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For Partnering Providers 
 
Overview: Better Health Together (BHT) is an Accountable Community of Health (ACH) representing a six-
county region in Eastern Washington, including Spokane, Lincoln, Adams, Ferry, Pend Oreille, and Stevens 
counties. As the backbone organization of our ACH, BHT is convening and coordinating organizations who 
impact health to take part in the Medicaid Transformation; a five-year opportunity to radically improve 
health through innovative and cooperative redesign of the Medicaid delivery system. These efforts are 
tied to the state’s Healthier Washington initiative, and made possible by the state’s successful acquisition 
of an 1115 Medicaid Waiver. 
 
Throughout the next five years, local primary care, behavioral health, and emergency department settings 
will develop and implement practice-level Transformation Plans designed to meet improvement goals of 
specific outcome Measures (See attached Medicaid Transformation Measures) set by the Health Care 
Authority (HCA). Success in meeting these outcomes will not be possible without establishing partnerships 
with other sectors, such as social determinants, public health, EMS, county, and many more.  
 
To coordinate this work and promote the formation of those partnerships, BHT is assembling six county-
based Community Health Transformation Collaboratives (Collaboratives) which will drive development 
and implementation of localized plans. These will also be the official bodies through which organizations 
will earn Medicaid Waiver dollars as part of Transformation efforts. For the purposes of participation in 
the Collaboratives, Partnering Providers are entities or individuals that deliver direct services to Medicaid 
clients in the BHT region, regardless of whether those services are currently funded by Medicaid. Services 
may be medical or supportive services and Partnering Providers may include clinical providers, 
community-based organizations, county governments, and/or tribal governments and providers, among 
others. 
 
Expectations for Collaborative participation will differ by Partnering Provider type: 

(1) Partnering Providers offering primary care, behavioral health, or emergency department 
services to Medicaid clients in the BHT region will be expected to develop individual Partnering 
Provider Transformation Plans in accordance with forthcoming BHT guidance. Primary care and 
behavioral health Partnering Providers will also be asked to complete a Medicaid 
Transformation Project (MTP) Capacity Assessment. See Deliverables section for more details.  

(2) All Partnering Providers, regardless of type of service offered, will be expected to participate in 
Collaborative planning meetings and to contribute to the development of the Collaborative 
Transformation Plan.    

 
Partnering Provider funding allocations reflect these different expectations. See Distribution of 
Transformation Planning Funds section for more details. 
 
BHT is now seeking signed MOUs to participate in these Collaboratives and in Transformation Planning 
efforts. To be eligible to participate in planning efforts for Medicaid Transformation and earn dollars 
attached to relevant planning milestones, Partnering Providers must meet eligibility requirements and 
sign and return this form to BHT by the established deadline.  
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BHT is required to provide proof to the HCA that we have obtained signed MOUs from Partnering 
Providers in our July 31, 2018 report.  
 
Distribution of Transformation Planning Funds:  
The BHT Board of Directors approved the methodology for distribution of Transformation Planning Funds 
in January 2018. Amount of Funds varies by services offered. See attached Funds Flow overview for 
detailed description of payout opportunity and amounts by setting.  
 
The state has contracted with Public Consulting Group (PCG) to act as the Financial Executor (FE). PCG will 
provide accounting and banking management support for DSRIP incentive dollars, distribute earned funds 
through the Financial Executor Portal (FE Portal), submit fund distribution reports to the state, and 
develop and distribute budget forms to participating providers for receipt of incentive funds. Financial 
Executor is a state-contracted entity responsible for administering funds to ACHs, Partnering Providers, 
and other Key Partners throughout the Medicaid Transformation Project. BHT will submit the distribution 
plan for Transformation Planning Funds to the Financial Executor in accordance with the policies and 
procedures set forth by the Financial Executor.  
 
After receiving this signed MOU, BHT will enter Partnering Providers into the FE Portal. Partnering 
Providers will then receive an automated email containing information about how to register themselves 
in the FE Portal. Partnering Providers will then execute a Standard Partnership Agreement, which 
completes the registration process. (See attached language for Standard Partnership Agreement). 
 
Deliverables:  
Payouts to Partnering Providers will be made upon completion of specific Transformation Milestones; 
these include:  

• Collaborative MOU: All Partnering Providers eligible once submitted on time, with complete 
information, completed W-9, and successful registration in FE Portal.  

• MTP Capacity Assessment: Primary care and behavioral health eligible once completed to the 
best of Provider ability, and submitted on time. 

o Please Note: March 2018 assessments are only for primary care and behavioral health 
providers, we expect to offer an assessment with a payout attached to all other settings 
at a later date.  

• FIMC Commitment and Readiness Assessment: for behavioral health providers only, completed 
to the best of Provider ability, and submitted on time. 

• Completion of Partnering Provider Transformation Plan: For behavioral health, primary care, 
and emergency department Partnering Providers only, eligible once completed to the best of 
Partnering Provider ability and submitted on time.  
 

Term and Conditions:  
By submitting this MOU, your organization agrees to meet these expectations to the best of your ability 
and commits your organization to engaging and participating in your appropriate Collaborative to support 
the submission of a BHT Region Transformation Plan in September. Your organization acknowledges that 
earning payments from the ACH will require the completion of specific milestones, and adherence to the 
above timeline.  
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Expectations for Participation:  
It is the expectation that the Partnering Providers are responsible for:  

• Participating in Collaboratives as are mutually agreed upon by the ACH and Partnering Provider. 
• Attending at least two out of every three Collaborative meetings. 
• Participating in conjunction with the ACH and other Partnering Providers in good faith to 

implement the selected Projects and achieve the DSRIP program’s goals. 
• Supporting development of Partnering Provider Transformation Plans while demonstrating 

cooperation and shared learning with other Collaborative Partners. 
• Supporting the development of a Collaborative Transformation Plan, coordinating individual 

activities across all Partnering Providers in a Collaborative. 
• Reporting financial and aggregate service or clinical data, as well as progress reports, to the ACH 

to the extent necessary for the ACH to meet its reporting obligations to the HCA. 
• Participating in the ACH governance process, as appropriate. 

