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TCDI WORK GROUP MEETING AGENDA 
Thursday January 16th, 2020 10 AM – 12PM 

PROPOSED AGENDA TIME GOALS 

1. WELCOME & INTRODUCTION 10:00 

2. TCDI Workgroup Updates 10:10 

3. CPTS – Recovery Coach Network Plan,
Christal Eshelman

10:20 

4. TCDI Hospital Partner Updates
• North Valley Hospital
• Columbia Basin Hospital

10:35 

5. Confluence Health – Home Based Care
Transitions,  Laurie Bergman

11:05 

6. Data Dashboard Update (TCDI
Measures), Caroline Tillier

11:20 

• Action: Review and approve September 
minutes

• Update on 2020 projects and work

• Action: Endorsement of Recovery Coach 
Network from TCDI Workgroup

• Shared Learnings by Hospital partners on 
current implementation efforts

• Review new transition project pilot at 
Confluence Health

• Action: Discuss presentation (Does it 
align with current TCDI funding process).

• Update on current TCDI Measures 

Next Meeting: 
      Date:               Thursday April 16th, 2020 
      Time:              10 AM – 11:30 AM 

      Location:        Chelan Douglas Health District 
   200 Valley Mall Parkway 
   East Wenatchee, WA 98802     

LOCATION 

Chelan Douglas Health District 
200 Valley Mall Parkway  
East Wenatchee, WA 98802 

Conference Dial-in Number:  
Join Zoom Meeting: https://zoom.us/j/5518334075 
Call in Numbers: +1 408 638 0986 or +1 646 876 9923 
Meeting ID: 551 833 4075 
Find your local number: https://zoom.us/u/adNIjFwjRo 

https://zoom.us/j/5518334075
https://zoom.us/u/adNIjFwjRo
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Location Attendees 

Chelan Douglas Health District 

200 Valley Mall Pkwy 

East Wenatchee WA 98802 

Workgroup members: Eric Skaansgard, Elaine Bandy, Laina Mitchell, John McReynolds, Rhonda Piner, Chenia Flint, Kelly Steffens, Nicole Tabort, Kate Haugen, Ray Eickmeyer, Misty 

Queen, Beth Goetz, Shoshannah Palmanteer, Molly Morris 

NCACH Staff: John Schapman, Wendy Brzezny, Linda Evans-Parlette, Tanya Gleason, Caroline Tillier – Minutes 

Myers and Stauffer (Independent Assessor): Catherine Snider, Leslie Barron 

Agenda Item Minutes 

Minutes Ray Eickmeyer moved, Elaine Bandy seconded the motion to approve the minutes, motion passed.  

TCDI Hospital Partner Updates John quickly previewed the agenda for today, including 2 partner updates. Background is that our providers are interested in peer sharing and allowing opportunity 

for questions. As part of agreement with NCACH, plan on including partner updates during next 2-3 meeting. Partners were asked to take 5-10 minutes to share best 

practices, lessons learned, and successes and challenges.  

Lake Chelan Community Hospital  

Ray shared information about community paramedicine model that LCCH is using for a lot of their transitional care and diversion intervention work. They have 

combined 3 existing community paramedicine models to broaden improvements to their relatively small population (not just restricted to hyper utilizers.) Shared a 

list of skills community paramedicine staff are developing in the field (e.g. wound care, fluid replacements, A1c testing). Always use primary care provider as lead; 

not operating in silo, but EMS skills and labor can be a contributor to this work. Do lots of assessments for patients, navigation, education and connecting to 

resources. Reach out to primary care providers when identify hyper utilizers. Social determinants of health are assessed via LEAD score on every single patient when 

they are discharged (e.g. housing, financial issues, food.) Everyone, including well-to-do patients, appreciates being asked these questions. Contact patients in their 

home, also do phone call follow-ups, and send written report to PCP including needs. Inpatient, ER, and PCP all refer to community paramedicine program. Leverage 

local groups like Tender Living Care (TLC) and local Rotary to assist people with cleaning, going to grocery store, building ramps or handrails. Visits last about 60-90 

minutes, and second to third visits are also about 60 minutes long – this would be impossible for PCPs. They are fortunate to have a lot of resources in their valley. 

Have seen about 150 patients, and close to 100% of them were very satisfied or satisfied with the service and majority likely to recommend to others. Linda 

mentioned that Representative Cody is very interested in community paramedicine work, and she will connect Ray with her. Kate asked whether this would become a 

billable service. Trying to work CDT codes for transition/diversion work on referrals, and all LCCH EMS staff are community health workers and working on 

certification to work at top of license and increase reimbursements. Elaine asked whether community paramedics had ongoing relationship with patients (how many 

times are they seen?) – really depends on the person, and also resources that patient is connected to for follow-up.  

Workgroup participants requested copies of Ray’s presentation.  

