
Tribes
Federally recognized tribes in King County (3 seats)
Urban Indian Health Board (1)
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Community Based Organizations (social determinants of health)
Housing (1 seat)
Long-term care services/supports (1)*
Non-profit social service organizations (2)
Philanthropy (1)
At-large member (1)*
* HealthierHere’s Governing Board is currently recruiting for 2 open seats: 1) the at-large seat available to
any interested person regardless of sector or organizational expertise; and 2) the long-term care (LTC)
services/support seat available to individuals with LTC expertise.

BOARD MEMBER ROLES / RESPONSIBILITIES

The Governing Board is expected to work in partnership with the Executive Director and staff to ensure that
the organization is healthy, effective, sustainable, and fulfilling its mission. Specifically:
HH Governing Board members have responsibilities standard to non-profit boards, including:
• Stewarding the HH’s overall mission and strategic plan
• Selecting, providing direction to, and evaluating the Executive Director
• Setting and abiding by the organization’s policies and procedures
• Monitoring HH’s performance
• Ensuring adequate financial resources and oversight
• Recruiting and onboarding new governing body members
• Representing and communicating the work of the HH to the broader public
• Ensuring legal and ethical integrity
HH Governing Board members also have duties specific to the organization’s mission, for example:
• Ensuring a commitment to health equity
• Providing strategic direction and monitoring Medicaid waiver and other priority projects
• Assuming financial decision-making authority for fund distribution to partnering organizations and
long-term strategic investments
• Ensuring authentic, ongoing community engagement
• Communicating to the public, interested parties and state officials on the HH’s progress
• Providing oversight and support to HH committees (e.g., finance, data, community engagement,
project committees), and authorizing ad hoc committees and work groups as needed
• Abiding by HH policies and procedures, with particular consideration to the conflict of interest and
tribal engagement policies

SECTOR REPRESENTATION & COMMUNITY COMMITMENTS
Finally, HH Governing Board members take seriously their commitment to work on behalf of the
community. Specifically:
Members bring the experience, expertise and perspective of their sector; they do not represent their
personal views or their organization’s interests alone:
• All members are expected to proactively solicit the input and perspectives of other organizations
within their sector
• All members will provide regular updates/feedback loops regarding the HH’s work to interested
organizations in their sector

Agenda Packet Page 36 of 51

•
•

All members will serve as spokespersons for the HH (e.g., attend several community forums per
year)
Members will disclose any substantive differences of opinion or disagreements within their sector
or community on decisions before the HH Governing Board

Members model the values of the HH and interact with one another with a spirit of collaboration, aligned
action and deep respect:
• This includes modeling the “Guidelines for Multicultural Interactions”
Members are active participants in HealthierHere’s work:
• The work of the HH requires a significant level of engagement and time commitment; members are
expected to attend HH Governing Board meetings (once per month) and committee meetings as
needed (up 1-2 per month) and stay current on HH activities
• A member must be present to vote; if a member is unable to attend a Governing Board meeting
s/he will send a delegate who is granted full decision-making authority
• A member who is no longer able to actively participate on the Governing Board will notify the
board and/or Executive Director and, if appropriate, suggest a replacement
• Members take responsibility for and follow through on agreed upon assignments
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HH GOVERNING BOARD - APPLICATION FORM
HealthierHere’s Governing Board is seeking applicants for 2 open seats: 1) an at-large seat available to any
interested person regardless of sector or organizational expertise; and 2) a long-term care (LTC) services/
support seat available to those with LTC expertise.
Applications will be reviewed in March based on the following criteria and approved by the Board in
April/May 2018:
• Ability to effectively steward and represent the vision/mission of HealthierHere
• Clear understanding of the role of the ACH and the specific responsibilities of the board (e.g.,
governing verses management)
• Demonstrated experience and commitment to working in diverse settings/communities and
addressing health inequities
• Experience in collaborative processes and cross-sector work
• Commitment and leadership skills to proactively bring the experience, expertise and perspective of
their sector/background; not represent their personal views or their organization’s interests alone
• Time/capacity to be an active member of the board (e.g., be prepared for and attend board
meetings)
HealthierHere is committed to a diverse, multi-cultural Governing Board. People of color, women, veterans,
people with disabilities, and people of diverse sexual orientations are encouraged to apply.
If interested in applying, please complete the following application form and submit it, along with 2
letters of support, to Kelsey Robinson at krobinson@kingcountyach.org. Applications are due February
28, 2018.
Questions can be directed to Christina Hulet, Governance Consultant to HealthierHere, at
christina@huletconsulting.com.
Thank you.
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Personal Information
Name:

Address:
Organization & Title (if applicable):
Email:

Phone:

Application Questions
Please respond to the following questions (1-3 pages). Once complete, email this application and
two letters of support to Kelsey Robinson at krobinson@kingcountyach.org no later than February
28, 2018.
1. Which sector seat you are applying for (select one):
At-large seat
Long-term care services/support seat

2. Please describe your commitment to and experience working on issues of health equity?

3. In what cross-sector and community partnerships are you involved and what strategies will you
use to keep them engaged in this work?

