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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 July 1 – December 31,
2021
BHT

CPAA

EH

GCACH

HH

NC

NS

OCH

SWACH

Number of Projects in ACH Portfolio

4

6

4

4

4

6

8

6

4

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
(Replaced by COVID-19 Response)

4

6

4

4

4

6

8

6

4

Completion of all P4R metrics (Project 2A, 3A only)
(Replaced by COVID-19 Response)

2

2

2

2

2

2

2

2

2

Total AVs Available

18

26

18

18

18

26

34

26

18
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Table 2. Potential P4R AVs for Project Incentives, July 1 – December 31, 2021

ACH
Better Health Together
Cascade Pacific Action Alliance
Elevate Health
Greater Columbia ACH
HealthierHere
North Central ACH
North Sound ACH
Olympic Community of Health
SWACH

2A
5
5
5
5
5
5
5
5
5

2B
4
4
4
4
4
4

2C
4
4
4
4
4
-

2D
4
4
4
-

3A
5
5
5
5
5
5
5
5
5

3B
4
4
4
-

3C
4
4
-

3D
4
4
4
4
4
4
4
4
4

Total Potential
AVs
18
26
18
18
18
26
34
26
18

Reporting requirements
The semi-annual report for this period (July 1 – December 31, 2021) includes three sections as
outlined in the table below.
Semi-annual reporting requirements ( July 1 – December 31, 2021)
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

15-17

18
Section 3. Value-based Payment
Section 4. Pay-for-Reporting
(P4R) metrics

Sub-section components

19-21
22
23-24
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Documentation
- Quality improvement strategy update
Narrative responses
- General implementation update
- Regional integrated managed care
implementation update
- Scale and sustain update
Attestations
Narrative responses
Documentation
Narrative responses

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.
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, apart from 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.SAR8 Report.01.31.22

•

Implementation work plan: ACH Name.SAR8 Implementation work plan. 01.31.22

•

Partnering provider roster: ACH Name.SAR8 provider roster. 01.31.22

•

P4R metrics: ACH Name.SAR8 P4R metrics.01.31.22

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 January 31,
2022 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 8.”
The folder path in the ACH’s directory is:
Semi-Annual Reports à Semi-Annual Report 8.
See WA CPAS User Guide available in each ACH’s directory on the CPAS website for further
detail on document submission

1

https://www.hca.wa.gov/about-hca/healthier-washington/ach-submitted-documents
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Semi-annual report submission and assessment timeline
Below is a high-level timeline for assessment of the semi-annual reports for reporting period
July 1 – December 31, 2021.
ACH semi-annual report 8 – submission and assessment timeline
Responsible
party

Anticipated timeframe

IA

August 2021

ACHs

January 31, 2022

3. Conduct assessment of reports

IA

February 1, 2022–
February 24, 2022

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

IA

February 24 –
March 1 , 2022

ACHs

February 25 –
March 11, 2022

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

IA

February 25 –
March 28, 2022

7. Issue findings to HCA for approval

IA

April 2022

No.
1.

Activity
Distribute semi-annual report instructions for
reporting period July 1 – December 31, 2021 to
ACHs

2. Submit semi-annual report

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

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

Charisse Pope
509.340.9010
charisse@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

https://wahca.box.com/s/nfesjaldc5m1ye6a0bhiouu5xeme0h26
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No

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.
•

Include staff names and titles in the organizational chart. For vacant positions, mark
each applicable position as “vacant” on the organizational chart.

•

Provide a narrative explanation of the organizational changes.

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.
b) The ACH is asked to provide additional context to add clarity about the portal activity
payments made outside the portal.
•

For 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.
Total Allocated
Projected

Total Paid Out

$250,000.00

$250,000.00

$10,000 to Tribal Partners for sending a Letter of Commitment to IMC Transition

$50,000.00

$50,000.00

$25,000 to BHO Partners for sending a Letter of Commitment to IMC Transition

$625,000.00

$625,000.00

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

The HCA issued reconciliation workbook can be found at the following link: https://www.hca.wa.gov/assets/program/paymentreconciliation-form-sar-8.xlsx
3
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Total Allocated
Projected

Total Paid Out

$15,000 to Tribal Partners for completion of an IMC Readiness Assessment

$75,000.00

$75,000.00

$20,000 to BHO Partners for Completion of an IMC Readiness Assessment

$500,000.00

$500,000.00

$15,000 to Tribal partners who submitted an IMC Transition Implementation Plan

$75,000.00

$45,000.00

$20,000 to BHO partners who submitted an IMC Transition Implementation Plan

$500,000.00

$500,000.00

$25,000.00

$15,000.00

$125,000.00

$125,000.00

$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

$750,000.00

$40,000.00

$40,000.00

Behavioral Health Access Inventory

$100,000.00

$0.00

Develop a TeleMedicine Strategy

$143,000.00

$0.00

Support broadband application preparation expense

$207,000.00

$60,000.00

Support broadband application preparation expense

-$47,000.00

$0.00

Support Cell Phone Services (1)

$200,000.00

$131,300.00

Support shared staffing role

$200,000.00

$0.00

-$200,000.00

$0.00

$2,000,000.00

$308,800.00

$500,000.00

$191,231.00

$40,000.00

$0.00

SUDP Certification (20 Clinicians)

$110,000.00

$43,992.00

Licensure Supervision (Approximately 15 Clinicians)

$150,000.00

$110,567.00

Education and Training

$36,966.00

$36,966.00

BHT Staffing

$46,000.00

$46,000.00

BH: Workforce Retention & Expansion

$500,000.00

$0.00

BH: Training & Education – Peers & CHWs

$125,000.00

$0.00

BH: Training & Education – EBPs

$175,000.00

$0.00

BH: Staffing Network Administration & Program Manager-2022

$150,000.00

$0.00

BH: Staffing Network Administration & Program Manager-2023

$150,000.00

$0.00

BH: Emerging Opportunities Funds

$403,906.00

$0.00

$247,000.00

$0.00

$8,301,872.00

$3,973,856.00

Description of Use

$5,000 to Tribal Partners for attesting to IMC Readiness
$5000 to BHO Partners for attesting to IMC Readiness