Coulee Medical Center 

Kelly provided overview of how they are doing Transitional Care Management (TCM). It has involved a lot of trial and error. Started a TCM process a few years but 

never took off. So revamped the process after spending time with Confluence, which was quite helpful. Would call patients being discharged within 48 hours, and 

then within 30 days, kept calling until they were reached. This population is typically unreachable so took a lot of time. Current process – tries to call within 24-48 

hours, and only try twice with note in chart. Works closely with scheduling to ensure that follow-up appointments match level of complexity. Usually routes a note to 

the provider prior to their provider visit. MCO and Health Homes care coordination – Kelly estimates that probably ¼ to ½ of discharged clients would benefit from 

some sort of chronic care management. Don’t have resources to refer patients to. Ray asked about using Patient Activation Measure (PAM) to assess patient’s 

motivation and engagement in their health care, and also suggested Chronic Disease Self-Management classes can make a difference. For CMC, however, the lack 

of community resources, and transportation challenges contribute to high no-show rates (very high poverty rates.) Patient population is very complex and have very 

few resources in area. CMC catchment area is about 9000 patients; they are only hospital for 60 miles. Nearby towns include Grand Coulee, Coulee Dam, Electric 

TCDI Meeting 
September 26, 2019 10:00 AM – 12:00 PM 
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City, Elmer City, Nespelem, Coulee City, Elmira, Wilbur, Mansfield. Surrounded by federal and state lands and Colville Reservation – very low tax base. Someone 

suggested that motivational interviewing (MI) could bridge the gap around cultural divides. Kelly noted that program like Health Homes (where care coordinators go 

to people’s home) and MI is great, but when it comes to Native population, it really comes down to trust given historical trauma and past experiences with health 

care. CMC staff also noted that some non-native patients in the area are very anti-establishment, so this makes home visits a challenge. Specific to ED diversion 

work, Beth shared that Coulee Medical partnered with Colville Behavioral Health on direct referrals for tribal members (because Grant County Mental Health 

program usually took 4 hour minimum if they could come at all). If someone is enrolled, can refer to tribal behavioral health more quickly. In the past, could not work 

with Grant Integrated Services due to insurance/geographic barriers, but this is slowly improving. Beth noted that if patients have IHS insurance only, the Coulee 

Medical clinic can’t see them, though ER/hospital can. 

2020 TCDI Budget John shared feedback based on partner check-ins and surveys to see what they’ve found beneficial and what work to prioritize for 2020. Surveyed hospital partners 

and also initiated discussion with NCECC. 

Recommendations from TCDI Hospital partners – want to continue the work with a focus on improving connections to outpatient care as immediate next steps, 

especially outside organizations (not clinics within hospital/ED system.) Funding recommendation is to provide $65,000 to hospital partners (budgeting for total of 

8 organizations.) Encouraging partners to focus on key issues that are unique to their areas. Total of $520,000. 

Recommendations for EMS partners – invest in additional trainings (documentation, WEMSIS, reporting), separate funding stream to incentivize those who want to 

develop more robust community paramedicine programs, expand treat and referral programs, and offer quality improvement/motivational interviewing trainings. 

Funding recommendation is total of $395,000. Training and consulting funds are designed to be flexible. 

Grant total budget for TCDI projected at $980,000 for 2020. John asked for feedback from workgroup members, including concerns or ideas about what’s missing. 

Ray likes the proposal. No other comments. Erik encouraged funded partners to keep Catholic Charities posted around crisis/law enforcement overlay since they 

have funding and resources available for MH follow-up in the field.  

Motion to approve 2020 budget for TCDI in total of $980,000. Rhonda Piner moved, Ray Eickmeyer seconded, no discussion, motion passed. 

Next Meeting: Business portion of meeting was adjourned at 11am given special session with Medicaid Transformation Project Independent Assessor (Myers and Stauffer) who 

joined call to gather input from TCDI Workgroup members on current status of work. 

Date: Thursday November 21st 

Time:    10 AM – 11:30 AM 

Location:        Chelan Douglas Health District 

200 Valley Mall Parkway 

East Wenatchee, WA 98802  



TCDI Workgroup Meeting



Agenda & Minutes



TCDI Updates



2020 TCDI Workgroup Update
020 Meeting Schedule

• Workgroup Chair
• Meeting Schedule
• Updates to Board approved TCDI Funding in 2020
• Focus areas for 2020 & 2021



2020 Meeting Schedule

Dates:
• Thursday January 16th

• Thursday April 16th

Time: 10AM – 11:30AM 

Location: Virtual  
Will continue to have a physical meeting space at Chelan Douglas Health 
District (200 Valley Mall Parkway, East Wenatchee, WA 98802)

• Thursday July 16th

• Thursday October 15th



Board Approved TCDI Funding for 2020

Payment Type Funding Amount
TCDI Hospital Partner Payments $520,000
EMS Partner Payments $230,000
Training/Consultants
Reserved funds for both EMS and Hospital partners*

$65,000

Total TCDI Budget $815,000



TCDI Workgroup Meeting

2020 TCDI EMS Project – Changes from Workgroup Approved Funding

Payment Type Funding Amount
NCECC Project Management $20,000
Partner Funding 
Continuation of current EMS proposal work (With new goals Identified)

$210,000

Community Paramedicine Project Funds
Partners who are ready to expand to a more robust Community 
Paramedicine model (4 providers - $40,000 each)

$160,000

Overall Total $390,000 $230,000

Funding Recommendations (All up to amounts)



Partner 2020 Work Plans
020 Meeting Schedule

Both EMS and Hospital partners work plans were due January 15th

(yesterday)
• January 15th – 17th: NCACH staff work with any agency that needs to

finalize submission documents through end of week
• January 20th – 31st: NCACH staff will review documents to provide feedback

back to organizations
• February, 2020:  NCACH staff will work with organizations to finalize

reports and send out MOUs with scope of work



Additional 2020 Recommendations to Board: 
020 Meeting Schedule

CPTS Funding ($130,000): 
• Presenting to Workgroup today
• Gather Workgroup feedback today and ask for approval if ready
• Recommendation: If approved, bring to Board February 3rd.  If recommended changes,

work with small group to make adjustments and vote prior to next meeting.

