
TCDI WORK GROUP MEETING AGENDA 
Thursday June 18th, 2020 10 AM – 11:30AM 

PROPOSED AGENDA TIME GOALS 

1. WELCOME & INTRODUCTION

Ray Eickmeyer

10:00  Action: Review and approve January

minutes

2. TCDI Workgroup Updates & COVID-19

John Schapman

10:10  Update on NCACH Work & Timelines

 Discussion: Status of NCACH providers

and plan for 2020 & 2021

10:50  Update on Confluence Home Based Care

presentation & workgroup request.

 Action: Review and approve/deny project

proposal.

3. Confluence Health – Confluence at
Home Project Request – Megan

Collyer and Dr. Charles McCormick

4. Adjournment – Ray Eickmeyer 11:30  Action: Approve moving TCDI meetings

to every other month starting July, 2020

to finalize 2021 project plans

Next Meeting: 

 Date:    Thursday July 16th, 2020 

      Time:    10 AM – 11:30 AM 

      Location:        Virtual   

LOCATION 

Virtual 

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 

Attachments:

• January Meeting Minutes (Pages 2 - 5)
• Confluence Health Proposal (Pages 6 - 15)
• TCDI Workgroup Power Point (pages 16 - 42)
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Location Attendees 

Chelan Douglas Health District 
200 Valley Mall Pkwy 
East Wenatchee WA 98802 

Workgroup members: Elaine Bandy, Rhonda Piner, Chenia Flint, Kate Haugen, Ray Eickmeyer, Molly Morris, Jackie Weber, Traci Miller, Tamara, Vicky Polhamus, Dina Goodman, Jerry 
Perez, Laurie Bergman 

NCACH Staff: John Schapman, Caroline Tillier, Linda Evans-Parlette, Christal Eshelman, Sahara Suval, Tanya Gleason – Minutes 

Agenda Item Minutes 

Minutes Ray Eickmeyer moved, Rhonda Piner seconded the motion to approve the September 2019 minutes, motion passed.  

TCDI Hospital Partner Updates Overall Workgroup Updates 
Group discussed who they would like to see as the new workgroup chair, and who is willing to do so for the remainder of the workgroup meetings (roughly two years 
or 8 meetings). Defined roles are: reviewing and helping to structure the agendas and workgroup meetings, facilitate and provide input on TCDI work outside of 
meetings (education, what connections need to be made and how to make them, etc.), and guiding the overall direction of the workgroup to ensure the group is 
moving in the right direction. Ray Eickmeyer volunteered to take on this responsibility. Group discussed if there would be any special considerations to having a 
board member be a workgroup chair, of which there were none. Rhonda Piner nominated Ray Eickmeyer. Per policy, the NCACH Executive Director is responsible for 
appointing new workgroup chair. Linda Evans Parlette appointed. No workgroup members had a conflict with making Ray the official group chair.  

In December 2019, the Governing Board approved the 2020 TCDI budget. 815k was approved of the 975k that was recommended by the Workgroup. Community 
paramedicine funding (160k) was not approved by the board, however any innovative TCDI project ideas can be brought back to the board as a recommendation for 
funding. 

Partner 2020 Work Plans were due 1.15.20. Feedback will be given between 1.20 and 1.31.20. Reports and final MOUs to organizations will be sent out February 
2020. 

Group needs to identify funding priorities and goals for the remainder of 2020 and 2021. NCACH recommendation is to have additional meetings with a chosen 
subgroup to review the project’s impact over the course of the MTP, since the Project is now in year 4 of implementation. 

North Valley Hospital 
Rhonda—Admission rate in the beginning of 2019 was 10% and by the 3rd quarter was roughly 1%. Provider availability and turnover increased the rate back to 
around 5% in quarter 4. Currently working to alleviate the issue. EHR is not conducive to running reports easily so it is difficult to track needed data, however they are 
working to mitigate this issue. Can pull medication records from local pharmacies and clinics which has improved accuracy with medication reconciliation. 3rd 
quarter 2019—effective, 60-70% are getting discharge paperwork. For 2020 focusing on developing a rural health clinic, improve tracking of appointments, and 
community health assessment housing disparity. North Valley currently has a working grant committee at the hospital looking into funding for housing solutions in 
partnership with local organizations. John put Rhonda into contact with Catholic Charities in Spokane. She has appointment with them to discuss how and where to 
start investing in housing infrastructure in order to mitigate admission rates. Requests more knowledge from anyone willing to give it. Housing is a major health 
concern in their service region. Looking at all SDOH to better serve their patients.  In the process of evaluating their current EHRs with the potential to change 
platforms. They are looking at several grants. More to come as the conversations progress.  