 
Agreement: 
This completed and signed MOU commits your organization to participating as a Partnering Provider in 
Transformation Planning efforts, as part of a Community Health Transformation Collaborative within the 
Better Health Together ACH, and signals your agreement to receive payments in accordance with the 
Funds Flow distribution plan.  
 
Submitting this completed MOU on time will earn your organization a participation payment, to 
supplement the time and resources you will be committing to Transformation Planning efforts.  
 
This MOU signals your organization’s intent to participate for the full 5-year Transformation, but only 
commits you through the planning process that begins with the launch of the Collabortives in February 2018 
until our BHT Region Transformation Plan is submitted to HCA October 1, 2018. At this point, once the 
specific roles of Partnering Providers within projects has been identified in completed Transformation Plans, 
we will expect Partnering Providers to sign Contracts to fully participate in the 5-year Transformation.  
 
Your organization will earn $4,000 for submitting this completed MOU, and registering for the FE Portal.  
 
Instructions for Document Submission: 
To submit your completed documents, first visit www.betterhealthtogether.org/collaboratives. Then fill out 
the webform to access a link, where you can then upload them to our secure server. 
 
Any questions or problems uploading can be directed to Hadley Morrow by phone at 509.381.5567 or by 
email at hadley@betterhealthtogether.org. 
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Required Information 
 
 
In which county Collaborative(s) does your organization plan to participate in? Select all that apply:  

     Adams Ferry Lincoln Pend Oreille  Spokane  Stevens 
 
Setting Type select all that apply: 

Primary Care/Family Medicine/Pediatrics  

Behavioral Health: Mental Health and SUD  

ED, EMS-Fire, Police & Ambulance, Hospital  

Pharmacy  

Social Determinants: Housing, Food, Transportation  

Key Partners: Public Health, Oral Health, Chronic Disease, Special Services, County 

 
Organization Information  
 
Organization Name  
 
Lead point of contact for all Collaborative activities: 
 
Name 
 
Email Address 
 
 
List all sites, addresses, and point of contact with email for those sites in the space below (extra pages 
may be attached, if needed): 
 
 
 
 
 
 
 
 
 
 
W-9:    Attached Here   Previously Submitted  

https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&ved=0ahUKEwilh5n9o7rZAhXETd8KHXx4CNYQFggrMAA&url=https%3A%2F%2Fwww.irs.gov%2Fpub%2Firs-pdf%2Ffw9.pdf&usg=AOvVaw2mPwYuKu3uVwy4_2UnGXWl
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For Behavioral Health and Primary Care Providers Only:  
 
Recognizing that Partnering Providers who treat a higher number of Medicaid patients will have to 
produce a higher volume of work to meet Transformation goals, BHT is offering a Volume Accelerator 
payment based on the number of Medicaid lives your organization serves. If this section is left blank, you 
will not be eligible to receive this payment.  
 
How many unduplicated Medicaid patients did your organization serve in 2017?  
 
 
Recognizing that people of color may experience discrimination that affects their access to health care 
services and places them at higher risk of negative health outcomes, BHT is offering an Equity Accelerator 
payment to Partnering Providers based on the percentage of diverse patients they serve. If this section is 
left blank, you will not be eligible to receive this payment. 
 
Number of Medicaid patients served in 2017, by race & ethnicity: 
 

Race 

American Indian / Alaska Native   

Asian   

Black   

Native Hawaiian / Pacific Islander   

White   

Multiracial   

Other   

Unknown   

   

Ethnicity 

Hispanic    

Not Hispanic    

   

Signature:  
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FIMC Letter of Commitment for Behavioral Health Providers  
 
In October of 2017, the Better Health Together (BHT) region voted to become a mid-adopter of Financially 
Integrated Managed Care. This means that by January 1, 2019, Medicaid behavioral health providers must 
transition from contracts with the Spokane County Region Behavioral Health Organization (BHO) to 
contracting with Managed Care Organizations (MCOs). Voting to adopt earlier than the 2020 deadline 
earned BHT $8.6 million, 100% of which BHT will invest in providers to prepare for this transition. 
 
To be eligible for this support, BHT is requesting organizations first submit a signed commitment form, 
and then complete a self-assessment for behavioral health billing and share their answers with BHT. The 
results of these assessments provide BHT with a region-wide gap-analysis for FIMC readiness, which will 
help us determine what Technical Assistance services will be of greatest value to the region.  
 
Expectation of Commitment:  
By submitting this FIMC Commitment, your organization agrees to participate in the transition to FIMC 
in partnership with BHT. This will include:  

• Completing and submitting a FIMC Readiness Assessment to BHT by April 2018 
• Developing and submitting a FIMC Transformation Plan to BHT 
• Working towards organizational FIMC readiness by December, 31 2018  

 
These milestones must be completed in succession, i.e. one cannot be eligible for the FIMC Readiness 
Assessment payout without first completing the FIMC Commitment.  
 
Payments will be dependent on meeting the above milestones. If all expectations are met: 
 

Contracted BHO Providers providing mental health or substance use services will receive a base 
payment of $50,000 + a technical assistance payment of $20,000. 

  
Letter of Commitment $25,000 
FIMC Readiness Assessment  $20,000 
FIMC Implementation Plan $20,000  
FIMC Ready by 12.31 $5,000 

 
Tribal Behavioral Health Providers will receive a base payment of $25,000 + a technical assistance 
payment of $20,000. FIMC is not required for Native American and Tribal Health Providers, many of 
whom are already integrated, and this payment is to incent Tribal and Native organizations to 
participate in regional integration activities. 