EMS Funding ($160,000): 
• Workgroup approved funding in September 2019.
• Board wanted to approve only continuation work in December 2019
• Recommendation: Work with NCECC to determine next steps for this work and

determine if they would like to build out additional plans to present to the Governing
Board.



Identify funding priorities for remainder of 2020 and 2021
020 Meeting Schedule

Goals: 
- Review Impact of work from 2019
- Identify Key focus for 2021 work

- MTP wants projects 2C and 2D to focus on connecting with non-clinical partners as
we move into the last stages of the project.

- Identify partners to engage, and engagement method.
- Review current Partner project implementation and identify supports needed in 2020

and 2021

Recommendation: Develop a small subgroup to dig into current project impact and bring 
updates to TCDI workgroup in April and July.  July have workgroup provide initial 
recommendations for 2021 funding/project work.



TCDI Partner Updates
North Valley Hospital

Columbia Basin Hospital



CPTS – Recovery Coach Network
Christal Eshelman



2020 Community Partnership for Transition Solutions Project 

Recovery Coach Network
• Through the North Central Community

Partnership for Transition Solutions, jail
release has been identified as a point in time
where there is a need for greater support to
help individuals transition out of jail, reduce
recidivism, and reintegrate into the
community.

• We propose supporting a network of Recovery
Coaches that would meet individuals at 
release to provide needed supports.

• Aetna has committed $70,000 to this project 
in 2020.  This will reduce NCACH’s portion of 
the requested amount to $57,972.

Expense Amount

Contracted full-time Recovery Coach Network 
Coordinator (salary and benefits)

$62,400

Recovery Coach Stipends $9,200

Training Expenses $40,000

Equipment $7,000

Supports for clients (e.g. bus token, meals, 
clothing, etc.)

$3,680

Evaluation Consultation and Support $9,000

Indirect Costs (15%) $16,692

TOTAL PROGRAM COST $127,972



TCDI Workgroup Next Steps – 2020 CPTS Plan
020 Meeting Schedule

1. Approve plan as outlined. NCACH staff will bring to Board February
3rd with the TCDI Workgroup’s endorsement

2. Provide recommendations on adjustments.  NCACH staff will work
with small group to make changes (Any changes would need to be
endorsed by workgroup prior to next meeting).



Confluence Health Transitional Care
Presentation: Laurie Bergman



Home Based 
Care 

Transitions 
Palliative Care, Geriatrics, Home Health, Hospice, Case Management, Community 
Partners

NCACH TCDI Workgroup Presentation

January 16, 2020



Case Study

• 86 y/o male diagnosed with metastatic prostate
cancer

• History of blindness, early dementia, and severe
hypertension

• Advance Care Planning gaps
• Minimal Palliative Care intervention

• Multiple hospitalizations



Impacts of Case Study

• Health Alliance patient
• Patient cost of care for last 6 months of 

life:  More than $250,000
• Multiple ED visits and hospital stays
• Was this the best care plan for this 

patient?





Predictions With New Program

 Potential for decreased ER and Inpatient Utilization

 Hospice involvement earlier, if in accordance with the patients goals

 Financial implications

 Most Importantly, it provides care that aligns
with the patients goals and values
 Patient expressed comfort goals and avoided medical care throughout the last 6

months of their life

 The right care, at the right place, at the right time

 Understanding and exceeding the patients expectations



Next Steps

 Anticipated spring 2020 pilot roll out in Wenatchee

 Increase ancillary support (pharmacy/lab/radiology), Case
Management, social work, and 24/7 nurse triage for the
program

 Increase collaboration with community partners i.e.:  EMS

 Share results and spread throughout NCW over the next 2
years



TCDI - Data Update
Caroline Tillier



TCDI Performance Measures

ACTIVE STARTING 2017
• All Cause ED Visits per 1000 Member

Months
• Percent Homeless (Narrow Definition)
• Plan All-Cause Hospital Readmissions (30

Days)

ACTIVE STARTING 2018
• Acute Hospital Utilization
• Follow-up After ED Visit for Mental Illness
• Follow-up After ED Visit for Alcohol and

Other Drug Abuse or Dependence
• Follow-up After Hospitalization for Mental

Illness
• Percent Arrested



TCDI Performance Measures
All Cause ED Visits per 1000 MM

As of CY 2018, 
NCACH was the 

highest performing 
ACH.

Comparing CY 2017 
to CY 2018, we were 

one of two ACHs 
with a rate that 

slightly increased 
(worsened.)  

Data Source: Healthier Washington Dashboard



2017 vs 2018 Comparisons

TCDI Metric

2017 2018 NCACH vs 
State 2018

NCACH – 2017 
vs 2018State NCACH State NCACH

All Cause ED Visits 
per 1000 MM: 
Ages 0-17 Years

35.75 28.56 34.51 29.42 -5.09 0.86

All Cause ED Visits 
per 1000 MM: 
Ages 18-64 Years

66.49 50.69 66.27 50.19 -16.09 -0.51

All Cause ED Visits 
per 1000 MM: 
Ages 65+ Years

54.75 57.06 51.31 58.28 6.98 1.23

 For all of the above measures, a lower rate indicates better performance



TCDI Performance Measures
Plan All-Cause Hospital Readmissions (30 Days)

TCDI Metric

2017 2018 2018 - NCACH 
vs State

NCACH – 2017 
vs 2018State NCACH State NCACH

Plan All-Cause 
Hospital 
Readmission Rate 
(30 days)

11.09 8.06 11.19 8.26 -2.93 0.20

As of CY 2018, NCACH was the highest performing ACH. 