BHT purchased TA for partners from Xpio

Support shared staffing role
Behavioral Health Access Pilot: Criminal Justice Spokane

(2)

Behavioral Health Access Pilot: Criminal Justice Rural
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

BH: Emerging Opportunities Funds (from Support broadband application
preparation expense and Support shared staffing role
Total

(1) A payment for $5,000.00 was made on 06/29/2021 (Transaction #11183) and was miscoded to
Provider Engagement, Participation, and Implementation.
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(2) A payment for $125,000.00 was made on 03/16/2021 (Transaction #10153) and was miscoded
to Provider Engagement, Participation, and Implementation.

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
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. Updates to the ACH’s implementation plan were made
optional for SARs 5.0, 6.0, and 7.0.
•

The ACH must submit an updated implementation plan reflecting current status
and progress made since the last submitted update.

See attachment “BHT.SAR8 Implementation work plan. 01.31.22”
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 use the template provided by the IA to indicate:
i.

Whether the partnering provider site is pursing 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.SAR8 provider roster. 01.31.22”

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 COVID-19 response and recovery activities. Please describe ACH
COVID-19 activities that emerged or evolved during the reporting period (e.g., project
management, communication and engagement, coordination of funding, etc.).
This reporting period marked a window of time where we hoped that things would return to
some semblance of pre-pandemic normal. Instead, we watched low vaccination turnout, new
variants, and local politics continue to stress our community and test our resiliency. Internally,
the BHT staff hit a level of burnout that we hadn’t experienced before.
In the summer, BHT launched an internal “New Normal Committee” to build COVID policies &
safety guidance for staff and develop a plan for a return to our office space that fall. In Q3 we
held our meetings remotely but opened the office to allow staff the option to work from there.
The Committee passed a requirement for BHT staff to be fully vaccinated (not yet including
boosters) by Jan 1, 2022. We intended to allow partner meetings in the office, with mask and
vaccination requirements, beginning in 2022. However, with the emergence of the Omicron
variant this fall, we paused our return to office plans and will continue to do all convening
remotely.
While we have felt discouraged, as we write this report and reflect on the last six months, we
can’t help but have a renewed sense of hope as we see the progress that has been made.

5

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

Responses” section
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Community-Based Care Coordination
(Care Connect Washington: A COVID Care Coordination Hub)
Background: BHT’s COVID support strategy began with our role as the COVID Care Connect Hub
for the region. In November of 2020, BHT signed a $2 million contract for July 1, 2020-June 30,
2022, with DOH to serve at the Hub for our region.
In this role, we facilitate support for Adams, Ferry, Lincoln, Pend Oreille, Spokane, and Stevens
counties through the pandemic by providing community-based care coordination for individuals
who need to quarantine. As the COVID Care Connect Hub, BHT manages the referrals coming in
from the State and assigns them to the network of Community Health Workers, using a
centralized data collection system. Additionally, BHT manages the procurement of the tangible
resources which the Community Health Workers will distribute. BHT also helps with strategic
coordination, monitoring, quality improvement, and evaluation. On January 11, the program
launched with eight community-based Care Coordinating Agencies that employ 11 Community
Health Workers (CHWs) and Peer Support Specialists.
Update: We received 2,322 referrals into the Hub, and served 1,990 individuals with resources
including rental assistance, utility assistance, cell phone assistance, fresh food grocery deliveries,
3-day, nonperishable food kits, and care kits for a total of $934,000. The agencies also provide
warm handoffs to other community resources. While the bulk of this work is funded by our DOH
contract, it’s important to note the ACHs role in convening health care and social determinant of
health partners aided in our ability to collectively build a care coordinator network. Additionally,
without our experience of piloting Pathways we wouldn’t have been able to stand up the
program as quick as we did.

