
 
 

BOARD OF TRUSTEES SPECIAL MEETING 
Friday, June 6, 2025 

9:00am – 3:00pm 
 

Alameda Health System 
55 Harrison Street, Oakland, CA  94607 

Ronna Jojola Gonsalves, Clerk of the Board 
(510) 535-7515 

 

LOCATION: 
Open Session, In Person: 

55 Harrison Street, Oakland 
This meeting is in person only.  There will be no Zoom option. 

 
See Parking Information Below 

 
MEMBERS 

 
Alan E. Fox Greg Garrett 

Lilavati Indulkar, MD Donna Linton 
Nicholas Moss, MD Nely Obligacion 

Rachel Richman David Sayen 
Sblend A. Sblendorio 

 
BOARD OF TRUSTEES SPECIAL MEETING AGENDA 

 

Public Comment Instructions 
Members of the public who wish to address the Board regarding an item on the agenda or in 
their purview, may see the Clerk of the Board to sign up. Each speaker will be allotted between 
one and three minutes to speak, depending on the number of speakers present.  
 
This is a reminder that this meeting is an in person only meeting.  There will be no option to 
attend remotely.  Please see below for directions to the meeting venue. 
 
OPEN SESSION / ROLL CALL 
 
PUBLIC COMMENT:  
 
A. Welcome  

David Sayen, Board President 
James E.T. Jackson, Chief Executive Officer 

 
B. Federal and State Policy Changes Impact to Services 

John Minot-Schwartz, Director of Reimbursement and Finance Strategy 
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C. Strategic Plan/OKR Integration 
Jeanette Dong, Chief Strategy Officer 
 

D. Mission Integration Update 
Mini Swift, MD, Interim Chief Mission Integration Officer 
 

CLOSED SESSION 
 
1. Public Employee Performance Evaluation  

[Pursuant to Government Code Sections 54957(b)(1)] 
Title: Chief Executive Officer 

 
TRUSTEE COMMENTS 
 

ADJOURNMENT 
 

Directions for Parking:  There is a parking garage at 255 2nd Street, with a sky bridge on the 
third floor to the 55 Harrison Street building.  Metered street level parking is also available. 
 
Our Mission 
Caring, Healing, Teaching, Serving All 
 
Strategic Vision 
AHS will be recognized as a world-class patient and family centered system of care that 
promotes wellness, eliminates disparities and optimizes the health of our diverse communities. 
 
Values 
Compassion, Commitment, Teamwork, Excellence, Integrity, and Respect.  
 
Meeting Procedures 
All items appearing on the agenda are subject to action by the Board of Trustees. Staff 
recommendations are subject to action and change by the Board of Trustees. 
 
The Board of Trustees is the Policy Body of the Alameda Health System. The Board has several 
standing Committees where Board matters are the subject of discussion at which members of the 
public are urged to testify. Board procedures do not permit: 1) persons in the audience at a 
Committee meeting to vocally express support or opposition to statements by Board Members or 
by other persons testifying; 2) ringing and use of cell phones, pagers, and similar sound-producing 
electronic devices; 3) signs to be brought into the meeting or displayed in the room; 4) standing in 
the meeting room. Citizens are encouraged to testify at Committee meetings and to write letters 
to the Clerk of the Board or to its members, 1411 East 31st Street Oakland, CA 94602. 
 
Members of the public are advised that all Board and Committee proceedings are recorded 
(audio), including comments and statements by the public in the course of the meetings. 
Copies of the audio recordings will be made available to the public.  Copies of the agendas 
and supporting documents can be found here.  By attending and participating in 
Board/Committee meetings, members of the public consent to audio recording of any 
statements they may make during the proceedings.  
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Disability Access 
To request accommodation or assistance to participate in the meeting please contact the Clerk of 
the Board.  Requests made at least 48 hours in advance of the meeting will help to ensure 
availability.   
 
In order to accommodate persons with severe allergies, environmental illness, multiple chemical 
sensitivity or related disabilities, attendees at public meetings are reminded that other attendees 
may be sensitive to perfumes and various other chemical-based scented products. Please help 
us to accommodate these individuals. 
 
