Produced by Myers and Stauffer on behalf of the Washington Health Care Authority

Medicaid Transformation
Accountable Communities of Health
Semi-annual Reporting Guidance
SAR 5.0
Reporting Period:
January 1, 2020 – June 30, 2020
DY4 Q1-Q2

Template Release Date: April 30, 2020

Semi-annual reporting guidance
Reporting period: January 1, 2020 – June 30, 2020

Page 1

Table of contents
Table of contents ............................................................................................................................. 2
Semi-annual report information and submission instructions ...................................................... 3
ACH contact information.................................................................................................................7
Section 1. ACH organizational updates ........................................................................................... 8
Attestations .............................................................................................................................. 8
Documentation ........................................................................................................................ 9
Section 2. Project implementation status update .......................................................................... 11
Attachments............................................................................................................................ 11
Documentation ....................................................................................................................... 12
Narrative responses ................................................................................................................ 12
Attestations ............................................................................................................................. 21
Section 3. Pay-for-Reporting (P4R) metrics ................................................................................. 22
Documentation ...................................................................................................................... 22

Semi-annual reporting guidance
Reporting period: January 1, 2020 – June 30, 2020

Page 2

Semi-annual report information and submission instructions
Purpose and objectives of ACH semi-annual reporting
As required by the Medicaid Transformation’s Special Terms and Conditions, Accountable
Communities of Health (ACHs) must submit semi-annual reports on project implementation
and progress milestones. ACHs submit documentation per the requirements of the reporting
guidance. The guidance will evolve over time to capture relevant information and to focus on
required milestones for each reporting period. ACHs must submit reports as follows each year of
the Medicaid Transformation:
•

July 31 for the reporting period January 1 through June 30

•

January 31 for the reporting period July 1 through December 31

The purpose of the semi-annual reporting is to collect necessary information to evaluate ACH
project progress against milestones, based on approved project plans and corresponding
implementation plans. The Washington State Health Care Authority (HCA) and the state’s
contracted Independent Assessor (IA) will review semi-annual report submissions.
The ACH may be called upon to share additional information that supports the responses
submitted for the purposes of monitoring and auditing, or for general follow-up and learning
discussions with HCA, the IA and/or the Independent External Evaluator (IEE).
Achievement values
The amount of incentives paid to an ACH region will be based on the number of earned AVs out
of total possible AVs for a given reporting period.
AVs associated with Project Incentives for this reporting period are identified in the table below.
Table 1. Potential P4R Achievement Values (AVs) by ACH by Milestone for Semi-annual Reporting Period January 1 – June 30,
2020

Number of Projects in ACH Portfolio

BHT

CPAA

EH

GCACH

HH

NC

NS

OCH

SWACH

4

6

4

4

4

6

8

6

4

Attestation of successfully integrated managed
care for DY4, Q1 2020 regions (Project 2A)

1

1

Completion of Semi-annual Report

4

6

4

4

4

6

8

6

4

Completion/maintenance of partnering provider
roster

4

6

4

4

4

6

8

6

4

Engagement/Support of Independent External
Evaluator (IEE) Activities

4

6

4

4

4

6

8

6

4

Report on quality improvement plan

4

6

4

4

4

6

8

6

4

Completion of all P4R metrics (Project 2A, 3A only)

2

2

2

2

2

2

2

2

2

Total AVs Available

18

27

18

18

18

26

34

27

18
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Table 2. Potential P4R AVs for Project Incentives, January 1, 2020 – June 30, 2020

ACH
Better Health Together
Cascade Pacific Action Alliance
Elevate Health
Greater Columbia ACH

2A
5
6
5
5

2B
4
4
4
-

2C
4
4

2D
-

3A
5
5
5
5

3B
4
-

3C
-

3D
4
4
4
4

Total Potential
AVs
18
27
18
18

HealthierHere
North Central ACH
North Sound ACH
Olympic Community of Health
SWACH

5
5
5
6
5

4
4
4

4
4
4
-

4
4
4
-

5
5
5
5
5

4
4
-

4
4
-

4
4
4
4
4

18
26
34
27
18

Reporting requirements
The semi-annual report for this period (January 1, 2020 – June 30, 2020) includes three
sections as outlined in the table below.
Semi-annual reporting requirements (January 1, 2020 – June 30, 2020)
Section

Item num
1-8

Attestations

9-11

Documentation
- Key staff position changes
- Budget/funds flow update

12-13

Attachments
- Implementation work plan
- Partnering provider roster

Section 1. ACH organizational
updates

14
Section 2. Project
implementation status update

Sub-section components

15-16

Section 3. Pay-for-Reporting
(P4R) metrics

Documentation
- Quality improvement strategy update
Narrative responses
- General implementation update
- Regional integrated managed care
implementation update

17

Attestations

18

Documentation

There is no set template for the semi annual report. All required elements are to be
clearly addressed. ACHs may be requested to provide supporting information and/or back-up
documentation related to the information provided to the IA and HCA.
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While ACHs have flexibility in how to develop the report, the main report should be navigable
for reviewers and ready to publish to HCA’s webpage. See instructions for how to format the
report below.
File format
ACHs are to submit all required elements as a single searchable PDF, with the exception of the
Implementation work plan, the partnering provider roster, and the P4R metrics, which are to be
submitted as separate Microsoft Excel files or PDFs. Below are examples of the file naming
conventions ACHs should use:
•

Main Report or Full PDF: ACH Name.SAR5 Report. 7.31.20

•

Implementation work plan: ACH Name.SAR5 Implementation work plan. 7.31.20

•

Partnering provider roster: ACH Name.SAR5 provider roster.7.31.20

•

P4R metrics: ACH Name.SAR5 P4R metrics.7.31.20

Upon submission, all submitted materials (except for the P4R metrics reporting
workbook) will be posted publicly to HCA’s Medicaid Transformation resources
webpage.1

Semi-annual report submission instructions
ACHs must submit their completed semi-annual reports to the IA no later than July 31,
2020 at 3:00p.m. PST.

