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NCACH Whole Person Care Collaborative 
Planning Meeting 

 
 
Purpose of the Meeting:   
 

1. To develop a set of guiding or organizing principles, and next steps for the 
development of a whole person care learning collaborative for North Central 
Washington.    

2. Set parameters and process to: 
a. Define Whole Person Care  
b. Define initial activities and role for the collaborative 

3. Meet with Sue Dietz to determine how she might support our collaborative 
efforts.   

4. Determine whether there are other organizations or consultants whose 
services we should consider.  

 
Current Status:  
In April, The NCACH board approved moving ahead with the development of a 
Whole Person Care Collaborative to accelerate the transition of primary care 
practices in NCW (Okanogan, Chelan, Douglas, Grant Counties) toward the triple aim 
for the benefit of our citizens and in support of the Health Care Authority’s SIM 
grant and 1115 Waiver objectives.    A meeting with an ad hoc group of health care 
organizations in May supported the direction with the specifics to be determined.    
Another meeting was held on July 7th with several of our members and with Sue 
Dietz from the National Rural Accountable Care Consortium.   Because it was lightly 
attended and we have not met since, we are bringing Sue back to help us put some 
structure to this collaborative to allow it to move forward.    
 
Major Assumptions/Rationale for Adoption of Whole Person Care as a lead 
strategy for NCW. 

1. Care Transformation toward PCMH/Whole Person Care and Value Based 
Payment reform are being strongly advocated by CMS, the HCA , as well as 
policy advocates everywhere.   In other words: 

a. The move toward Whole Person Care is inexorable, it will involve 
difficult change, and the sooner we get moving the better. 

b. There are risks of moving too slowly and advantages to getting ahead 
of the game.  

c. Many practices in NCW have already invested time and effort in care 
transformation (PCMH) and are well down the road and others are 
planning to do so.  

2. Policy leaders (and therefore CMS & HCA) are pushing Whole Person Care 
because the research has demonstrated its efficacy in advancing the triple 
aim.   Furthermore, a fully capable primary care system will be better 
equipped to support non-clinical factors (social determinants) impacting the 



health of populations.   Whole Person Care should be considered a backbone 
or infrastructure strategy that will enable many other strategies envisioned 
by ACHs.   It seems like the best and quickest way to move the NCH forward.   

3. NCW has a unique opportunity in Washington State because: 
a.  We have a small number of organizations with a history of 

collaboration that provide a large percentage of the care in the region. 
b. We already have agreement in principle among many of these 

organizations that we can and should collaborate in order to move 
ahead more quickly and effectively. 

c. There are resources from a number of different (TCPI initiatives, HCA 
Transformation Hub) sources that might be repurposed toward a 
collaborative approach.    

4. A collaborative approach can achieve better results, more quickly because: 
a. We can share resources across organizations and deploy them more 

effectively 
b. Agreements on standardized processes and common clinical 

approaches will facilitate shared learning and acceleration of change. 
c. We can jointly develop systems and processes (HIE, care management, 

call arrangements, urgent care, nurse advice lines, etc.) that cross 
organizational boundaries.  This can reduce confusion for patients 
who frequently change insurance or providers and have to navigate 
system variation.    

d. We can create common measures and reporting mechanisms that 
chart progress together and promote learning from each other.   

5. Moving together will give us more credibility, visibility, and clout with the 
HCA, MCOs, TCPI sponsors, and perhaps other funders.   If we can 
demonstrate leadership and commitment by doing this together and 
effectively advance common goals we share with these organizations, we 
should engender their support.  There is strength in numbers if we can 
maintain a common front.   

 
 
Discussion Guide on Status relative to Whole Person Care: 
 

1. Where is your organization in the continuum of Whole Person Care 
transformation?   

a. Know it’s important 
b. Actively discussing  
c. Beginning to implement elements of it 
d. Well on our way to PCMH certification 
e. Fully implemented  
 

2. How will we define Whole Person Care and is important to agree on a 
standard definition, processes, measures, goals, & outcomes?    

a. What differentiates WPC from PMCH level 3 accreditation? 
b. What are the goals we expect to achieve under WPC? 



c. Is there a particular model (models) of WPC from which we could 
create our blueprint?   