John asked what hospital leadership sees as their role—Rhonda is in charge of coordination but leadership is supportive of seeking non-medical interventions and 
solutions to readmission and high ED utilization.  

TCDI Meeting  
January 16, 2020 10:00 AM – 11:30 PM 
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Columbia Basic Hospital 
Vicky—For transitional care, they have made progress in all areas, especially in the last two quarters of 2019. TCM calls have reduced in the last quarter because of 
onboarding a new EHR- EPIC- and the challenges with implementation. Doing well with physicians visits but tracking has been lackluster. They are hoping that the 
new EHR will alleviate some tracking concerns. Numbers are low for inpatient. EPIC will allow them to follow-up better in the future, especially since Samaritan has 
recently implemented EPIC as well.  

For diversions work—improvement in follow-up visits and referrals but only making follow-up appointments to Confluence Ephrata and their own clinic. Don’t have 
100% buy-in from Confluence but hoping the relationship with their case manager will build in the coming year. EDIE—currently incorporating into EPIC and working 
on clarifying the role and relationship between the two, especially with patients who have been seen 3 or more times. Ephrata has only has three providers at this 
time. Want to work on referral processes between clinics and how paperwork is distributed.  

Members chimed in on how information exchange is something that may healthcare providers are struggling with. 

CPTS—Recovery Coach Network Plan, 
Christal Eshelman 

A 2020 CPTS Funding Proposal with TCDI funds was proposed by Christal Eshelman to meet gaps in transitional services for the re-entry population. Funding 
allocation of 130k would support a network of Recovery Coaches and programmatic costs for coaches to meet individuals 1:1 after being released from 
incarceration (5-6 am release) and provide needed supports (reinstating benefits, obtaining food, housing or ID, substance use treatment, or other SDOH or medical 
needs). Aetna has recently committed 70k to this project, thus reducing NCACH funding to roughly 58k. Funding would be allocated to a Recovery Coach 
Coordinator, coach stipends, training, supports, evaluation, and indirect costs estimated at 15%. Programmatic funding through NCACH and workgroups would be 
through the remainder of the MTP, with sustainability planning and evaluation activities informing the future of the Recovery Coach Network. 

Ray asked what jails would participate—Chelan-Douglas, Grant, Okanogan County jails are all on board. Tribal jail partnership is in the works. 

Elaine asked who would be eligible for the program—answer will depend on how the program is built so cannot be answered quite yet. 

Rhonda asked what the measurements for success would be—reducing recidivism rates, days between incarceration (if time between recidivism expands, that can 
also be a measure of success), and ultimately days avoided in jail because each day spent in jail is expensive. A reduction in healthcare costs with previously 
incarcerated individuals, since they have been connected to SDOH and medical care sooner, is also an indicator. NCACH would work with current contracted 
evaluation support to solidify the evaluation plan. 

Ray Asked what kinds of tools can be used to assess people for the program while they are incarcerated—haven’t gotten to those details yet as the jail will be integral 
into supporting this piece of the program. Jails are on board with the program which will make it easier to incorporate an accurate and/or revised assessment tool. 

Vicky expressed concerns about the $50 stipend working out to 12.50 an hour as food for thought—stipend amounts can be revisited however the rate was 
developed in conjunction with Recovery Coalition, as they would have supported the program if coaches were volunteer-based. Coaches would be utilized 1-3 days 
per month. Conversations around rate can be revisited with board and programmatic staff. Workgroup is supportive of increasing the stipend amount by bringing 
concerns and new funding plan to the board. Aetna also intends to fund the program at or above their original contribution in 2021 and 2022, although amounts 
have not been approved as of the date of this meeting. 

