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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 

Phone number 

E-mail address 

John Schapman  

509-886-6435 

john.schapman@cdhd.wa.gov 

Secondary contact 
name 

Phone number 

E-mail address 

Linda Evans Parlette 

509-886-6438 

linda.parlette@cdhd.wa.gov 
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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 Yes No 

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:  

• 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. 

x  

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 self-
assessment 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  

 

 
1 https://wahca.box.com/s/nfesjaldc5m1ye6a0bhiouu5xeme0h26  

https://wahca.box.com/s/nfesjaldc5m1ye6a0bhiouu5xeme0h26
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.  

• 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.  

NCACH Response: Not applicable. There have been no changes to the organizational 
chart during this reporting period. 

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 COVID-19 related payments made outside the portal during the reporting 
period, populate and submit the payment reconciliation spreadsheet.2 

• For payments not related to COVID-19 made outside the portal during the reporting 
period, populate and submit the payment reconciliation spreadsheet.3 

NCACH Response: During this reporting period, NCACH did not transfer funds from the 
Financial Executor Portal into another NCACH account. Any funds used for COVID-19 
related efforts made outside of the portal using Design funds were already in NCACH’s 
account. NCACH followed the direction received by Meyers and Stauffer from SAR 5.0 that 
no reporting was required for expenditure of Design funds used for COVID-19. 

 

11. Incentives to support integrated managed care. Regardless of integrated managed 
care implementation date, provide the following information regarding ACH incentives to 

 
2 The HCA issued COVID 19 reconciliation spreadsheet can be found at the following link: 
https://hca.wa.gov/assets/program/payment-reconciliation-template-covid.xlsx. 

3 The HCA issued non -COVID reconciliation spreadsheet can be found at the following link: 
https://hca.wa.gov/assets/program/payment-reconciliation-form-sar-5.0-noncovid.xlsx. 

 

https://hca.wa.gov/assets/program/payment-reconciliation-template-covid.xlsx
https://hca.wa.gov/assets/program/payment-reconciliation-form-sar-5.0-noncovid.xlsx
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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 
Expenditures ($) 

Actual  Projected 
In 2018, a contract with Feldesman Tucker Leifer 
Fidell LLP provided technical assistance and review of 
contracts for behavioral healthcare providers who did 
not have contracting experience with Managed Care 
Organizations (MCOs). 

$35,275 $35,275 

Through 2019, a contract with Xpio provided 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. 

$23,146.66  $23,147 

A contract with the UW AIMS center provided 
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.)   

$41,346  $41,346 

Integration incentive payments for partners: 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. This funding includes a Learning and Action 
Network, where providers received assistance in 
developing their change plans. 

$557,500  $557,500 

Integration incentive payments for partners: Stage 2 
Funding is for behavioral healthcare providers who are 
participating in the Whole Person Care Learning 
Community from 2019 - 2021 and after completing 
deliverables outlined for Learning Community 
members. This funding supports the continued 

 
$1,236,275  
(updated since  

SAR 6.0) 

$1,897,500 
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progression of tactics outlined in the behavioral 
healthcare providers' change plans. 
Payments for consultants and ongoing TA support: 
This allocation includes 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. 

 
$402,090  

(updated since  
SAR 6.0) 

 $780,000  

Total  
$2,295,632.66 

(updated since  
SAR 6.0) 

$3,334,768 
(updated since  

SAR 5.0) 

 

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 as part of this work. NCACH is also working on partnerships with the Colville 
Confederated Tribes, which may include utilizing funding given to them to support behavioral 
health efforts.  
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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 an 
updated implementation work plan is considered optional for this reporting period but is 
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:  See attachment - NCACH.SAR7 Implementation work plan. 7.31.21   
 

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 

 
4 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). 
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activities according to project area by indicating the quarter and year. 

b) Update partnering provider site information as needed over each reporting period.  

Submit updated partnering provider roster.  