2021 COVID Response Strategy
In addition to the COVID Care Connect Hub, BHT has continued all the COVID Response Strategy
projects and resources approved by the Board at the start of the year. Updates to the projects
are described in detail below.
Volunteer Pulse Oximeter Project
Goal: Prevent people from unnecessarily visiting the Emergency Department.
Background: Spokane Alliance, which had been awarded funding from the Innovia Foundation,
approached BHT to coordinate a pulse oximeter monitoring program for COVID-19 positive
patients. When the funding ended in December BHT took over support of the program. In March
2021, the Board allocated $13,000 to support staffing this program.
We partnered with Raíz, is a subset of Planned Parenthood that conducts to Black, Indigenous,
and people of color (BIPOC). Raíz receives patient referrals, enters the patient information into a
database, contacts the patient, and delivers the pulse oximeter to the patient. Raíz interns or
volunteers will call the patient to monitor their pulse oximeter readings. If the results are
concerning, a volunteer medical provider is contacted through Planned Parenthood’s direct and
exclusive provider hotline. Medical advice and next steps are then shared with either the
volunteer or the patient directly. The volunteer also checks in with patients about other needs
such as childcare, food assistance, and rental/utility assistance and refers the patient to
Semi-annual reporting guidance
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resources as needed. Once the patient returns to normal health an intern or community health
worker picks up the pulse oximeter and disinfects it before delivering it to a new patient.
Update: The pulse oximeter program was utilized so frequently during this reporting period that
we allocated additional COVID relief dollars towards a bulk order of devices to distribute to our
communities. We saw the most impact in our rural areas where transportation to healthcare
facilities is a challenge. Having the ability to monitor folks’ oxygen levels and give timely advice
for when to seek hospital care kept people more at ease and helped reduce unnecessary
utilization of hospitals resources.
Telehealth Access Support
Goal: Reduce barriers to accessing telehealth behavioral health services in response to COVID.
Background: In late 2020, BHT heard from partners that the State’s Cell Phone Program would
terminated at the end of the year. This program was established in 2020 as a response to
COVID. The HCA would secure phones and cell services for many Medicaid clients throughout
the state. It was clear from our partners who deliver telehealth behavioral and physical health
services, that this would continue to be an ongoing need in 2021. Members of the behavioral
health forum and Tribal Partners Leaders Council asked BHT to step in and provide phones and
service in 2021. To date, BHT’s Medicaid Waiver initiatives have been centered on building
community capacity to transform the Medicaid delivery system. However, due to the unique
crisis the pandemic created, BHT asked the Board to consider allocating funds to provide direct
service to individuals. BHT recognizes that while this program would help individuals access
services, it is not a long-term sustainable option. This strategy will tie into longer-term policy
efforts to ensure that mobile service is considered a basic need and should be covered through a
state or federal benefit model. The Board approved this strategy in March 2021, allocating IMC
funds for this program.
Update: BHT released an RFP on April 1, 2021. We funded 11 organizations to support
telehealth access for approximately $130,000. Partners were able to define the need for their
clients to support telehealth access and purchase accordingly. Many chose to purchase cell
phones for distribution. Others chose to purchase laptops, tablets, and accessories that could be
checked out for use. Contracts wrapped up in December and final reporting is still being
collected from partners at the time of this report.
FCS Cell Phone Distribution
Goal: Reduce barriers to accessing telehealth services.
Background: In May 2021 BHT received a shipment of 737 cell phones from HCA/Amerigroup for
distribution to FCS providers to give to their enrollees. BHT set up a tracking system and by the
time we wrote SAR 7 we had distributed 442 phones.
Update: During this reporting period BHT distributed the remaining 295 phones to providers.
There were no Waiver funds allocated for this project, but BHT has used general staff time to
support it.
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School-based Telehealth Project
Goals: Expand telehealth services with local providers to provide direct healthcare access to kids
at their schools. Address equity gaps when it comes to communities that receive health services.
Reduce barriers to accessing care including transportation, parental work schedule, and lack of
medical home.
Background: In 2020, School District 81 contacted BHT after a national organization called Hazel
Health offered to help provide school-based telehealth services. The District wanted to explore
the idea of local providers executing a similar concept. Often students’ medical conditions such
as asthma go untreated until there is an acute need, which results in costly ED visits and causes
undue stress on the child. This program will provide urgent and basic primary care and ensure
continuity of care by looping back to the established provider if applicable. If the student/family
doesn’t have an established medical home, having providers close to the school will aid in
engagement and ease of establishing care. In February 2021, BHT convened the first meeting of
a group of community partners and stakeholders involved in the project. This group of school
districts and clinical sponsors includes Spokane Public Schools, Mead School District, Providence,
MultiCare, CHAS Health, The NATIVE Project, and Unify. They met monthly through the summer
and through BHT’s support and facilitation selected a model, developed key components for
local implementation, determined best practices, and outlined pilot details. BHT also conducted
focus groups with parents and students.
Update: In July, the BHT Board allocated $360,000 of Medicaid funds to support launching the
pilot. The pilot launched on schedule with 6 elementary schools and a plan for bringing on 3
more by the end of the 2021-22 school year.
Vaccine Trusted Messenger Campaign
Goal: Get as many people in the BHT region vaccinated, as quickly as possible.
Background: Spokane continues to be more polarized around vaccinations than other parts of
the state. In developing our strategy, we identified three challenges that would need to be
addressed as part of our approach:
• Perception of local resistance to vaccinations
• Resistance to COVID-19 vaccines specifically
• Local public health underfunded and under-supported
The Board approved an allocation of $600,000 from Regional Infrastructure dollars to employ a
local PR firm to create a media campaign that included both earned and paid media exposure.
The firm also developed individualized communication materials for trusted messenger
organizations from this fund. Materials, social media posts, and SWAG were of the many things
developed for organizations. Materials were also created in multiple languages.
The BHT Board approved a second allocation of $450,000 from the Community Resiliency Fund
to fund partners working with communities disproportionately impacted by COVID to overcome
vaccine hesitancy.
Update: As we embarked into this work, we heard from BIPOC and LGBTQ+ communities that
there are very few spaces where they feel safe. With that comes a lot of barriers, like mistrust of
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the health care system, language, and conspiracies. It was crucial we were mindful of these
barriers when working with BIPOC and LGBTQ+ leaders, organizations, and communities.
As COVID cases increased and new variants developed, we began feeling a lot of urgency around