 
Letter of Commitment $10,000 
FIMC Readiness Assessment  $20,000 
FIMC Implementation Plan $10,000  
FIMC Ready by 12.31 $5,000 
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Please Note: As of release of this document on February 22, 2018 the Spokane County Regional Behavioral 
Health Organization has not yet signed the MOU for FIMC. We will not release these payments until the 
Spokane County BHO has signed an MOU with Health Care Authority.  
 
 
Agreement:  
This signed and completed form commits your organization to working in partnership with Better Health 
Together towards FIMC readiness by December 31, 2018, and all the expectations listed above.  
 
 BHO Contracted Provider Tribal Health Provider  
 
 
Signature:  
 
 
 
W-9:    Attached Here   Previously Submitted 
 
Instructions for Document Submission: 
To submit your completed documents, first visit www.betterhealthtogether.org/collaboratives. Then fill out 
the webform to access a link, where you can then upload them to our secure server. 
 
Any questions or problems uploading can be directed to Hadley Morrow by phone at 509.381.5567 or by 
email at hadley@betterhealthtogether.org. 
 



 

Medicaid Transformation Measures 

  



 

 

Medicaid Transformation  
Toolkit Measures 

 

 Measure BHT Current 
State 
Average 

BHT Proxy1 
Improvement Goal 

Antidepressant Medication Management - Acute 53.0% 52% 54.5% 

Antidepressant Medication Management - Continuation  34.0% 33% 36.0% 

Child and Adolescents’ Access to Primary Care Practitioners  
(ages 12-24 months) 

94.0% 94% 94.4% 

Child and Adolescents’ Access to Primary Care Practitioners  
(ages 2 - 6 years) 

86.0% 86% 86.7% 

Child and Adolescents’ Access to Primary Care Practitioners  
(ages 7 - 11 years) 

91.0% 91% 91.5% 

Child and Adolescents’ Access to Primary Care Practitioners  
(ages 12-19 years) 

92.0% 90% 92.3% 

Comprehensive Diabetes Care: Eye Exam (retinal) performed 30% 31% 33.8% 

Comprehensive Diabetes Care: HbA1c Testing 83% 84% 84.0% 

Comprehensive Diabetes Care: Medical attention for nephropathy  87% 86% 87.7% 

FUA: Follow-up After Discharge from ED for Alcohol or Other Drug 
Dependence (30 day) 

29.5% 29.4% 30.1% 

FUA: Follow-up After Discharge from ED for Alcohol or Other Drug 
Dependence (7 day) 

22.0% 22.2% 22.5% 

FUM: Follow-up After Discharge from ED for Mental Health (30 day) 73.2% 72.0% 74.7% 

FUM: Follow-up After Discharge from ED for Mental Health (7 day) 63.8% 61.1% 65.1% 

FUH: Follow-up After Hospitalization for Mental Illness (30 day) 88.1% 79.8% 89.9% 

FUH: Follow-up After Hospitalization for Mental Illness (7 day) 76.8% 65.8% 78.3% 

Inpatient Hospital Utilization  10.6 10.4 10.4 

Medication Management for People with Asthma (5 – 64 Years)  32% 28% 33.5% 

Mental Health Treatment Penetration (broad) -- 12-17 years These measures do not currently have data 

Mental Health Treatment Penetration (broad) -- 18 - 64 years 40.9% 42.9% 41.7% 

Mental Health Treatment Penetration (broad) -- 65+ years These measures do not currently have data 

 
Continued on back 

  

                                                             
1 BHT Proxy Measures estimated based on historical data. Actual improvement goals expected to be set in 
Fall 2018 



 

 
 

Measure BHT Current 
State 
Average 

BHT Proxy 
Improvement Goal 

Outpatient  Emergency Department Visits per 1000 Member Months  - 
10-17 years (Broad measure) 

36 37 35.3 

Outpatient  Emergency Department Visits per 1000 Member Months  - 
18-64 years (Broad measure) 

55 54 53.9 

Outpatient  Emergency Department Visits per 1000 Member Months  - 
65+ years (Broad measure) 

These measures do not currently have data 

Percent Homeless (Narrow Definition) - 0-17 years These measures do not currently have data 

Percent Homeless (Narrow Definition) - 18-64 years 3.8% 4.8% 3.8% 

Percent Homeless (Narrow Definition) - 64+ years These measures do not currently have data 

Plan All-Cause Readmission Rate (30 Days) 15% 15% 14.7% 

Substance Use Disorder Treatment Penetration - 12-17 years These measures do not currently have data 

Substance Use Disorder Treatment Penetration - 18-64 years 24.2% 25.6% 24.7% 

Substance Use Disorder Treatment Penetration - 65+ years 

These measures do not currently have data 
 

Substance Use Disorder Treatment Penetration (Opioid) -- 12-17 years 

Substance Use Disorder Treatment Penetration (Opioid) -- 18 - 64 years 

Substance Use Disorder Treatment Penetration (Opioid) -- 65+ years 

Patients on high-dose chronic opioid therapy (doses > 50 mg.MED) 

Patients on high-dose chronic opioid therapy (doses > 90 mg.MED) 

Patients with concurrent sedatives prescriptions (Measure specification 
in development) 

Statin Therapy for Patients with Cardiovascular Disease (Prescribed) 26.0% 20% 26.5% 

 



 

Funds Flow Overview 

  



 
 

Collaborative Payout Timeline 
 

Overview 
To support BHT’s launch of Community Health Transformation Collaboratives, Participating Partners will work towards 
accomplishing specific Medicaid Transformation milestones to receive 1115 waiver payouts.  
 