NCACH Response: See attachment – NCACH.SAR7 provider roster.7.31.21 

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 

NCACH Response: Quality improvement strategy update 

As described in NCACH’s Quality Improvement Strategy (QIS), NCACH structured and tailored 
its QIS framework differently for specific types of funded partners, given their unique 
contributions to our project portfolio. The broader goal is to promote continuous learning and 
improvement for all funded partners. There have been no modifications to our QIS, though 
NCACH relaxed reporting requirements for funded partners during COVID-19. The following 
are some of the quality improvement efforts and findings from January to June of 2021. 

Whole Person Care Collaborative: We continue to work with partners to use their QI skills to 
identify and address root causes when it comes to managing chronic diseases, building pathways 
for patients to access care, and delivering integrated whole person care. Last year, site visits with 
partnering providers underscored that WPCC partners were most interested in working on 
chronic care management (predominantly diabetes), behavioral health integration 
(predominantly depression) with the focus on telehealth, as well as healthcare access and social 
determinants of health. Proposed common measures included diabetes Metrics (including A1C 
screening and poor control), depression screening and follow-up, and access to care. Twelve of 
our WPCC partners (9 Primary Care & 3 Behavioral Health Organizations) are participating in a 
Population Health Learning & Action Network (PH LAN) focusing on improving chronic disease 
care for patients with diabetes and depression. Providers also participate in monthly Quality 
Improvement (QI) calls and work as a regional cohort to support one another in their QI work 
and collaborate to improve chronic disease management and quality of care throughout the 
region. In addition, we continue to hold monthly WPCC meetings with all providers regardless 
of their involvement in the PH LAN. These meetings include partner updates (20-minute 
presentations to their peers), as well as occasional aggregate WPCC Improvement Reports. For a 
sample from our June 2021 meeting, see https://www.youtube.com/watch?v=vwuzpsOJk2U.  

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

https://www.youtube.com/watch?v=vwuzpsOJk2U
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Transitional Care and Diversion Intervention Workgroup: Partner updates, quarterly reports 
and peer sharing activities show that process improvements around follow-up care continued 
moving forward despite the pandemic. Data from the 2019-2020 quarterly reports submitted by 
7 hospital partners and shared at the April 2021 workgroup meeting revealed increased post-
discharge calls, as well as increased follow-up post hospitalization and decreased all cause 
readmission rates. This data suggests that hospital systems have integrated Transitional Care 
Management process into their daily workflow, suggesting sustainability. Narrative reports also 
highlighted a need for support around partnership building and developing workflows between 
organizations. Data also showed that our 9 EMS partners have experienced a fairly consistent 
breakdown of transport vs. non-transport 911 calls, even during the pandemic. To hear directly 
from our EMS partners about what they are learning as they embrace community paramedicine 
and COVID-response partnerships, watch this video. 

Opioid Workgroup: During the reporting period, NCACH continued to convene the Opioid 
Workgroup virtually to keep partners connected and learn about ongoing opioid-related efforts. 
For example, The Center for Alcohol and Drug Treatment shared information about their project 
on overdose data collection at the February 2021 meeting, and another partner shared updates 
about the Okanogan School-aged Prevention Program. Note that many of these projects were 
significantly impacted by the pandemic as partners focused on COVID-19 response around 
service delivery and reducing isolation for people with Opioid Use Disorder. 

Community-Based Care Coordination: Based on NCACH’s Project Plan Modification, 
partnering providers for this project now include Health Home providers as well as partners 
receiving funds to work on community-based care coordination efforts with other rising risk 
populations. NCACH has been working on organizing a meeting of all partners in the Region 6 
Health Home network. This meeting is scheduled for August 2021 and will focus on learning 
from one another and exploring improvement opportunities. Partners receiving funds for 
broader (non-Health Home) community-based care coordination submitted their first quarterly 
reports in April 2021. These reports ask them to reflect on milestones and successes, barriers 
and challenges, as well as lessons learned and next steps. These types of reporting questions 
support a continuous learning and improvement mindset. 