 
3. What role do you see the ACH WPC collaborative and what do you see as our 

next steps?   What if any of these things would your organization find 
helpful?  

a. Convener of planning & learning sessions 
b. Lead members in discussions to achieve consensus on goals, methods, 

systems, processes,  
c. Negotiate with funders and contracts for coaches, consultants, & 

implementation resources on behalf of the members.   
d. Identify and contract with other consultative resources on behalf of 

members.    
e. Develop measurement and evaluation systems and tools to evaluate 

progress in achieving WPC. 
f. Other…….. 

 
  



Whole Person Care Collaborative  
Meeting Agenda 

 
Monday, August 29, 2016, 9:00 AM - 11:00 AM 

Chelan Douglas Health District  
200 Valley Mall Parkway, East Wenatchee 

 
AT Conference Toll-Free Phone Number: 1-866-906-9330       Code: 6361827# 

 
Time Topic/Purpose Who 
9:00 Introductions & Recap, approval of agenda 

• Premise, assumptions, rationale for WPC 
strategy 

• Updates from external environment (CMS, 
HCA) 

• Meetings/progress to-date 

Peter/Barry 

9:15  National Rural Accountable Care Collaborative  
• Gain understanding of the work Sue is 

leading and possibilities for WPC 
collaborative 

• Describe possible role Sue might play in 
helping to organize our collaborative 

• Respond to questions 

Sue 

9:55 Definition of WPC: 
• Peter summarize discussions with members 

about current status and goals for WPC 
• Establish parameters and priorities for WPC 

implementation.   
• Development of strategy document to guide 

implementation 

Peter, Cathy, All 

10:25 Define role of the WPC Collaborative 
• Each member describes:  

a. Their organization’s interest/current 
plans to implement some form of WPC 

b. Benefits they see from participation in a 
collaborative 

c. Specific roles they would like the ACH & 
collaborative to play 

d. Consensus on next steps 
 

All members  

10:45 Summary & Next Steps  
• Steering Committee Charter 
• Set future meeting schedule 
• Follow up/ next steps 

Barry  



 



Steering Committee Questions On Whole Person Care  
 
Your input regarding organizational readiness, success stories, and support needs will 
help develop a conversation at the 8/29 Steering Committee meeting. Peter Morgan will 
contact you for a brief phone conversation to cover the following questions. If you are 
not able to connect by phone prior to the meeting, please print and fax responses to 
886-6478, Attn: Cathy Meuret or e-mail them to her at Cathy.Meuret@cdhd.wa.gov 
 
Organization Name: ___________________________________________________ 
 
1)   How would you describe your organization’s readiness to move forward on a Whole 

Person Care model?  
 
 

a) Which elements of whole person care have you implemented or begun 
implementing?  

 
• BHS & Medical Care integration 
• PCMH certification  (Joint Commission, NCQA, or other model) 
• Integrated Clinical Pharmacist 
• 24/7 nurse advice line implementation 
• Care Management with aggressive outreach to vulnerable patients 
• Tighter integration with organizations addressing social determinants of health 
• Other:  

 
 
 
 
 
2) Would you participate in the design of a Whole Person Care model(s) that would be 

somewhat common across North Central Washington and in developing approaches 
to implementation of a standard model(s)?  

 
 

a) Is  there a particular model(s) you have seen that you would like considered? 
 
 
b) Are there specific attributes of a transformed primary care model that you would 

like to see adopted?     
 
 
 
 
3)   What role would you like North Central ACH to play in guiding a collective approach 

to Whole Person Care across North Central Washington?  In building a “learning 
collaborative”, a collective approach could take many forms along a continuum 



ranging from:  
 
a)  a relatively passive convener of events and distributor of information 
b)  to an authorized agent of primary care organizations in NCW that would 

i) organize comprehensive learning sessions and educational materials 
ii) collect, analyze, and share information on activities, progress in implementing 

WPC, and performance on quality metrics of all participants in the 
collaborative to be shared among members,  

iii) represent members of the collaborative by contracting with outside parties 
(HCA, CMS, MCOs, and TCPI contractors) on behalf of the members. 

c) Something in between a) & b) 
 

Please share your thoughts on the role.    
 
 
 
 
4)   Have you or your organization ever participated in a learning collaborative?  If so, 

what did you learn (positive and negative) from that experience that might help us 
design a collaborative for NCACH? 

