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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:

North Central Accountable Community of Health

Primary contact name

John Schapman, Deputy Director

Phone number

509-886-6435

E-mail address

John.schapman@cdhd.wa.gov

Secondary contact
name

Linda Evans Parlette, Executive Director

Phone number

509-886-6439
Linda.parlette@cdhd.wa.gov

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

1

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.1

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.
See attached NCACH.SAR5.AttachmentA.7.31.20

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.

NCACH Response: NCACH utilized the Financial Executor portal to make payments to
community partners supporting what we defined as Community Mitigation efforts for
COVID-19. Community Mitigation is defined as support for those individuals in community
isolation or practicing social distancing, including the support of essential employees.
A total of $175,136.21 was paid to partners from March – June 2020 in support of these
efforts through the Financial Executor portal. NCACH.SAR5.Attachment B.7.31.20
outlines funding that was specifically allocated by NCACH (both from the Financial Excutor
Portal funds and Design funds) to support Community Mitigation efforts across the region,
as well as a list of the partners paid out of the Financial Executor portal that completed
COVID-19 Community Mitigation efforts. These partners were registered in the portal, but
they are not being added to the NCACH partnering provider roster since they are not
specifically participating in Medicaid Transformation Project work.
NCACH also continued to fund Medicaid Transformation Project partners as outlined in
their Memorandums of Understanding during COVID-19 while working with those partners
to manage contract requirements in a way that would allow them to focus specifically on
their COVID-19 efforts.
b) For COVID-19 related payments made outside the portal during the reporting period,
populate and submit the payment reconciliation spreadsheet.2

2

HCA issued the reconciliation spreadsheet and related guidance on April 7, 2020
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NCACH Response: During this reporting period, NCACH did not disburse COVID-19
payments outside of the portal utilizing any funding from the Financial Executor. Any
funding for COVID-19 related efforts made outside of the portal came from the
disbursement of Design funds that were already in NCACH’s account. NCACH followed up
with Meyers and Stauffer to confirm that no reporting was required for expenditure of these
funds related to COVID-19 and received confirmation that no reporting was needed.

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.
Use of incentives to assist in the transition to integrated managed care
Description of Use
A contract with Feldesman Tucker Leifer Fidell LLP
provides technical assistance and review of contracts
for behavioral healthcare providers who do not have
contracting experience with Managed Care
Organizations (MCOs).
A contract with Xpio provides IT technical support to
behavioral health providers who needed assistance in
making adjustments to their medical record systems to
bill MCOs for services provided. Prior to integration in
January 2018, approximately $200,000 was spent on
behavioral healthcare providers for technical
assistance support by Xpio.
A contract with the UW AIMS center provides
assistance on how to emphasize the behavioral health
component of bi-directional integration. This contract
was through 2018 but could be extended in the future
(and would include additional costs.)
Stage 1 funding through the Whole Person Care
Collaborative (WPCC) helped behavioral health
organizations develop a change plan. The change plans
provide a road map for partnering providers to
address bi-directional integration and contribute to all
6 Medicaid Transformation Projects selected by
NCACH. Included in this funding was a Learning and
Semi-annual reporting guidance
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Expenditures ($)
Actual

Projected

$35,275

$75,275

$23,146.66

$23,147

$41,346

$41,346

$557,500

$557,500
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Action Network where providers received assistance in
developing components of their change plan.
Stage 2 Funding will go to behavioral healthcare
providers for participating in the Whole Person Care
Learning Community from 2019 - 2021 and after
completing deliverables outlined for Learning
Community members. This funding will support the
continued progression of tactics outlined in the
behavioral healthcare providers' change plans.
This allocation is for project management costs for
consultants who support the WPCC, helping both
behavioral healthcare providers and physical health
providers move closer to bi-directional integration as
well as whole person care. The projected cost accounts
for what would be the behavioral healthcare providers'
share of this work if split evenly across organizations.
However, the contractor is paid directly from NCACH.
Total

