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CASCADE PACIFIC ACTION ALLIANCE 
November 9, 2017 

 

 

Council Meeting Agenda 
Date: Thursday, November 9, 2017 12PM – 3PM 
Location: Chehalis Tribe Community Center  
461 Secena Road, Oakville, WA 98568 
 

 

Time Agenda Item  Materials 

12:00 PM Welcome, Introductions, Review of Meeting Objectives 
1. Welcome & Introductions 
2. Review desired meeting outcomes: 

 Review Project Plan draft application 
 Discuss next steps after Project Plan submittal 
 Review Workgroup and Committee activities 
 Begin developing a Health Equity decision aid 
 Learn about new project scoring methodologies 
 Learn about Tribal Health Priorities 

 

12:05 PM Announcements 
1. CPAA Board Vacancies 
2. CPAA Board Report – October Meeting 

 

  CPAA Operating 
Agreement 

12:10 PM 
 

Project Plan Development Update 
1. Discuss Project Plan draft application 
2. Recommend approval to the LLC Board 
3. Next Steps after Project Plan submittal 
4. Developing a Project Implementation Plan 

 

  

12:35 PM Monitoring Project Implementation and Partnering Provider 
Performance 

1. Review suggested approach 
2. Discussion 
3. Recommendation to the Board 

 

  Plan for Monitoring 
Project Implementation 
Progress 

 Flow Chart 

12:55 PM Medicaid Transformation Finances 
1. Update on recent changes 
2. Analyze implications 
3. Discussion: Project selection 

 

  Scoring Methodology 
Changes 

 HCA Finance Questions 
 Preliminary Project Plan 

Scoring Framework 

GoToWebinar Info:  
Please register at: 
https://attendee.gotowebinar.com/register/2653334
29566502145 
After registering, you will receive an email with 
information about joining the webinar. 

https://attendee.gotowebinar.com/register/265333429566502145
https://attendee.gotowebinar.com/register/265333429566502145
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CASCADE PACIFIC ACTION ALLIANCE 
September 14, 2017 

 
Shared Learnings: Funded by  

1:15 PM Finances: FIMC Funds 
 

  FIMC Letter to the HCA 
 HCA Response 

1:20 PM Review of Workgroup Activities 
1. Review activity to date 
2. Next steps after Project Plan submittal 

 

  

1:30 PM Update on Consumer Advisory Committee and Clinical Provider 
Advisory Committee 

1. Review activity to date 
2. Next steps after Project Plan submittal 

 

  

1:40 PM 
 

Health Equity 
1. Review Health Equity assessment tools 
2. CPAA Decision Tool and scenario 

 

  Health Equity Decision 
Tool and Scenario 

2:10 PM 
 

Short Break   
 

2:20 PM 
 

Tribal Health Priorities 
1. Discussion with Denise Walker, Chehalis Tribe  
2. Small group break-out session 
 

  

2:55 PM 
 

Miscellaneous and Next Steps 
1. Was there something from today that would be helpful to bring to the local forums? 
2. LLC Board Meeting: November 9, 2017; 3:15 – 4:15 p.m. 
3. Next Council meeting:  December 14, 2017; 12:00 – 3:00 p.m. 

                                          Summit Pacific Medical Center, Elma, WA 
 

3:00 PM Adjourn   
 



Monitoring and Continuous Improvement 
Plan for monitoring project implementation progress, including addressing delays 
in implementation  
  
CPAA will implement a rigorous project monitoring approach to implementation of each 
project.  The same approach will be employed across the entire portfolio of projects. This 
includes entering into contracts that clearly spell out partnering providers’ responsibilities, 
including reporting requirements, and supports CPAA can offer as well as employing project 
planning software and tools to lay out required deadlines, key tasks, subordinate tasks, and 
milestones. Each project implementation plan will define critical paths and key dependencies. 
Key indicators will be determined for each project area that will serve as an early warning 
system to detect when implementation challenges are encountered. For example, if we are not 
seeing an increase in all contraceptive-related claims, including contraception counseling, 3-6 
months post training of providers, we will know providers may need more resources to 
effectively provide pregnancy intention screening/counseling and the full range of 
contraceptives. At that point in time, we will reach out to training participants to determine the 
next level of assistance they need (i.e., precepting). 
 
We expect early indicators related to home visiting programs to be more anecdotal since we 
don’t have established processes to gather systemic “encounter-like” data for MCH home 
visiting programs. Certain anecdotes that will raise red flags include challenges staffing for 
programs, particularly NFP since it requires nurses, low caseloads for staff (indicator of lack of 
referrals). 
 
CPAA has hired dedicated support staff for each project area (project managers). It is the 
responsibility of the project managers to stay in close contact with all partnering providers in 
their respective project area. Specifically, the project managers are responsible for: 

• Identifying support needs of partnering providers throughout the duration of the 
Transformation;  

• Serving as subject matter experts for partnering providers or, if additional expertise is 
required, identify and facilitate external subject matter experts providing enhanced 
technical assistance to partnering providers; and 

• Monitoring overall partnering provider performance toward milestones and 
performance metrics (see below for details). 