Washington Collaboration, Performance, and Analytics System (WA CPAS)
ACHs must submit semi-annual reports through the WA CPAS: https://cpaswa.mslc.com/.
ACHs must upload their semi-annual report and associated attachments to the
sub-folder titled “Semi-Annual Report 5 – July 31, 2020.”
The folder path in the ACH’s directory is:
Semi-Annual Reports → Semi-Annual Report 5 – July 31, 2020.
See WA CPAS User Guide available in each ACH’s directory on the CPAS website for further
detail on document submission.

Semi-annual report submission and assessment timeline
Below is a high-level timeline for assessment of the semi-annual reports for reporting period
January 1, 2020 – June 30, 2020.

1

https://www.hca.wa.gov/about-hca/healthier-washington/ach-submitted-documents
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ACH semi-annual report 5 – submission and assessment timeline
Responsible
party

Anticipated
timeframe

IA

April 30, 2020

ACHs

July 31, 2020

3. Conduct assessment of reports

IA

August 3 – August
25, 2020

4. If needed, issue information request to ACHs within
30 calendar days of report due date

IA

August 25-31,
2020

5. If needed, respond to information request within 15
calendar days of receipt

ACHs

August 25September 09,
2020

6. If needed, review additional information within 15
calendar days of receipt

IA

August 26September 24,
2020

7.

IA

October 2020

No.
1.

Activity
Distribute semi-annual report instructions for
reporting period January 1 – June 30, 2020 to ACHs

2. Submit semi-annual report

Issue findings to HCA for approval

Contact information
Questions about the semi-annual report template, submission, and assessment process should
be directed to WADSRIP@mslc.com.
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ACH contact information
Include in the semi-annual report the contact information for the primary ACH representative.
The primary contact will be used for all correspondence relating to the ACH’s semi-annual
report. If secondary contacts should be included in communications, also include their
information.
ACH name:

Better Health Together (BHT)

Primary contact name

Alison Poulsen

Phone number

509.499.0482
alison@betterhealthtogether.org

E-mail address
Secondary contact
name
Phone number

Kim Brinkmann
509.381.5563
kim@betterhealthtogether.org

E-mail address
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Section 1. ACH organizational updates
The following sub-sections are required components of the ACH’s semi-annual report. ACHs
may submit reports in the formats of their choosing, as long as all required elements are clearly
addressed.

Attestations
The ACH attests to complying with the items listed below during the reporting period. Upon
request, the ACH shall have available for review by the IA and HCA all supporting data and/or
back-up documentation related to the attestations provided.
Foundational ACH requirements

2

Yes

1. The ACH has an organizational structure that reflects the capability to make
decisions and be accountable for financial, clinical, community, data, and
program management and strategy development domains.

X

2. The ACH has an Executive Director.

X

3. The ACH has a decision-making body that represents all counties in its
region and includes one or more voting partners from the following
categories:

X

•

Primary care providers

•

Behavioral health providers

•

Health plans, hospitals or health systems

•

Local public health jurisdictions

•

Tribes/Indian Health Service (IHS) facilities/Urban Indian Health
Programs (UIHPs) in the region

•

Multiple community partners and community-based organizations
that provide social and support services reflective of the social
determinants of health for a variety of populations in its region.

4. At least 50 percent of the ACH’s decision-making body consists of non-clinic,
non-payer participants.

X

5. Meetings of the ACH’s decision-making body are open to the public.

X

6. Within the last 12 months, the ACH has completed an organizational selfassessment of internal controls and risks (using this template or a similar
format) that addresses internal controls, including financial audits. 2

X

7. The ACH maintained ongoing compliance with the Model ACH Tribal
Collaboration and Communication Policy.

X

8. The ACH conducted communication, outreach and engagement activities to
provide opportunities for community members to inform transformation
activities and to receive updates on progress.

X

No

https://wahca.box.com/s/nfesjaldc5m1ye6a0bhiouu5xeme0h26
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If unable to attest to one or more of the above items, provide a brief explanation of how and
when the ACH will come into compliance with the requirements. Identify the specific attestation
number when providing the response.

Documentation
The ACH should provide applicable documents or additional context for clarity that addresses
the following:
9. Key staff position changes. If key staff changes occurred during the reporting period,
include as an attachment a current organizational chart. Use bold italicized font to
highlight changes to key staff positions during the reporting period.
If applicable, include current organizational chart.
See Attachment A
10. Budget/funds flow.
a) Financial Executor Portal activity for the reporting period. The Independent Assessor
will receive an ACH-specific report from the Financial Executor Portal, representing
activity in the Portal during the reporting period. The Independent Assessor will append
this document to the semi-annual report. No action is required by the ACH for this item.
•

Optional: The ACH may provide additional context to add clarity about the portal
activity reports (e.g., inaccurate provider type designations, payments made outside
the portal.

b) For COVID-19 related payments made outside the portal during the reporting period,
populate and submit the payment reconciliation spreadsheet. 3
See Attachment B