The AHS Board of Trustees is committed to protecting the private health information (PHI) 
of our patients. We ask that speakers refrain from disclosing or discussing the PHI of 
others. Please also know that, should you decide to disclose your PHI, the Trustees will 
still likely refer your matter, to the extent it involves PHI, to the executive staff for a 
confidential review of the facts and for confidential handling. If you would like more 
information regarding the confidentiality of PHI as it relates to the Health Insurance Privacy 
and Accountability Act, please refer to 45CFR Section 164.101, et.seq. 
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Federal & State 
Budget Impacts
John Minot-Schwartz

Director, Reimbursement & Finance 
Strategy

1
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Background: AHS Dependent on Supplemental 
Revenues that are Self-Financed Federal Funds

• Over and above Medi-Cal patient care revenues
• Federal funds unlocked by a variety of regulatory pathways
• State does not put up General Fund for most of these (helping 

them grow over time)

Largest supps. in FY 2025-26 draft budget $M FFP

Global Payment Program (GPP) 96

Quality Incentive Program (QIP) 104

Enhanced Payment Program (EPP) 85

Rate-range IGT (RR) 52

Graduate Medical Education (GME) 14

2
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Background: Federal Medical Assistance 
Percentage (FMAP)
• Rate at which federal government matches 

state/local Medicaid expenditures
• Traditional FMAP varies state by state, 

California is at 50% (the lowest rate any state 
can have) due to higher average income

• Affordable Care Act FMAP is 90% nationwide, 
but only for enrollees qualifying in new ACA 
categories (low-income adults without 
dependents)
• Majority of Medi-Cal spending for CA is still 

matched at 50%

3

$7M federal 
share (FFP)

$3M local 
nonfederal share 

(usually IGT)

$10M 
combined 

gross

(illustration 
only)
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Tax/spending legislation as passed by House 
could have major impacts on AHS
1. Work requirements, six-month redeterminations, other 

roadblocks to enrollment (effective 12/31/2026)
Center for Budget & Policy Priorities: Up to 56% of Medi-Cal enrollees could 
have enrollment jeopardized by work requirements

2. Reduction of ACA FMAP from 90% to 80% for states voluntarily 
enrolling undocumented immigrants (effective 10/1/2027)

3. Change to approval standard that could reduce EPP and QIP 
from current sizes (effective TBD, probably not before 1/1/2026)

4. Other effects are indirect & harder to estimate, coming via state 
budget (provider tax changes, etc.)
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Governor’s budget makes preemptive cuts; 
federal action could prompt more
• Primary impact: major reductions to enrollment & benefits for 

State-Only Expansion population (undocumented), effective 
1/1/2026

• CAPH has estimated $12.6M cut to AHS during CY 2026, so $6.3M 
during FY 2025-26
• Discussions underway that could reduce this impact

5
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Legislative risk vs. executive risk

• FMAP changes, work requirements, other fundamental changes to 
Medicaid need Congressional approval

• Most AHS supplementals require periodic discretionary 
approval by CMS, which could in theory cut or even eliminate 
them without exceeding its legal authority

• Provider tax freeze/reduction will likely go through by regulation if 
not by legislation, hitting state budget (but AHS mostly indirectly)

6
10/47



Impacts could come at a delay

In addition to delays written in House bill:
• EPP and QIP are typically paid about two years after service period
• Major EPP and QIP increases were approved for CY 2025 service 

period but will not start to be paid until FY 2026-27
• There would be a major cash delay for the EPP and QIP increases 

without any Congressional changes to Medicaid; possible cuts 
makes that delayed amount even more uncertain
• For CY 2026 portion (or later) since CY 2025 is already approved

• Rate-range and AB85 reconciliation also come at a significant 
delay, though rate-range has been improving
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Scenario planning
Assumption for each, 
by scenario

Nuclear Realistic Light

FMAP 90% ACA becomes 80% No change No change

GPP Allowed to expire without renewal after 12/31/2026 (funds revert to DSH)

Other supplementals 20% due to work 
requirements reducing 
services to be 
supplemented

10% to major streams 
only, due to CMS cutting

5% to major streams 
only

HQAF* Cut 50%** Cut 25% Not cut

*Note AHS nets only about $7M/year HQAF (provider fee)
**CHA has not estimated 50% cuts, but public systems like AHS receive HQAF in a special 
pool that could be more under threat than average if HQAF is reduced.
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Why 20% for work requirements?