Each milestone must be met in succession, meaning an organization cannot be eligible for a payment without first completing all 
of the milestones preceding it. For example, until an organization completes the MOU, they will not be eligible for the MTP 
Assessment payout.  
 
Please note this is the first round of guidance and prioritizes assessment and planning for primary care, emergency department, 
and behavioral health agencies, which carry the majority of the risk and responsibility for transformation projects. There will be 
milestones, assessment and earning opportunities for settings outside of PC and BH to be released at a later date.  
 

Action  Eligible Partners  Release Due Date Payout Eligibility $ to be earned 
Collaborative 
MOU 

All Settings Feb 22 Preferred Due 
Date: March 12 
for April payout 
 
Final Due Date: 
April 10 for May 
payout  

Eligible upon BHT 
receiving form on 
time and accepting as 
complete with W-9 
and notification of 
successful 
registration in FE 
Portal.  

$4,000 

Volume 
Accelerator  

PC & BH Feb 22 with 
Collaborative 
MOU 

Same as above Self-reported 
unduplicated 
Medicaid Count 

Serves 501-2500 
beneficiaries: $5000 
serves 2501-25,000 
beneficiaries: $15,000 
serves more than 25, 
0000 beneficiaries: 
$50,000 

Equity 
Accelerator 

PC & BH Feb 22 with 
Collaborative 
MOU 

Same as above Self-reported 
Medicaid 
demographics 

Less than 10% ethnic 
diversity of Medicaid: 
$0 
10-24% ethnic 
diversity of Medicaid 
population: $ 25,000  
25% or more ethnic 
diversity of Medicaid 
population: $50,000 

MTP Capacity 
Assessment 

PC & BH 
 
(Other settings 
to complete 
assessment 
eligible for 
payout at later 
date TBD) 

Triggered by 
completion of 
Collaborative 
MOU 

Preferred Due 
Date: March 28 
for April payout 
 
Final Due Date: 
April 4 for May 
Payout 

Eligible upon BHT 
receiving assessment 
on time and 
accepting as 
complete 

PC: $15,000 
BH: $5,000 



 
 

Collaborative Payout Timeline 
 

Action  Eligible Partners  Release Due Date Payout Eligibility $ to be earned 
FIMC Letter of 
Commitment* 

Contracted BHO 
Providers and 
Native /Tribal 
Behavioral 
Health 
organizations 

Release: Feb 22 Preferred Due 
Date: March 12 
for April payout 
 
Final Due Date: 
April 10 for May 
payout 

Eligible upon BHT 
receiving form on 
time and accepting as 
complete with 
signature, completed 
w-9, and successful 
registration in the FE 
Portal 

BHO: $25,000 
 
Native/Tribal:  
$10,000 

FIMC Readiness 
Assessment* 

Contracted BHO 
Providers and 
Native /Tribal 
Behavioral 
Health 
organizations 

Release 
triggered by 
completion of 
Collaborative 
MOU 

Preferred Due 
Date: March 28 
for April payout 
 
Final Due Date: 
April 4 for May 
Payout 

Eligible upon BHT 
receiving assessment 
on time and 
accepting as 
complete 

BHO: $20,000 
 
Native/Tribal: 
$15,000 

FIMC 
Implementation 
Plan* 

Contracted BHO 
Providers and 
Native/Tribal 
Behavioral 
Health 
organizations 

Release 
triggered by 
completion of 
Collaborative 
MOU 

TBD As soon as received  BHO: $15,000 
Native/Tribal: 
$10,000 

Partnering 
Provider 
Transformation 
Plan 

BH, PC, ED   Due June 30, 
2018 

Eligible upon BHT 
receiving on time and 
complete 

PC: $35,000 
BH: $30,000 
ED: $5,000 

FIMC Ready by 
12.31.2018* 

Contracted BHO 
Providers and 
Native/Tribal 
Behavioral 
Health 
organizations 

 12.31.2018 Eligible upon being 
FIMC ready by 
12.31.2018 

$5,000 

 
*Please Note: as of release of this document on February 22, 2018, the Spokane County Regional Behavioral Health Organization 
has not yet signed the MOU for FIMC. BHT cannot confirm release dates for FIMC payments until that step is completed.  



 
YEAR 1 PROJECT FUNDS EXECUTIVE SUMMARY 

Approved by BHT Board 1.24.2018 

 
Principles applied to the development of the YEAR 1 Project Funds Model: 

• Maximize investment to Providers and Partners to support planning efforts as quickly as possible 

• Hold back a % of dollars to distribute post assessments to address identified gaps, the Waiver 
Finance Committee will develop policy to address 

• The Funds Flow model is developed to support our Collaborative Setting structure.  
➢ The model recognizes our Collaborative structure and the expectation of the increased 

role the Primary Care Provider will play as the “quarterback” for coordinating the health 
for the Medicaid population 

➢ The model assumes the goal is 100% of all Medicaid recipients have annual engagement 
with Primary Care for prevention activities 

➢ The model reflects the smaller population that accesses Behavioral Health services 
▪ The model accounts for the focus of FIMC Incentive payments to ensure BH 

Providers are ready for clinical integration and Value Based Payment adoption 

• The model acknowledges the Board’s intent to actively engage via the Collaboratives with oral 
health, pharmacy, EMS/EDs and Social Determinant of Health partners to meet regional health 
priorities. 