11. Incentives to support integrated managed care. Regardless of integrated managed
care implementation date, provide the following information regarding ACH incentives to
support the region in transition to integrated managed care.
a) List of use and expenditures that reflect a cumulative accounting of all incentives
distributed or projected to support the transition to integrated managed care. It is not
limited to the reporting period.
i) ACHs may use the table below or an alternative format as long as the required
information is captured.
ii) Include any earned Integration Incentives, Project Incentives or other funds that
have been or will be used.
iii) Description of use should be specific but concise.
BHT has $1,846,872.00 left in IMC dollars for the BHT Board to allocate. The BHT Board is
utilizing the remaining IMC funds conservatively to ensure that in Transformation Years 4 and
3

HCA issued the reconciliation spreadsheet and related guidance on April 7, 2020
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5, we have funds to support continued quality improvement and problem-solving for IMCrelated issues. IMC spending to date is detailed in the following chart.
Description

Total Allocated
/Projected

Total Paid

$50,000 to rural partners as a Rural Accelerator Payment

$ 250,000.00

$ 250,000.00

$ 50,000.00

$ 50,000.00

$ 625,000.00

$ 600,000.00

$ 75,000.00

$ 75,000.00

$ 500,000.00

$ 500,000.00

$ 75,000.00

$ 45,000.00

$ 500,000.00

$ 480,000.00

$5000 to Tribal Partners for attesting to IMC Readiness

$ 25,000.00

$ 15,000.00

$5000 to BHO Partners for attesting to IMC Readiness

$ 125,000.00

$ 115,000.00

$10,000 to Tribal Partners for EHR readiness

$ 50,000.00

$ 40,000.00

$30,000 to BHO partners for EHR readiness

$ 750,000.00

$ 720,000.00

BHT purchased TA for partners from Xpio

$ 40,000.00

$ 40,000.00

Behavioral Health Access Inventory

$ 100,000.00

$-

Develop a TeleMedicine Strategy via ECHO

$ 750,000.00

$-

Behavioral Health Access Pilot: Criminal Justice Spokane

$ 2,000,000.00

$-

Behavioral Health Access Pilot: Criminal Justice Rural

$ 500,000.00

$-

Support CDP Training and credentialing for 10 rural Clinicians and 10
Spokane Clinicians with the requirement that they remain employed by
the requesting agency for at least 12 months

$ 40,000.00

$-

Total

$ 6,455,000.00

$2,930,000.00

$10,000 to Tribal Partners for sending a Letter of Commitment to IMC
Transition
$25,000 to BHO Partners for sending a Letter of Commitment to IMC
Transition
$15,000 to Tribal Partners for completion of an IMC Readiness
Assessment
$20,00 to BH Partners for Completion of an IMC Readiness Assessment
$15,000 to Tribal partners wo submitted an IMC Transition
Implementation Plan
$20,000 to BH partners who submitted an IMC Transition
Implementation Plan
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Section 2. Project implementation status update
The following sub-sections are required components of the ACH’s semi-annual report unless
otherwise noted. ACHs may report in the format of their choosing, as long as all required
elements are addressed.

Attachments
The ACH should provide applicable attachments or additional context that addresses the
following:
12. Implementation work plan
The reporting requirements for the implementation work plan updates are temporarily replaced
with COVID-19 related responses in the “Narrative Responses” section. The submission of
implementation work plan updates are considered optional for this reporting period but are
encouraged to the extent the ACH has an updated work plan.
Implementation plans are “living documents” that outline key work steps and plans to be
conducted within the time frame of the Medicaid Transformation. The ACH’s implementation
plan (work plan) is a key resource that allows HCA to understand how the ACH is moving
forward and tracking progress. These plans provide HCA information to monitor ACH activities
and project implementation timelines.
•

Optional: The ACH may submit an updated implementation plan reflecting
progress made during the reporting period.

BHT will not be submitting an updated implementation work plan for this reporting period.
13. Partnering provider roster.
The roster should reflect all partnering providers that are participating in project
implementation efforts through the ACH under Medicaid Transformation.4 To earn the
achievement value associated with this reporting component, ACHs are required to update and
submit the list of partnering provider sites that are participating in Medicaid
Transformation Project Toolkit activities in partnership with the ACH.
Instructions:
a) For each partnering provider site identified as participating in transformation activities,
the ACH should indicate:
i. Whether the partnering provider site is pursuing tactics or strategies in support of
specific project areas from the Project Toolkit. Populate the appropriate project
column(s) with Y/N.
ii. When the partnering provider site starts and ends engagement in transformation
activities according to project area by indicating the quarter and year.
Partnering providers are defined as any traditional and non-traditional Medicaid providers and organizations that have committed
to participate in the ACH’s projects. Traditional Medicaid providers are those that bill for services, either to a managed care
organization or to the state directly (e.g., hospitals, primary care providers). Non-traditional Medicaid partners may receive some
Medicaid funding through programs that provide grant dollars, etc., but they do not provide billable healthcare services to Medicaid
members (e.g., behavioral health organizations, community based organizations, fire districts).
4
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b) Update partnering provider site information as needed over each reporting period.
Submit updated partnering provider roster.
See attachment “BHT.SAR5 Provider Roster. 7.31.20”

Documentation
The ACH should provide documentation that addresses the following:
14. Quality improvement strategy update
The reporting requirements for the quality improvement strategy updates are temporarily
replaced with COVID-19 related responses in the “Narrative Responses” section. The submission
of quality improvement strategy updates are considered optional for this reporting period but
are encouraged to the extent the ACH has an updated quality improvement strategy to keep
HCA and the IA apprised of quality improvement activities and findings. If submitting updates,
ACHs may determine the format to convey this information.5
BHT will not be submitting a quality improvement strategy update for this reporting period.