 
 
 
 
 
5)   If you are already signed up with the National Rural Accountable Care Consortium 

(NRACC), what has been your experience so far with the implementation? Do you 
have any advice for NCACH about promoting it as a standard change platform for all 
of NCW?  If we were to ask for a more tailored approach to meet our needs, what 
suggestions would you make?  

 
 
 
 

6) What have you identified as provider and clinical staff learning needs in helping them 
prepare to transition to alternative care models, like whole person care, patient- 
centered care, and Value Based Payments? If you did provide training, what aspects 
or content were most beneficial for participants?  What aspects were not covered or 
what educational gaps have you identified?   

 
    

 
 
 

7)  Are there TCPI or transformation agents you have used that you would suggest we 
consider?  



Questions for Sue Dietz  
 
 
1. Describe the approach or work plan you might use to implement WPC across all of North 

Central Washington.   

a.  (e.g., what are the key steps, important milestones, pre-requisites for success, etc. you 

would use?)  

 

2. Is there a specific model or design of WPC you could articulate in some detail that we could 

discuss and know what we are building toward? 

a. What is it based on in the literature or in practical application that we might visit? 

b. How does it compare with NCQA or JCAHO standards for PCMH? 

c. How does it address our need to integrate BHS with medical care as well as meet other 

goals of the triple aim? 

 

3. How do the measure (34 Medicare Shared Savings Program Quality Measures) cited in your 

website correspond to the HCA core measures and/or NCQA measures for PCMH certification or 

Meaningful use standards?  

 

4. If we were to create a “learning collaborative” within the ACH, how might NRACC modify its 

approach and work with NCACH to bring teaching resources locally to optimize learning within 

our region? 

a. If we supplement NRACC resources with some of our own, would you be willing to 

modify your approach to accommodate our needs? 

  

5. If we sign up with NRACC, does it preclude organizations from contracting with other TCPI 

contractors for specific help?    

a. (e.g.,  If the Transformation Hub offers complementary services that could enhance our 

progress, will we be precluded from using them?)  

 

6. Is there a cost to the organization to participate?   

 

7. What are the requirements of the organization in terms of people, time commitment, etc.    
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Practice Transformation Network (PTN)  
Fact Sheet 
The National Rural Accountable Care Consortium (Consortium) is a non-profit organization that 
supports primary care practice transformation to improve care, reduce unnecessary healthcare costs, and improve patient satisfaction, while also improving the financial performance and sustainability of the participating practices. 
 In September 2015, the Consortium received a four-year cooperative agreement for up to $31 million 
from the Centers for Medicare & Medicaid Innovation (CMMI) Transforming Clinical Practices Initiative (TCPI). With this funding, the Consortium has established a Practice Transformation Network (PTN) that will assist more than 7,000 small and safety net practices transition from fee-for-
service payment models to value-based payment models including:   Advanced payment models, such as Medicare, Medicaid and commercial Accountable Care Organizations (ACO’s)  Physician’s Quality Reporting System (PQRS)   Value-Based Modifiers (VBM’s)   Merit-Based Incentive Program System (MIPS)   
It provides free, direct training and support for Practice Managers and Care Coordinators to facilitate value-based care, while providing the population health management infrastructure to support better 
care, lower costs, higher clinician and patient satisfaction and improved practice. The Network supports participating clinicians with the following free services and resources:  Set up your billable care coordination service  

for Medicare Patients 
Train, certify and mentor your Care Coordinators to manage the chronically ill: 
Practices provide a nurse to serve as the Care Coordinator (CC) for the chronically ill Medicare 
patients in the practice. After completing a six-week online course, the Care Coordinator will be tested and certified in a local workshop using the Iowa Chronic Care Consortium’s curriculum. He/she will 
belong to a regional learning cohort with regular mentoring and support calls and quarterly skill improvement workshops. These skills can be easily scaled to serve all payors in population health programs. 
Implement the necessary infrastructure to qualify for Chronic Care 
Management (CCM) and Transitions of Care Management (TCM) Medicare 
billing: 
The Network will integrate data from the practices’ Electronic Health Record (EHR) to the Lightbeam Health Population Management Solution to facilitate care coordination and quality improvement using 
flat files at no cost to the practice. Lightbeam Care Management software will provide evidence-based care plans available to all members of the care team 24/7, supported by a 24-hour advice nurse 
hotline – a requirement for billing Medicare for Chronic Care Management – and identify high risk 
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patients and gaps in care, create work queues and provide all necessary documentation of services 
for Medicare CCM and TCM billing. 