$775,000
(updated since
SAR 4.0)

$315,227
(updated since
SAR 4.0)

$1,747,494.66

$1,897,500

$780,000

$3,374,493

Integrated Managed Care funding is also being utilized to support outpatient providers’ clinical
process improvement efforts to address whole person health as well as partnerships with
community behavioral health providers to collectively achieve the goals of bi-directional
integration. The above chart demonstrates the funding that behavioral health providers received
or costs incurred contracting with agencies as part of the WPCC. NCACH is also working on
partnerships with CCT which may include partnering with their behavioral health departments
on initiatives such as bi-directional integration.
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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.

NCACH Response: NCACH is not submitting an updated implementation plan at this time
since the requirement was made optional during the SAR 5.0 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.3 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 pursing tactics or strategies in support of
specific project areas from the Project Toolkit. Populate the appropriate project

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).
3
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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.
b) Update partnering provider site information as needed over each reporting period.
See updated SAR5.Attachment C.7.31.20 document
NCACH Response: Any providers who were put into the Financial Executor Portal
system for supporting COVID-19 work are not included in the partnering provider roster
since they were not directly involved in Medicaid Transformation Project work. See
additional details notated in question 10. Budget/Funds Flow, section a, for more
provider details.

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.4
NCACH Response: NCACH is not submitting an updated Quality Improvement Strategy at
this time since the requirement was made optional during the SAR 5.0 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.).
NCACH Response: NCACH made the decision to pause the majority of our Medicaid
Transformation Project/DSRIP activities to transition our role to become more active health
partners with our local public health jurisdictions. We joined each of our Local Health
Jurisdictions’ (LHJ) Incident Command Systems on March 16, 2020. Recognizing the
uncertainty that COVID-19 would create in our communities, our Governing Board approved a
motion on April 6, 2020 that provided all funded partners their regularly scheduled payments
while suspending all required reporting deliverables until July 1, 2020. This allowed NCACH
staff to engage partners across our project portfolio, meet them where they are, and help identify
the best way to proceed with current contracts.

4

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

Responses” section
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During that time, NCACH worked with each LHJ to support their community mitigation
response needs, including developing tools for communities practicing social isolation,
providing outreach, and creating messaging tools to encourage communities to “Stay Home,
Stay Safe, and Stay Healthy” during the Governor’s stay-home and Phase 1 orders. The NCACH
Governing Board also approved up to $300,000 in funding to our community partners through
a variety of short-term response funding opportunities including a community support fund, an
essential worker recognition campaign, a youth educational video contest, and direct support to
local Incident Command operations.
For more information about NCACH's COVID response activities, please see
SAR5.Attachment D.7.31.20 document
Some of our partners and projects have been put on hold, but some partners were able to
proceed on their projects. The table below outlines our DSRIP activities and summary update re:
timelines.
Project
Whole Person Care
Collaborative
(addressing 2A, 2C,
2D, 3A, 3D)

Overall Status
(Impacted? On
Track?)
Degree of impact was
different amongst the
provider organization

Notes
Given that primary care and behavioral
health organizations had to pivot to COVID19 activities, their ability to scale their quality
improvement (QI) projects for sustainability
had the greatest impact. The disruption in
healthcare models caused organizations to rethink current processes.
While the NCACH/WPCC officially paused
the MTP work and outpatient organizations
saw a decrease census in their clinic, some
providers used this as an opportunity to focus
more in-depth on their quality improvement
efforts. Others, however, were inundated with
challenging workflow changes, stretched
resources, and the addition of Covid-19 work
(e.g., contact tracing) and did not have the
capacity to work on their change plans.
While the work has been highly impacted,
determining if we are on track is difficult to
discern, given that that the modality of care
has changed. Utilizing the implementation
plan as a guide there are some aspects such as
onboarding new organizations to Premanage
(now called Collective Medical – Ambulatory)
will not be able to be scaled and sustained
due to the lack of resources and capacity
within clinics. Many of the population health
quality improvement projects our provider
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Community-based
Care Coordination
(2B)

