
 
 

 

 

 

Strategic Issue: How can we improve the delivery of current community 

resources and health care services? 
 

Goals: 

• People get all and only the services, care, and resources they need in the most 

efficient manner.  

 Identify target population and specify intervention method or specific 

services offered (i.e. home visits for high super-utilizers). Is this a specific 

strategy or an action item for care coordination? Inmate referrals has 

been identified as an issue in mental health discussions… 

 Care coordination pilot GCACH (Health Information Technology) cloud 

based information exchange to facilitate care coordination and referral 

systems.  Apply to be a care coordination pilot project through the 

Greater Columbia Accountable Community of Health, including 

implementing a cloud based information exchange and referral system 

among local service and health care providers.  Do we want to pilot a 

project regardless of if selected through GCACH? 

 Increase/strengthen community paramedicine programs in lower and 

upper county.  How?  Expand?  More funding?  Standardize?  More 

specifics needed…. 

 Schools coordinate care for multiple issues:  substance 

abuse/MH/housing (through recovery High school)  Engage educational 

partners in care coordination efforts?   

 Use KittFam to address issues, coordinate info between all coalitions, 

create information hub/exchange.  Overlaps with sustaining efforts…. 

 Get more groups under the umbrella of KCHN? For example, MH group 

should be an “arm” of KCHN umbrella  Overlaps with sustaining efforts….  

Are there certain groups that should be part of care coordination that will 

need to be engaged? 

 Community health workers to implement home visits?  Implement 

community health worker program as part of the care coordination 

efforts.? 

• Care is provided in a manner that overcomes organizational boundaries.  

 Identify potential information technology solutions that would facilitate 

information exchange.  Is this similar to the 2
nd

 bullet above? 

 Develop understanding of what can legally be shared.  Action item 

underneath care coordination? 



 Establish contract for an FTE to assist the A-Team.  Action item 

underneath care coordination? 

 

 

Strategic Issue: How can we address social and upstream factors to 

improve health outcomes in our community? 
 

Goals: 

• Health, education, and social services in Kittitas County are aware of how social 

factors and trauma affect well-being.  

 Communicate CHA/CHIP findings to employers.  How does this help meet 

the goal? 

 Educate health, educational, and social service providers. More 

specifics…. 

 Create a web-based resources clearing house for trauma and social 

factors of health. (add to clearing house page on KCHN website (i.e. Clark 

County site and “Unnatural Causes”)   

• Strengthen health, education, and social service systems and policies that support 

community members.  

 Work with Kittitas County Chamber of Commerce to share and distribute 

best practices regarding policy examples for a healthy workplace. 

• There is meaningful community dialogue around issues the community cares about. 

 

 

Strategic Issue: How can we adequately sustain collaborative 

community health improvement efforts and increase cross sector 

communication? 

 
Goals: 

• The Kittitas County Health Network has a long term “backbone” organization, a 

sustainability plan is implemented, and members committed to community health 

improvement.  

 Continue sustained engagement with the Greater Columbia Accountable 

Communities of Health by designating a KCHN member to regularly 

attend and participate in GCACH meetings.   

 Identify spending priorities for annual funding received through GCACH.  

 Establish 501c3 status for KCHN.  

 Explore alternatives for a KCHN backbone agency, including what it would 

look like if KCHN were its own backbone agency. 

 Create and implement short term and long term sustainability plan. Or is 

this the sustainability plan? 



 Apply for implementation grants through HRSA and other applicable 

funding opportunities as they become available 

 Identify and maintain contracted grant writer and/or explore community 

grant writer program with KVH. 

 Define and establish services that can collect payment from managed 

care organizations.  

 Establish system of organizational membership dues as a sustained 

funding source. 

 Establish formal MOA/contractual obligations for membership 

participation, including participation and information exchange 

requirements. 

 Actively recruit and welcome new members to the KCHN. 

 Establish sustainability and engagement measures and an evaluation 

system. 

 Establish continuous training plan for KCHN members. 

• Information exchange between all community partners allows for easy, timely, and 

increased communication.   

 Establish formal coordinator for KittFam and expand KittFam’s functions 

to include coordination of information between participating agencies 

and community coalitions.  Fold KittFam under umbrella of KCHN? 

 Develop understanding of what can legally be shared.  Is this more 

related to care coordination above? 

 Increase involvement in Kittitas County Health Network.  Duplicate of 

above goal. 

 Include language about information exchange in formal memorandum of 

agreement for KCHN members. Incorporated into strategy above.  

 Identify potential information technology solutions that would facilitate 

information exchange.   

 Hold regular community forums to share information with the 

community  