Rhonda Moved to approve current funding plan for CPTS Recovery Coach Network, __________seconded. Motion passed. 
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Confluence Health—Home-Based Care 
Transitions, Laurie Bergman 

This program is being developed to look at patients who can utilize care inside the home (e.g. elderly). Program team went on a site visit to a program at Presbyterian 
Hospital in Arizona. Looking at starting a pilot in April 2020 with roughly 100 patients in Wenatchee. Will focus on a variety of services for home-based care. Case 
studies illustrate the gaps in care for those that are homebound and not receiving end-of-life or palliative care planning to the extent necessary. Care includes the 
range of 24/7 services that people might need in the home (acute care, telemedicine, house calls, monitoring, etc.). This program has the potential to decrease ER 
and inpatient utilization, increase early hospital involvement, and improve patient-centered care and goals. The program aims to increase ancillary support services 
and collaboration with community partners. They plan on sharing the results of their pilot in NCW over the next 2 years. 

Ray offered to help Laurie with the EMS connection. Asked how long or often would providers be visiting in home—ultimately depends on what the patient needs. 
Could be weekly, daily, etc. depending on the level of care needed or patient goals. 

Linda asked how they know where to begin with the pilot—palliative care team is heavily involved in the development of the program as they have seen trends in need 
or gaps in care. Narrowed down to 100 patients to start with. 

Ray asked who is eligible—the “in-betweeners” who can use help or support but that don’t meet criteria for other in-home care programs (i.e. home health and 
hospice). 

John suggested Laurie send out more information to the Workgroup so members can think of questions and/or feedback. Pilot starting in April 2020. 

Data Update, Caroline Tillier P4P Measures—2017 and 2018 active measures to be compared with 2019 measures which will ultimately affect funding potential. Reviewed All Cause ED Visits 
per 1000 MM. County levels broken out and other basic data points presented. 

Caroline asked if there is an interest of workgroup members in seeing measures more broken out by zipcode? What are the key questions on the data? How can it 
add value to TCDI work? Caroline is willing to schedule a meeting for interested members to learn more about the data. 

There is member interest to have more detailed and drilled down data to inform the work. Rhonda is interested in learning more about why Okanogan numbers are 
higher. She estimates this has something to do with lack of primary care providers in the County. John and Caroline will discuss what data would be most valuable 
according to member feedback at this meeting. John will send out a meeting request for anyone interested in learning more.  
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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  

Page #5



Confluence at Home 
CLINICALLY APPROPRIATE, GOAL-DRIVEN CARE FOR GERIATRIC PATIENTS 

___________________________ 

Proposed to: North Central Accountable Communities of Health 
Proposed by: Geriatrics Department at Confluence Health 

Updated June 17, 2020 
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Problem Statement 
Older Patients Have Significant Healthcare Needs 

Older patients have more complex healthcare needs that are associated with a higher prevalence of chronic diseases, 
decreased immune system function, and physiological degeneration. According to the National Council on Aging, about 
80% of those over the age of 65 have at least one chronic disease, like diabetes, Alzheimer disease, obesity, or arthritis, 
and 77% have at least two. Aging populations also suffer from reduced immune system function, which makes them 
more susceptible to illness and at a higher risk of infection than their younger counterparts. This is especially true for 
those struggling to manage their chronic diseases successfully. Furthermore, older patients undergo physical changes in 
body composition, such as loss of bone density and muscle tone, leaving them frailer and more vulnerable to injuries. 
Other physiological changes, including poorer eyesight and decreased mobility, as well some medications, can lead to 
balance issues, making older patients more prone to injuries from a fall. Among older populations, hip fractures, head 
injuries, and lacerations occur more frequently, and these traumas can lead to high-cost interventions that have 
significant longstanding effects on health and quality of life. 

Older Patients Are High Utilizers of Healthcare Services 

With these factors in mind, it is not surprising that geriatric patients are high utilizers of healthcare services. Even 
though they make up less than 14% of the U.S. population, some estimates indicate that older patients represent about 
45% of healthcare expenditures among the top 10% of healthcare utilizers (Zayas et al., 2016). Patients may experience 
multiple comorbidities that require complex treatment, leading to more healthcare contact through follow up visits, 
medication management, and ancillary services, including laboratory tests and diagnostic imaging. In addition, older 
patients have high rates of emergency department (ED) use and inpatient admissions. In the last six months, among the 
cohort of Confluence Health’s 875 geriatric patients, there were 827 ED admissions, or an average of 4.5 ED visits each 
day. Common reasons for visits included abdominal and chest pain (11%) and falls (21%). During the same six-month 
period, there were 315 inpatient admissions among this patient population. Often falls and hospitalization precipitate a 
transition from the home environment to a skilled nursing facility (SNF), a process that can be disruptive, expensive, and 
difficult for patients and their families. 