 
Project implementation monitoring is closely tied to performance monitoring of partnering 
providers. The next section of the project plan discusses in detail how CPAA will monitor the 
performance of individual partnering providers. The data reporting and analytics tools used to 
hold individual partnering providers accountable to agreed upon deliverables will provide CPAA 
also with a clear sense about the project’s overall implementation progress, as individual 
provider performance data rolls up into a region-wide performance summary. See next section 
for details. 
 
 



Plan for monitoring continuous improvement, supporting partnering providers and 
determining whether or not CPAA is on track to meet expected outcomes 
 
CPAA will set up a progressive implementation and performance monitoring structure with 
tiered interventions up to termination of partnering provider contracts. This will include regular 
meetings with our partnering providers to assess implementation progress and challenges. If 
project implementation progress becomes questionable or is delayed, the project manager will 
inform his or her immediate supervisor (Clinical Director or Program Director) of the concern. 
The senior project management team will assess the severity of the situation. When possible, 
we will seek to mitigate the risk or delay by providing technical assistance to help the 
partnering provider/s to get back on track. The partnering provider and CPAA will agree on an 
action plan to resolve the issue or renegotiate the contract deliverables, if necessary. In severe 
cases or if the technical assistance does not correct the problem, we will escalate the issue to 
our Clinical Provider Advisory Committee. The committee may ask our Provider Champions to 
intervene, help access additional external technical assistance resources, or engage other key 
stakeholders in addition to affected providers to remedy the cause of delays. If the problem 
cannot be resolved, is of a major magnitude or involves key partners that serve large numbers 
of Medicaid beneficiaries, the CPAA Council and Board will be informed.    

 
Access to timely and relevant data will be critical to our ability to monitor project 
implementation and support continuous improvement. Measurement is an integral part of 
quality improvement. We will enter into a contract with each partnering provider that will 
detail the provider’s responsibilities, including the nature and scope of investments to be made; 
implementation of the key components of each selected approach; adherence to project 
guidelines, policies and procedures, and protocols; the target population(s) and any geographic 
sub-regions on which the interventions will be focused; reporting requirements (milestones and 
outcome metrics as well as frequency of reports); participation in peer learning collaboratives; 
and payment modalities.  
 
Partnering providers will be required to submit performance information monthly. We are 
exploring utilizing the Washington Hospital Association’s (WSHA) updated QBS business 
intelligence system to capture and analyze provider data that is not already reported through 
other systems. Our goal is to place minimal reporting burdens on our partnering providers while 
providing CPAA with an effective performance monitoring tool that provides us with timely 
performance data, so that we can actively monitor and track partnering provider performance. 
QBS is easy to populate by our partners (including automated data uploads) and easy for us to 
analyze (inbuilt reporting tools, including comparison of actual achievement against goals, trend 
information over time, and comparative performance evaluation across providers). We plan to 
augment this information system through less frequent region-wide data reports on key 
regional performance measures, including claims-based data. The latter may require us to 
contract with a third-party data aggregator with sufficient data analytics capability to validate 
and augment the performance information reported by our providers through the QBS system.  
 
CPAA will be using data from the above sources and analytical tools to issue regular reports to 
participating providers. These reports will serve two purposes: 1) inform providers on where to 
target their efforts; and 2) advise providers on progress toward meeting required objectives.  
For example, if a provider is working to reduce readmissions, CPAA will need to advise practices 



on clients with high hospital admission rates and clients with conditions that put them at high 
risk for readmission.  This will enable provider practices to proactively engage these clients and 
provide care and patient education interventions to reduce the incidence of readmissions.  
Second, CPAA will need to report to provider practices their overall progress on meeting the 
required metrics for each project. For example, CPAA will need to monitor hospital utilization to 
determine readmission rates and will need to correctly associate individual clients with 
responsible practices. CPAA or its designated partner will provide regular reports (e.g., 
quarterly) to providers for this purpose.  
 
As detailed above, when a provider or a group of practices is not making adequate progress on 
meeting key milestones and metrics, CPAA will reach out to the provider in question and 
develop a plan of action with the provider to remedy identified gaps or barriers.  For example, 
CPAA and the provider might agree to additional workforce training to assure best practices are 
fully employed in working with the target population.  
 
Additionally, CPAA will convene all partnering providers once per quarter to participate in a 
peer learning collaborative. Partnering providers will have the opportunity to share successes as 
well as to raise implementation challenges that the partners can then engage on jointly to 
resolve. Likely, these meetings will result in the identification of additional technical assistance 
needs of partnering providers, on which CPAA will follow up accordingly. This learning 
collaborative will provide an important peer support function to our partnering providers and 
prove essential for the continuous improvement of our project. 
 

Plan for addressing strategies that are not working or achieving outcomes 
 
A similar approach will be used to assess overall progress of project initiatives and the efficacy 
of strategies within those initiatives. CPAA will use its quarterly performance reports along with 
semi-annual reports provided by the state with key metrics to determine whether the project 
initiative as a whole is on track and/or whether specific strategies within project areas are 
working as intended.  
 