getting this work done quickly. However, we had to ground ourselves in our Equity practices
with a reminder that a Sense of Urgency is a characteristic of white supremacy culture, which
can be harmful to the very communities we are trying to support. We had to consciously
balance the real urgency of the situation while also allowing enough time to center people in
our approach.
The trusted messenger organizations know what is needed in their communities. They have
been doing the work to serve their communities long before COVID. As we shifted our approach
to centering people, it was important for BHT (as a white-led organization) to understand and
acknowledge our role, which is to listen first, then support, then step aside. We shifted our focus
from what we wanted them to do, to how BHT could support. To let the community leaders and
organizations continue to do the work they had been doing before BHT offered support.
Recognizing that funding is a type of support, but it's not the actual work, and there is a clear
distinction. BHT kept our focus on building capacity while eliminating added burdens. All in all,
10 organizations were funded to do this work.
In addition to the organizations we funded directly, we were also able to support another 12
trusted messengers around the region to help them provide education and communication
about COVID and the vaccine to the communities they serve in an authentic and accessible way.
We worked with all the partners to provide information that they could share with their
communities. We made sure to brand each piece so it would feel authentic to their organization
and their community. We translated materials into 17 languages.
The level of impact this campaign had was outstanding. Our partners hosted 46 vaccine events
and provided 6,800 vaccinations primarily to BIPOC and LGBTQ+ populations.
In addition to supporting this work, BHT funded the development of a media campaign. We
worked with partners and community leaders to film their vaccine story. We wanted to create
the opportunity for them to share why they got vaccinated and why they would encourage
others to get the vaccine as well. These videos were then used to:
• Distribute to partner organizations to directly share with their communities.
• Create TV and cable advertising, across digital and social media platforms around the
region.
• Place 9 billboards around the region, including heavily in the rural areas.
• Place print ads in the Spokesman, as well as smaller community papers.
• Utilize mailers and yard signs to address technology as a barrier.
Our COVID vaccine rates across the region have gone up remarkably since February. We know
there were many partners who made this possible, and BHT’s trusted messenger work was only
one of many efforts to get people vaccinated. See Table 1 below for a comparison of Vaccination
rates in our region.
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Table 1. BHT-ACH Region Vaccination Comparison
County
Vaccination Rate
Vaccination Rate
02/2021
11/2021
Stevens
3.0
34.9
Ferry
4.0
41.7
Lincoln
2.0
51.3
Adams
2.0
57.1
Spokane
3.0
56.6
Pend Oreille
2.0
39.2
COVID-19 Emergency Housing and Utility Assistance
Goal: Assist organizations led by and working with impacted populations in need of direct
assistance for rental, housing, and mortgage bills due to the COVID-19 public health emergency.
Background: In January 2021, BHT staff participated in a stakeholder meeting with City of
Spokane CHHS subcommittee members about challenges Black, Indigenous, and People of Color
(BIPOC) face in our community with accessing housing assistance dollars. In this meeting,
community partners expressed frustration with the current system. While the City is distributing
rental assistance dollars, the level of liability in the contracts and the expectation they are
reimbursable only makes these RFPs less accessible to smaller, community-based nonprofits
who have meaningful relationships with communities most oppressed and impacted by COVID.
One solution identified was to find an organization able to hold fiscal responsibility while passing
the dollars to organizations. Stakeholders at the meeting identified BHT as an organization with
the capacity to fill the role.
In February 2021, the BHT Board allocated staff time to support this proposal. In May, the City of
Spokane accepted BHT’s proposal. $2 million dollars was released for BHT to hold as a fiscal
sponsor. Up to 20% of the fund ($400,000) is available for partner organizations to access for
support dollars, and the rest ($1.6 million) is reserved for direct assistance to impacted
communities.
Update: For this project, BHT has partnered with Pacific Islander Community Association of
Spokane, Carl Maxey Center, Spectrum Center, American Indian Community Center, and Health
and Justice Recovery Alliance which are all Spokane-based organizations serving and led by
BIPOC communities. The application to request assistance from this fund opened in December
2021. The average request received has been $10,600 for 6 months of support. This is the only
fund in Spokane offering any form of relief for mortgage payments.
Rural Capacity Building
Many of our rural counties are being hit especially hard by COVID. This is due to a combination
of factors including vaccine resistance and workforce shortages. This summer, the Washington
State DOH opened a grant opportunity for rural communities impacted by COVID. The Rural
Health Covid19 Equity funding is meant to address COVID-19 and advance health equity for rural
populations, and within rural, also address racial and ethnic minorities as relevant to the local
demographics, homebound, socially isolated, or other vulnerable populations that have possibly
encountered barriers or unintended discriminatory practices.
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BHT paid a grant writer to assist the East Adams Rural Health Clinic and Healthy Ferry County
Coalition with applying for these funds. NE Tri County Health (Stevens County) and Newport
Community Hospital (Pend Oreille County) applied without grant writing assistance from BHT.
All the applications were successful, with each to be awarded $370,000. However, due to
capacity and workforce shortages Stevens County and Pend Oreille County were going to decline
the funding when awarded. To support getting this influx of funding into these communities,
BHT offered to act as the grant recipient and have the collaboratives work as the Rural Equity
Action Teams (REAT) that would decide how funds would be used. BHT will handle the grant
reporting, billing, evaluation, and facilitation of planning sessions.
b) Describe specific risks/issues that emerged during the reporting period (e.g., workforce,
information exchange, access), including any notable impacts to specific providers or
communities. Also highlight any mitigation strategies or activities that shifted as a
result, if applicable.
Overcoming Differences – During this reported period, Stevens County Healthcare Roundtable
made the decision to go back to meeting in person. At the time, Stevens County vaccination
rates were well below the state average and the meeting space did not allow for the
recommended amount of physical distancing. BHT’s COVID Safety guidelines for staff did not
align with their practices and so we did not attend meetings in person. Our Stevens County
partners took offense to this decision and removed our ability to participate remotely. After we
were given a chance to explain the BHT policy and our intention to focus efforts in our
disproportionately affected rural counties, the Roundtable decided to provide a virtual option
again so BHT could be included.
Workforce and Political Challenges
City of Spokane: We have seen increasing community mistrust of public health and sciencebased approaches here in Spokane. In the second half of 2021, City was severely understaffed
and under-resourced especially in the Community Housing and Health Department. This
resulted in delays in our City of Spokane Rental Assistance program being launched and further
concerns expressed by providers of City’s capacity to manage COVID response dollars.