Older Patients Are Not Optimally Served by the Existing Model of Care 

At Confluence Health, there are three Primary Care Geriatricians and four Advanced Registered Nurse Practitioners 
(ARNP) that co-manage a panel of 875 geriatric patients. Although geriatric patients are usually older, and therefore 
covered by Medicare, nearly 20% of this panel are dual eligible and receive benefits from both Medicare and Medicaid 
through the end of life. This is because, as the burden of disease becomes greater in older age, many patients are 
financially unable to pay for nursing homes and care facilities and become enrolled in Medicaid based on financial need 
(e.g., dual enrolled). Conversely, patients that stay in their homes may be less likely to matriculate into Medicaid 
coverage. In the future, the Geriatrics Department is likely to begin caring for more patients under the age of 65 
requiring a higher level of healthcare due to chronic illness. These patients would not be covered by Medicare but may 
be covered by Medicaid. 

The Geriatrics team serves as a critical touchpoint on behalf of these patients, providing oversight and coordination 
between allied medical providers, including therapists and ancillary services. Confluence Health’s Geriatrics Department 
strives to provide patients with high quality healthcare services in the home, but currently the needs of patients exceed 
the healthcare resources available. This manifests in longer wait times for appointments, limited mobile lab and 
diagnostic resources, impacts to the continuity of care, and avoidable emergency department visits and hospitalizations 
that are inconsistent with the patient’s goals of care. It is imperative that we provide older patients in our community 
with access to high quality healthcare that prioritizes their dignity and personal choices. Therefore, in order to meet the 
needs of some of our most vulnerable patients, we must change the model of care. 
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Program Summary 
Purpose 

Confluence at Home is a new model that will provide clinically appropriate, goal-driven care to geriatric patients when 
and where they need it most. The purpose of the program is to: 
 
• Engage patients in personalized care consistent with their individual wishes 
• Manage chronic and acute conditions in a way that promotes optimal patient health 
• Increase access to clinical, ancillary, and supportive services 
• Decrease unnecessary emergency department visits, inpatient admissions, and long-term care placements 

Program Goals  

Goal 1: Provide our geriatric patients with the right care at the right time in the right place (Access) 

Confluence at Home is a new healthcare delivery model that provides geriatric patients with 24/7 access to healthcare 
services. This will be achieved by expanding clinical hours from 8 a.m. to 8 p.m., 7 days a week; increasing the level of 
home-based services, including greater access to telemedicine visits, mobile lab/diagnostic functions, and follow up 
appointments; and adding an afterhours hotline, which will connect callers with healthcare professionals familiar with 
the patient’s medical needs. These methods will increase the availability of same day services and promote continuity of 
care, meaning older patients will receive the care they need when they need it most. Access to care is an essential factor 
in reducing avoidable emergency department visits and hospitalization and improving quality of life.  

Goal 2: Provide patients with better healthcare (Quality) 

An essential component of the Confluence at Home program is the collaboration between a multidisciplinary care team 
of Geriatricians, ARNPs, RNs, and a master’s-level Social Worker focused on providing comprehensive, high quality 
healthcare services that go beyond the traditional purview of clinical care. This care team will be united in the same 
goal: to provide patients with the level of care they need to reach their individualized health goals. The program hinges 
on a risk assessment framework that incorporates multiple factors, including symptom management, healthcare 
utilization, and social determinates of health, which stratifies patients according to their needs and informs their 
treatment plan. Higher risk patients will receive extra support, including weekly calls/virtual visits to maintain a strong 
line of engagement between the healthcare providers and the patient. Rising-risk patients will hear from the care team 
twice in a month, and low risk patients will meet on a monthly basis. This high-touch model of care emphasizes 
engagement and collaboration, both on behalf of the patient and care team. These are factors that have a clear impact 
on healthcare quality. 