If the reports indicate that one or more strategies within the project area are not working, 
CPAA will convene key stakeholders to assess the reasons for the lack in effectiveness. This will 
include partnering providers, Provider Champions (Clinical Provider Advisory Committee), 
consumers (Consumer Advisory Committee), and subject matter experts (e.g., technical 
assistance providers). Based on this analysis, a recommendation will be made whether to 
continue the strategy in question with a revised approach or whether to discontinue the 
strategy in favor of a different one. The decision to change the approach or pursue a different 
strategy altogether rests with the CPAA Board based on a discussion and recommendation by 
the CPAA Council. However, given their key implementation role, any decision to change 
elements of a strategy or switch out an entire strategy will require the consent of our 
partnering providers. It may also require the approval of the state. If the CPAA Board authorizes 
a different approach or strategy, the project implementation plan will be revised accordingly 
and CPAA will enter into a new or revised contract with partnering providers as the case may 
be. 
 
 



Similarly, if the reports indicate that an entire project initiative is not achieving desired 
outcomes, CPAA will convene partnering providers, Provider Champions (Clinical Provider 
Advisory Committee), consumers (Consumer Advisory Committee), and subject matter experts 
(e.g., technical assistance providers) to analyze why the initiative is not effective. Every effort 
will be made to explore whether adjusting program elements or switching out certain strategies 
may lead to goal accomplishment. This may include consulting with other ACHs that work in a 
similar project area and are achieving success.  
 
If the group believes changes to the project initiative will rectify the performance problem, a 
corresponding recommendation will be made to the CPAA Council, which will then discuss the 
matter and make a recommendation to the CPAA Board. Final decision-making rests with the 
board. As with switching out a specific strategy or changing a project approach within a project 
area, any such change requires the consent of our partnering providers that will need to 
implement the revised set of strategies. State approval may also need to be obtained. Assuming 
everyone approves the revised strategies, a detailed revised implementation will be developed 
with clear milestones, performance metrics, etc.  
 
If however the group of key stakeholders concludes that the project initiative is irreparably 
compromised and no change in strategies will likely lead to success, a recommendation to 
discontinue the work in the project area altogether will be made to the CPAA Council. The 
Council will discuss the matter and make a recommendation to the CPAA Board, which will 
make the final decision.  
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If Progress Becomes Questionable or Progress is Delayed: 



 

 

Revise Project Implementation Plan and Partnering Provider Contracts; Assess Progress

1. If new strategy is effective, continue. 2. If ineffective, Board makes final decision to 
discontinue work in project area

Board Reviews and Decides

1. Approve suggested change 2. More study required; different approach

Council Reviews and Makes Recommendation to Board

1. Approve suggested change 2. More study required; different approach

Key Stakeholders Analyze Issues and Make Recommendation to Council

1. Continue strategy with revised approach 2. Discontinue strategy in favor of different 
one

Addressing Ineffective Strategies: 
 

 



Adjustments to Medicaid Transformation Demonstration Project Plan 
Scoring Methodology 

Background 
The Medicaid Transformation Demonstration is a collaborative, performance-based way of funding 
health system transformation. It is a contract with the federal government that establishes conditions 
under which up to $1.5 billion over five years may be expected. That funding is dependent on the 
federal government matching funds to two sources made available by the state: 

• Intergovernmental Transfers (IGT) 
• Designated State Health Programs (DSHP) 

 
Recent analysis of Demonstration funding reflects a lower than originally calculated amount in 
Demonstration Year 1. This affects how much money Accountable Communities of Health will receive to 
carry out their planned transformation projects under Initiative 1. It has implications for ACHs as they 
continue forming their Project Plans, which are due to the Independent Assessor by November 16, 2017. 

Decisions and context 
The Washington State Health Care Authority and leadership from the nine ACHs met in October 2017 to 
discuss the new projections and implications on project planning. Based on that conversation and 
subsequent follow-ups, ACHs made the following requests: 

ACH request: Amend the project scoring methodology so ACHs choosing four projects can earn their 
maximum project valuation. Under the current framework, ACHs that select four projects can only score 
up to 90% on their Project Plans.  

• HCA response: HCA will revise the scoring framework so that ACHs that choose four projects 
will be able to earn up to 100% on their Project Plans.  

 
What this means: The revised scoring framework provides an opportunity for all ACHs to earn their full 
valuation. Under the previous scoring methodology, ACHs that chose four projects were only able to earn 
up to 90% of maximum project funds for DY1. This was originally intended as a way to encourage ACHs 
to take on more than four projects.  

 

ACH request: Remove the tiered approach to scoring of the Project Plans (eliminating a “rounding 
down” effect of scores reaching a lowest-possible tier). Instead, base the score on a straight percentage 
valuation (for example, a score of 83% earns 83%. A score of 97% earns 97%). 

• HCA response: HCA will make this change. 
 

What this means: Rather than scores being rounded up or down (tiers), ACHs will earn funds based on 
their Project Plan scores. For example, a Project Plan that earns a score of 83% will receive 83% (rather 



than 80%), ensuring that ACHs can take advantage of the maximum amount of money available based 
on their scores. 

 

ACH request: To supplement the tiered approach request, ACHs that score 90% or higher receive 100% 
of maximum funds available to that ACH for Year 1. 

• HCA response: HCA will not make this change. The tiered approach to scoring has been 
removed in its entirety. There are two opportunities for ACHs to consult with the Independent 
Assessor to ensure ACHs are successful, but by eliminating the tiers, a round-up of this nature 
no longer makes sense.   