Coalitions for Health Improvement: NCACH extended project periods and final reporting 
deadlines forward by 6 months to allow funded partners to achieve key goals delayed by COVID-
19. Interim reports are designed to surface lessons learned and barriers, while verbal reports to 
community partners are designed to increase peer sharing and strengthen relationships between 
the network of providers. While final reports for partners funded in 2020 will be collected in 
September 2021, a status update (pp.17-27) outlining progress was shared with the NCACH 
Board at their April 2021 meeting. In April 2021, we also sat down with some of our partners 
from the first cohort of CHI Community Initiatives to hear about their projects. Learn more 
here. 

Narrative responses 

ACHs must provide concise responses to the following prompts:  

15. COVID-19  

a) Provide an update on COVID-19 activities. If applicable, please describe any support of 
vaccine efforts, or other ACH COVID-19 activities that emerged or evolved during the 

https://www.youtube.com/watch?v=nxLz7SCbnQU
http://www.mydocvault.us/uploads/7/5/8/6/7586208/04.05.21_gb_packet.pdf
https://vimeo.com/532457714
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reporting period (e.g., PPE, project management, communication and engagement, 
coordination of funding).  

NCACH Response:  

NCACH continues to listen and support partners as well as remain flexible in contracting 
so partners have time and resources to respond to the most pressing needs created by the 
COVID-19 pandemic. Nevertheless, NCACH’s primary focus is on engaging partners in 
DSRIP activities and identifying the future state of the organization after the Medicaid 
Transformation Project. 

NCACH predominately re-engages in COVID-19 efforts when we receive 
details/opportunities from state partners that could benefit our local community. An 
example of this was supporting the distribution of cell phones to Foundational 
Community Support (FCS) providers in partnership with the Health Care Authority and 
Amerigroup. 

Local projects that we initiated due to COVID-19 that continue in our region are the 
regional telehealth assessment in partnership with Washington State University and 
Ingenium Consulting as well as COVID-19 EMS health checks in partnership with 
Okanogan County EMS providers and Okanogan County Public Health (OCPH).  
 

b) During this reporting period, has your ACH made any notable changes or decisions 
related to your DSRIP activities? For example, are there updates regarding your region’s 
balancing of COVID-19 response and activities that were already in motion?  

NCACH Response: Mid-2020, NCACH pivoted back to DSRIP activities and began 
tapering down COVID-19 response activities. As of this reporting period, very few of our 
activities involve COVID-19 response. NCACH continues to monitor the status of the 
pandemic and adjust our engagement with regional partners to allow them to address 
the region’s COVID-19 response needs. 

c) Describe any updates, new approaches, or new partnerships related to how your ACH 
has included Tribes/IHCPs in your COVID-19 response activities.  

NCACH Response: While NCACH has not been involved in the Colville Tribes’ 
COVID-19 response activities during this reporting period, NCACH continues to support 
their broader health system improvement efforts. The Health and Human Services 
Director joined NCACH’s Board meeting in June 2021 to share updates about their 
ongoing Health System Improvements across their treatment, health, and convalescent 
and long-term care centers. 

d) Specific to partnering providers, describe any updates, new approaches regarding 
provider contracts, reporting, type of providers engaged, support provided, and/or 
payment strategies.  

NCACH Response: 

NCACH is using lessons learned during the pandemic to adjust contracts and reporting. 
For example, the Whole Person Care Collaborative Manager streamlined the reporting 
process, reducing the focus from eight different topics down to two: behavioral health 
integration and chronic disease management. Clinical partners also agreed to a core set 
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of metrics and monthly reporting to ensure partners were focused on what they would 
achieve for the remainder of the Medicaid Transformation Project. 

As clinical partners streamlined practice transformation to support their COVID-19 
efforts, NCACH saw increased engagement in community partners either through 
Community Based Care Coordination funding, the Coalitions for Health Improvement 
Initiative Funding, and expansion of Recovery Coaching efforts. This is evidenced by the 
fact that 49% of NCACH contracts during this reporting period are with CBO agencies vs. 
27% in the SAR6.0 reporting period for Medicaid Transformation Project work. 