➢ The model attempts to balance investments needed in the Health Care and Social 
Determinant of Health settings that will be instrumental in the achievement of improved 
Medicaid Population health outcomes and contribute to the sustainability of statewide 
and regional Health System transformation and Value Based Payment adoption 

• For 2018 Funding 
➢ Focus on investing and providing flexibility to Providers and Partners to plan for individual 

organizational transformation and Collaborative efforts  
➢ Support realized and anticipated expenses for planning  
➢ Encourage long-term participation and buy-in 

 
Elements considered and incorporated into the Year 1 Project Funds: COLLABORATIVE 

• Collaborative Distribution is 55% of total dollars earned, $5,500,000 
➢ This amount will be finalized once the ACH receives Year 1 Project Fund evaluation the 

first week of February. We expect to receive funding in March 2018 from the Health Care 
Authority. 

• There are 3 buckets of funding:  

• Base Funding that incorporates Participation, Commitment, Assessment and completion of 
Transformation Implementation Work Plans by organization and Collaborative 

➢ An organization may access multiple settings: 
➢ CHAS delivers Primary Care, Oral Health and Pharmacy: They would be 

eligible for 3 setting payments.   
➢ Spokane Regional Health District is both a contracted BHO provider and a 

Social Determinant of Health provider related to Chronic Disease they 
would be eligible for 2 setting payment 

➢ SPARC is a Behavioral Health Provider They would be eligible for 1 setting 
payment 
 
 
 
 



 
YEAR 1 PROJECT FUNDS EXECUTIVE SUMMARY 

Approved by BHT Board 1.24.2018 

• High Volume Funding acknowledges the needs of larger Primary Care and Behavioral Health 
providers to coordinate across multiple locations and more staff involved in delivery system 
efforts.  
➢ The attached model is a best guess by staff based on the information  

received from the Health Care Authority and the Health System Inventory. The identified 
partners are best guess and will be validated during the Commitment portion of the 
Collaborative development. 

• This fund will be allocated based on the following Tiers: 
➢ Tier 1: serves 500-2500 beneficiaries ($5,000) 
➢ Tier 2: serves 2501-25000 beneficiaries ($15,000) 
➢ Tier 3: serves over 25,000 beneficiaries ($50,000) 

• Equity Accelerator provides funding to Primary Care and Behavioral Health Providers based 
on self-reported ethnic diversity % from the Health System Inventory. This inventory will be 
required to qualify for this funding. The tiers of earnings are based on the region’s Medicaid 
population as 9% ethnically diverse. If a Provider serves more 10% or more ethnically 
diversity Medicaid population, additional investment can be earned: 

➢ Less than 10% Ethnic Diversity of Medicaid Beneficiaries: $0 investment 
➢ 10%-24% Ethnic Diversity of Medicaid Beneficiaries; $25,000 
➢ More than 25% Ethnic Diversity of Medicaid Beneficiaries: $50,000 

• Non-Primary Care and Behavioral Health providers only qualify for the Base Funding. 
➢ Base Funding is calculated on expected activities, deliverables and effect on 

Medicaid Population  
➢ There is no differentiation between rural and Spokane County providers 

• The attached Partner list is a best attempt by staff to identify likely Providers and Partners. This 
list was informed by Health System Inventory (HSI), Community Based Care Coordination, BHO 
contracted entities and HCA data on high volume Medicaid billers.  

➢ Native Health Partners are listed by the setting where they provide services 
➢ Each Collaborative will be required to have at least one provider delivering services 

related to, Social Determinant of Health-Housing, Food, Transportation and Key Partners: 
Public Health, Oral Health, Chronic Disease, and Target Populations. 

➢  The Letter of Commitment will finalize the set of partners and further inform the model. 
Please note there is a gap in information collected because not every partner completed 
the HSI. (for example: NEW Health, Kaiser, and several BHO Providers did not submit) 

• Release of payments will be based on achievement of required activities, see below for Timing of 
Payment: 

Participation As soon as letter of Commitment is received 

Letter of Commitment As soon as received 

Assessment As soon as received expected  

Implementation Plan 
Final due by June 30 

*There may be mid-check submissions required 
 
 

 
 



 
YEAR 1 PROJECT FUNDS EXECUTIVE SUMMARY 

Approved by BHT Board 1.24.2018 

TERMS: 
• Providers: Health Care Providers and Health Care Settings 

• Partners: Social Determinant Organizations 

• Primary Care: Includes Primary Care, Family Medicine and Pediatrics Providers 

• Behavioral Health: Includes Mental Health and Substance Use Disorder Providers and includes 
currently contract BHO Providers and Tribal Behavioral Health Providers 

• EMS: Includes Sheriff, Police, Fire, Ambulance 

• Oral: Dental Providers and Community Based organizations that support Oral Health  

• Pharmacy: Includes Pharmacist within health systems and community based 

• Social Determinant of Health (SDOH): Housing, Food, Education and Transportation: Prioritized 
SDOH partners that specifically address Waiver metrics (or achievement of metrics) 

• Key Partners: Public Health, Oral Health, Chronic Disease, and Target Populations 

• Volume: Refers to current Medicaid Providers who bill high volume of claims per HCA 

• Equity: Refers to efforts to address Ethnic and Communities of Color health inequities 
 



 
FIMC EXECUTIVE SUMMARY 

Approved by BHT Board on 1.24.2018 

 
General Principles applied to the development of the FIMC Incentive Model 

• Maximum investment to Behavioral Health Providers as soon as possible to support preparation 
for contracting with MCOs. 

• Hold back a % of dollars to distribute post Assessments to address identified gaps, the Waiver 
Finance Committee will develop policy to address 

• Incentivize BH Providers to prepare for the expectations of coordinating more robustly with 
Primary Care providers and preparing for Value Based Payment adoption 

• For 2018 Funding: 
o Focus on preparation for financially integrating managed care and readiness for go live 

on January 1, 2019 
o Support realized and anticipated expenses for planning  
o Encourage long-term participation and buy-in 

• It is expected that 2019 Funding will be allocated with an emphasis on individual, setting and 
collaborative performance and lives served vs a broad distribution across all Providers and 
Partners. 