 
What this means: With the previous amendment to eliminate tiers, rounding up from 90% or more to an 
automatic 100% is no longer in line with ACHs earning a straight percentage valuation.  

 

ACH request: Maintain a percentage boost based on number of projects chosen.  

• HCA response: ACHs will be eligible to receive a percentage boost based on the number of 
projects selected: 
 
o ACHs will receive an additional 5% on Project Plan scores for selecting five projects. 
o ACHs will receive an additional 10% on Project Plan scores for selecting six projects, plus the 

possibility of receiving funds from the Project Plan Bonus Pool. 
o ACHs will receive an additional 15% on Project Plan scores for selecting seven projects, plus 

the possibility of receiving funds from the Project Plan Bonus Pool. 
o ACHs will receive an additional 20% on Project Plan scores for selecting eight projects, plus 

the possibility of receiving funds from the Project Plan Bonus Pool. 
 

What this means: HCA is preserving a Project Plan Bonus Pool, a one-time pool that rewards quality and 
quantity of projects. Although tiers and rounding has been eliminated, HCA recognizes the importance of 
supporting ACHs that require additional resources to carry out more projects. 

Implications for the Project Plan Bonus Pool 
HCA will preserve a Project Plan Bonus Pool, whereby dollars will be made available to ACHs that 
select six or more projects.  

Under the original methodology, ACHs that chose the minimum amount of projects (four) were eligible 
to earn up to 90% of available funds. The remaining funds would have been put into a Bonus Pool for 
ACHs that take on six or more projects. However, ACHs choosing four projects are now eligible to earn 
up to the full 100%.  

Under the revised scoring methodology, all ACHs have the opportunity to earn maximum valuation. In 
addition to the statewide opportunity to earn maximum valuation, the Project Plan Bonus Pool will 
recognize the significant effort to organize, implement, and report on six or more projects. This 
approach ensures that we are devoting every dollar available through the Demonstration to Medicaid 
transformation. 



How the Bonus Pool will be funded: In Year 1, whatever is not allocated through the Project Plan 
scoring and assessment process will be put into the Bonus Pool and awarded to ACHs that are 
implementing six or more projects. This ensures that we are maximizing the amount of funds available in 
Year 1. HCA continues to explore options to add funds to this pool. 

How funds in the Project Plan Bonus Pool are allocated: The Bonus Pool dollars will be allocated based 
on a methodology that weighs scores (pre-“boost” percentage points) and the number of projects 
selected (6, 7, or 8). Attribution will not be a factor for the Bonus Pool methodology. This ensures that 
the focus remains on developing the best possible Project Plans. 

FAQs 
Q: How did the State make these decisions? 
A: All changes to the scoring methodology were based on a combination of conversations with and a 
proposal from ACH executive directors, and consultation with HCA leadership and our authorizing 
environment, to make sure that any refinements to the scoring methodology result in the greatest 
positive impact to Washingtonians. 

All final decisions were vetted through the core values to advance health transformation and improve 
population health. The revised scoring methodology is based on the following principles: 

• The scoring methodology provides community flexibility, minimizes disruption, and allows ACHs 
to optimize the funding available to manage population health. 

• ACHs are responding to the best interests of their communities and choosing projects that have 
community support. 

• ACHs that have taken on greater risk and administrative burden by choosing a greater number 
of projects are supported. 

 
Q: Are ACHs that do fewer projects being penalized?  
A: No. As a result of conversations between HCA and ACHs, HCA determined that those choosing four 
projects will be able to earn up to 100% of available funding. The previous methodology only allowed 
those ACHs to earn up to 90% of maximum project valuation.   

Q: Does this approach disadvantage ACHs that do more than six projects? 
A: Compared to the previous methodology, there is a likelihood that fewer funds will be available in the 
Bonus Pool. However, ACHs doing more than four projects will still receive a percentage boost on final 
project scores, ensuring that they can optimize every dollar available in Year 1. HCA made this decision 
because the funding projections changed, therefore the level of community flexibility needed to adjust 
as well. 

This approach rewards quality as well as quantity. In the face of Year 1 budget adjustment, it allows 
communities the flexibility to determine projects that have the greatest positive impact while 
recognizing the additional effort for ACHs doing more projects.  

Q: Under the revised scoring methodology, will money still be available in the Bonus Pool?  
A: The amount of money available in the Bonus Pool depends on the outcome of Project Plan scores. As 
stated earlier, whatever is not allocated through the Project Plan scoring and assessment process will be 
put into the Bonus Pool and awarded to ACHs that are planning six or more projects. This guarantees 



that we are maximizing the amount of funds available in Year 1. HCA continues to explore options to 
add funds to this pool. 

Q: If an ACH that receives a scoring boost and/or bonus for selecting more projects decides to drop a 
project before January 31, 2018, what happens to the bonus fund and project score? 
A: There is no additional penalty for dropping a project before January 31, 2018. However, removing a 
project does result in an adjustment to the score, and the bonus would be adjusted accordingly. The 
benefit of removing a project before January 31, 2018, is that a formal Project Plan modification is not 
necessary. HCA is working with the Independent Assessor to develop a process for how an ACH would 
drop a project. 