Narrative responses
ACHs must provide concise responses to the following prompts:
15. COVID-19
a) Provide an update on ACH activities in response to COVID-19 during the reporting
period. Include a summary of how DSRIP activities and timelines have been
impacted (i.e., which projects remain on track, which projects or areas of focus are on
hold, etc.).
•

BHT’s COVID Pause: On March 13, BHT shut down our office, moved all staff
to work remotely, and paused all of our ACH-related meetings and most of our
DSRIP activities. The pause lasted through most of May. BHT kept in close
contact with our partners during the pause, offering support, and waiting to hear
when they were ready to resume normal activities. By June, all of our DSRIP
activities had resumed or had a date for which they would resume.
As we resumed work, we added flexibility around timelines so that partners could
choose to move forward with work when they felt ready. All partners have
decided to resume DSRIP activities and move forward with contracting.

•

5

Medicaid Transformation Contracts: Prior to COVID, our January Cohort
was on track to enter into their Year 2 contract on May 1. In response to COVID,
we allowed each partner to choose when to launch their Year 2 Contract: in July
2020 or in November 2020 (which aligns with the August Cohort Year 2 contract
start date). In March 2020, we distributed the Year 1 contract reporting survey
(end-of-contract reporting for January Cohort, mid-contract for August Cohort)

Reporting requirements for the quality improvement strategy updates will be fulfilled by COVID-19 context in the “Narrative

Responses” section
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that would trigger the final payment for Year 1 contracts. 89% (32 partners) have
completed reporting and have been paid or will be in an upcoming round of
payments, and another 11% (4 partners) are in progress.
•

Pay-for-Performance: This spring, BHT had planned to convene the four
largest volume providers in our region around moving the dial on Pay-forPerformance (P4P) metrics for our region and maximizing earning potential. This
was delayed due to COVID. We will pick back up on this next reporting period.

•

Spokane Collaborative: We successfully revised our statement of work with
the Robert Wood Johnson Foundation (RWJF) CSII grant to reflect our “COVID
Pause Period.” RWJF has extended grant reporting and deadlines to allow
grantees to respond in sync with their revised COVID timelines. In April, BHT
hosted Listening Sessions with Collaborative members to discuss COVID needs.
In May, we resumed our Equity project work, with the three workgroups adapting
their plans to reflect COVID priorities in their equity focus areas (Affordable
Housing, Reducing Family Violence, Access to Behavioral Health). We expect
work plans finalized by the end of August.

•

Rural Collaborative Equity Projects: We are supporting rural Collaboratives
to relaunch when they determine they are ready. All Collaboratives have
completed workplans and earned funds for their equity projects, except for
Adams County. We are regularly meeting with Collaborative Leads to identify the
capacity for equity projects, all of which are on hold due to COVID. Adams, Ferry,
and Pend Oreille County Collaboratives are still meeting at their regularly
scheduled times. MOU’s from Collaborative partners are still coming in.

•

Equity Work:
Equity Assessment: All 79 organizations that completed the Equity Assessment
had their scoresheet returned prior to our COVID pause. Starting in March 2020,
BHT began meeting with organizations to walk through assessment results.
Unfortunately, only three of these took place before the rest were postponed due
to COVID. These meetings have not yet resumed.
Pay-for-Equity: In response to the COVID crisis, BHT decided to pay all
Contracted Partners the remainder of their equity dollars for Contract Year 1.
This payment was originally tied to selecting a Pay-for-Equity activity after
completing the Equity Assessment. This decision to release the funds was made
was in recognition of the fact that many of our organizations were relying on
those dollars, and new challenges were appearing because of COVID, which these
flexible dollars could help address. $1,296,800 was distributed in total. We have
delayed the selection of Pay-for-Equity activity until the fall of 2020.
Learning Cohort Series: The Pay-for-Equity work is available to all Collaborative
members, not just contracted Partnering Providers. As part of the Learning
Cohort, BHT will offer an Equity Commitment Statement Workshop to all
Collaborative members. Due to COVID, we are working on how to adapt our
Learning Cohort to online learning. For maximum flexibility, we will offer
multiple days/times to participate in these trainings.

Semi-annual reporting guidance
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Equity Technical Assistance Bank: The formation of the TA Bank was technically
on hold due during our COVID pause; however, the group requested to continue
meeting virtually to support each other through resource sharing and networking
This slowdown has given us a chance to have deeper conversations with some of
our trainers to build out structures for the TA Bank.
•

Telehealth: Before COVID, BHT planned to analyze and evaluate Telehealth
options to support a Bi-directional, Opioid, or Chronic Disease initiative with
rural, tribal, and urban partners to be implemented in 2021. The COVID crisis
dramatically expedited this timeline.

•

Pathways: Our Pathways work has continued during COVID, with CHWs
working from home and doing the best they can to support individuals
remotely. We are working with the County and Bureau of Justice Assistance to
discuss extensions and supporting the project with this disruption. Currently, the
CHWs have full caseloads with a waitlist. However, our main referral source, PreTrial Services, is slowing down due to decreased court activity. We will continue
to support and monitor services to evaluate when/if our CHWs are no longer able
to do their work remotely.