Redesign your practice to manage population health 
Report and improve ambulatory quality scores: 
Ambulatory quality scores will have significant impact on payment going forward. The Network will promote the 
reporting of the 34 Medicare Shared Savings Program ACO Quality Measures, which cover the basics of 
preventive care, patient satisfaction, care coordination and chronic disease management. Experts will work with 
the staff to implement quality improvement initiatives, identify reporting gaps and redesign front office workflows 
to maximize quality performance and value-based payments. 
 
Practice Managers and Care Coordinators will attend quarterly quality improvement workshops to improve 
quality scores and performance under value-based payments. After a didactic session, practice staff will work 
with quality improvement experts to design an implementation plan appropriate for the individual practice, with 
project managers and support staff following up to help overcome barriers and keep the practice on track in the 
program. 
Measure patient satisfaction at the point of care: 
Tablet-based patient satisfaction surveys will be deployed in each clinic. Practices will be provided with monthly 
reports of results to identify areas of potential improvement on this important metric that typically comprises 25% 
or more of the total quality score in value-based payments. 

Increase practice revenue and clinician satisfaction 
Increase practice revenue: 
Many of the activities that increase quality scores (Annual Wellness Visits, Smoking Cessation Counseling, 
Obesity Counseling, Chronic Care Management, Advanced Care Planning and many more) also generate 
significantly more revenue for the practice. The Network’s quality improvement workshops will work with staff to 
implement these programs under the supervision of the billing clinicians -- improving quality, revenue and 
clinician satisfaction. 
Maximize additional population health payments: 
Once the systems are in place to manage patients and report quality, practices are eligible for additional 
payments from commercial payors, Medicare Advantage plans, and Medicaid managed care organizations. 
Participants are offered no-risk, no-cost participation in a state-based clinically integrated network of like-minded 
independent practices, who will be offered opportunities to participate in enhanced payment models with multiple 
payors to get paid for managing population health. 
Identify the right advanced payment models for your community: 
Every practice has unique attributes that must be well understood in the context of advanced payment models. 
Whether it is bundled payments, accountable care organizations, comprehensive primary care initiatives, 
community care organizations or clinically integrated networks, the options are many and the pace of change is 
relentless. The Network subsidizes annual divisional leadership meetings that bring policymakers, clinicians and 
hospital administrators together to learn from each other, become fully educated on advanced payment options 
and develop strategic and operational plans that work for everyone. 
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Qualifying Network Participants: 
Physicians • PAs • NPs • Critical Access Hospitals (CAHs) • Rural Health Clinics (RHCs), Federally Qualified Health Centers (FQHCs) • Rural Fee-for-Service Clinics • Urban Fee-for-Service Practices   NOTE: Practice cannot already be part of any Medicare Shared Savings program (MSSP, 
Pioneer, NextGen, CPCI, etc.) and cannot be currently participating in any other CMMI Practice Transformation Network. Bundled payment participants are not excluded from participating. 
Requirements: 
The PTN is funded by a Centers for Medicare & Medicaid Innovation cooperative agreement and provides support, training, travel and programs at no cost to Providers. Providers are required to provide an in-house Care Coordinator and Practice Manager to attend quarterly quality 
improvement workshops to remain in the program. Through active participation in our PTN program, participants will gain the skills and knowledge that will allow them to move into the shared savings program of their choice, which may include an Accountable Care Organization (ACO), 
Medicare Advantage Plan, private-payor programs, or new emerging models from CMS. If not fully satisfied, the practice can terminate participation at any time with no penalty. 
 To apply, visit: www.NationalRuralACO.com/ApplyNow 
 

The project described was supported by Funding Opportunity Number CMS-1L1-15-003 from the U.S. Department of Health 
& Human Services, Centers for Medicare & Medicaid Services.  Its contents are solely the responsibility of the authors and do 
not necessarily represent the official views of HHS or its agencies. 