Q: If an ACH that receives a scoring boost and/or bonus funds for selecting more projects needs to 
drop a project after January 31, 2018, will there be a claw-back of bonus funds? 
A: No. However, ACHs that drop a project will need to follow procedures for a formal Project Plan 
modification. In accordance with the DSRIP Planning Protocol, it is not guaranteed that maximum 
project valuation will be “rebalanced” across remaining projects if a project is removed after the January 
31 deadline. 

Q: How are projects chosen?  
A: ACHs identified projects in response to the needs of their region. Based on their needs assessment, 
ACHs have chosen projects that they believe will make the most significant impact on their 
communities, have the highest probability of improving the health of their population, and have the 
greatest support of community partners.  

Q: How do ACHs determine the number of projects to take on? 
A: The Medicaid Transformation Demonstration is designed to allow ACHs the flexibility to choose the 
size, scope, and number of projects to formally undertake (with a required minimum of four). Based on 
the unique needs of their region, input from community partners, capacity, and a number of other 
factors, ACHs determine the number and scope of projects to undertake.  

Key dates 
• November 16, 2017 – ACH Project Plans are due to the Independent Assessor 
• January 31, 2017 – Deadline for ACHs to drop a project from their Project Plan portfolio 
• February 2017 – Project Plan scores are finalized by Independent Assessor and approved by HCA 
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Winfried Danke

From: Klein, Kali A (HCA) <kali.klein@hca.wa.gov>
Sent: Thursday, November 02, 2017 11:08 AM
To: Winfried Danke; Provence, Marc (HCA); Zaichkin, Laura K. (HCA)
Cc: 'Tom Jensen (tjensen@ghcares.org)'; Dian Cooper (dcooper@cfamhc.org); 'Mike 

Hickman (MHickman@esd113.org)'; 'Carole Halsan (chalsan@willapa.net)'; Napier, 
Chase  (HCA); HCA Medicaid Transformation

Subject: RE: Finance Questions Regarding Project Portfolio

Hi Winfried, 
 
Thank you for your questions. We hope that the guidance below will be helpful and allow your region to make an 
informed decision about project selection.  
 
First, the language below is taken from the DSRIP Planning protocol which outlines the process for Project Plan 
modifications. This is the process that will apply to major changes after Project Plans are scored and approved. 
Additional details surrounding this process are still in development. 
 

No more than twice a year, ACHs may submit proposed modifications to an approved Project Plan for state 
review and approval/denial. In certain limited cases it may become evident that the methodology used to 
identify a performance goal and/or improvement target is no longer appropriate, or that unique 
circumstances/developments outside of an ACH’s control require the ACH to modify its original plan. Examples of 
these circumstances could include a significant regulatory change that requires an ACH to cease a planned 
project intervention or initiate substantial changes to the way a standard performance metric is measured, 
requiring an ACH to modify its planned approach.  

 
In order to request a Project Plan modification, an ACH must submit a formal request, with supporting 
documentation, for review by the state. The state will have 60 calendar days to review and respond to the 
request. Allowable Project Plan modifications are not anticipated to change the overall ACH project incentive 
valuation. However, modifications to decrease scope of a project may result in a decrease in the valuation of 
potential earnable funds. Unearned funds as a result of a decrease in the scope of a project will be directed to the 
Reinvestment pool and earned in accordance with the DSRIP Funding and Mechanics Protocol (Attachment D). 
The state will not permit modifications that lower expectations for performance because of greater than 
expected difficulty in meeting a milestone. Removal of a planned project intervention may result in a forfeiture of 
funding for that project as determined by the state. 

 
Second, in response to your specific questions: 
 

1. What determines the amount of money that an ACH can no longer earn if a project gets dropped after January 
31, 2018 due to non‐performance?  

a. If an ACH drops a project after January 31, 2018, the ACH would need to submit a formal request to the 
state. The state would review all supporting documentation for the request and then decide whether 
there would be an impact to the valuation of potential earnable funds for the remaining years of the 
demonstration.  
 

2. What happens if an ACH that has selected four project areas needs to drop one of its project areas due to non‐
performance? Is there a financial penalty, are any unearned funds at risk or are there any other financial 
implication? Specially, is there a risk that project funds will not be rebalanced across the remaining projects? 



2

a. Each ACH is required to implement at least four projects from the Project Toolkit. This is a baseline 
requirement. 

 
We acknowledge that these responses may not be as direct as you might like. We anticipate that any change that 
requires a potential project plan modification will be unique and will require a dialogue between the state and ACH. As a 
result, we are unable to anticipate whether a change would impact project valuation.  With that acknowledgment, it is 
important to remember that the Independent Assessor will be conducting regular reviews of project performance and 
status, with ample opportunity for feedback.  We also expect to continue to have ongoing dialogue with ACHs—both 
formal and informal—throughout the course of the demonstration.  Both of these communications channels are 
intended to help assure that any project performance questions and concerns are identified early, with sufficient 
opportunity for course correction.  We remain firmly committed to transformation project success. 
 
Please let us know if you have any follow‐up questions. 
 
Thank you! 
 