•

Community-based Care: This work was delayed due to COVID. We anticipate
picking back up on the planning for this in the early fall.

•

SDoH Contracts: BHT has six partners we plan to contract with in 2020 for
SDoH work. Of those six, one partner opted to move forward with contracting
during the COVID pause. Since the pause, we have had follow-up meetings with
all the other five partners to determine next steps and remain flexible about
contract start dates. We expect to enter into a contract with the other five
partners during the next reporting period.

•

Housing Inventory: Early this year, we received our final Permanent
Supportive Housing Report from CHS. Due to COVID, we delayed releasing this
report to partners. Instead, BHT took the opportunity during the pause to engage
with the region’s HMIS team to further round out the CHS inventory and include
transitional housing, emergency shelter, rapid re-housing, and other permanent
housing. Additionally, we intend to align this effort with Invest Health and A
Way Home Washington’s recommendations. We brought our housing partners
back together in mid-July to finalize the inventory and identify the next steps.

•

BH Access Inventory: In June, after the COVID pause, we shared a draft BH
Access Inventory with our behavioral health partners forum. We intend to
transition this group into a Behavioral Health Access Workgroup. This
workgroup will provide feedback on the report and identify the next steps for the
utilization of the inventory to support policy work and improved access for the
community.

•

BH Access Criminal Justice Pilots: This work was delayed during our
COVID pause but has since resumed. We expect to release the RFP in September
and be in contract with partners by January 2021.

•

Tribal Relations: Our Tribal Partners Leadership Council (TPLC) resumed
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meeting in May. The discussion focused on COVID response and priorities,
barriers, and collaboration. TPLC is prioritizing a focus on prevention programs
for youth as a centralizing theme for their collaborative work. The TPLC and BHT
sponsored four community-focused sessions and two provider-focused sessions
on dealing with stress and trauma response during the COVID pandemic. Dr.
Darryl Tonemah facilitated these sessions via Zoom and Facebook Live. All the
sessions were well attended, with very positive feedback and requests to bring
him back. At June’s TPLC, the partners agreed to work together on a collective
approach for Youth Prevention Summer Activities. We will use the Care
Coordination Technical Assistance funds to support the group’s agreement.
b) Describe any project intervention supports that enabled COVID-19 response
activities through improved delivery system infrastructure (e.g., care coordination,
information exchange, telehealth access, data analytics, population health training
and technical assistance, etc.), as applicable. Indicate whether this applied to
specified sub-populations within your region.
•

Telehealth: Our system of care swiftly transitioning to telehealth allowed
providers to continue to serve individuals and reach those that were previously
not engaging in care. BHT also transitioned to holding pertinent trainings to
support providers around telehealth and COVID all via Zoom or other electronic
means. We’ve been able to maintain meetings at pre-COVID attendance levels
and continue moving our work forward with equity, collaboratives, and
integration.

•

Cross-Collaboration: BHT’s Learning Cohorts and Collaboratives have
supported increased coordination between organizations and exercised the
muscle of working across sectors around a project(s) and target populations. This
made it easier for organizations to quickly address issues related to the COVID
crisis because there are fewer communication silos.

•

Information Exchange: BHT recognized that our behavioral health providers
did not have a centralized meeting that included primary care and SDoH
partners. After a couple of weeks pause for partners to catch their breath, on
April 1, we convened a Behavioral Health Forum to gather and share challenges,
successes, and lessons learned from implementing telehealth. It was also a space
to identify gaps that providers needed assistance with. Having already
participated in a similar forum for our IMC transition, partners trusted this
would be a good use of time and a great way to benefit from shared learning.

•

Trainings: Within that forum, BHT heard from providers that staff stress was
high, and support around telehealth and self-care was needed. As a response, we
put together a serious of self-care “trainings” and worked with the UW AIMS
Center to offer telehealth training centered around delivering care. Partners were
already used to receiving training from BHT because of our Learning Cohorts, so
this was a natural avenue for us to support them.

•

IMC Transition/Technical Assistance: Our transition to IMC readied our
providers to bill and more easily adapt to the new billing codes allowed for
COVID. Additionally, during our transition to IMC, we provided EHR and TA
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assistance via Xpio that allowed for upgraded technology with an emphasis on
data sharing and analytics.
•

Technical Assistance/Information Exchange: Our behavioral health
community is concerned that this fall will be a very high time of stress and
behavioral health need. To address this uptick in access, providers asked BHT to
put together a web-based “dashboard” to track the real-time capacity of regional
organizations. That project kicked off in June and will continue this summer with
an anticipated launch in early September.

•

Information Exchange: During this Transformation work, BHT has provided
robust web pages to provide information for our different partner groups.
Partners have come to rely on BHT as the go-to source for information synthesis
and exchange. Within the first week of our COVID pause, we heard from partners
how overwhelming the amount of information was and requested that BHT
collect for them. We quickly created a COVID Resource page that had nearly 500
visits within the first two weeks of publishing and continues to be a high traffic
page on our website.

c) Describe how your ACH included Tribes/IHCPs in your COVID-19 response
activities.
•