Get Ready for 
Value-Based Payments

Join Our Federally Funded Program Today

Use Federal Grants to Establish Your Entire 
Value-Based Infrastructure  

At No Cost to You

Use Federal Grants to Establish Your Entire 

Redesign your 
practice to manage 
population health

Increase 
your revenue

Set up your 
billable care 
coordination 

service
Qualify for 

PCMH 
Certification



Medicare’s goal is to have at least 85% of  
payments tied to quality and value by 2016. 
Using federal funds, we will get you ready. 

Set up your billable care coordination service
– Train, certify and mentor your care coordinators

– Implement the necessary IT infrastructure
- Provide a federally funded 24/7 nurse advice hotline

Redesign your practice to manage population health
– Modify clinic workflow to address care gaps  

– Provide data to identify cost savings opportunities

– Report and improve ambulatory quality scores

– Promote evidence-based medicine 

– Measure patient satisfaction at the point of care

Qualify you as a Patient-Centered Medical Home 
– Develop physician-led care teams

– Facilitate coordinated, integrated care

– Promote culture of quality and safety

– Increase access to primary care

Increase your revenue to preserve your future
– Increase local utilization

– Maximize additional population health payments

– Prevent value-based payment penalties

– Identify the right advanced payment models for your community

If you act now, you can establish your 
value-based infrastructure at no cost.

The Consortium will:



The Consortium and Rural 
Healthcare Transformation 

The National Rural Accountable Care Consortium 
is a non-profit organization that 
supports rural healthcare transformation. 

Our aim is to support rural practice 
transformation to improve care, 
reduce unnecessary healthcare 
costs and improve patient 
satisfaction, while also improving 
the financial performance and sustainability 
of rural health systems.

BETTER PATIENT

CARELO
W

ER
CO

ST

INCREASED
FINANCIAL PERFORMANCE

JOIN OUR FEDERALLY FUNDED PROGRAM TODAY

APPLY NOW
NationalRuralACO.com/ApplyNow 

916.500.4777   |   ptn@NationalRuralACO.com



In September of 2015, the Consortium received a 
four-year cooperative agreement from the Centers 
for Medicare and Medicaid Services (CMS) for up to 
$31 million to implement our Practice Transformation 
Network. The Consortium will assist more than 500 
rural communities in preparing for and participating 
in the new value-based payment models through this 
program. 

P.O. Box 1330, Nevada City, CA 95959
P: 916.500.4777
F: 916.914.2092

ptn@NationalRuralACO.com
www.NationalRuralACO.com

National Rural Accountable Care Consortium. A 501(c)(3) 
organization serving rural providers and healthcare systems.

�e project described was supported by Funding Opportunity Number CMS-1L1-15-003 
from the U.S. Department of Health & Human Services, Centers for Medicare & Medicaid 
Services.  Its contents are solely the responsibility of the authors and do not necessarily 
represent the o�cial views of HHS or its agencies.
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Steering Committee Charter: Whole Person Care Collaborative 

DDDRRRAAAFFFTTT 
 
Date: 8/22/16 
 
Name: The name of the committee shall be the Whole Person Care Collaborative Steering Committee, 

hereafter referred to as the Steering Committee.  
 
Goal: Through collaboration and the sharing of resources, improve the capacity of primary care providers in the 

North Central region of Washington State to develop and implement effective Whole Person Care in their 
particular clinical operations and community settings.  

 
Objectives:  

1. To produce a working strategy and timetable for the Collaborative, producing a structure, leadership 
and processes within a designated timeframe.  

 
2. To build agency and provider participation within the North Central Washington region, with a goal of 

at least 75% representation of patients in the region who have a primary care provider.  
 

3. To develop and adopt a Whole Person Care clinical framework that is scalable and adaptable to meet 
the needs of primary care providers within their operations and settings.  

 
4. To develop regional expertise through educational opportunities on value based payment and whole 

person care for primary care leaders and providers.  
 

5. To implement a Collaborative structure and processes based on the developed strategies. 
 

6. To monitor outcomes based on predetermined metrics.   
     
A. Purpose of the Steering Committee  

Primary Functions 

The primary function of the Steering Committee is to take responsibility for the feasibility, business case and the 
achievement of outcomes of the Whole Person Care Collaborative project for the North Central Washington 
Accountable Community of Health (NCACH). The Whole Person Care Steering Committee will monitor and review the 
project status, as well as provide oversight of the project deliverable rollout.  
 