4. What talents, skills, or qualifications do you have that would help you be successful in this
role?

5. Please provide an example of an innovative collaborative or system change you have been
involved in.
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Finance Committee Report
Thuy Hua-Ly, CFO
February 1, 2018
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Updates for the following
• King County Medicaid Client Count
• FIMC or BHI Year 1 through 3 Update
• Intergovernmental Transfers Financing Issue & HCA’s proposal
• Financial Executor Portal
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King County Medicaid Client Count Update
• DSRIP incentives are distributed to the ACHs based on proportion
overall statewide Medicaid client count
• Previous estimate based on CY2016 average client count = 23%
(407,352 of 1,806,551 clients)
• Updated November 2017 average client count = 22% (358,022 of
1,646,476)
• The 1% reduction is about 49,330 clients
• The overall Medicaid client dropped in the new adult population
(ACA)
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BHI Incentive Update

(based on November 2017 client count)

• Previous Y1 estimates = $29,214,000
• DSRIP @ $22,549,000
• BHI Incentive @ $6,665,000

• Updated Y1 estimates = $28,622,000
• DSRIP @ $22,667,000
• BHI Incentive @ $5,955,000

• Updated Y1 through Y3 BHI Incentive = $14,887,000 based on
November 2017 client count vs. $16,663,000
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Medicaid Transformation Project (MTP) –
Overall Financing Mechanism

• CMS approval on January 9, 2017. Approval of $1.5B (state/federal for all
three initiatives) over five years for performance based incentive payments
to providers partnering with ACHs
• Funding for the MTP relies on DSHPs and IGTs
• DSHPs ramps down while IGTs ramp up over the five years (see slide #6)
• Designated State Health Programs (DSHPs) included in the waiver
Terms/Conditions
• IGT = transfer of public funds between governmental entities such as
counties or public hospitals to the state. Entities transfer $1 of non-federal
share to draw down $1 federal = $2 available to spend
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DSHP and IGT Totals by Demonstration Year
(All three initiatives)

MTD - Funding

DY1

DY2

DY3

DY4

DY5

Total

DSHP Total Computable

$189,685,000

$192,000,000

$190,080,000

$157,766,400

$124,636,600

$854,168,000

IGT Total Computable

$75,640,000

$91,634,000

$128,048,000

$170,932,600

$203,373,400

$669,628,000

DSHP & IGT Total Computable

$265,325,000

$283,634,000

$318,128,000

$328,699,000

$328,010,000

$1,523,796,000
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Intergovernmental (IGT) Financing Issue
Issue: CMS clarified that when an IGT contribution is paid through DSRIP then both
the federal & non-federal share is counted against the DSRIP budget cap vs. only
the federal share as previously discussed
Effectively, this reduces the overall DSRIP dollar available because the IGT portion
must now include both the contribution and the federal match towards the same
DSRIP cap
Problem: This interpretation reduced about $300M from the project incentives
HCA Solution: Use IGT contributors from public hospitals (UW, Evergreen,
Overlake) as the state match to draw the federal match. This solves some of the
total $300M shortfall. HCA is working on another solution that will address the
remaining amount
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IGT solution
• Impact Y1 through Y5 but most of the impact starts in Y3-Y5
• IGT Contributors provide for the non-federal share so state can draw down
the federal match
• HCA contracts with UW, Valley, Evergreen for the IGT contribution.
• Shared Domain 1 Investments will be available to support statewide
Domain 1 activities.
• ACHs contracts with these entities for shared statewide Domain 1 activities
(TBD) as these entities must earn the dollars by providing activities/support
to ACHs
• Less dollars will be available to ACHs if not all participate
• HCA will monitor the performance and provides payment schedule to ACHs
to enter into Financial Executor (FE)
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How IGT counts towards the DSRIP Cap
Original Understanding

DSRIP
Cap

When an IGT is
used for the nonfederal share of a
Delivery System
Reform Incentive
Payment (DSRIP)
only the federal
share is counted
against the DSRIP
budget cap.

CMS Clarification

IGT
Contribution

IGT Federal

DSHP

DSRIP
Cap

When an IGT
contribution is
being paid through
DSRIP both the
federal and nonfederal share (IGT
contribution) will be
counted against
the DSRIP budget
cap.

IGT Contribution
IGT Federal Share

DSHP

9
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How IGT Supports Washington’s DSRIP Waiver
Illustrative IGT Process
IGT Requirements

Note: Rounded funding amounts
are provided as examples.
HCA receives $10M in federal matching funds for
IGT contributions for a total of $20M.

IGT contributors provide
$10M to HCA.
IGT Contributors
(e.g., public
hospital)

HCA allocates $20M to DSRIP pool.

§ IGT contributors must be a
“public agency,” which could
be a public hospital, public
entity or a county/city.
§ IGT contributors must use
non-federal funds (e.g.,
commercial revenue).
§ IGT contributors are not
guaranteed to receive its
IGTs back.

DSRIP
Pool

ACHs draw down $20M from DSRIP pool.
Transformation
Projects
Accountable
Communities of Health

§ DSRIP payments are “nonpatient service revenue” and
do not count toward DSH or
upper payment limit caps.

ACHs allocate $7.5M for regional transformation projects
and $12.5M to the shared investment pool from which IGT
contributors can earn incentives for Domain 1 support.

Expected DY 1 funding amounts communicated to ACHs already take into account remaining dollars after payments to IGT contributors.
Source: 42 CFR 433.51 - Public Funds as the State share of financial participation.
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Next Steps
• Communicate IGT approach to GB but does not need approval as this
is part of the state’s financing mechanism as stated in the STCs
• Mid-February - HCA will send Partnering Provider Achievement
Report to ACH
• GB approves payment schedule for shared Domain 1 investments.
The deliverable is implementation plan (HCA is leading effort)
• ACH approves payment schedule in FE
• Risk to ACH: less money available if not all ACH participates with all
IGT contributors
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Financial Executor Portal Update
• Each ACH will have a contract with the FE (PCG Consulting)
• Once contract is signed, then provider registration will begin in the
system
• Public Consulting Group (PCG) is working with ACHs for any Employer
Identification Number (EIN) errors
• Training in late Feb/early March for the payment side of the portal
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Questions