 
Elements considered and incorporated into the FIMC Incentive Model: 

• FIMC Incentives are divided into two years. Year 1 payment is $3,120,000.  
➢ This amount is slightly less than we anticipated as the regional FIMC Incentive is 

calculated based on total Medicaid Lives for the region. Our region decreased total lives 
covered from 194,000 to approximately 174,000. 

➢ 11.30.2017 is our Benchmark for all data.  

• FIMC Incentives for Year 1 are proposed to be allocated to 33 Contracted and Tribal Behavioral 
Health Providers. 

➢ Contracted BHO Providers providing mental health or substance use services will receive 
a base payment of $50,000 + a technical assistance payment of $20,000. 

▪ This payment is equally disbursed with no differentiation between high volume 
providers and small providers. 

▪ This payment is not allocated based on counties served. 
▪ The rationale is there is a core set of effort required for financial integration 

regardless of volume and service area.  
➢ Tribal Behavioral Providers will receive a base payment of $25,000 + a technical 

assistance payment of $20,000. 
▪ This payment is equally disbursed with no differentiation between high volume 

providers and small providers. 
▪ The rationale is to incentive our Native American Health Providers to participate 

in the Integration activities in the region. 

• Both Contracted and Tribal Behavioral Health Providers will receive additional payments from 
Year 1 Project Funds. 

• Utilization of this payment will be at the discretion of the Contracted and Tribal BHO Behavioral 
Health Providers  

• Each Rural County will also receive a $50,000 rural accelerator. 
➢  The Collaborative will inform the ACH where those dollars should be directed and for 

what use. 
 



 
FIMC EXECUTIVE SUMMARY 

Approved by BHT Board on 1.24.2018 

 
RELEASE of PAYMENTS 
The release of payments will be based on achievement of required activities. 
 
Timing of Payment for BHO-contract Providers will be: 
 

Letter of Commitment As soon as received  $      25,000  

FIMC Readiness 

Assessment 

As soon as received, 

expected by April 4, 2018  $      25,000  

FIMC Implementation 

Plan 
As soon as received 

 $      15,000  

FIMC Ready  BY 12.31  $        5,000  

EH R Readiness  TBD   

    $      70,000  

 
Timing of Payment for Tribal Behavioral Health Providers, if Board approves on 1.24.2019, will be: 
 

Letter of Commitment As soon as received  $      10,000  

FIMC Readiness 

Assessment 

As soon as received, 

expected by April 4, 

2018  $      20,000  

FIMC Implementation 

Plan 
As soon as received 

 $      10,000  

FIMC Ready  BY 12.31  $        5,000  

EH R Readiness  TBD   

    $      45,000  

 



 

Standard Partnership Agreement 
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Standard Partnership Agreement 
 
 On January 9, 2017, the Centers for Medicare & Medicaid Services (CMS) approved 
Washington State’s request for a section 1115(a) Medicaid demonstration entitled Medicaid 
Transformation Demonstration (hereinafter “Demonstration”). Part of this Demonstration is a 
Delivery System Reform Incentive Payment (DSRIP) program, through which the State will 
make performance-based funding available to regionally-based Accountable Communities of 
Health (ACH) and their partnering providers. Attachment C to the Special Terms and Conditions 
(STCs) of the Demonstration contains a DSRIP Planning Protocol. 

 In order to assure consistent management of an accounting for the distribution of DSRIP 
funds across ACHs, the Health Care Authority (HCA) has selected a Financial Executor who is 
responsible for administering the funding distribution plan for the DSRIP program. 

 This STANDARD PARTNERSHIP AGREEMENT (SPA) sets forth the basic agreement 
between an ACH and a partnering provider Participant.  In addition, each ACH and Participant 
may enter into a PROJECT-SPECIFIC AGREEMENT (PSA) that sets forth each party’s 
responsibilities with respect to a specific DSRIP project submitted for approval to the  HCA as 
well the funding, project milestones, performance metrics, and payment schedules for that 
project.  

Article I. Basic Roles and Responsibilities 

Section 1.01 Roles and Responsibilities of ACH.  The ACH will have the following roles and 
responsibilities, in accordance with and subject to the Demonstration, this Agreement, the PSAs, 
and applicable law: 

(a) Establishing and maintaining a governance and organizational structure that complies 
with the terms of the Demonstration and the DSRIP Planning Protocol; 

(b) Developing and submitting a Project Plan for the approval of the Health Care Authority 
(HCA) that meets the requirements of the DSRIP Planning Protocol; 

(c) Preparing, filing and certifying progress milestones, performance metrics, and such other 
reports to HCA as are required under the Project Plan and the DSRIP Planning Protocol; 
and 

(d) Keeping partnering providers, including Participant, informed of all DSRIP related 
communications received by the ACH from the State and facilitating communication 
among the Partners regarding DSRIP matters. 

Section 1.02 Roles and Responsibilities of Participant.  Partnering providers, including 
Participant, will have the following roles and responsibilities, in accordance with and subject to 
the Demonstration, this Agreement, the PSAs, and applicable law: 

(a) Collaborating with the ACH and other partnering providers in good faith to implement 
DSRIP and the Project Plan; 
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(b) Complying with Project Plan and PSA requirements, including but not limited to timely 
and accurate reporting in accordance with the performance measures, project milestones, 
and timelines specified in the Project Plan and the PSA; and 

(c) Providing such other information as reasonably requested by the ACH. 