Our local health district also experienced a massive amount of turnover and layoffs. This was a
huge setback to the relationships that BHT has spent years developing to support meaningful
collaboration with public health. BHT took on COVID care coordination (providing food, PPE
supplies, rental assistance, and other needed connections to enable people to comply with
isolation and quarantine protocols). In addition to several key staff members in the Data Center
departing in December the staff person leading the Eastern Washington Community Health
Worker Network position was eliminated. This has resulted in a gap of support for our 300+
members across the region.
Overall, we are discouraged by the number of staff position eliminations and resignations. Not
only has this disrupted collaboration but the lack of services and support will disproportionally
affect our BIPOC populations, those living in poverty, and non-English speaking populations for
years to come.
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Rural Counties: Since the beginning of our work, we have heard from our rural communities
about the struggles to adequately staff their facilities. When the vaccine mandate went into
effect, many healthcare workers in these areas opted to quit rather than get the vaccine. This
led to massive worker shortage reaching a critical level in some areas. Specifically in Stevens
County, the local EMS didn’t have enough employees or volunteers to cover their shifts. This left
this community vulnerable. BHT hoped that our Trusted Messenger campaign would help dispel
barriers and myths so more people would choose to get vaccinated.
Decreased Provider Capacity – BHT had four clinical partners who chose not to sign Year 3
contracts for Medicaid Transformation. Of those, three cited organizational capacity as the
reason for not contracting, particularly workforce shortage issues exacerbated by COVID. We
expect a fifth organization will also choose to decline to contract for similar reasons. They have
been largely out of communication since mid-2021 as COVID challenges overwhelmed their rural
hospital capacity. BHT staff anticipated this issue. To mitigate this, we asked the Board to
approve a change with contract requisites so that Year 3 contracts would not be a requirement
to participate in Year 4 or 5 contracts. This will also allow for newly licensed BHAs to contract if
interested.
Additionally, the Board once again approved to amend the contract performance policy to allow
COVID impacts. Calculation of funds earned for the achievement of Project Milestones & Payfor-Achievement measures were adjusted for milestones/measures explicitly impacted by
COVID. We also allowed a corrective action period as necessary for partners to meet
P4A/Milestones (Y2 contract language originally required hitting 75%, no corrective period, for
Y3 contract eligibility).
Disconnection - We have continued to hold the monthly Spokane Collaborative meeting
remotely. However, the feeling of connectedness that was established when meeting in person
has been lacking in this remote atmosphere. Providers began to express a desire for more
networking opportunities.
To accommodate this, we implemented a randomized breakout session between two people at
the beginning of each meeting. We have prompted them to share one personal and one
professional update, but there are no formal rules for how to spend the seven minutes. The
feedback has been positive. Participants say this has given them an opportunity to meet
someone new and connect with folks they haven’t spoken with in a long time.
We have also continued our practice of showcasing individual partner organizations, offering the
Collaborative an opportunity to learn more about each other’s work, and connect/support the
work.
Access to Care - Because it was only a single dose, the Johnson & Johnson vaccine was heavily
used for patients living on the street or patients otherwise difficult to locate. However, with
boosters now a must for all vaccine recipients, and especially for the Johnson & Johnson
recipients, we are having trouble locating the patients to administer a booster shot. BHT is
helping to mitigate this by sponsoring a one-day vaccine event aimed at persons experiencing
homelessness or housing instability. The event is scheduled for March 1, 2022, and will also
include Hepatitis testing, flu vaccines, and in-person medical services.
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c) Highlight one best practice or “bright spot” that emerged during this reporting period as
a result of COVID-19 response and recovery efforts, if applicable.
Since we started the deep dive in our equity work, we have wrestled with the question, “What is
the most appropriate governing structure for an organization in a neutral convening position like
BHT?”
Since setting a goal in January 2020 to “build a culture of belonging within the BHT Board”, the
Board has looked at how to make commitments beyond the standard token statements like
increasing diversity and representation at the decision-making table. Instead, we challenged
ourselves to re-design the table.
Facilitated by BHT staff and local equity consultants the Board Governance Committee set up
guiding principles for a new Board structure, grounded in our evolved understanding of antiracist and decolonized non-profit practices. This group put forth a recommendation for a redesigned structure starting in 2022 which would expand the Board from 21 to 30 members.
They set the following requirements:
• Healthcare systems partners cannot make up a majority of members
• 50% +1 seat occupied by members of impacted communities
• 33% of positions held for community representative seats with stipends
• Must have at least 1 practicing provider
• Must have at least 3 rural representatives (12%)
• Remove ex-officio seats for county commissioners
After a community nomination period, the nominating committee selected 26 candidates to join
the Board in 2022. This leaves four positions open for which we will continue recruitment. We
are extremely proud to have met or exceeded several of our representation goals. Of those 26
Board members:
• 50% identify as BIPOC
• 57% represent community-based organizations or groups
• 50% identify as women
• 75% have lived experience navigating systems of oppression
• 20% live in rural communities (5 members)
This represents a huge shift in power towards more of the community having a voice in the
decision of BHT’s work and movement building. We believe this will also break down silos
between health systems providers and community partners.
While this is the direction we had always hoped the BHT Board would grow, it was the widening
of inequities exposed by COVID-19 that really spurred us to prioritize relationship building with
impacted led organizations. This commitment started with our Community Resiliency Funding
for Anti-Racism in 2020 and continued with the Trusted Messenger, Covid Care Coordination,
and Covid Emergency Housing Dollars programs.
BHT’s work to infuse funding directly into these organizations helped to build relationships and
trust. This allowed us to deepen our understanding of the work and identify how to be most
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helpful. Without the intentional time that BHT staff spent listening to, problem-solving with, and
generally being available for partners in this very stressful and unpredictable two years, it is
unlikely we would have received so many applications from highly influential (and busy!)
community leaders. COVID showed us not to underestimate the time and resources spent
building relationships. Building trust takes time but is worth it when you are trusted to be
helpful in a crisis.
16. Scale and sustain update
a) In SAR 7.0, ACHs reported on activities and/or conversations regarding the
sustainability of DSRIP funded infrastructure, activities, and/or evidence-based models.
Please describe relevant updates from the reporting period. These could include (but are
not limited to) board decision regarding priority ACH investments and projects, strategic