On hold since March
2nd

Transitional Care
(2C) and Diversion
Interventions (2D)

Some impacts, but
most work able to
continue

Opioid Project (3A)

The degree of impact
varied by initiative
and was dependent
upon funded partners’
ability to continue the
work as planned.
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organizations engage in, however, will
continue as they adapt to this new era in
healthcare. There are also new areas of
improvement (e.g. telehealth) that
organizations are embracing and developing
to be sustainable into the future.
On March 2nd, NCACH’s Governing Board
made the decision to discontinue the contract
for the Pathways Community HUB after June
2020. NCACH’s focus on COVID-19 placed
planning efforts for CBCC project
modifications on hold through this reporting
period.
Initiatives summary:
 Transitional Care Management
programs are on track. Most of this
work was already established as
remote outreach so COVID-19 did not
cause agencies to delay this work.
 Emergency Department Diversion
strategies were on track until late
Spring, when patient ED visits
declined. Work still continued, but
with lower volumes. Partners are
utilizing this opportunity to assess
how they can better educate patients
on how to access the appropriate level
of care during and after the COVID-19
pandemic.
 The ability to build partnerships with
community members was greatly
impacted during the COVID-19 period
due to the inability to meet in person.
Many partners express hope to
resume these conversations later in
2020, as conditions allow.
Initiatives Summary:
 Rapid Cycle Opioid Funding: NCACH
suspended opening this Request for
Proposals until July due to lack of
reduced local organizations’ capacity
to apply for and implement projects
during the pandemic.
 High Prescriber Coaching contract:
NCACH cancelled this contract with
written consent of both parties due to
lack of contractor capacity as well as
overburdened medical systems.
 Recovery Initiatives: Two out of three
scheduled Recovery Coach trainings
Page 10









(led by trainers who needed to fulfill
their agreement with NCACH to
provide one no-cost training postTraining-of-Trainers) took place
during the reporting period. Regional
recovery events were cancelled
through the end of 2020. Our Voices
of Recovery stories project was
suspended for the reporting period.
Narcan Training and Distribution
Local Health Jurisdictions (LHJ) and
community organizations were unable
to commit to holding contracts that
would allow them to purchase Narcan,
train community members on its use,
and distribute Narcan kits. Staff are
currently working on alternatives to
community Narcan delivery.
School-based Prevention: Regional
funded partners were unable to
continue assessment of curriculum
and partnership-building with schools
at the height of COVID-19. Staff are
troubleshooting these contracts,
which are expected to continue in the
original timeline.
Opioid Public Education and
Awareness: the contractor was
selected but could not begin work on
this project during this reporting
period. Work is expected to begin in
the next quarter.
Distributed Model Opioid Response
Conference and Site Team funding:
this conference was cancelled for the
duration of 2020 due to COVID.

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.
NCACH Response: An important support for our rural community is the change in policy that
allows for expanded telehealth billing, which was previously a barrier to many mental health
providers in the region. This has allowed our partners to safely continue providing critical
support services.
The COVID-19 pandemic compelled our region (along with the world) into involuntary
innovation mode, which led to creative responses to a rapidly changing situation.
Semi-annual reporting guidance
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In NCACH’s Opioid Project, the Recovery Coach Trainings originally slated for Spring were
delayed. These trainings are traditionally held in person due to participation requirements
needed to make the training effective. NCACH staff and the Recovery Coach Technical
Assistance contractor were able to effectively convert two out of the three scheduled trainings
(Omak, WA; Moses Lake, WA) to an online format, drawing higher levels of participation than
anticipated from the coaches than many in-person trainings. The third training (Wenatchee) is
scheduled to take place, virtually, in August.
NCACH EMS partners drew from their expertise providing Community Paramedicine to support
Public Health monitoring patients placed under quarantine for suspected or confirmed COVID19 cases. Using this model, EMS providers are providing regular wellness checks on quarantine
patients, checking on symptoms and providing connection. NCACH is helping to fund these
efforts for our partners in Okanogan County.
NCACH also launched a rapid-cycle COVID-19 Community Response Fund that provided direct
assistance to community groups, schools, and nonprofits who were helping communities Stay
Home and Stay Healthy. From April to June 2020, NCACH awarded a total of $150,000 to 43
unique projects through that fund.
While not a formal intervention, the Coalitions for Health Improvement and NCACH staff
continue to support COVID-19 response efforts and activities through partner convenings and
meetings. The Coalitions for Health Improvement have provided an important forum for
partners to connect with public health’s pandemic response efforts, including information
sharing and action planning. NCACH staff also continue to support efforts to provide Spanish
public health messaging to Hispanic and farmworker communities who are experiencing
disproportionately high rates of COVID-19 relative to the greater population.