The pandemic also highlighted the value of our Emergency Medical Services (EMS) in 
North Central Washington. In June of 2021, NCACH released an EMS highlight video 
(see section 14, Transitional Care and Diversion Intervention update) that demonstrates 
this shift and highlights the approach NCACH has used to engage EMS partners and how 
the community has started to view EMS as a key partner in preventative care. A 
continued example of this is the partnership between EMS and Okanogan County Public 
Health (OCPH) to provide COVID-19 health checks for patients diagnosed with COVID-
19 that are recovering in their own home. 

e) 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.  

NCACH Response: One key initiative that started during the SAR6.0 reporting period 
was NCACH’s Recovery Coach pilot program serving individuals leaving incarceration.  
The pandemic impacted the timeline for initiating in-person components of the Recovery 
coach service which is based on a model that depends on high touch between Recovery 
Coach and Recoveree (someone with addiction who is seeking recovery support). Once 
regulations were relaxed, NCACH was able to launch the initial pilot with the Chelan 
County Regional Justice System. This successful pilot has been utilized to gain support 
and start planning for expansion in both Grant and Okanogan Counties. 

Increased opioid overdose and an increase in suicides has come to the forefront in 
NCACH’s service region as an escalated crisis occurring in our communities. These 
increases are felt both nationally and locally, and the correlation between pandemic-
related isolation and the surging of the opioid epidemic is palpable in our rural area. In 
short, people with OUD are at an increased risk for overdose and suicide. Our 
communities have associated the increase in mental health issues caused by the 
pandemic with a direct correlation to overdose and suicide rates. In response, 
Washington State lawmakers increased statewide awareness and passed legislation 
(SB5476) to support recovery efforts. Funding will be dispersed to local partners to 
support this work which is well aligned with NCACH’s recovery efforts. Our plan is to 
alter engagement with partners so that they can have access to state funding as well as 
NCACH dollars. 

At this same time, NCACH has continued to ramp up its recovery efforts with the 
expansion of Recovery Coach trainings in our region and the continued promotion of 
recovery coaching with local partners. See section 17a on how these efforts have helped 
address clinical integration and workforce issues. NCACH has also addressed overdose 
by supporting improved access to Narcan within the community. This was initially 
started at the beginning of the year through partnering with agencies that do homeless 
outreach to get more Narcan directly into the hands of individuals with substance abuse 
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and their families. NCACH has also formed a partnership with Beacon Health Options to 
place two Narcan vending machines in strategic locations within our region so 
individuals can have truly low-barrier access to Narcan without having to go into a 
medical facility to obtain it. 

Lastly, NCACH listened to community partners and supported the development of the 
Hope Squad model to support suicide prevention and peer support for youth in our local 
school districts (See NCACH response to 15.f for more details). 

f) 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.  

NCACH Response:  

In the beginning of 2021, NCACH received a $245,000 investment from Cambia Health 
Solutions to address urgent behavioral health needs intensified by COVID-19 in rural 
communities. This funding opportunity was shared with the Behavioral Health Provider 
Alliance on January 25, 2021. The meeting participants, comprised of behavioral health 
providers from across North Central Washington, articulated  three key issues they 
would like: childhood mental health/SUD, syringe exchange program in Chelan and 
Douglas counties and a program to enfuse licensed mental health counselors into law 
enforcement.  

The area that received the highest priority ranking was youth mental health and 
substance use, with an emphasis on teen suicide. During the discussion, Dr. Rickard 
offered her assistance to NCACH, as the lead on the Suicide Prevention Coalition of 
North Central Washington and Moment by Moment Suicide Prevention. Dr. Rickard 
shared a presentation at the March NCACH Governing Board meeting that demonstrated 
the impact of the ongoing COVID-19 pandemic has had on youth in the region. Statistics 
show an overall decline in mental health and wellbeing and an increase in suicide 
attempts among this age group. To further articulate this need, in 2020 Central 
Washington Hospital reported a 36% increase in emergency room visits for self-harm, 
suicide attempts and suicide ideation in those 18 and under compared to 2019.  