Collaborative Care-Coordination: Within the 2020 budget, the BHT Board
allocated $150,000 toward a collaborative care-coordination project. Planning
was underway when COVID disrupted it.
In June 2020 (during COVID response discussions), the TPLC members agreed
to re-direct the $140,000 of this funding toward a collaborative carecoordination and youth prevention project. Under this Whole-child Health
Collaborative project, each of the six partners agreed to engage their respective
behavioral health, primary care, and youth or prevention programs whose
departments would participate in planning and implementation. The goals of the
project include:
(a) Utilize identified ‘menu’ of youth-focused prevention activities from the
participating partnering organizations
(b) Ensure a process to screen, when appropriate, for behavioral health
needs, immunizations, and well-child check-ups
(c) Identify social determinant of health needs, providing referrals and
follow-up
(d) Engage whole families whenever possible, providing cultural and physical
activities
(e) And utilize a system of tracking activities and shared resource database
Each of the Tribal Partners identified specific needs for their programs such as:
technology - laptops and internet access, for families to connect virtually;
incentives and rewards for participation; and cultural materials/supplies for
virtual and socially distanced instruction.
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•

Provider and Community Support: While discussing COVID response
resources, the Tribal Partners Leadership Council (TPLC) members identified the
need for provider and community support dealing with COVID. In May 2020,
BHT and the TPLC decided to use $10,000 of the $150,000 to host a four-part
series for American Indian/Alaska Native people living in urban and reservation
areas. The Trauma Response and Stress Management series, facilitated by Dr.
Darryl Tonemah, provided education and tools for youth and adults to help deal
with stress and trauma. All sessions were broadcast via Facebook Live stream and
Zoom. All sessions were well attended by both AI/AN communities and providers
who serve AI/AN. The sessions were recorded and available for anytime view on
BHT’s Facebook profile and YouTube.
In addition to the community-based sessions, Dr. Tonemah facilitated two
“Lunch and Learn” sessions for providers who serve AI/AN. These sessions
helped providers understand how Native communities respond to trauma and
stress, and how to help Native communities during the COVID pandemic.

d) Specific to partnering providers, describe how the ACH has adjusted contracts,
reporting, type of provider engaged, and/or payment strategies.
•

BHT’s COVID Pause: After a short pause to allow partners to catch their
breath, BHT followed the lead of the provider community, who expressed interest
in returning to normal activities after two months. All in all, COVID hasn’t slowed
us down much.

•

Medicaid Transformation Contracts: Prior to COVID, our January Cohort
was on track to enter into their Year 2 contract on May 1. In response to COVID,
we paused the contracting process for two months and gave partners some
flexibility to decide when they start. Of our Cohort originally scheduled for May 1
start, 12 opted to move to July 1; the other 8 opted to start on November 1 (in line
with our other August Cohort group).

•

Contract Reporting Requirements: To lighten burdens on our partners, we
eased contract reporting requirements by removing deadlines and the MeHAF
reporting requirement (which partners had previously noted was timeconsuming to implement correctly). Our only stipulation now is that Year 1
contract reporting must be completed before partners can enter Year 2 contracts.

•

Equity Payments: We planned to release some equity funds to partners for
selecting individual equity projects during Q2. In response to COVID, we instead
chose to delay the project selection process and release the funds to providers
anyway so they could use the funds to address COVID-related disparities.
With the Black Lives Matter protests sparking off in May, BHT decided that
delaying our equity activities further was not in the best interest of the
community. So in June, the Board approved the following amendments to our
Pay-for-Equity structure:
•

BHT staff works with Equity Technical Assistance providers to adapt the
2020 Learning Cohort curriculum to include virtual equity trainings for
all Contracted Partners and Collaborative members.
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•

A fall 2020 Learning Cohort session will include a workshop for each
contracted partner to develop milestones around developing and/or
finalizing an organizational equity commitment statement.

•

Mid-contract reporting will require Contracted Partners to submit an
equity commitment statement (or progress report), which is a prerequisite for selecting a Pay-for-Equity (P4E) activity. Mid-contract
reporting will occur in January 2021 for our January Cohort, and May
2021 for our August Cohort. This would remove this activity option from
our P4E menu and make it a pre-requisite instead. Once their statement is
approved, partners may select their P4E activity and submit supporting
milestones, triggering the first of two P4E payment in Y2 Contracts.

•

The second Pay-for-Equity payment in Y2 Contracts would be triggered
by reporting progress on equity milestones at the end-of-contract
reporting period.

•

Learning Cohort: We moved our Learning Cohort training series to remote
participation and rapidly deployed a training series with the UW AIMS Center on
adapting to telehealth. We saw higher participation through remote offerings,
including more participation by licensed providers (versus administration), and
heard appreciation from partners. We will continue exclusively with remote
offerings through 2020.

•

SDoH Contracts: We allowed organizations to move forward at their own pace
through the summer. We are offering support and technical assistance as needed.
We had one organization choose to contract immediately, and the others (5) are
moving along quicker than anticipated, as organizations have adjusted to
operating differently with COVID. We still expect to be in contract with all by the
end of 2020.

e) Describe specific risks/issues that emerged during the reporting period (e.g.,
workforce, information exchange, access). Also highlight any mitigation strategies, if
applicable. Indicate whether this applied to specified sub-populations within your
region.
•

Transition to Remote Convening: Because so much of our work happened in
person, BHT had to adapt our meeting agendas and learning curriculums to
online learning. Some of those adaptations included shortening meetings times
and BHT staff becoming Zoom masters (utilizing breakout rooms, chat, and
polls) to ensure that we used the time wisely and fostered engagement in this new
atmosphere.