c) Describe how your ACH included Tribes/IHCPs in your COVID-19 response activities.
NCACH Response: NCACH helped public health departments across our region partner with
public utility districts to distribute important COVID-19 information to public utility customers
via a mailed newsletter. A mailer was seen as a critical strategy to ensure that people without
internet or social media were reached. In coordinating the Okanogan County newsletter,
NCACH staff specifically reached out to our Colville Tribal Public Health partners to ask
whether they wanted to be part of the joint messaging. They were excited to coordinate, and the
newsletter was co-signed by Dr. Alison Ball, and contact information for the Colville Tribal
Emergency Operations Center was included in the list of resources. NCACH paid for the postage
and ensured that all Colville Tribes zip codes were included in the mailer (including those in
Ferry County.) NCACH also reached out to and encouraged partners at Colville Tribes to apply
to the NCACH COVID-19 Community Support Fund that was available to communities via a
rapid-cycle RFP from April to June. Their application for $5,000 was approved in April 2020, to
create and distribute care packages (e.g. puzzles, books, board games, sewing supplies) to elders
and families within the reservation boundaries needing to self-quarantine or isolate due to the
pandemic.

d) Specific to partnering providers, describe how the ACH has adjusted contracts,
reporting, type of provider engaged, and/or payment strategies.
NCACH Response: Recognizing the uncertainty that COVID-19 would place on our partners,
NCACH Governing Board approved a motion on April 6, 2020 that continued distribution of
partner payments as scheduled even though partner deliverables may be removed or altered
until June 2020. This allowed NCACH staff to engage partners across our project portfolio, meet
Semi-annual reporting guidance
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them where they are, and help identify the best way to proceed with current contracts. Specific
to clinical partners, all contract deliverables were placed on hold to allow those partners to
respond to COVID-19 and NCACH Governing Board approved partners to flex some of their
initial contract funding to support those responses, if needed. As we move into the remainder of
2020, projects are being assessed to determine if deliverables need to be altered based on
lessons learned, unforeseen challenges and barriers, and the current environment that COVID19 has created.
For Community-Based Organizations, this was a variable effort. Some partners pivoted their
projects and deliverables to deliver services in an alternative fashion (e.g. remote vs. in person)
during COVID-19. Some community partners shut down operations and had to place their
projects on hold. These contracts are either getting extended to achieve completion as each
county re-opens and/or are being assessed for their capacity to complete the project as outlined.
As Medicaid Transformation Project activities and initiatives took a back seat to initial COVID19 response, NCACH swiftly took action to support Community-Based Organizations’
community mitigation efforts across the region. This occurred in three formats:
1. Active Engagement in County Incident Command efforts
2. Disbursing funding to agencies supporting community mitigation (social distancing,
self-isolation, and altered service delivery)
3. Projects developed in partnership with NCACH to support Community Mitigation
efforts (e.g., Spanish Public Health messaging)
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.
NCACH Response: NCACH’s entire regional healthcare workforce had to adapt their service
models and processes due to necessary stay-at-home orders from the Governor. Initially, the
healthcare systems asked patients to stay home unless they had symptoms of COVID-19 or
experienced a medical emergency. This message led to many organizations pivoting to nontraditional visits in order to continue to safely provide care to their patients who had nonemergent or chronic health needs. Telehealth, including tele-video/audio and telephone was the
primary mechanism, however some organizations set up parking lot clinics, allowing their
patients to be seen in their vehicle versus inside the clinic. With the addition of increased
telehealth visit availability, NCACH has seen an increase in behavioral health access in some of
the more rural areas of our region that historically lacked robust access to health services. This
increase in access allowed communities to overcome traditional barriers to some social
determinants of health needs such as transportation and inability to pay for childcare.
Simultaneously, it became evident that individuals who have a lower socio-economic status
and/or live more rurally could only participate telephonically because they did not have access
to a device that provided tele-video/audio or broadband to support the service. This disparity
was evident when the telephone visit was subpar compared to the tele-video visit. In addition,
the lead for the Health Homes program in the NCACH region noted challenges specific to the inperson outreach for high-risk and isolated clients served by the Health Homes program. These
clients are already isolated due to life challenges, and COVID-19 only increased that isolation.
In the absence of in-person contact, Health Homes Care Coordinators had to address technology
access challenges that made tools like zoom inaccessible to their clients. Action Health Partners