• Work requirements (and 6-month redeterminations) will 
disproportionately remove low-utilizing people from Medi-Cal

• Medi-Cal enrollees tend to have complicated lives & often 
irregular employment, so compiling documentation for 
application is difficult – but those frequently receiving medical 
care will be better motivated
• If not on their own, then when they come to our facilities for care, we will 

help eligible people enroll
• Even if CBPP’s estimate of 56% enrollment at risk bears out, Medi-

Cal paid services would drop much less than that
• Most supplementals (except GPP) are available roughly 

proportional to our service levels / spending, not raw enrollment
9
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Estimates of different-scenario impact
Full year of impact, fully phased in

$M impact, net Nuclear Realistic Light

GPP ($19M) ($19M) ($19M)

EPP (21) (9) (4)

QIP (27) (11) (5)

RR (14) (6) (3)

GME (4) - -

Misc. (5) - -

FFS IP (16) - -

HQAF (4) (2) -

Total (110) (47) (32)
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Potential for mitigation of these impacts

• AHS’s Federal Changes Work Group is engaged in contingency 
planning

• FMAP reduction could be litigated (unconstitutionally coercive?)
• California could implement work requirements to make them less 

burdensome / impactful
• Proactively provide proof of employment  from government records, etc.

• Significant losses in Medi-Cal supplementals could translate to 
bringing back 1991 Realignment funds per AB85 formula
• But would offset no more than 80% of losses, and bring no more than 

~$50M back in

11
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

•

•


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•Consistency: Reduces variability in 

decision-making

•Clarity: Creates a North Star when 

trade-offs or tensions arise.

•Credibility: Builds trust with staff, 

patients, and community when our 

actions match our values. 

What can we afford 

AND

What can we not 

afford to compromise?
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.

In Planning: Embedded in strategic 

priorities.

In Decisions: Major initiatives show 

alignment with mission.

In Daily Work: Performance, policies, 

and culture reinforce mission value.

Example: Incorporate mission into 

Board and Executive decision templates.
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D e f i n t i t i o n s
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“Caring is considering the 
patient’s needs by involving 
them in their care.”

“…serving all means that we impact our community's 
livelihood. Access and visibility to job opportunities as well as 
visibility about our workforce are key elements to sharing AHS 
and our overall mission.”
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Breakout Session 15 minutes
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Report Out:  10 minutes
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“We are really good at taking care of our patients. But how do we equitably 
care for each other and our staff? This can be a traumatic place to work and 
even for more for our staff of color. As managers and teammates we are not 
equipped to support each other and make this a healing environment for our 
teams.”
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•

•

•

•

•
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Standards for data collection and visualization

Standards for 
Gap Analysis/
Interpretation

Standards for 
selecting 
populations of 
focus and 
designing 
solutions. 
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Darker=
Deeper
Expertise

Specific 
Equity 
Topics for 
QI

Role
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AHS 
Center for 
Serving All

(New Team) 

(HEDI-B)Advisory 
Council

CEO/EST/EOT

BOT BOT Subcommittee
Equity/ Mission 

Integration

Staff 
Affinity 
groups

PFAC

CAB
MI/Equity 
Ecosystem

DRAFT

Equity 
Analytics 

Workgroup

Note: Dept. specific
equity venues TBD

GME 
DEI
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“How will we meet our mission of "serving all" if our undocumented 
population loses coverage? What partnerships or coalitions are we 
building to ensure that we can indeed serve all?”

“How does Mission Integration get factored in when 
we make difficult decisions like budget cuts?”

How are going to continue the mission driven work of serving all when there are 
major Medicaid budget cuts that we are facing on both the federal (and thus) the 
state level. Governor Newsom has already posed budget cuts for undocumented 
people with the Medi-Cal program. Will we continue to support these (and others) 
patients even without State funding?
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Imagine:
If we had to reduce spending by $X million, 
how would our mission shape what gets 
protected first?
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•

•

•

•

•

•

•
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•
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•

•

•

Mission Integration means knowing what we must protect ----------even when we can’t protect everything. 
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1989
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1999 Medical Student

2000-2003 Intern/Resident
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