Kali Klein, JD 
Manager, Medicaid Transformation 
Division of Policy, Planning and Performance 
office: 360‐725‐1240 
Kali.Klein@hca.wa.gov   

 

www.hca.wa.gov 

     

 
 
 

From: Winfried Danke [mailto:dankew@crhn.org]  
Sent: Wednesday, November 1, 2017 12:08 PM 
To: Provence, Marc (HCA) <marc.provence@hca.wa.gov>; Klein, Kali A (HCA) <kali.klein@hca.wa.gov>; Zaichkin, Laura K. 
(HCA) <laura.zaichkin@hca.wa.gov> 
Cc: 'Tom Jensen (tjensen@ghcares.org)' <tjensen@ghcares.org>; Dian Cooper (dcooper@cfamhc.org) 
<dcooper@cfamhc.org>; 'Mike Hickman (MHickman@esd113.org)' <MHickman@esd113.org>; 'Carole Halsan 
(chalsan@willapa.net)' <chalsan@willapa.net>; Napier, Chase (HCA) <chase.napier@hca.wa.gov> 
Subject: Finance Questions Regarding Project Portfolio 
 
Dear HCA Medicaid Transformation Project Team, 
 
Thank you for seeking to be responsive to ACHs in your final ruling on the revised project plan scoring methodology that 
was announced last week. 
 
In order for our region to make an informed decision about the number of project areas to select, we are requesting 
further guidance.  
 
The questions below are prompted by the Q&A part of the document that HCA released last week (attached for 
reference). If we understand correctly, an ACH that selects more than four project areas cannot count on project dollars 
being rebalanced across the remaining projects, if a project area were to be dropped in later years. If the rebalancing 
does not occur, the financial impact could be considerable.  
 
This prompts the following questions: 



3

1. What determines the amount of money that an ACH can no longer earn if a project gets dropped after January 
31, 2018 due to non‐performance?  

2. What happens if an ACH that has selected four project areas needs to drop one of its project areas due to non‐
performance? Is there a financial penalty, are any unearned funds at risk or are there any other financial 
implication? Specially, is there a risk that project funds will not be rebalanced across the remaining projects?  

 
Thank you for answering these questions at your earliest convenience. I have copied the CPAA executive committee 
members for ease of communications. The committee is planning to discuss the implications of the revised project plan 
scoring methodology next Tuesday morning in preparation for our council and board meetings on Thursday. If you were 
able to provide us with answers to our questions by COB, Monday Nov. 7, that would be much appreciated.  
 
Sincerely, 
Winfried 
 
Winfried Danke| Executive Director    
CHOICE Regional Health Network 
Cascade Pacific Action Alliance  
1217 4th Ave E, Suite 200 • Olympia, WA 98506  
p. 360.539.7576 ext. 116 • f. 360.943.1164 
dankew@crhn.org | www.crhn.org | www.cpaawa.org 
 
CONFIDENTIALITY NOTICE: This e-mail (including any documents accompanying it) may contain confidential information belonging to the sender. The 
information is intended only for the use of individuals or entities named above. If you are not an intended recipient, you are prohibited from disclosing, 
copying, or distributing this information or taking any action in reliance on the contents. If you have received this email in error, please immediately 
notify me by telephone. 
 
 
 
 
 
NOTICE:  This message (including any attachments) may contain information that is privileged, confidential, 
proprietary and/or otherwise protected from disclosure to anyone other than its intended recipient(s). Any 
dissemination, copying, retention or use of this message or its contents (including any attachments) by persons 
other than the intended recipient(s) is strictly prohibited. If you have received this message in error, please 
immediately notify the sender by reply e-mail or telephone and permanently delete all copies of this message 
and any attachments.  Thank you for your cooperation. 
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Source: HCA Project Plan Webinar presentation (6/20/17; to be available online shortly) 
Subject to Change 

Preliminary Project Plan Scoring Framework 

14 

Section I: 
ACH Level 

 
30% 

+ 
Section II: 

Project Level  
 

70% 

= 
Project Plan  

Score   
Project Selection Bonus 

 

Score % Max Project 
Valuation for DY 1 

60-69% 60% 

70-79% 70% 

80-89% 80% 

90%+ 90% 

• Each section out of 100 
points (minimum of 60) 
required per section 

 
• Each project level 

section averaged 
together 

Projects Additional % max project                                  
valuation for DY 1 

4 0% 

5 5% 

6* 10% + possible unearned funds 

7* 15% + possible unearned funds 

8* 20% + possible unearned funds 

* The maximum an ACH will receive is 100% of project valuation for DY 1, plus the possibility for funds that are 
unearned by ACHs that achieve less than 100%. Unearned funds will be distributed based on Project Plan quality, 
project selection, and attribution. 

An ACH’s overall score on its Project Plan is based on the quality of the ACH’s responses to 
ACH level and project level questions, as well as the number of projects selected. 
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Subject to Change 

Project Plan Scoring Framework: Examples 

Section I & II Score # Projects Selected Valuation Eligible to Receive Portion of 
Unearned Funds? 