mitigated this by requesting 150 phones from the Health Care Authority to distribute to their
Semi-annual reporting guidance
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dual Health Home clients that were without phones. Despite these efforts, Action Health
Partners reports that some of their Health Homes clients have lost motivation with their health
action goals in the absence of face-to-face visits from their care coordinators. Pandemic
disruptions are impacting Health Homes client engagement.
The ability for rural providers to remain financially viable during a major pandemic has also
continued to be an issue. Many clinical providers in our rural setting have had to rapidly change
the way they provide care, including investing in telehealth technology, while seeing significant
decreases in revenue due to canceled non-emergent procedures and visits. Expansion of
reimbursement models through telehealth have helped mitigate some of these issues, but
without the continued expansion or support of those reimbursement models, it will be difficult
for healthcare providers to remain viable in small rural areas.

f) Highlight one best practice or “bright spot” that emerged during this reporting period as
a result of COVID-19, if applicable.
NCACH Response: Our region is adept at coming together during a crisis. Living in an area
that is rugged and plagued by frequent wildfires, North Central Washingtonians have learned
how to be resilient and adapt to a changing environment. Our organization and our partners
were no exception. Our communities banded together quickly to help one another out, and we
were able to assist those efforts through a variety of initiatives and direct financial support.
From food delivery volunteers, to sewing brigades producing homemade masks, to expanded
telehealth delivery, to virtual peer support meetings, our communities and partners worked
quickly to respond and be proactive.
NCACH’s community mitigation efforts during COVID-19 pandemic response helped deepen
our organization’s commitment to addressing inequity and affirmed how important this kind of
transformative, systemic work is, and how much more work there is to do. Pandemic response
also pushed us to be intentional about making our initiatives more accessible to a wider
audience, including expanding our work with a translator to ensure our materials are multilingual.
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?
NCACH Response: Chelan, Douglas, and Grant counties transitioned to integrated managed
care on January 1, 2018. Okanogan County transitioned to integrated managed care on January
1, 2019. Since the transition, there have been no significant issues needing attention. NCACH
Semi-annual reporting guidance
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staff ensured behavioral providers were aware that NCACH staff were available to support with
any issues that came up, and NCACH continues to offer a single point of contact or liaison for
our behavioral health providers if they need it. The primary venue for providers to voice their
concern is our Whole Person Care Collaborative, consisting of physical and behavioral health
providers who meet regularly, providing opportunities for collaboration through monthly
meetings and learning activities. This forum for collaboration has allowed NCACH to both help
providers identify, gather, and discuss issues they are having across the region as well as voice
those collective concerns to the Health Care Authority based on provider input.
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?
NCACH Response: NCACH organized an interlocal leadership group in partnership with
Beacon Health Options to bring regional key stakeholders together to discuss major behavioral
health issues in Chelan, Douglas, Grant, and Okanogan County. This group includes county
officials, law enforcement, behavioral providers, hospitals (e.g. Confluence Health Medical Unit
1 (MU1)), primary care providers, and administrators of our crisis stabilization units (Parkside
and Crisis Collaboration). The initial focus of this group has been to look at the continuum of
care across the region to determine what’s working well, what is missing, and where there is
room for improvement.
This group has provided an important venue for Behavioral Health providers to connect with
key local elected officials to share the issues happening in their sect0r. For example, working
with one of our local Crisis stabilization providers (Parkside) to set up a model that is financially
viable and brings the right community partners together to execute it. In addition, NCACH (due
to the past experience of our Executive Director as a Senator) has connected providers to the
right people at the state that can help address issues unable to be solved only through local
engagement. For example, some of the current telemedicine laws (RCWs) in Washington state
law for designated crisis responders are causing access issues for children, and providers needed
that additional support/venue to collectively express those concerns to statewide partners.
This meeting complements the county-specific Crisis Collaborative hosted by the region’s
Administrative Service Organization (ASO) Beacon Health Options, which evaluates local crisis
statistics and identifies ways behavioral health providers can work together. The Interlocal
Leadership meeting is hosted quarterly and prior to COVID-19 it rotated quarterly across the 3
ASO service areas (Chelan-Douglas, Grant, and Okanogan). During COVID-19 the group’s
progress has slowed down and currently this meeting is placed on hold until further notice.