planning results, community/partner engagement, sustainability planning TA or
coordination, etc.
Background: As reported in SAR 7, BHT has been working on a sustainability planning process
since 2020. The process included reviewing our history, assessing our capabilities and initiatives,
reviewing participant evaluations of our activities to date, surveying the external environment,
and gathering staff input. Board members discussed gaps in the region and identified
opportunities to build on and expand current work. Then the Board identified six areas for
future focus, including:
• Equity, Anti-Racism, and Belonging
• Social Determinants of Health
• Tribal Partnerships
• Rural Health
• Spokane and Rural Collaboratives
• Access to Care
Update: During this reporting period, the Board moved its discussions into action. This started
with a restructure of our Board, which we explained in detail in question 15.c above. This took
most of our focus during this reporting period. With this new Board, we plan to adopt a new 3year strategic plan by September 2022. This plan will center around future ACH and community
needs as driven by the expanded community voice on our Board.
In addition building our new Board, the organization made several strategic decisions to pursue
funding and opportunities that aligned with our strengths and start to expand our operations
beyond Medicaid Waiver activities. For our 2022 budget, 56% of funds are coming from sources
other than the Waiver Funding. This includes:
• A $600,000 Department of Commerce contract designed to engage BIPOC and impacted
communities to access available social services. As of the writing of this report, we are in
contract negotiations. We have 10 organizations that have agreed to a participatory
budgeting process to make decisions on how to use the funding. We see opportunities to
align with our work with the Hub and Navigator Network.
• On behalf of the University of Washington, Amerigroup reached out to the ACHs to seek
support with getting youth behavioral health providers to adopt evidence-based practices
around the state. UW has made legislative proviso ask for funding and if that gets approved
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then they intend to work with the ACHs to convene providers and facilitate focus groups
and feedback.
• BHT has continued our work to support of the Trueblood which has provided a consistent
revenue stream outside of Waiver funding.
• After working with us on Criminal Justice RFP, Spokane County sought our support with
administering the $700,000 grant from the John D. and Catherine T. MacArthur Foundation
to continue building on efforts in collaboration with local leaders and the community to
rethink the local criminal justice system, safely reduce the region’s jail population, and
eliminate racial inequities. BHT was paid to write the RFP, set up the application and
tracking system, coordinate the scoring and interview process, and process contracts.
• BHT was once again selected to be the Lead Organization for the regional Navigator
program. We signed a new contract in July 2021
b) As a result of MTP, please share your reflections on changes and improvements that have
occurred and/or lessons learned over the past five years. Note, this is not expected to be
a comprehensive inventory, but a summary of a page or less.
It sometimes seems that the past five years have been nothing but lessons learned. However,
when examined closer, there are some succinct and concrete lessons that are worth noting.
• The behavioral health system was more fragmented and fragile than we expected. This
sector has long struggled with the complexity of patient needs and an insufficient
workforce. The pandemic only highlighted and heightened those challenges. It’s evident
that we need a more holistic approach to solving the problem. Specifically, while we
appreciate the added investment that the legislature made in the 2021 budget, it didn't
appear to take into consideration the fragility and fragmentation of the current “system”.
• The best place to start with equity is to just start. There is no perfect way to roll this out,
and you will make mistakes. It’s more important to start, humbly and be prepared to learn
a lot along the way. You build the trust and the muscle with consistency, not perfection.
• Transformation is not a big sweeping idea but instead, it is the nuts and bolts that really
drive change. It boils down to specific activities that providers and communities can do.
• The money matters. The Waiver funds propelled our work in a way that nothing else could
have. It was an incentive to bring folks to the table and keep them there long enough to
build trust, demonstrate the benefits of ACH’s role, and the advantages of working
collaboratively.
• The ACH serving as the backbone entity was necessary for our region to move forward in
more dynamic cross-sector collaborations. While our region has a long history of
collaboration, the ACH was able to act as a bridge and synthesizer to fully develop those
partnerships in ways that had not been achieved before.
• Systems of power need to be held accountable. A lot of what we have wanted to and been
working to accomplish is undermined by systems of power and structural policies that
organizations like the Health Care Authority and CMS have accountability for. If systems of
power aren't taking active strides to dismantle inequities at their level, it's going to be at
the expense of the community. These communities continue to bear the extra burden
because the systems at the top aren't doing the work. This must change.
• The metrics as the system evolved were not reliable indicators of success. It has been
nearly impossible to quantify our impact when the data isn’t available.
17. Regional integrated managed care implementation and stabilization update
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a) For all regions, briefly describe any challenges the region continues to experience due
to the implementation or stabilization phase 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?
BHT continued to support partners connecting to Coordinated Care, as well as relatively newly
licensed BHAs connecting to MCOs for contracting.
We are concerned about rumblings of possible network constriction, particularly for BH
agencies. We heard increasing reports from partners finding it challenging to amend contracts
with MCOs to reflect increased patients served (capitation), newly integrated services (such as
BH brought into PC). We also heard that newly licensed BHAs are struggling to get contracts at
all.
We are expanding questions about MCO contracting in our MTP contract reporting and will have
additional information to report in 2022. Please see the Value-Based Payment section below for
more information.
b) 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 and/or the stabilization phase of
integration post implementation?
BHT continues to readily communicate and meet with our MCO partners on a regular basis.
During this reporting period, we facilitated conversations around workforce and integration
efforts with youth BH providers. The MCO’s are also part of our Behavioral Health Access
workgroup, which meets monthly.
c) For all regions, what challenges or opportunities has the ACH identified during the
reporting period tied to clinical integration measurement and assessment?
BHT has been holding off on major changes to clinical integration measurement assessment
until the new HCA integration assessment tool is underway. In the meantime, BHT continued
with supporting master’s level clinicians to get their SUDP, and overall supervision for mental
health clinicians and SUD clinicians to continue building quality services in our region. BHT uses
our clinical contracting process to emphasize integration efforts including offering free technical
assistance and support to build appropriate AIMS/milestones to further develop organizational
efforts around integration. BHT has seen an increase in the use of registries and care compacts,
as well as organizations developing behavioral health supports within their service delivery.