The Steering Committee provides a stabilizing influence so organizational concepts and directions are established 
and maintained with a visionary view.  The Steering Committee provides insight on long-term strategies in support of 
expectations and requirements of key stakeholders, including participating agencies, the North Central Accountable 
Community of Health (NCACH), Washington Health Care Authority (HCA), and Centers for Medicare and Medicaid 
Services (CMS). Members of the Steering Committee ensure project objectives are being adequately addressed and 
the project remains under control. In practice, these responsibilities are carried out by performing the following 
functions: 
 

• Monitoring and reviewing the project at Steering Committee meetings; 

• Providing assistance to the project when required; 

• Controlling project scope as emergent issues force changes to be considered, ensuring that scope aligns with 
the agreed requirements of the project sponsor and key stakeholders; 

• Resolving project conflicts and disputes, reconciling differences of opinion and approach;  

• Formal acceptance of project deliverables.  

Approval Responsibilities 

The Steering Committee is responsible for approving major project elements such as:  
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• Prioritization of identified project objectives and outcomes; 

• Deliverables as identified in the project plan;  

• Budget, ensuring that effort, expenditures and changes are appropriate to stakeholder expectations; 

• Timelines; 

• Risk management strategies, ensuring that strategies to address potential threats to the project's success 
have been identified, estimated and approved, and that the threats are regularly re-assessed; 

• Project management and quality assurance practices. 

 
B. Collaborative Steering Committee  

Membership 

The membership of the Steering Committee will reflect the overarching aim to create and sustain a region-wide 
healthcare initiative. Agencies that elect to participate in the Whole Person Care Collaborative will select an agency 
representative to serve as a Steering Committee member.   

In addition to the project sponsor as ex-officio member, the Steering Committee will consist of the following members: 
 

Name Role Represented Agency 

Governing Board Project Sponsor NCACH 

Linda Evans Parlette Executive Director NCACH  

TBD Project Manager 
Committee Chair NCACH 

TBD Admin Assistant NCACH 

TBD Financial Advisor 
Treasurer NCACH 

Peter Morgan  Interim Committee 
Chair NCACH  

Kevin Abel Member Lake Chelan Community Hospital 

Diane Blake Member Cascade Medical Center 

Sheila Chilson Member Moses Lake Community Health Center 

Jeff Davis Member Confluence Health 

Brad Hankins Member Lake Chelan Community Hospital 

Jesus Hernandez Member Family Health Centers – Okanogan County 

Barry Kling Member Chelan-Douglas Health District 

David Olson Member Columbia Valley Community Health 

Dr. Peter Rutherford Member Confluence Health 

Theresa Sullivan Member Samaritan Healthcare 

Dr. James Wallace Member Family Health Centers - Brewster 

Dr. Doug Wilson Member Confluence Health  
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New members (e.g., new agencies, current member replacements) will be oriented to Committee goals and 
objectives, membership expectations, and current project status. 
 

The Role of a Steering Committee Member 

The Steering Committee is responsible for leveraging the experiences, expertise, and insight of key individuals at 
agencies who commit to project participation. Steering Committee members may not be directly responsible for 
managing project activities, but provide support and guidance for those who do.  

Individually, Steering Committee members are responsible for: 

• Understanding the strategic implications and outcomes of initiatives being pursued through project outputs;  

• Appreciating the significance of the project for some or all major stakeholders and represent their interests;  

• Being genuinely interested in the initiative and an advocate for broad support for the outcomes being pursued 
in the project;  

• Building a broad understanding of project management issues and the approaches adopted by the 
committee.  

 

In practice, this means that Steering Committee members: 
 

• Investigate best practice standards, care models, and accessible experts and resources;  

• Collect and analyze data from key stakeholder agency representatives and state and national resources; 

• Define the scope of the project (goals, objectives, timelines, metrics, finances, etc.) 