60% 

4 60% No 

6  70% Yes 

8 80% Yes 

80% 

4 80% No 

6 90% Yes 

8 100% Yes 

100% 

4 90% No 

6 100% Yes 

8 100% Yes 

For example: An ACH scoring a combined 80% on its Section I & II Project Plan and selecting 6 
projects would receive 90% of its Year 1 Project Incentive maximum potential funding 

amount, and would be eligible to receive a portion of the funds unearned across all ACHs. 





 

 
STATE OF WASHINGTON 

HEALTH CARE AUTHORITY 
626 8th Avenue, SE • P.O. Box 45502 • Olympia, Washington 98504-5502 

 
October 27, 2017  
 
 
 
Elya Moore Winfried Danke 
Executive Director  Executive Director 
Olympic Community of Health Cascade Pacific Action Alliance  
2500 West Sims Way 1217 Fourth Avenue East 
Port Townsend, WA 98368 Olympia, WA 98506 
 
 
Dear Elya and Winfried:   
 
SUBJECT:  Fully Integrated Managed Care   
 
Thank you for your letter regarding opportunities to support integrated managed care in your 
Regional Service Areas (RSA).  The Health Care Authority (HCA) appreciates your leadership 
and willingness to partner as we continue to move toward whole person care, including 
integrated financing and administration.   
 
First, I want to acknowledge our willingness to engage in discussions regarding strategies to 
support providers in the transition to Integrated Managed Care.  As you suggested, a successful 
transition will ultimately result in improved experiences and better outcomes for the recipients of 
care.  We appreciate and share your desire to explore opportunities to further support providers 
ahead of 2020. 
 
The Funding and Mechanics Protocol (approved by CMS on June 26, 2017) stipulates the 
timeline for qualification (implementation prior to 2020) and the two phases of incentive 
(binding letter of intent and actual implementation), so unfortunately, the Integrated Manage 
Care incentive funding is only available to regions moving to adoption in 2019 or earlier.  That 
being said, below are several strategies we believe are worth exploring: 

 

• Engaging in discussion with partners in your region early on in the process, including 
HCA staff support to provide guidance, discuss lessons learned, etc. 

• Providing opportunities to inform future procurement efforts and engage in the design 
process to the extent possible.   

• While we do not have other financing mechanisms identified to support adoption in 2020, 
we can explore the use of existing Practice Transformation resources under SIM, 
promising practices from early and mid-adopters, and strategies to support providers with 
Integrated Manage Care planning as part of a broader bi-directional integration project 
(2a). 



Elya Moore 
Winfried Danke  
October 27, 2017 
Page 2 
 
 
We look forward to connecting with you to discuss these options.  We will reach out to provide a 
few options to meet, per your suggestion. If you have any questions, please contact me at 360-
725-1863 or via email at MaryAnne.Lindeblad@hca.wa.gov.  
 
Sincerely, 

 
MaryAnne Lindeblad, BSN, MPH 
Medicaid Director 
 
By email, mail  
 
cc: Rick Weaver, Senior Policy Advisor, BHI, GOV 
 Laura Zaichkin, Acting Chief Policy Officer, PPP, HCA 
 Chase Napier, Acting Deputy Chief Policy Officer, PPP, HCA 
 Marc Provence, Director, OMT, PPP, HCA 

Alice Lind, Grants and Program Development Manager, MPOI, HCA 
 Isabel Jones, Integration Policy Manger, PPP, HCA 
 
 

mailto:MaryAnne.Lindeblad@hca.wa.gov


 
 

 
STATE OF WASHINGTON 

HEALTH CARE AUTHORITY 
626 8th Avenue, SE • P.O. Box 45502 • Olympia, Washington 98504-5502 

 
November 3, 2017 
 
 
 
Dear Managed Care Organizations, Behavioral Health Organizations, Accountable Communities 
of Heath, and Other Interested Parties: 
 

SUBJECT:  INTEGREATED MANAGED CARE – NUMBER OF MANANAGED CARE 
ORGANIZATIONS - REQUEST FOR REGIONAL INPUT BY 12/1/17  

 
The Health Care Authority (HCA) is preparing to release a final Request for Proposals (RFP) to 
secure Managed Care Organizations (MCOs) that will implement Integrated Managed Care in 
the remaining regions across the state of Washington. As part of this RFP, HCA will include 
the number of MCOs it intends to contract with, within each Regional Service Area (RSA). 
 
Though the final number of MCOs selected will depend on the results of the procurement, HCA 
proposes using the following methodology to determine the number of proposed MCOs per 
region:  
 

1. Up to 150,000 Medicaid lives:  3 MCOs 
2. 150,000-250,000 Medicaid lives:  4 MCOs 
3. 250,000 or more Medicaid lives:  5 MCOs 

 
 
This approach would result in the following number of MCOs by region:    
 

Region Number of Medicaid Enrollees Number of MCOs 

Greater Columbia 264,379 5 
King 426,683 5 
North Sound 282,394 5 
Salish 85,743 3 
Pierce 232,427 4 
Spokane 217,158 4 
Thurston-Mason 87,986 3 
Great Rivers 103,017 3 

 
 
These numbers serve as a guideline, not an absolute requirement. As previously stated, HCA 
welcomes input from regions on their preference for the number of MCOs contracted.  
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Page 2 
 
 
Please provide any recommendations to this approach by December 1, 2017. Recommendations can 
be sent to Alice Lind via email at alice.lind@hca.wa.gov. Thank you. 
 