Peer-based programs have been shown to be an effective strategy in preventing suicide, 
thus the proposed use of the Cambia Health Solutions investment included 
implementation of a school-based, peer-to-peer model that addresses teen suicide, with a 
curriculum focused on mental wellbeing and building resiliency. At the April Governing 
Board meeting, board members voted to adopt the Hope Squad model regionally, 
allocating a total of $456,736 ($245,000 from Cambia Health Solutions and $211,736 
from NCACH) to fund training and curriculum for all school districts in the four-county 
region, and a regional coordinator for 4 years. Thus far, 21 school districts have made the 
decision to implement the program for the 2021/2022 school year. 

16. Scale and sustain update 

a) In SAR 6.0, 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. 



Semi-annual reporting guidance 
Reporting period: January 1, 2021 – June 30, 2021 Page 13 

NCACH Response: In July of 2020, NCACH adopted a new mission statement and 
guiding principles (click here to learn more). The NCACH formed a strategy workgroup 
comprised of five Governing Board members and two staff members to plan the future 
state of our organization. Using the new mission statement and guiding principles as a 
foundation, the strategy workgroup reviewed models from across the country from 
December 2020 through June of 2021 to identify the best way NCACH could organize 
itself. Based on what was learned from those models, the Strategy Workgroup members 
developed 3 primary pillars of NCACH (see attachment NCACH.SAR7.0 Attachment A 
7.31.21), which were presented to the entire Governing Board at the end of this reporting 
period in order to gain additional feedback on the direction of NCACH.  

Concurrently, NCACH staff have been working to build out how our organization 
engages partners in 2022 to achieve the objectives of the potential 6th year of the 
Medicaid Transformation Project while setting us up for our future state. We initiated 
this process by having the Board approve a set of NCACH priorities in addition to the 
potential priorities developed by HCA. Priorities for 2022 include: 

• Continue to expand the work of the Whole Person Care Collaborative with both 
outpatient primary care and behavioral health providers 

• Review recommendations and implement strategies from the 2021 NCACH 
telehealth assessment 

• Continue to expand regional Recovery Support Services through the newly 
created Recovery Coach Network 

• Continue expanding upon NCACH’s Community Based Care Coordination efforts 
with partners across the region 

• Support our Coalitions for Health Improvement in aligning their local efforts 
with NCACH’s future state 

NCACH staff is now reviewing projects and partners to determine how we can shift our 
current work and partner engagements to align with our future state and key priorities 
for 2022. In Q3 and Q4 of 2021, we will develop funding recommendations for 2022 
while also allocating funds to build capacity for future state of NCACH initiatives.  
Specific funding will not be approved until the end of the next reporting period. 

b) In SAR 6.0, some ACHs reported that P4P incentives for DY4 and DY5, to be paid out in 
2022 and 2023, had been obligated, and others reported they had not been obligated.   
Please provide any updates based on this reporting period, or simply indicate “no 
updates” as applicable.  

i. Have P4P incentive funds for DY4 and DY5 (to be paid out in 2022 and 2023) 
been obligated? 

ii. What types of entities are those funds obligated to?  

iii. Will the ACH retain some of this funding for post-2021 admin?  

iv. Are providers receiving any of these funds for P4P or for future deliverables?  

NCACH Response:  No updates from previous SAR 6.0. During this next reporting 
period, we will develop the funding plans for 2022 which will include key initiatives 

https://ncach.org/about/
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under the Medicaid Transformation Project’s 6th year as well as additional work that 
needs to be done to build capacity for the future state of NCACH. 

As stated in the previous SAR request for information, as NCACH completes its Strategic 
Plan, we will utilize FE funds to aid in transitioning the organization as it jump-starts key 
health equity and social determinants of health initiatives post Medicaid 
Transformation. That process will identify targeted investments using current FE portal 
funds. This process is similar to other ACH counterparts who developed a resiliency fund 
and deposited transformation project funding into those accounts over the last 3 years.  
Instead of creating a separate account, however, NCACH kept that funding in the FE 
portal until a larger strategic plan could be finalized.  

c) If applicable, describe how any other P4R or P4P funds (already earned or to be earned 
before the end of the DSRIP period) have been obligated for ACH or provider payments 
post-2021.  