Section 1.03 Roles and Responsibilities of the Financial Executor.  Although the Financial 
Executor is not a party to this SPA, the parties acknowledge that the Financial Executor has the 
following roles and responsibilities, in accordance with and subject to the terms and conditions 
of the Demonstration: 

(a) Provide accounting and banking management support for DSRIP incentive dollars; 

(b) Distribute earned funds in a timely manner to participating providers in accordance with 
the state-approved funding distribution plans; 

(c) Submit scheduled reports to HCA on the actual distribution of transformation project 
payments, fund balances and reconciliations; and 

(d) Develop and distribute budget forms to participating providers for receipt of incentive 
funds. 

Article II. Distribution of DSRIP Funds: General Principles 

Section 2.01 Basis for Payment to Participant.  Participant will receive payment of DSRIP 
Funds from the Financial Executor in accordance with the payment schedule set forth in the 
Project Plan and PSA, only if and to the extent that the ACH has achieved the project milestones 
and performance measures specified in the Project Plan.  Any final payment decision is in the 
sole discretion of HCA. 

Section 2.02 Payments Contingent on Participant Performance.  Payment of DSRIP Funds to 
the Participant is contingent on Participant complying with the terms of this Agreement and the 
PSA, including timely submission of data to the ACH to meet the ACH’s reporting obligations to 
HCA; (ii) Participant’s performance on the project milestones and performance outcomes 
established in the Project Plan and PSA; and (iii) such other conditions and criteria as are set 
forth in the Project Plan and PSA.  Participant acknowledges in accordance with this section and 
Section 2.01, that it may not receive DSRIP funds, and that any such funds received may not 
cover all the costs or expenses related to Participant’s participation in a DSRIP Project Plan. 

Section 2.03 Advance Payments.  In the event that the Project Plan calls for advance payment 
of DSRIP Funds to Participant for specified purposes (“Specified Purpose Funds”), Participant 
shall use those Funds only for the purposes specified, and must return any funds to the Financial 
Executor or the ACH not so expended within 30 days of demand by the Financial Executor or 
the ACH. 

Article III. Record Retention and Auditing 
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Section 3.01 Retention of Records.  Each party shall retain all records (“Records”) relating to 
its activities related to the DSRIP program for a period of not less than six years, or as otherwise 
required by applicable law and regulations. 

Section 3.02 Sufficiency of Records.  The Records shall be sufficient to support confirmation 
that all data submitted by Participant to the ACH and by the ACH to HCA for any and all reports 
required by the ACH, HCA or CMS is accurate and complete. 

Section 3.03 Audit.  All Records relating to the DSRIP program are subject at all reasonable 
times to inspection, review, or audit by HCA and other state and federal officials so authorized 
by law, rule, regulation, or agreement.   

Article IV. Data Sharing and Privacy 

Section 4.01 Business Associate Agreement.  The parties agree that in order to implement a 
Project Plan, they may need to exchange protected health information (PHI).  PHI will be shared 
only in accordance with all federal and state laws, rules, regulations and agency guidelines 
applicable to the privacy and security of health information, including without limitation, the 
Health Insurance Portability and Accountability Act of 1996 and its related regulations 
(“HIPAA”), as modified or amended from time to time.  

Section 4.02 Sharing Confidential Information.  The parties acknowledge that, in addition to 
sharing PHI in accordance with the terms of the Business Associate Agreement, they may need 
to share other Confidential Information.  “Confidential Information” means information of a 
Party, regardless of the form or media in which it is disclosed, which is identified in writing or 
other manner as confidential, restricted, or proprietary.  The parties shall share Confidential 
Information in accordance with this Article IV. 

Section 4.03 Obligations of Confidentiality and Restrictions on Use.  A Party receiving 
Confidential Information from the other Party (the “Receiving Party”) shall not: (a) use the 
Confidential Information of the Party making the disclosure (the “Disclosing Party”), except as 
necessary to perform its obligations or exercise its rights under this SPA or to carry out the 
Project Plan or DSRIP Requirements; or (b) disclose or otherwise allow access to the 
Confidential Information of the Disclosing Party to a third party, except as permitted in this 
Section.  The Receiving Party shall protect the Confidential Information of the Disclosing Party 
with at least the same level of care as it protects its own Confidential Information of similar 
nature, but not less than a reasonable level of care. 

Section 4.04 Disclosure of Confidential Information to Representatives. The Receiving Party 
may disclose the Disclosing Party’s Confidential Information to the Receiving Party’s officers, 
directors, employees, professional advisors, and other agents and representatives to the extent 
such disclosure is necessary for the performance of their obligations under this Agreement; 
provided, however, that the Receiving Party shall cause such Confidential Information to be held 
in confidence by any such recipient. 

Section 4.05 Compelled Disclosure.  If a Receiving Party is requested by a court or state or 
federal regulatory body to disclose Confidential Information in any legal or administrative 
proceeding or determines that a disclosure is affirmatively required by applicable laws, the 
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Receiving Party shall promptly notify the Disclosing Party of such request or determination so 
that the Disclosing Party may take, at its expense, such steps as are necessary to protect the 
Confidential Information. If the Receiving Party is thereafter required to disclose the 
Confidential Information to the court or regulatory body compelling such disclosure or to which 
such disclosure is required to be made, only the part of such Confidential Information as is 
required by applicable laws shall be disclosed. 

Section 4.06 Exceptions. The obligations of confidentiality and restrictions on use as set forth 
in this Agreement shall not apply to any Confidential Information that: (a) is in the public 
domain or is otherwise publicly known, without any breach hereof; (b) was previously known 
prior to disclosure by the Disclosing Party hereunder to the Receiving Party free of any 
obligation to keep it confidential; (c) was rightfully received by the Receiving Party from a third 
party whose disclosure would not violate a confidentiality obligation owed by such third party to 
the Disclosing Party and which disclosure was not in breach of the Agreement; (d) was 
subsequently and independently developed by the Receiving Party without reference to such 
Confidential Information disclosed under the Agreement; or (e) was expressly approved for 
release by written authorization of the Disclosing Party. 