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
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.5 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.
NCACH Response: NCACH is not submitting an updated P4R update at this time since
the requirement was made optional during the SAR 5.0 reporting period.

5

https://www.hca.wa.gov/assets/program/mtp-measurement-guide.pdf#page=121
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North Central
January 1, 2020 - June 30, 2020
Cumulative snapshot
Funds Earned
$
31,717,655
Funds Distributed
$
13,968,332
Funds available
$
17,749,323
Table 1: Incentive Funds earned
Project 2A
Project 2B
Project 2C
Project 2D
Project 3A
Project 3D
Integration
VBP
Total

$
$
$
$
$
$
$
$
$

Q1
813,405.00
559,216.00
330,446.00
330,446.00
101,675.00
203,351.00
2,338,539.00

Table 2: Interest accrued for funds in FE portal
Q1
Interest accrued
$
17,835.83

Q2

Q3

$

711,897.00

$

489,430.00

$

289,209.00

$

289,209.00

$

88,987.00

$

177,975.00
$

-

$

350,000.00

$

2,396,707.00

$

Q2
$

-

$

Q3

Q3
-

$

Q2

$
$
$
$
$
$
$
$
- $

Total
1,525,302.00
1,048,646.00
619,655.00
619,655.00
190,662.00
381,326.00
350,000.00
4,735,246.00

$

Total
17,835.83

$

Total
1,461,587.00

Q4

-

Table 3: Distribution of funds for shared domain 1 partners
Q1
Q2
Shared domain 1
$
1,461,587.00 $
Table 4: Incentive funds distributed, by use category
Q1
Adminstration
$
- $
Community health fund
$
10,082.10 $
Health systems and
community capacity
$
201,906.37 $
building
Integration incentives
$
- $
Project management
$
62,738.31 $
Provider engagement,
participation, and
$
274,675.00 $
implementation
Provider performance and
$
405,000.00 $
quality incentives
$
- $
reserve/contigency fund
Total
$
954,401.78 $

Q4

Q4
-

$

Q3

-

Q4

Total

954.61
-

$
$

954.61
10,082.10

340,747.98

$

542,654.35

52,752.40

$
$

115,490.71

29,118.26

$

303,793.26

471,881.74

$

876,881.74

$
$

1,849,856.77

-

895,454.99

$

-

$

-