• Review the status of the project; 

• Ensure the project's outputs meet the requirements of key stakeholders;  

• Help balance conflicting priorities and resources;  

• Vote on proposals and decisions related to the project; 

• Provide guidance to the project team and users of the project's outputs; 

• Openly consider ideas and issues raised;  

• Check adherence of project activities to state and national standards of best practice; 

• Foster positive communication outside of the committee regarding the project's progress and outcomes;  

• Report on project progress to those responsible at a high level, such as participating agency executive and 
management groups, NCACH Governing Board, HCA and CMS;  

• Progress any whole-of-government issues associated with the project.  

C. Steering Committee Meetings 
 

Meeting Schedule  

The Steering Committee will hold regular meetings each month to keep track of issues and the progress of the 
project’s implementation and on-going stakeholder support.  

Special or Extraordinary Steering Committee meetings, sub-committee meetings, and educational events will be 
scheduled on a periodic basis.  
 

Regular Meeting Rules of Operation 

The Project Lead chairs the Steering Committee and facilitates the Steering Committee meeting. The Committee will 
follow modified Roberts Rules of Order in the conduct of meetings, motions, discussion and voting.  

Agendas will be distributed at least five (5) business days before the meeting.  
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Steering Committee meetings will be open to the public. The public will have the opportunity to raise issues and ask 
questions during the meeting. Unless there are exceptional circumstances, a time limit of 15 minutes will be set aside 
for the public to raise issues and ask questions. 

Meeting notes (of significant decisions and action items) will be distributed to Committee members via email within 
fourteen (14) business days of the meeting. Approval and any corrections to the notes will be performed at the next 
meeting. Once approved, minutes will be posted to the project webpage as soon as practical.  

The quorum for the Committee will be five voting members. Every matter requiring decision shall be determined by a 
simple majority of votes of the voting members present. In case of equality of votes, the Chair shall have a casting 
vote. 
 

Regular Meeting Agenda 

At each meeting, project status will be reported to the Committee by the Project Manager using a standard agenda 
outline such as the following: 

A. Introductory Items: 

• Introductions 

• Review Agenda 

• Approve and or correct minutes from last meeting 

• Review of actions arising from previous Steering Committee meetings. 

B. Review Project Status 

• Overall Status 
− Scope status 
− Schedule status 
− Budget status 
− Reason for deviation from green 

• New issues arising since the last Steering Committee meeting 

• Review and approval of project change orders 

• Budget 

• Milestone review 

• Formal acceptance of deliverables 

• Accomplishments against last meeting’s plans 

• Plans for the next reporting period 

• Outstanding issues, open points, project conflicts  

• Specific requests for assistance of the Steering Committee 
 

C. Consideration of other items relevant to the project 

D. Review and summarize new actions, responsible person, and “by whens” from the meeting 

E. Review plans, date and location of next meeting  
 

Participants with Reporting Responsibilities 

Additional participants may attend meetings as necessary and are not eligible to vote, unless specifically indicated 
when an issue or decision is presented to the Committee. 
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D. Steering Committee Management 
 

Conflicts of Interest and Conduct 

• All Steering Committee members shall be expected to declare any conflicts of interest. These shall be recorded in 
the minutes by the Administrative Assistant. The Chair shall ensure that no member with a conflict of interest 
takes part in the relevant discussion, decision making or voting. 

 
• All Steering Committee members shall work with mutual trust, respect and courtesy combining together to 

achieve the goals and objectives of the Collaborative.  
 

Financial Management 

• The Treasurer shall keep a clear record of funds received and of expenditure incurred supported by receipted 
invoices. The Treasurer shall maintain invoices and expense sheets, once approved by the Steering Committee, 
for recordkeeping.  

 
• The Treasurer shall draw up, in collaboration with the Steering Committee, a process for members of the Steering 

Committee and sub-committees to claim expenses and the rates they may claim. 
 
• The Treasurer shall report monthly to the Steering Committee on planned and actual expenditures for the project 

and liaise with the Chelan-Douglas Health District Clerk to facilitate payment of invoices. 
  

Dissolution of the Steering Committee 

• Upon dissolution of the Steering Committee, any remaining funds shall be disposed of by the Steering Committee, 
in accordance with the decisions reached at an Extraordinary Meeting open to the public called for that purpose. 
No individual member of the Steering Committee shall benefit from the dispersal. 

 
• The return of any unused funding given as grants to the Steering Committee will be considered when this was 

part of the condition of the grant. 
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E. Steering Committee Code of Conduct 
 
1.     