Comparing CY 2017 to CY 2018, our rate slightly 
increased (worsened).

This was largely due to increases in inpatient discharges 
and readmissions for Douglas County Medicaid 
beneficiaries.

NCACH 
County

2017 2018 Change

Chelan 9.4 8.6 -0.8

Douglas 6.1 9.5 3.4

Grant 7.7 7.8 0.1

Okanogan 8.2 7.7 -0.5



TCDI Performance Measures
Acute Hospital Utilization per 1000 Members

As of CY 2018, 
NCACH was the 

highest performing 
ACH.

Okanogan County 
Medicaid 

beneficiaries 
experience the 

worst rate out of 
our four counties.

Data Source: Healthier Washington Dashboard



Meeting Roundtable



North Central Community Partnership for Transition Solutions 
Proposed Project 

Project Name: Central Washington Recovery Coach Network (RCN) 

Project Period: April 1, 2020 through December 31, 2022 

Project Budget: $601,722 

NCACH Project Staff: Christal Eshelman, p. 509-886-6434, e. christal.eshelman@cdhd.wa.gov 

Background 

Community Partnership for Transition Solutions Model 
In May 2018, the North Central Accountable Community of Health and WorkSource partnered to bring 

stakeholders together to explore the Community Partnership for Transition Solutions (CPTS) model. 

There are currently 10 CPTS groups around Washington State using a comprehensive approach that 

addresses all needs of an individual in order to promote successful reentry into the community and 

reduce recidivism. This model draws on evidence-based assessments and strategic collaborations with 

vested partners to target criminogenic needs. This program helps participants progress towards self-

sufficiency, promotes intergenerational change in their families, reduces the social and financial costs of 

recidivism in our region, and creates safer and healthier communities.   

After several preliminary meetings, the North Central CPTS formed on August 30th 2018, making North 

Central the 11th formation. The purpose of the North Central CPTS is to bring together various 

stakeholders who are committed to working together to support successful transitions and better 

coordinate services for people reentering communities after incarceration. 

NCACH and WorkSource have partnered to provide staff support to coordinate and facilitate this group. 

We have engaged many essential partners including K-12, Community Colleges, Criminal Justice, Law 

Enforcement, Local Elected Officials, Healthcare, Behavioral Health, Drug Court, Workforce 

Development, DSHS, Division of Child Support, and others. We are continuing to work to expand the 

network to engage critical partners.   

Washington State Medicaid Transformation Project 
In the Medicaid Transformation, ACHs are being held accountable to a number of pay-for-performance 

measures. While most are healthcare metrics, two reflect the Health Care Authority’s expectations that 

we address social determinants of health specific to homelessness and arrests. Based on workgroup 

feedback, NCACH selected evidence based approaches linked to transitions from the hospital and 

diversion from the Emergency Department.  NCACH did not select any of the evidence-based 

approaches linked to transitions from jail or jail diversion. However, regional data indicate underlying 

needs for individuals experiencing incarceration.  

mailto:christal.eshelman@cdhd.wa.gov


Demonstrated Need 
While current data is difficult to find, in 2012, the adult recidivism rate for Okanogan and Douglas 

Counties according to the Department of Corrections (DOC) was 46% and 53%, respectively, vs 32.4% for 

the State of Washington. In 2016, the NCACH region had the second highest arrest rates of Medicaid 

individuals at 7.0% (range: 5.5-7.3%). Additionally, Native American youth (Okanogan County) and Latino 

youth (Chelan and Grant Counties) are significantly overrepresented in youth detention in North Central 

Washington as compared to Caucasian youth. 

Strategic Planning 
On July 22nd and August 26th 2019, a subset of participants from the Chelan Douglas Community 

Partnerships for Transition Solutions (CPTS) met to identify existing resources and gaps for people 

reintegrating into their communities after a period of incarceration. An overarching principle for this 

group is to advance solutions that work for anyone being released from incarceration. The group 

identified the gaps in programs/resources during incarceration, at release, and post-release. With this 

information, the group developed a Strategic Action Plan to address the most pressing gaps. The full 

Strategic Planning Summary and Strategic Action Plan is available at: http://www.mydocvault.us/north-

central-cpts.html.  

A key need identified was support for individuals immediately upon release which is typically at 5am.  

This was stressed repeatedly by formerly incarcerated individuals as the biggest barrier and point in time 

with the most opportunity for intervention. 

Project Description 
To intervene at an opportune time and improve peer support at release and post release to promote a 

successful transition for individuals transitioning from incarceration, CPTS proposes to develop a 

Recovery Coach Network to serve North Central Washington. The Recovery Coach Network is an 

innovative model that will consist of trained Recovery Coaches1 and a Network Coordinator, which will 

mutually reinforce other strategies in the CPTS action plan.   