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.
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Yes
18. 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.

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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No

Section 3. Value-based Payment
This section outlines questions specific to value-based payment (VBP) milestones in
support of the objectives of Domain 1 (Health and Community Systems Capacity Building), to be
completed by DY 5, Q4.
Note: The reporting period for VBP milestones cover the full calendar year (January 1
through December 31, 2021).

Narrative responses
19. Identification of barriers impeding the move toward value-based care
a) Providers reported the following top three barriers in the 2020 Paying for Value survey:
“misaligned incentives and/or contract requirements,” “lack of timely cost data to assist
with financial management,” and “Lack of interoperable data systems.”
Describe whether these align with your region’s experience or if you are experiencing
other more impactful barriers regarding implementation of value-based care. Also,
describe methods the ACH continues to use to identify providers struggling to
implement practice transformation and move toward value-based care.
Barriers to value-based care adoption in the BHT region are largely consistent with statewide
issues. Data from the 2021 Paying for Value survey are not yet available but in 2020 the BHTregion providers cited “misaligned incentives and/or contract requirements,” and “lack of timely
cost data to assist with financial management,” as the top barriers.
BHT’s annual 1:1 contracting workshops and regular reporting cycles are two ways in which BHT
can identify providers struggling to implement practice transformation and move toward valuebased care. From these interactions, BHT has heard the following barriers:
• a perceived reluctance on the part of some MCOs to enter into value-based contracts with
smaller volume providers or to contract with newly licensed BHAs, particularly specialty
behavioral health and community service organizations; and
• low reimbursement rates for behavioral health providers regardless of the payment
arrangement; and the demands of COVID response making it difficult for many providers to
plan for or negotiate new payment arrangements.
On the other hand, some providers also report advances or increased capacity for value-based
payment as a result of their Medicaid Transformation work, especially readiness for
measurement and reporting. For example, one behavioral health provider has implemented
PRAPARE screening at intake “with a success rate of over 99%.” They report that this practice
“has set the foundation for population-based intervention and … will have far-reaching
implications in the coming years with regards to value-based contracting.”
This readiness for VBP does require MCOs to play ball, and we’ve heard a few issues from
providers around contracting:
Example A: Small volume agency; MH & SUD.
Reported that one MCO encouraged them to look at switching back to FFS, saying it could be
more money for the agency because they could provide and get paid for as many services as
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they want. Agency ran the numbers, and it would cut expected funds to just a quarter of what
they get under current contract for the MH side, and the rates for SUD are so low, it would gut
that program entirely.
Example B: Medium volume agency; MH, SUD, co-occurring.
They have been attempting to update their capitated contract with one MCO to reflect current
patient load, but they are going into year four of no change to contract. Also reported that
another MCO said they wouldn’t do a capitated contract.
Example C: Recently licensed BHA; MH, FCS, SUD, Peer.
Licensed February 2020, but report having trouble getting contracted and credentialed with the
MCOs. According to the agency, “Amerigroup and CHPWA have accepted our BHA on to their
panels, but Molina has continued to deny us every 6 months that we ask stating that there are
too many BHAs in Spokane … since the [IMC] transformation, agencies like us have been
struggling to get programs off the ground due to having to go through the credentialing process
for each MCO to allow our providers to bill for their services.”
20.

Support providers to implement strategies to move toward value-based care

a) Describe how the ACH has helped providers overcome barriers to VBP adoption; indicate
if the scope or intensity of support has been different for small providers (25 FTEs or
fewer), or behavioral health providers.
One way in which BHT encourages the adoption of value-based care is by structuring its own
contracts with partnering providers to include an ‘at-risk’ portion of the payment. Each year,
BHT’s clinical partners develop Transformation plans with organization-specific aims and
milestones related to bi-directional integration, addressing opioid misuse, and prevention &
treatment of chronic disease. In addition, partners select from a menu of pay-for-achievement
(P4A) measures developed by BHT to support capacity building for transformation. As shown at
this link, an increasing proportion of providers’ contract payments are tied to complete
reporting and successful completion of both self-designed milestones and P4A measures over
time. In the most recent round of partner contracts, BHT has asked medium- and large-volume
clinical partners to select one of the MTP pay-for-performance measures for focused quality
improvement work. This requirement is one way of improving the alignment of payment
incentives between providers and MCOs.
One of the available pay-for-achievement (P4A) measure selections for BHT’s contracted
partners is a “new payer contracts” item designed to provide additional incentive for providers
to diversify their payer base. The measure does not specify that contracts must be value-based
but having contracting experience with a broader array of payers may increase providers’
comfort with and capacity for payment and contract negotiations. The providers that selected
this P4A measure include both primary care and behavioral health organizations and, to date,
they report establishing new contracts with MCOs and with a variety of commercial payers for
Medicare Advantage plans.
21. Continue to support regional VBP attainment assessments by encouraging
and/or incentivizing completion of the state-issued Paying for Value Provider
Survey
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a) Provide an example of the ACH’s efforts to support completion of the state’s 2021
provider Paying for Value Survey. The ACH should indicate new tactics, if any, compared
to tactics employed in prior years. The response should also specify if incentives were
offered, and if so, include a description of the incentives.
We forwarded survey information to our contracted clinical partners. We did not employ new
tactics in 2021. We did not offer incentives for completion.
b) Describe how the ACH utilized individual responses and/or aggregate data, provided by
HCA to the ACH from previous state-issued provider Paying for Value Surveys, to inform
communications and/or identify providers in need of technical support.
Data from the 2021 Paying for Value survey have not yet been released and BHT has been
informed that regional-level breakouts are unlikely to be available this year. A description of
how BHT used the previous Paying for Value survey results can be found in our SAR 6 response.
In prior years, the VBP survey informed the decision to add a “Payer Contracts - Partnering
Provider enters into a new commercial or Medicare Advantage contract.” Pay-for-Achievement
measure to the list of measures partners can choose from in Medicaid Transformation contracts.
The intent is to broaden the payer base for organizations, particularly those struggling with MCO
contracting as outlined in 19a, as well as for higher reimbursement rates from private insurance.
Past data has not had the level of detail to ID providers in need of support.
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Section 4. Pay-for-Reporting (P4R) metrics
Documentation
22. 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. However, it is requested if an ACH
continues P4R data collection, including the MeHAF assessments, that the ACH submit a
completed P4R report. These reports are helpful in providing utilization numbers and provider
engagement totals throughout the state.
MeHAF guidance:
•

The state continues to develop future integration assessment surveys and processes to
improve on the reporting of behavioral and physical health integration. Until a new
assessment is officially implemented it is recommended ACHs avoid engaging new
providers in MeHAF assessment.