 
Purpose of the Code of Conduct 

To ensure that the members of the Whole Person Care Collaborative Steering Committee work professionally and 
collectively to achieve the Steering Committee’s goals and objectives.  
 

 
2.   Functions of Committee 
 

Members 

1. To seek and utilize the advice of the NCACH Governing Board, WA HCA, CMS, regional providers, and any 
consultants appointed by the Governing Board to assist with Collaborative development.  

2. To produce and agree on plans, including a timeline, for producing the Collaborative.  

3. To carry equal and collective responsibility for decisions made by the Steering Committee. 

4.  To be a good ambassador and give public support for the aims and work of the Steering Committee in producing 
the Collaborative.  

5. To liaise effectively and sensitively with members of subcommittees and community groups as needed. 

 
3.   Personal Accountabilities 
 

1. To develop constructive and effective relationships with the other members of the Steering Committee, NCACH 
Governing Board, and involved general public in order to achieve a positive culture and team spirit. 

2. To understand the aims of the Collaborative plan and the work of the Steering Committee and promote these in 
and outside their agency. 

3. All media enquiries must be referred to the Chair. Only speak formally on behalf of the Steering Committee when 
authorized to do so. 

4. To be mindful of the responsibility to maintain and develop the good reputation of the Steering Committee and the 
Collaborative planning process. 

5. To act at all times in the best interests of the Steering Committee and the Collaborative and not those of any other 
agency to which the member belongs. 

6. To observe complete confidentiality when matters are deemed confidential by officers of the Steering Committee, 
members of the Steering Committee or other persons. 

4. Commitment 
 
1. To acknowledge that the commitment to the Steering Committee means more than just attending its meetings – 

it also means giving pro-active help and support to the Committee and any sub-committee set up for specific 
tasks. 

2. To accept a fair share of the responsibilities of being a Steering committee member so the work is shared out 
equitably. 

3. To make every effort to attend all Steering Committee meetings and when unable to do so, to notify the Chair or 
Secretary in advance. 

 

5. Relationships 
 

1. To express views thoughtfully, courteously and respectfully and without intimidation and pressure, in all 
communications either spoken or written. 

2. To support the Chair and Vice-chair in their role of ensuring appropriately respectful conduct at Steering 
Committee meetings and at all other times. 
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3. Not to take action either written (including e-mail, internet or social media) or spoken that could reflect adversely 
on the Steering Committee or the Collaborative effort. 

 

6. Conflict of interest 
 

1. To declare at a Steering Committee meeting any potential conflict of interest, either personal, financial or 
prejudicial, in respect of any item to be discussed at that meeting. The Chair or Vice-chair shall determine 
whether that conflict of interest can be managed or whether that member shall leave the meeting while that item 
is discussed. 

2. To inform the Chair or the Secretary should any potential conflict of interest arise outside of meetings of the 
Steering Committee. 

 
7. Resignation 

1. To submit a formal resignation to the Chair or Secretary when resigning from the Steering Committee. 

8.  Breach of Code of Conduct 

1. If any member believes that any other member has breached this Code of Conduct, even if only once, it must be 
reported formally in writing to the Chair who, with the Vice-chair, will investigate the alleged breach and report 
the result of the investigation to the Steering Committee. 

2. If any member believes that the Chair has breached this Code of Conduct, it must be reported formally in writing 
to the Vice-chair who, with the Secretary, will investigate the alleged breach and report the result of the 
investigation to the Steering Committee. If the Vice-chair is alleged to have breached this Code of Conduct, the 
investigation will be carried out by the Chair and the Secretary. 

3. When the investigation team concludes that there has been a breach of this Code of Conduct it may either make 
a recommendation to the Steering Committee that the member committing the breach is giving a written warning 
with an improvement note or, if the breach is judged sufficiently serious, make a recommendation that the 
member’s appointment to the Steering Committee be terminated. 

4. If the Steering Committee agrees by simple majority with the investigation team’s conclusion and 
recommendation, either the member will be issued a written warning by the lead of the investigation team or, in 
the case of a serious breach, the member will be expected to resign or have the appointment terminated. 

  

Declaration 

I agree to abide by this Code of Conduct. 

Signed:   ______________________________________________________________________ 

Date:  ___________________________ 
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