Recovery Coaches: The network of trained Recovery Coaches will be available to meet individuals at 

release (physically at the jail) to support them through the first couple hours post release. Since a 

majority of people experiencing incarceration struggle with mental health and/or substance use issues, 

recovery coaches are ideally suited to assist individuals at release and post release. The support 

provided by a Recovery Coach would include one or more of the following, dependent on needs of the 

individual: 

 General peer support

 Breakfast (individuals are typically released prior to breakfast)

1 Recovery Coaches guide, mentor and support anyone who would like to enter into or sustain long-term recovery 

from an addiction to alcohol or other drugs. Recovery coaches typically have personal and/or professional 

experience with mental health, addiction, and recovery and service work is huge for recovery coaches. North 

Central Accountable Community of Health recently partnered with the Central Washington Recovery Coalition to 

sponsor 17 individuals to attend the Recovery Coach Academy and Training-of-Trainers.  

http://www.mydocvault.us/north-central-cpts.html
http://www.mydocvault.us/north-central-cpts.html


 Warm place to be for several hours

 Walk through the Reintegration Roadmap2 (this is important since there is no one-stop-shop in

our region to help people upon release)

 Make plans for the first day/week post release

 Make needed referrals and/or share resources for housing, clothing, food, employment, and

case management

Network Coordinator: The Recovery Coach Network Coordinator who will be responsible for 

development, implementation, and expansion of the program, including the following: 

 Establishing community partnerships including developing MOUs and procedures between

organizations (e.g. an MOU will need to be executed between the lead agency and the

corrections facility along with procedures on how to communicate date and time of release and

specific needs of potential clients)

 Coordinating the network to ensure a Recovery Coach is available every day (ideally 365

days/year)

 Monitoring and processing Recovery Coach stipends

 Recovery Coach supervision and management

 Program evaluation

The program is intended to serve Chelan, Douglas, Grant, and Okanogan County. This service area 

includes three county jails and one tribal jail. It will be necessary to pilot this program initially with one 

jail and then systematically expand to the other jails. Expansion will require buy-in from jail leadership, 

the recovery community and recovery coaches, and community service providers. Given the support 

described in the Collaboration section below, it is likely that this project will initially serve individuals 

releasing from Chelan County Jail. Tentative start and expansion dates are listed in the Timeline section 

below.  

Collaboration 
Community partnerships will be critical to the success of this project. Those partners include: 

 Corrections facilities

 Recovery Community and Recovery Coaches

 Physical location for Recovery Coaches to meet with recently released individuals

Community service provider partnerships will also be important for providing successful referrals and 

case management services for those that are eligible. The following organizations and coalitions, 

representing the above listed critical partners, have expressed strong support of the Recovery Coach 

Network: 

 Chelan County Jail

2 A concise resource outlining steps to take (and the suggested order to take them in) post release to help 
individuals navigate their immediate transition and get back on their feet in the community. 



 

 

 Alano Club 

 Central Washington Recovery Coalition 

 Chelan-Douglas Community Partnership for Transition Solutions 

 NCACH Transitional Care and Diversion Interventions Workgroup 

  



Timeline 
The Recovery Coach Network pilot phase is proposed to start April 1, 2020 and continue through December 31, 2022.  The following is a 

tentative timeline for program development, launch, and evaluation: 

Tasks 2020 2021 2022 
J F M A M J J A S O N D Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 

Develop and Issue RFP 

Select and negotiate contract with lead agency 

Initial contract with lead agency begins 

Program planning for initial jail site 

Launch Recovery Coach Network with initial jail site 

Program planning for expansion to second jail site 

Launch Recovery Coach Network with second jail site 

Program planning for expansion to third and fourth jail 

sites 

Launch Recovery Coach Network with third and fourth 

jail sites 

1st year Report of initial jail site 

1st year Regional Report (all jail sites) 

Final Pilot Report 



Budget 
Expenses 2020 2021 2022 Pilot Total 

Network Coordinator (salary and benefits) $62,400 $83,200 $83,200 $228,800 

Recovery Coach Stipends $9,200 $64,000 $73,000 $146,200 

Training Expenses $20,000 $10,000 $10,000 $40,000 

Equipment $7,000 $5,000 $5,000 $17,000 

Supports for clients $3,680 $25,600 $29,000 $58,280 

Evaluation Consultation and Support $9,000 $12,000 $12,000 $36,000 

Total excluding indirect costs $111,280 $199,800 $212,200 $523,280 

Indirect Costs (15%) $16,692 $29,970 $31,830 $78,492 

Total $127,972 $229,770 $244,030 $601,722 

Network Coordinator – 1 FTE with $65,000 annual salary plus benefits calculated at 28% for 9 months in 

2020 and 12 months in 2021 and 2022. 

Recovery Coach Stipends – Estimated at $50 per shift.  It is expected there would be one shift per day 

for each of the jails that is part of the program. Calculations are as follows: 

 2020 first Jail site = 153 days * $50/day = 7650

2020 second jail site = 31 days * $50/day = 1550

 2021 first and second jail site = 365 days * $50/day * 2 jail sites = $36,500

2021 third and fourth jail site = 275 days * $50/day * 2 jail sites = $27,500

 2022 all four jail sites = 365 days * $50/day * 4 jail sites = $73,000

Training Expenses – this category is meant to cover the cost of Recovery Coach Trainings to train 

additional workforce for this program.  Calculated based on costs of providing Recovery Coach Training 

by NCACH in 2019. 

Equipment – including computer and associated software, cell phone and monthly fees, printing, and 

office supplies 

Supports for individuals – this funding will be utilized to cover costs of immediate needs of clients. This 

could include items such as a meal, bus pass, clothing, etc. This is calculated at $20 per day for each jail 

that is part of the program.   

Evaluation Consultation and Support – Support contracting with Public Health Seattle-King County for 10 

hours per month to support evaluation design and analytics.   

Evaluation and Sustainability 
As this is a pilot program, it will be imperative to show cost savings early on in order to secure 

sustainable funding starting in 2023. NCACH and contracted evaluation partners will work closely with 

the selected lead agency and corrections facilities to design an evaluation that determines the return on 



 

 

investment as early as possible (e.g looking at recidivism rates, days between incarceration episodes, 

length of subsequent incarcerations, etc.)   