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.

6

https://www.hca.wa.gov/assets/program/mtp-measurement-guide.pdf#page=121

Semi-annual reporting guidance
Reporting period: July 1, 2021 – December 31, 2021

Page 28

Narrative responses:
23. If the ACH is not providing updates on the MeHAF this reporting period, please
describe what, if anything, the ACH is doing to assess partnering provider implementation
progress at a clinic/site level.
24. If the ACH is providing updates on the MeHAF this reporting period, please provide any
additional context if applicable.
In alignment with the flexibility provided by HCA and CMS during the pandemic, BHT does not
currently require partners to complete and submit MeHAF data. However, the MeHAF
assessment is the data source for one of BHT’s pay-for-achievement (P4A) measure options for
contracted providers. The MeHAF updates in this reporting period come primarily from the
subset of partnering providers who have selected that P4A measure and are reporting MeHAF
data to earn their pay-for-achievement funds
Optional: The ACH may submit P4R metric information

Semi-annual reporting guidance
Reporting period: July 1, 2021 – December 31, 2021
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Attachment A
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ACH :
Contact
Name/Title/Email :
Date form completed:

Transaction #

Attachment B

Better Health Together
Alison Poulsen, Executive Director, alison@betterhealthtogether.org
1/25/2022

Amount

Date

FE Use category

Payment to:

Expenditure Detail (Narrative)

BHT's Board created a Community Resiliency Fund and pulled all of these dollars out of the portal. Some of these funds were used as follows:

$1,403.72

8/2/2021

$32,375.00
$50,000.00

7/19/2021
8/2/2021

Desautel Hege Communications, Inc dba DH
on behalf of Latinos en Spokane
Covid Trusted Messenger to Maximize Vaccinations
Lake Roosevelt Community Health Centers
Pacific Islander Commmunity Assoc.

Covid Trusted Messenger to Maximize Vaccinations
Covid Trusted Messenger to Maximize Vaccinations

$582.13
$50,000.00
$50,000.00
$50,000.00

8/2/2021
8/9/2021
8/9/2021
11/12/2021

$5,010.89

10/15/2021

Desautel Hege Communications, Inc dba DH
on behalf of MLK Family Outreach Center
Eastern Washington University
Latinos en Spokane
Asian Counseling and Referral Service
BHT Internal:Trusted Messenger CRF:MLK
Family Outreach Center

$847.05

10/15/2021

Desautel Hege Communications, Inc dba DH
on behalf of Healthy Ferry County Coalition Covid Trusted Messenger to Maximize Vaccinations

10/15/2021
9/3/2021
10/15/2021

Desautel Hege Communications, Inc dba DH
on behalf of Healthy Ferry County Coalition Covid Trusted Messenger to Maximize Vaccinations
Tenants Union of WA
Address Racism as a Public Health Issue
Terrain Programs
Covid Trusted Messenger to Maximize Vaccinations

$2,329.44
$40,000.00
$40,000.00

Covid Trusted Messenger to Maximize Vaccinations
Address Racism as a Public Health Issue
Address Racism as a Public Health Issue
Covid Trusted Messenger to Maximize Vaccinations
Covid Trusted Messenger to Maximize Vaccinations

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. For example, funds may have been disbursed to
providers or vendors that were not setup in the portal. This template provides an opportunity for ACHs to clarify payments made outside of the portal.
The Accountable Community of Health (ACH) understands that this workbook will be attached to the Semi Annual Report and serves as the record for payment reconciliation.
The ACH certifies that this information is complete and accurate.
YES
NO
Yes
1/25/2022

ACH Signature of Authority*
Date
*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
October 1-December 31, 2021

Cumulative snapshot
Funds Earned
$
73,120,970.32
Funds Distributed
$
56,475,522.12
Funds available
$
16,645,448.20
Table 1: Incentive Funds earned
Q3
Project 2A
Project 2B
Project 3A
Project 3D
VBP
Bonus pool/High
Performance Pool
Total

$
$
$
$
$

-

$
$
$
$
$

$

-

$

$

-

$

Table 2: Interest accrued for funds in FE portal
Q3
Interest accrued

-

-

$

Total
367,140.00
252,409.00
45,892.00
91,785.00
-

$

757,226.00 $

757,226.00

Total

$

Table 3: Incentive funds distributed, by use category
Q3
Administration
$
215,977.72 $
Community health fund
$
41,494.55 $

Integration incentives
Project management
Provider engagement,
participation, and
implementation
Provider performance and
quality incentives
reserve/contigency fund
Total

-

$
$
$
$
$

Q4

$

Health systems and
$
community capacity building

Q4
367,140.00
252,409.00
45,892.00
91,785.00
-

-

$

Q4
90,187.31 $
- $
-

$

-

Total
306,165.03
41,494.55
-

$
$

119,420.00 $
- $

170,139.00 $
- $

289,559.00
-

$

3,185,638.00 $

3,471,681.63 $

6,657,319.63

$
$
$

-

$

969.06 $
3,563,499.33 $

-

$

- $
3,732,007.94 $

969.06
7,295,507.27

Note: Data presented in this report comes from the Financial Executor Portal and was
prepared by the Health Care Authority (HCA). Data was extracted and compiled on January 26,
2022 to accompany the seventh Semi-Annual Report submission for the reporting period