NCACH Response: NCACH’s response to this question remains the same as the 
previous SAR 6.0. NCACH is currently building out its budget plans for 2022 based on 
Governing Board discussions on the organization's future state and recommended 
priorities for the 6th year of the Medicaid Transformation Project. That budget and the 
2022 plan will inform and guide key partners we engage and the specific activities we 
fund them to work on in 2022. Key priorities for 2022 were outlined in question 16.a.  
Funding past 2022 will directly align with NCACH’s future state with the goal to have set 
recommendations developed by Q3 of 2022. 

17. Regional integrated managed care implementation update 

a) For all regions, 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 that 
have arisen specific to Integrated Managed Care reimbursement. 

The primary issue that behavioral providers are experiencing in our region that has been 
brought to the forefront during this reporting period is a shortage of workforce to 
provide the level of behavioral health services needed in our region. This is especially 
true in Substance Abuse Disorder (SUD) organizations as evidenced by a workforce gap 
analysis NCACH conducted prior to COVID-19. During that time, NCACH worked to 
build out a workforce apprenticeship program with local and state partners, but that 
program was delayed due to COVID-19. During this reporting period, NCACH has been 
focused on re-engaging these partners, looking at models from other ACH’s who have 
funded behavioral health internship programs, and connecting with statewide partners 
(University of Washington and the SEIU Multi-Employer Training Fund and the 
Healthcare Apprenticeship Consortium) who are focused on behavioral health workforce 
to determine how we can provide additional behavioral health trainings to our region.  
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To help address workforce shortages in the SUD field, NCACH built out a Recovery 
Coach Network. As of June 30, 2021, NCACH has sponsored five 5-day trainings (four  
Recovery Coach Certification trainings, one Recovery Basics training (for community 
partners to learn more about Recovery Coaching)) with over 100 individuals in our 
region trained this year. This network will employ Recovery Coaches to provide direct 
peer support to individuals with SUD primarily focusing on social determinants of 
health, allowing Substance Use Disorder Professionals the ability to focus on clinical 
treatment. 

Finally, 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 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. 

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?  

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 Counties. 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 Collaborative). 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. As part of this 
partnership, NCACH is working with Beacon Health Option to identify services offered 
within our region and develop a visual document to help this group identify gaps in 
services based on age and payer. Once completed, the interlocal leadership group can 
work together to develop an action plan to address the gaps and needs in our region. 

NCACH will also continue to work with Statewide partners to identify workforce 
shortages related to behavioral health. ACH Executive Directors have specifically 
engaged in conversations with the Washington State Health Care Authority on how to 
develop a workforce plan in response to House Bill 1504 that passed the Washington 
State legislature in 2021. 

c) For all regions, what challenges or opportunities has the ACH identified during the 
reporting period tied to clinical integration measurement and assessment? 

NCACH Response: The lack of key performance indicators for clinical integration has 
proven to be a challenge. Even Washington State HCA struggled to clearly define success 
at the beginning and provide goal posts. HCA and ACHs knew that financial integration 
would come first, while clinical integration would likely take many years to achieve. This 
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will still take additional partnership from HCA, ACHs, and MCOs to better define this so 
we have a clearer understanding of how to measure success across the state. 

While our WPCC partners have historically completed the MeHAF assessment since it 
was tied to pay for reporting requirements, it mostly validated what they already knew. 
When the HCA decided to change the assessment tool, the NCACH decided not to ask 
providers to complete the MeHAF. The WPCC has worked with primary care 
organizations to develop workflows and measure PHQ-9 screening and follow-up. 
Behavioral Health organizations have also developed systems to conduct metabolic and 
Hgb A1c screenings and connect with primary care providers. While we understand that 
clinical integration is occurring, having a consistent and standardized way to measure 
success has proven to be more challenging.  

Attestations 

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

 
Yes N0 

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

Documentation 

19. P4R Metrics  

The reporting requirements for the P4R Metrics updates are temporarily replaced with COVID-
19 related responses in the “Narrative Responses” section.  ACHs may use discretion, and will 
not be penalized, surrounding the timing and volume of P4R metric data collection during the 
COVID-19 pandemic. For example, an ACH may choose to delay data collection, make 
participation optional, or target participation. The submission of P4R Metrics are considered 
optional for this reporting period but are encouraged. 