It is our understanding that this data is not currently easily available, though it is possible to collect this 

data through close collaboration with the corrections facilities. The Network Coordinator will be 

responsible for working with the each of the corrections facilities during the program planning phase to 

develop a process to collect this data. 

Because reduced recidivism and increased reintegration into the community has broader benefits to 

individuals and the community, our evaluation also will endeavor to evaluate the impact this program 

has on the following process and outcome measures: 

 Healthcare costs 

 Services that clients are connected to 

 Services received 

We will conduct 1, 3, and 6-month follow surveys or interviews with clients to understand longer term 

impacts of the projects. These interviews will focus on current status of housing, employment, 

healthcare, incarceration, and motivations. 

In addition, this program is designed to provide benefit to the Recovery Coaches through work 

experience as a Recovery Coach and engaging in a meaningful program. The evaluation will include 

qualitative interviews of participating Recovery Coaches to understand their satisfaction and any 

benefits this program has provided in their lives.   



 

Additional information available at http://www.mydocvault.us/diversion-interventions-and-transitional-

care-workgroup.html 

2020 Budget Board Decision Form Attachment 

TCDI – Hospital Project Update 

Purpose 

To provide an overview of 2019 Hospital Project outcomes and recommendations for 2020 in order to 

justify allocation of funding to the hospital portion of the overall TCDI project in the 2020 Budget 

2019 Funding  

NCACH Governing Board approved up to $759,000 for the Hospital portion of the TCDI Project in 2019. 

The following eight Hospital partners participated and were allocated up to $71,000 each through an 

application process:  

 Columbia Basin Hospital 

 Confluence Health (TCM Trainer) 

 Coulee Medical Center 

 Lake Chelan Community Hospital 

 Mid-Valley Hospital 

 North Valley Hospital 

 Samaritan Healthcare 

 Three Rivers Hospital 

Project Focus Areas 

 Transitional Care Management (7 hospitals) 

o Transitional Care Nurse follow up within 48 hours of inpatient discharge 

 ER is for Emergencies Seven Best Practices focus areas (5 hospitals):  

o Developed workflow to connect patients to outpatient services 

o Educate patients on accessing appropriate care for non-emergent issues 

o Integration of Emergency Department Information Exchange (EDie system) into 

Electronic Medical Record and workflow development to fully utilize this system  

 Transitions of Care with Community Partners (x hospitals): Examples include,  

o Each participating hospital identified a unique transitions of care initiative to implement 

I partnership with a non-clinical partner.  Examples include: 

 Behavioral health referral between Coulee Medical Center and Colville 

Confederated Tribes  

 Partnership with Columbia Basin Hospital and People 4 People to transport 

patients to specialty care in Moses Lake 

 Workflow development for LCCH and North Valley Hospital acute care patients 

to transition to local outpatient clinical providers for follow up care. 

To support Hospital partners in these focus areas, NCACH provided training in Transitional Care 

Management, Quality Improvement, Billing and Coding, and the Emergency Department Information 

http://www.mydocvault.us/diversion-interventions-and-transitional-care-workgroup.html
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Exchange system (EDie).  Partners were also required to submit quarterly reports, participate in shared 

learnings, and attend individual meetings with NCACH staff. 

Impact 

1. Transitional Care and ED Diversion policies and procedures completed in six hospitals by the end

of 2019.  Impact: Workflows are embedded in care delivery system.

2. Increased partner collaboration.  Impact: Best practices shared saving time and resources.

3. Online and onsite EDie training and technical assistance from Collective Medical Technology.

Impact: Improved data entry by ED providers and increased continuity of care between

Emergency Departments and outpatient providers utilizing Collective Medical Platform.

4. Agreements and workflows developed between agencies.  Examples include Coulee Medical

Center’s partnership with Grant Integrated Services for behavioral health patients and North

Valley Hospital’s partnership with Confluence Health for inpatient discharges.  Impact: Improved

continuity of care between Emergency Departments and primary care and behavioral health

providers.

Data Collection

Hospital partners are collecting seven standard data points (4 TCM and 3 ED Diversion): 

1. Percentage of patients discharged from inpatient receiving a TCM call

2. All cause readmission

3. Follow-up post hospitalization (7 days)

4. Follow-up post hospitalization (30 days)

5. 3+ ED visits in a rolling calendar year

6. Follow up from ED (7 days)

7. Follow up from ED (30 days)

Partners have rigorously engaged in PDSA cycles to improve data collection on these metrics making it 

difficult to compare from quarter to quarter in 2019.  It is also understood that there is seasonal 

variability to these metrics.  It will be more appropriate to evaluate improvement efforts when 2-3 years 

of data have been collected.  In 2019, there was a lot of focus on quality improvement (4-week training) 

and standardization of metrics.   
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2020 Recommendations 

Based on the mid-year reports submitted by partners, partner meetings, evaluation of quarterly reports, 

and evaluation with the TCDI workgroup, the following objectives and associated deliverables were 

approved by the Transitional Care and Diversion Intervention Workgroup on September 26, 2019. 

Objective 1: Continue and expand ED Diversion and Transitional Care Management processes within each 

organization. 

Objective 1 Deliverables:  
1. Application extension to provide a current status update to project implementation, successes and 

barriers they are currently experiences, and how partners will  expand their work. 

2. Provide quarterly data reports that outline progress on quality metrics. 
3. Semi-Annual reports on project status, challenges, and successes. 
4. Identify barriers in implementation and participate in technical assistance opportunities provided by 

NCACH to overcome identified barriers.  