Please forward information to any interested party.   
 
Sincerely, 

 
MaryAnne Lindeblad, BSN, MPH 
Medicaid Director 
 
By email   
 
cc: Rick Weaver, Senior Policy Advisor, BHI, GOV 
 Alice Lind, Grants and Program Development Manager, MPOI, HCA 
 Isabel Jones, Integration Policy Manger, PPP, HCA 
 

mailto:alice.lind@hca.wa.gov
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DRAFT Equity Lens 

Goals: 

• Ensure equity has been thoroughly considered for each major decision 
• Increase CPAA’s impact towards improving equity 

 

Definitions: 

Health equity means that everyone has a fair and just opportunity to be as healthy as 
possible. This requires removing obstacles to health such as poverty, discrimination, and 
their consequences, including powerlessness and lack of access to good jobs with fair 
pay, quality education and housing, safe environments, and health care.  

 

For the purposes of measurement, health equity means reducing and ultimately 
eliminating disparities in health and its determinants that adversely affect excluded or 
marginalized groups. 

 

Scoring: 

1. Review and answer all the questions on the next page 
2. Use this scale to give an overall score for each area in the table below:  

1) fails to consider, or negatively impacts equity 
2) neutral or minimal impact (+/-) on equity 
3) likely to improve equity 

3. Add all three areas and compare the total score to the following: 

3-5   The decision hasn’t fully accounted for equity (need to improve areas that score a 1) 

6-8   The decision adequately considers equity 

  9       The decision is likely to improve equity 

 

 

Decision Purpose People & Places Process & Power Total 
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Questions: 

Decision 
Purpose 

• To what extent is the decision motivated by improving equity? 

• Will this decision lead to measurable results related to equity? 

• If this decision is not strongly focused on equity, what alignment exists with 
other aspects of CPAA work that is? 

People & 
Places 

• Are specific population groups affected (check all that apply): 

 Low income 
 Specific race/ethnicity:__________________________________ 
 Specific race/ethnicity:__________________________________ 
 Specific race/ethnicity:__________________________________ 
 Limited English Proficiency 
 Immigrant and/or refugee  
 Lesbian, Gay, Bi-sexual, Transgender, or Queer 
 Homeless 
 Women 
 Other:________________________________________________ 

• Is the impact on any of the above people disproportionate or substantially 
different? If yes, describe what you observe. 

• Are specific places affected (check all that apply): 

 Entire CPAA Region 
 Urban 
 Rural 
 Cowlitz 
 Grays Harbor 
 Lewis 
 Mason 
 Pacific 
 Thurston 
 Wahkiakum 

• Why are impacts focused in the places above, and are there opportunities to 
improve equity through the places affected? 

Process & 
Power 

• How have representatives of people and places listed above been 
meaningfully included in developing and/or reviewing the decision? 

• How has the process to develop the decision explored possible negative or 
unintended consequences? Are additional considerations needed? 

• Who is accountable for possible negative or unintended consequences and 
how likely are they to recognize and correct problems, if they occur? 

• Does the decision do anything to empower historically marginalized people? 

 



Handout for DRAFT Equity Lens Test 

Excerpts from CPAA MTD Project Plan Draft, Section I, Process for Soliciting Robust 
Public Input 

For CPAA, successful community engagement is achieved when diverse community members, 
including Medicaid beneficiaries, and organizations representing different community 
perspectives actively participate in collaborative regional health improvement and when the 
community voice meaningfully informs the work of CPAA. Indicators of success include the 
number of community members and organizations representing diverse community 
perspectives that actively participate in CPAA meetings, broad representation of community 
members and community organizations from across the region, and sustained, consistent 
participation. Another key indicator is the degree to which CPAA decisions and actions reflect 
the needs and interests of the community. 

… 

 Public Engagement Process 

1. All CPAA meetings, with the exception of board executive sessions, are open to the 
public. 

2. At Council meetings, the public is welcome to participate actively in discussions and 
shaping recommendations for actions from the council to the board. 

3. At Board meetings, the public has the opportunity to comment. Public comments are 
considered by the board and entered into the meeting record. 

4. The public is welcome to participate in all CPAA work groups and assist with project 
design and implementation planning. 

5. The public is encouraged to participate actively in each of the seven local community 
forums. 

6. CPAA will continue to convene its Community Advisory Council. During project 
implementation planning, the council will gather monthly to review and shape project 
designs and implementation plans. 

7. CPAA will maintain a consumer representative on its board and seek to expand 
consumer participation in council meetings by offering stipends and transportation 
assistance. 

8. CPAA will conduct periodic online surveys to gather broad consumer feedback and 
input on specific project design elements. 

9. CPAA will maintain bi-directional communication channels, including the CPAA website 
with a “chat box” and social media, to allow for the meaningful exchange of ideas, 
suggestions and concerns from the public during project planning and implementation. 

10. CPAA will host an annual “community summit” to update the public on the progress 
made with Medicaid Transformation planning and implementation and allow for public 
input and feedback. 

11. CPAA will publically post progress reports about the Medicaid Transformation project, 
e.g., on its website and in newsletters. 
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