•

BHT Bandwidth: BHT takes pride in being lean and nimble. However, with
COVID, this created a risk that work would come to a standstill if even one of our
employees got sick. To address this, we developed a contingency plan at every
level in the event that any of our staff were to get sick. We made sure that
procedures were in place specifically if our CFO were to become ill to ensure that
payments to partners could continue without delay. We also conducted crosstraining for several ACH staff on insurance enrollment to back-up our Access to
Care teams. We began having weekly team and cross-team meetings to promote
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more cross-collaboration and understanding between teams. Lastly, we looked at
all the work planned for 2020 and identified which projects or tasks could be
postponed if more than one staff member was to become ill.
•

Partner Bandwidth: Because most of our investments so far have been in
infrastructure rather than projects, this hasn’t been as much of an issue for our
region. However, it still takes time for employees to come to Learning Cohort
trainings and Collaborative meetings. Pausing that work when we did allow
partners the necessary time to adjust to things without the pressure of continuing
Transformation work on top of it. It wasn’t long before we heard from partners
the desire to resume meetings. This was largely in part because of the value those
meeting bring of connecting the organizations in or region, and the collaboration
and shared learning that results.

•

Racial disparities: The COVID crisis shone a light on systemic racism and
oppression in our society and deepened BHT’s commitment to anti-racism and
health equity work.
BHT has been inspired by the #BlackLivesMatter protests sweeping the nation
and has heeded the challenge to look for opportunities to do more to address
health equity issues. The COVID pause offered us an opportunity to work closely
with our Equity Technical Assistant Bank providers to look more systemically at
our approach.
In June, our Board made several decisions to support this work.
Approving this Policy Statement around Racism as a Public Health Issue:
“Racism is not just when a person treats someone else differently because of their
race. Race is a developed false idea used to justify a culture whose behavior has
positioned white people to dominate positions of power while perpetuating
avoidable and unjust health outcomes for people of color for over 400 years.
BHT is committed to building an anti-racist community and opposing oppression
in all forms – not only to stand against systemic oppression, but to invest in
radical change and steward the process today that will lead us to a better future.
We commit to critical analysis of how white-supremacy culture is influencing our
decision making, and to acting on opportunities to disrupt cycles of oppression
and discrimination.”
Approving $1,000,000 allocation for grants to combat racism as a health crisis.
Grants will be awarded to organizations led by and serving impacted
communities, with priority to black- and indigenous-run organizations.
Approving the creation of an Equity Accountability Council. This group will be
comprised of a group of diverse community leaders and equity champions who
are compensated for taking the time to understand how BHT decision making
works and give meaningful input to opportunities for BHT enhance equity or
representation in our decision-making.
Approving amendments to the Pay-for-Equity requirements. This includes
requiring all partners to create an equity statement as a pre-requisite before
selecting from the menu of activities (previously an option within the menu).
Partners will also participate in a 5-part equity learning series to support
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development of an equity statement.
f) Highlight one best practice or “bright spot” that emerged during this reporting
period as a result of COVID-19, if applicable.
•

Telehealth: We believe one of the biggest bright spots was the swift transition to
telehealth, especially for the behavioral health and SDoH network. While
organizations report increased cost to make the transition, almost all have
indicated that they able to engage individuals that they hadn’t previously, and
that telehealth allowed them to quickly get back to pre-COVID service levels.

16. Regional integrated managed care implementation update
a) For 2020 adopters, list the date in which the ACH region implemented integrated
managed care.
b) For 2020 adopters, briefly describe the primary integrated managed care-related
challenges in the region after the transition to integrated managed care. Challenges may
include issues with client enrollment/eligibility, provider payment, data/HIT, etc. What
steps has the ACH taken, in partnership with providers and MCOs, to address these
challenges?
c) For all early- and mid-adopters, briefly describe any challenges the region continues
to experience due to the implementation of integrated managed care. What steps has the
ACH taken during the reporting period, or what steps does the ACH plan to take, to
address these challenges?
o

Billing: Getting contracts updated with MCOs to bill for new integrated services
remains a challenge. After hearing from a few providers about this issue, we have
been communicating the need for providers to work with their MCOs on what is
in their contract as they integrate new services (e.g., adding BH into PC settings).

o

SERI: Providers are waiting on the 2020 SERI and how it will address changes
under HB1768. We are encouraging providers to attend DBHR calls and keep an
eye on the HCA website for updates.

d) For all regions, what steps has the ACH taken, or what steps does the ACH plan to take,
to support coordination with local, regional and statewide partners to design and
implement strategies to address gaps and barriers impacting the health system in
response to integrated managed care implementation?
o

Information Exchange: BHT was well-positioned to help our Behavioral
Health providers with the COVID transition because of relationships built during
IMC. Our learning series is continuing remotely, with a focus on shorter and
more digestible chunks of time. This has helped with engagement and allows
providers to continue to learn and move their integration efforts forward.

o

Telehealth: BHT is working with partners to advocate for continued funding
parity and state support for telehealth beyond COVID. While there are certainly
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access issues from the move to telehealth (access to technology, limited internet
access in rural areas), partners reported they have been able to engage many new
patients who had previously not accessed behavioral health services.
o

Workforce continues to be a challenge, even though IMC has created
opportunities for easier integration of services across sectors. BHT is supporting
workforce opportunities for providers, including working with Spokane Falls
Community College and Eastern Washington University to share information
about educational opportunities for licensed mental health professionals to get
credentialed for SUD, and offering funding for partnering providers to complete
that education.

Attestations
The ACH attests to complying with the items listed below during the reporting period. Upon
request, the ACH shall have available for review by the IA and HCA all supporting data and/or
back-up documentation related to the attestations provided.
Yes
17. The ACH supported Independent External Evaluator (IEE) activities to
understand stakeholders’ and partners’ successes and challenges with
Medicaid Transformation project implementation. ACH support or engagement
may include, but is not limited to:
•

Identification of partnering provider candidates for key informant interviews.