P4R metrics provide detailed information to the IA, HCA and ACHs on partnering provider 
implementation progress for Projects 2A and 3A at a clinic/site level.6  Potential respondents 
should be consistent with the list of partnering provider sites identified in the ACH’s Partnering 
Provider Roster affiliated with Project 2A and 3A.   

Related resources and guidance: 

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

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

Instructions: 

a) Submit aggregate summary of P4R metric responses collected from partnering provider 
sites (e.g., count of sites that selected each response option). 

b) Provide a summary of respondents overall, by Project (2A/3A), and stratified by site-
level provider characteristics as specified in the reporting template.  

Format: 

a) ACHs submit P4R metric information using the reporting template provided by the state.   

Narrative responses: 

20.  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? 

NCACH Response: Each WPCC partner has created a change plan which includes a plan 
to increase PHQ-9 screening and follow up as well as management of patients with diabetes-
Hgb A1c poor control. Metrics are collected each month on five indicators as well as 
narratives on steps taken to improve these metrics. The Practice Facilitator meets with each 
organization on a regular basis to review the report and provide technical assistance when 
needed. 

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

https://www.hca.wa.gov/assets/how-to-read-p4r-metric-specifications.pdf
https://www.hca.wa.gov/about-hca/healthier-washington/medicaid-transformation-metrics
https://www.hca.wa.gov/assets/program/p4r-metric-reporting-template.xlsx
https://www.hca.wa.gov/assets/program/p4r-metric-reporting-template.xlsx
https://www.hca.wa.gov/assets/program/mtp-measurement-guide.pdf#page=121
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21. If the ACH is providing updates on the MeHAF this reporting period, please provide any 
additional context if applicable. 

N/A (not submitting MeHAF data) 

Optional: The ACH may submit P4R metric information 



Funds Earned 37,057,406$              
Funds Distributed 17,833,896$              
Funds available 19,223,510$              

Q1 Q2 Q3 Q4 Total
Project 2A  $                             -    $               1,002,068.00  $                              1,002,068.00 
Project 2B  $                             -    $                   605,537.00  $                                  605,537.00 
Project 2C  $                             -    $                   299,976.00  $                                  299,976.00 
Project 2D  $                             -    $                   299,976.00  $                                  299,976.00 
Project 3A  $                             -    $                   131,850.00  $                                  131,850.00 
Project 3D  $                             -    $                   243,925.00  $                                  243,925.00 
VBP  $             250,000.00  $                   150,000.00  $                                  400,000.00 
 Bonus pool/High 
Performance Pool 

 $               1,139,733.00  $                              1,139,733.00 

Total  $             250,000.00  $               3,873,065.00  $                              4,123,065.00 

Q1 Q2 Q3 Q4 Total
Interest accrued  $                             -    $                                   -    $                                                  -   

Q1 Q2 Q3 Q4 Total

Adminstration  $                 1,532.96  $                       7,150.00  $                                      8,682.96 
Community health fund  $                             -    $                   (10,082.10)  $                                  (10,082.10)

Health systems and 
community capacity building

 $             227,026.65  $                   479,355.28  $                                  706,381.93 

Integration incentives  $                             -    $                                   -    $                                                  -   
Project management  $               97,861.38  $                   103,169.47  $                                  201,030.85 
Provider engagement, 
participation, and 
implementation

 $             500,909.60  $                   181,894.50  $                                  682,804.10 

Provider performance and 
quality incentives

 $             425,275.00  $                   403,221.88  $                                  828,496.88 

reserve/contigency fund  $                             -    $                                              -    $                                                  -   
Total  $         1,252,605.59  $               1,164,709.03  $                              2,417,314.62 

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 July 21, 2021 to accompany the 
seventh Semi-Annual Report submission for the reporting period January 1 to June 30, 2021.

North Central
January 1-June 30, 2021

Cumulative snapshot

Table 1: Incentive Funds earned

Table 2: Interest accrued for funds in FE portal

Table 3: Incentive funds distributed, by use category
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