Objective 2: Create regional workflows between primary care, behavioral health, and acute care (inpatient 

and Emergency Department) to improve transitions between providers.  

Objective 2 Deliverables: 
1. Connect with additional external partners  
2. Participated in NCACH hosted regional Transitions of Care Planning meetings. Meetings will focus on 

workflow development for patients transitioning from acute care to primary care, behavioral health, 
and other partners where appropriate.   

Objective 3: Develop clinical-community linkages for providers specific to their regional need (e.g. 

partnerships with transportation and/or housing agencies).   

Objective 3 Deliverables: 
1. Project plan to connect partners who are transitioning from acute care to local community based 

organization in the area.   
2. Participate in technical assistance opportunities provided by NCACH 

 

Based on the above objectives and deliverables, the TCDI workgroup recommends that NCACH offer 
funding to the eight hospital partners that participated in 2019  to continue expanding and improving 
their current TCDI efforts.  Each partner would be eligible to receive up to $65,000 based on the 
following:  

Partner Payment Type Funding Amount 

Transitional Care Management  $25,000 

ED Diversion  $25,000 

Clinical-Community Linkages $15,000 

Total (Each) $65,000 

Total Project (8 Organizations) $520,000 
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Payments would be distributed after submission of reports as follows: 

Report Completion Payment Date Amount 

Application Extension February 2020 $208,000 

$26,000/organization; 40% of funding 

Quarter 2 Semi-Annual Report August 2020 $156,000 

$19,500/organization; 30% of funding 

Quarter 4 Semi-Annual Report February 2021 $156,000 

$19,500/organization; 30% of funding 
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2020 Budget Board Decision Form Attachment 

TCDI – EMS Project

Purpose 
To provide an overview of 2019 EMS project outcomes and recommendations for 2020 in order to justify 

allocation of funding to the EMS portion of the overall TCDI project in the 2020 Budget.

2019 Funding and Objectives 

NCACH approved $244,000 for 10 EMS agencies to complete the following objectives: 

 Develop a “treat a referral” program: connect non-emergent patients to services in order to

reduce ambulance transports and Emergency Department visits.

 Develop a program for alternative transport options to Parkside

 Improve clinical documentation and reporting functions using Washington Emergency Medical

Service Information System (WEMSIS)

Each EMS Agency chose a specific area of focus as part of their “Treat and Referral” section of the 

project. Each agency’s focus is shown below: 

Agency Treat and Referral Project Overview 

Aero Methow Rescue 
Services 

Adopted an agency Treat and Referral protocol that allowed EMTs to evaluate and connect 
non-emergent patients to primary care or other follow up services  

Ballard Implemented a Stay Active and Independent for Life (SAIL) fall prevention program.  Ballard 
identified and referred patients to the program who routinely call Ballard for EMS services and 
did not receive transport  

Cascade Medical Center 
(CMC) 

Worked with CMC acute care to identify patients that benefit from post discharge follow up 
and provide those patients with follow up home visits with an EMS professional.  

Douglas Okanagan 
County Fire District 

Create wrap around services for fall risk patients that frequently use EMS services to reduce 
both non-transport and transport calls.  Partnerships were created with Life Alert, Adult and 
Aging services, and senior centers. 

Lake Chelan Community 
Hospital (LCCH) 

Identify high utilizers of the LCCH and refer them to the LCCH Community paramedicine 
program for post discharge follow up with a Community Health Worker trained EMS 
professional 

Lifeline Partner with primary care providers and local health systems to identify high utilizers of 911 
services and the Emergency Department.  Partners created referral workflows to divert 
patients from 911 services and ensure they connect with appropriate care.  

Moses Lake Fire 
Department 

Adopted a Treat and Referral protocol within the agency that allowed EMTs to evaluate and 
connect high utilizers of the Emergency Department and 911 services to non-acute services 
(e.g. primary care, mental health, and community based organizations).  

Protection-1 LCC Partner with local hospital(s) (initially Quincy Valley Medical Center) to (1) identify high 
utilizers of ED that are non-emergent and refer them to lower acuity services, and (2) identify 
patients post discharge from inpatient or Emergency Department care that could benefit from 
an in-home follow-up visit from EMS.   

Waterville EMS Partner with Ballard Ambulance in the implementation of SAIL fall prevention program and 
refer non-emergent patients to the program who frequently use EMS services. 

http://www.mydocvault.us/diversion-interventions-and-transitional-care-workgroup.html
http://www.mydocvault.us/diversion-interventions-and-transitional-care-workgroup.html


 

Additional information available at http://www.mydocvault.us/diversion-interventions-and-transitional-

care-workgroup.html 

0

1000

2000

3000

4000

5000

6000

7000

8000

Q1 Q2 Q3

Number of EMS Calls by by Call Type

Total Calls

Transport Calls

Non-Transport Calls

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Q1 Q2 Q3

% of Calls by Call Type

% Transport

% Non-Transport

Key Impacts on Patient Care and Workflow 

1. 65 EMS professionals attended Certified Ambulance Documentation Training and implemented 

these best practices at their agency. Impact: Decrease time spent on documentation and 

improve rate of reimbursement due to improved accuracy. 

2. EMS agencies collectively designed a protocol for transport to Parkside.  The protocol was 
ultimately deemed not beneficial for patients or agencies and not adopted. Impact: Partners 
tested a collective protocol across region and evaluated effectiveness of workflow. 

3. Treat and referral policies and procedures have been adopted or are in the process of being 
adopted by 7 agencies. Impact: Emergency Department visits avoided. 