•

ACH participation in key informant interviews. Note: Participation in interviews
for the evaluation is voluntary.

•

Directing the IEE to public-facing documents (e.g., fact sheets for providers or
community members) that help the IEE understand ACH transformation projects
and related activities.

No

X

If the ACH checked “No” in item above, provide the ACH’s rationale for not supporting IEE
activities for evaluation of Medicaid Transformation during the reporting period.
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Section 3. Pay-for-Reporting (P4R) metrics
Documentation
18. P4R Metrics
The reporting requirements for the P4R Metrics updates are temporarily replaced with COVID19 related responses in the “Narrative Responses” section. ACHs may use discretion, and will
not be penalized, surrounding the timing and volume of P4R metric data collection during the
COVID-19 pandemic. For example, an ACH may choose to delay data collection, make
participation optional, or target participation. The submission of P4R Metrics are considered
optional for this reporting period but are encouraged.
P4R metrics provide detailed information to the IA, HCA and ACHs on partnering provider
implementation progress for Projects 2A and 3A at a clinic/site level.6 Potential respondents
should be consistent with the list of partnering provider sites identified in the ACH’s Partnering
Provider Roster affiliated with Project 2A and 3A.
Related resources and guidance:
•

For important points to consider when collecting and reporting P4R metric information,
refer to the following resource: How to read metric specification sheets.

•

Full P4R metric specifications are available on the Medicaid Transformation metrics
webpage, under “ACH pay for reporting metrics.”

Instructions:
a) Submit aggregate summary of P4R metric responses collected from partnering provider
sites (e.g., count of sites that selected each response option).
b) Provide a summary of respondents overall, by project (2A/3A), and stratified by sitelevel provider characteristics as specified in the reporting template.
Format:
a) ACHs submit P4R metric information using the reporting template provided by the state.

Optional: The ACH may submit P4R metric information.
See attachment “BHT.SAR5 P4R Metrics. 7.31.20”

6

https://www.hca.wa.gov/assets/program/mtp-measurement-guide.pdf#page=121
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ACH :
Contact
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Date form completed:

Attachment B

Better Health Together

7/30/2020

Expenditure detail

Amount
withdrawn ($)

Transaction #

FE Use category (To whom was the payment made to (provider/facilty name, etc.)? How did
used to draw down this payment support the partnering provider and/or community in their
response to COVID‐19?)
the funds
Date funds drawn
Innovia Foundation for the COVID‐19 Eastern Washington Response Fund was paid
on April 14, 2020. The fund priorities will be to distributed as equitably as possible
across vulnerable populations, communities, and geographic areas, in response to
identified needs. Organizations/strategies that are providing a critical response to
emergency health and safety needs created by the pandemic, as documented by
survey results and other available data documenting real‐time impact.

4570

$

2,929,314.40

Amount paid ($)

$

100,000.00

10/15/2019 Community Health Fund

Brief description: The funds listed above were pulled down from the Financial Executor portal and paid to the ACH, however the funds represent payment activity not captured in the portal. ACHs used these funds to support
their partnering providers and communities who were impacted by COVID‐19. This template provides an opportunity for ACHs to clarify payments made outside of the po rtal.

Date 7/30/2020
ACH Signature of Authority*
*Accountable Community of Health Signature Authority is defined as the Accountable Communities of Health Executive Director (or equivalent).

Payment reconciliation form, October 2019

Better Health Together
January 1, 2020 - June 30, 2020
Cumulative snapshot
Funds Earned
$
61,332,415.26
Funds Distributed
$
41,680,221.42
Funds available
$
19,652,193.84
Table 1: Incentive Funds earned
Project 2A
Project 2B
Project 3A
Project 3D
Integration
VBP
Total

$
$
$
$
$
$
$

Q1
2,494,443.00
1,714,928.00
311,805.00
623,610.00
5,144,786.00

Q2
$ 2,183,155.00
$ 1,500,919.00
$
272,894.00
$
545,789.00
$
$
350,000.00
$ 4,852,757.00

Table 2: Interest accrued for funds in FE portal
Q1
Interest accrued

$

Q3

$

Q2

23,324.43 $

Table 3: Distribution of funds for shared domain 1 partners
Q1
Q2
Shared domain 1
$
3,215,491.00 $

Q4

-

$

Q3

-

Q4

Q3

Table 4: Incentive funds distributed, by use category
Q1
Q2
Administration
$
34,752.08 $
168,143.78
Community health fund
$
- $
Health systems and
community capacity
$
2,210,750.00 $ 1,323,300.00
building
Integration incentives
$
- $
Project management
$
- $
Provider engagement,
participation, and
$
95,200.00 $ 1,822,532.50
implementation
Provider performance and
$
- $
quality incentives
reserve/contigency fund
$
- $
570,835.00
Total
$
2,340,702.08 $ 3,884,811.28

$

$

Q3

$

$

23,324.43

$

Total
3,215,491.00

$
$

Total
202,895.86
-

$

3,534,050.00

$
$

-

$

1,917,732.50

$

-

$
$

570,835.00
6,225,513.36

Q4
-

-

Q4

-

$

Total
4,677,598.00
3,215,847.00
584,699.00
1,169,399.00
350,000.00
9,997,543.00

Total

-

-

$
$
$
$
$
$
$

-