Section 4.07 Obligations Upon Termination. Upon expiration or termination of this Agreement 
for any reason, each Party shall promptly return, or destroy in a secure manner, any Confidential 
Information of the other Party and shall retain no copies thereof, except as required by law or to 
verify or document performance under this Agreement for audit purposes and to enforce its 
rights and defend itself from any claims or causes of action related to this Agreement or the other 
Party. Each Party shall extend the protections of this Agreement to any Confidential Information 
retained pursuant to this section and limit further uses and disclosures to those purposes 
permitted by this section.   

Article V. Dispute Resolution 

Section 5.01 Informal Dispute Resolution.  The parties will use their best, good faith efforts to 
cooperatively resolve disputes and problems that arise in connection with the Project Plan, this 
SPA and any applicable PSA.  The parties will attempt to resolve their dispute first through an 
informal dispute resolution process. One party will send a notice to the other party containing a 
detailed description of the issue under dispute, the good faith basis for the dispute, and a 
proposed resolution. Within fifteen (15) calendar days of receiving the notice, the disputing 
parties will meet at a mutually agreeable location or will hold a conference call to attempt to 
resolve the dispute.  Both parties will continue without delay to carry out their respective 
responsibilities under these Agreements while attempting to resolve any dispute. 

Article VI. Representations and Warranties 

Section 6.01 Each party represents and warrants that it is not presently debarred, suspended, 
proposed for debarment, declared ineligible or voluntarily excluded in any Washington State or 
Federal department or agency from participating in transactions (debarred).  Participant must 
immediately notify ACH if, during the term of this SPA, Participant becomes debarred.   
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Section 6.02 Each party represents and warrants that it is in compliance with, and will at all 
times hereafter comply with, all local, state, and federal licensing, accreditation and registration 
requirements and standards necessary for the performance of the Project Plan. 

Section 6.03 Each party represents and warrants that it has all requisite corporate power and 
authority to execute and deliver this Agreement and to consummate the transactions 
contemplated herein, and to perform its obligations in accordance with the terms of this SPA. 

Article VII. Miscellaneous 

Section 7.01 Independent Contractor.  ACH and Participant understand and agree that the 
Parties intend to act and perform their respective obligations under this Agreement and any 
accompanying PSA as independent contractors and that neither is an employee, partner, or joint 
venture of the other.   

Section 7.02 Required Insurance.  Each Party shall, at its own cost and expense, have in effect 
insurance coverage of such amounts and types usually maintained by entities such as the Parties, 
including but not limited to comprehensive general liability insurance, workers compensation, 
and errors and omissions coverage. 

Article VIII. Term and Termination 

Section 8.01 Term.  This Agreement shall terminate on December 31, 2021, unless terminated 
earlier in accordance with the provisions of this Article. 

Section 8.02 Termination by Participant.  Participant may terminate the Agreement on 30 
days’ written notice to the ACH. Participant may also terminate this Agreement by delivering 
written notice to ACH at least ninety (90) days before the end of any DSRIP Year (i.e., at least 
90 days before December 31st of each year). In such event, termination in accordance with this 
Article shall take effect at the end of the DSRIP year in which notice is provided, or earlier upon 
the written agreement of the Parties. Participant may terminate this Agreement immediately upon 
written notice to the ACH if HCA withdraws its approval for the ACH to participate in DSRIP. 

Section 8.03 Termination by ACH.  ACH may terminate this Agreement in the event that 
Participant breaches a material term of this SPA, any relevant PSA, or the Project Plan and fails 
to cure such breach within thirty (30) calendar days after receiving written notice from ACH 
regarding the breach (or such other longer cure period as ACH deems reasonable under the 
circumstances). In addition, ACH may terminate this Agreement upon twenty-four (24) hours’ 
written notice to Participant if any license, certification or government approval of Participant 
material to its performance under this Agreement is suspended, terminated, revoked, or 
surrendered. 

Section 8.04 Termination for Exclusion. Either Party may terminate this Agreement 
immediately if the other Party or any of its employees, agents or contractors are excluded from 
the Medicare or Medicaid program or any other federal or state health care program and, where 
the exclusion applies to the Party’s employees, agents or contractors, the Party fails to terminate 
such employees, agents or contractors within five (5) business days of becoming aware of the 
exclusion. 
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Section 8.05 Effect and Process in the Event of Termination. In the event of termination of this 
Agreement for any reason: (i) the Parties shall work together to assure that there is no 
interruption in needed services to members of the ACH patient population and Participant’s 
patients and (ii) Participant shall return any unexpended Specified Purpose Funds provided by 
ACH to Participant. Specified Purpose Funds that were expended by Participant as of the date of 
termination and DSRIP Funds provided to Participant as a bonus payment for past performance 
shall not be subject to return by Participant.  

Section 8.06 Termination for Uncured Breach. Either Party may terminate this Agreement 
upon the other Party’s material breach of its obligations hereunder, which breach is uncured for a 
period of thirty (30) calendar days after the non-breaching Party has given the breaching Party 
notice of that breach and requested that the breaching Party cure that breach; provided that no 
opportunity to cure shall be provided and termination shall be immediate in the event of (a) a 
breach that cannot reasonably be cured within thirty (30calendar days, (b) repeated breaches of 
the same obligation or (c) a breach that would expose the non-breaching Party to civil or criminal 
liability or would otherwise cause a violation of applicable laws, rules, regulations or 
accreditation standards applicable to a non-breaching Party. Termination of this Participation 
Agreement by either Party shall automatically terminate Participant’s participation in any Project 
under this agreement. 
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