4. EMS agencies have completed follow up care after inpatient discharged and billed for services 
under their program.  Impact: Reduces the potential for readmission and increases patient 
satisfaction. 

5. Community Paramedicine Program discussions have taken place across the region.  Impact: 5 
out of 10 agencies are now interested in implementing Community Paramedicine Program.  

 

Data Collection 
EMS partners are collecting three standard data points: 

1. Number of total 911 calls 

2. Number of transport calls 

3. Number of non-transport calls 

Partners have rigorously engaged in PDSA cycles to improve data collection on these metrics making it 

difficult to compare from quarter to quarter in 2019.  It is also understood that there is seasonal 

variability to these metrics.  It will be more appropriate to evaluate improvement efforts in when 2-3 

years of data have been collected.  In 2019, there was a lot of focus on helping partners in basic data 

collection and developing "Unified measures" in order to be able to compare metrics across 

organizations.   
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2020 Recommendations 

Based on evaluation of the quarter 2 reports EMS data collected and partner meetings with EMS 

agencies, the following objectives and associated deliverables were recommended by the Transitional 

Care and Diversion Intervention Workgroup on September 26, 2019. 

EMS Agencies Scope of Work 

Objective 1: Expansion and sustainability planning of Treat and Referral programs. 

 
Objective 1 Deliverables: 

1. Updated 2020 project plan outlining how agency will grow and move toward sustainability in current 
treat and referral programs 

2. Quarterly status update providing a summary of current progress and plans for next quarter. 
3. Participation in shared learning activities between EMS providers in region (Attend a minimum of 2 

quarterly EMS partner meetings and present project work) 

Objective 2: Support partners in complying with SSB 5380 which requires all EMS agencies to report to 
WEMSIS in 2020 through improved documentation and reporting into WEMSIS 

 

Objective 2 Deliverables:  
1. Identify staff to participate in new online Certified Ambulance Documentation Training Course (if 

available) or, if necessary, identify another on site course. 
2. Participate in NCACH coordinated DOH training programs to ensure compliance with SB 5380.  

 

NCECC Scope of Work   

NCECC will continue to support EMS agencies in accomplishing the above objectives in a project 

management capacity with the following deliverables.  

Objective 1: Project monitoring of Treat and Referral program expansion 
1. Monitor and report on expansion of Treat and Referral programs. 
2. Collect quarterly reports, evaluate progress, and provide feedback to partners on areas of 

improvement.   
3. Coordinate and provide documentation of quarterly EMS partner meetings. 

 
Objective 2: Organize EMS Partner trainings including 

1. Provide technical assistance (through contractors and/or subject matter experts) for identified 

key challenges twice in 2020 to EMS partners (e.g. WEMSIS Training, Motivational Interviewing, 
Quality Improvement, Certified Ambulance Documentation, etc.) 
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EMS Partner Payments 

Payments will be made quarterly for 25% of the total amount.  Agencies must submit a completed 

quarterly report to be eligible for payment.  The funding and payment cycles for all EMS partners 

(including NCECC) is provided below. 

Organization Q1 Q2 Q3 Q4 Total 

NCECC $5,000 $5,000 $5,000 $5,000 $20,000 

Ballard $8,750 $8,750 $8,750 $8,750 $35,000 

Lifeline $8,750 $8,750 $8,750 $8,750 $35,000 

Moses Lake Fire $8,750 $8,750 $8,750 $8,750 $35,000 

LCCH EMS $5,000 $5,000 $5,000 $5,000 $20,000 

Cascade Medical Center $5,000 $5,000 $5,000 $5,000 $20,000 

Protection 1 Ambulance $5,000 $5,000 $5,000 $5,000 $20,000 

Aero Methow EMS $3,750 $3,750 $3,750 $3,750 $15,000 

DOCFD 15 - Brewster EMS $3,750 $3,750 $3,750 $3,750 $15,000 

Waterville Ambulance $3,750 $3,750 $3,750 $3,750 $15,000 

Total $57,500 $57,500 $57,500 $57,500 $230,000 

Specific Examples of 2019 EMS Project Work 

Aero Methow Rescue Services (Funding Amount: $15,000) 
2019 Project Success: Organization adopted a treat and referral protocol at organization: 

1. Outcome: Decreased transport of patients to Emergency Department. Examples include:
a. Provided onsite assessment of child’s cold symptoms to help caregiver determine if

Emergency Department visit is needed.
b. Developed a protocol with local primary care provider, EMS Medical Program Director,

and EMS staff to teach patient to properly clean their catheter.  Prior to protocol,
patient went to the ED via ambulance in pain when he had catheter issues. The protocol
saved multiple ambulance rides and ED visits.

2. Process:
a. Organization adopted Treat and Referral protocol.
b. Trained staff on protocol and potential scenarios.
c. Evaluated each case on best way to proceed forward with new protocol.

Lake Chelan Community Hospital (Funding Amount: $20,000) 
2019 Project Success: Follow up home visiting Program after discharge from Hospital and ED 

1. Outcome:  Decreased readmission and Emergency Department Visits by following up with
patient in home.

2. Process:
a. Patients discharged from acute care are  referred to the LCCH Paramedicine Program
b. Community Health Worker trained EMS professionals go onsite to patient homes for

follow up post discharge and identify care needs of the patient.
c. EMS staff members were trained as Community Health Workers and are currently in the

process of receiving Mental Health First Aid training.

d. After visit, the EMS professional bills the insurer under care coordination codes
associated with Community Health Worker outreach.
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