Goal 3: Reduce healthcare overutilization and costs (Value) 

This model represents a value-based care approach, meaning that payments are based on patient outcomes, as opposed 
to the traditional-fee-for service model. Therefore, the focus of Confluence at Home is to provide clinically appropriate, 
goal-driven, cost-reducing care that incentivizes higher quality healthcare and a reduction in avoidable healthcare 
utilization. We believe that implementing this program will reduce emergency department visits and inpatient 
hospitalization because patients will have greater access to lower cost healthcare solutions. Not only will this lead to a 
reduction in healthcare costs, but it will lead to an increase in value for our patients. 

Program Objectives 

- Provide all patients with healthcare consistent with their individualized goals of care and Advanced Directive  
- Demonstrate improved patient satisfaction scores among geriatric patients 
- Reduce emergency department visits by 25% over two years 
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- Enroll 100% of geriatric patients in the Confluence at Home program by 2022
- Enable more caregivers and decision-makers the opportunity to participate in their loved-one’s care 
- Provide all patients with greater continuity of care
- Increase average hospice length of stay for patients in need to optimize end-of-life care
- Document Advance Healthcare Directive for 85% of geriatric patients

Confluence at Home Key Elements 

This program deviates from the traditional model of healthcare delivery by providing a higher level of service and 
greater access to healthcare resources in the home environment. The essential elements of Confluence at Home include: 

• A dedicated care team consisting of Geriatrician, ARNP, RN, and master’s-level Social Worker (MSW)
• Risk-based assessment at enrollment
• Individualized risk-rating and care plans (See Appendix A: Risk Assessment Chart)
• Extended clinic hours and days (8 a.m.-8 p.m., 7 days a week)
• Mobile lab and diagnostic services available in the home environment
• Telemedicine services (phone and virtual visits)
• Contracted patient transportation services for imaging, afterhours assessments, etc.
• Afterhours hotline available to 24/7
• Same day service delivery
• Provider home visits (ARNP, RN, and MSW)
• Acute care visits at skilled nursing facilities 7 days a week
• Address goals of care and advanced planning
• Greater emphasis on social determinates of health
• One phone number for all services

Relevance to TCDI 

Geriatric patients represent some of the most vulnerable patients in our healthcare system. Although Confluence at 
Home is a primary care model at its core, the methodology of the program ensures that these patients have access to a 
robust, high-touch model of care that will alleviate the burden of transitions, either by ensuring that patients are 
supported through them or by eliminating unnecessary transitions altogether.  

Unlike traditional primary care, this model addresses the inevitable transitions of care that each patient will experience 
at some point during their final stages of life. Patients may move from the home environment to a skilled nursing facility 
or to hospice; patients may transition from an inpatient setting back to the home environment. Each patient experience 
is unique to their own circumstances. Confluence at Home is designed to bridge the gap between these transitions or to 
reduce transitions altogether. The care team wraps around patients to optimize their healthcare experience and 
minimize unnecessary or unwanted medical treatment. Appropriate end of life care supports patients and their loved 
ones through some of the most difficult periods of life and requires more than just primary care to meet the physical, 
social, and emotional needs of those served. 

Evaluation Plan 
Assessment of the program efficacy will occur based on two methods of evaluation. The first, a process evaluation, will 
measure program fidelity, and will answer the question, “Has this program been implemented as intended?” This 
evaluation will be informed by key program stakeholders, including the Geriatrics Department’s Practice Manager, 
Confluence Health’s Director of Primary Care, and program staff and providers. Measurement will occur on a quarterly 
basis using a mix of qualitative and quantitative data gathered through informal means like observation and through 
Epic medical records. 
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Process Evaluation:  

Has the program been implemented as intended? 

- Is the risk assessment tool being used effectively to stratify patients and inform care plan?
- Are patients being enrolled in the program?
- Are we serving the target population?
- Are key players of the care team available and engaged?
- Is each member of the care team providing the intended services?
- Are healthcare access points available to patients as planned (home-based and virtual visits, 24/7 hotline,

expanded clinic hours)?
- Are mobile ancillary services, such as labs and diagnostic tools, being utilized as planned?

Short- and long-term impacts of the program will be measured using an outcome evaluation, which will answer the 
question, “Did we meet the objectives of the program?” Evaluation of outcome metrics will take place on a quarterly 
basis to assess short-term impacts and on an annual basis to evaluate progress towards longer-term objectives that are 
measured on a continuum and/or are more subjective. Data will be gathered using Epic medical records, patient 
satisfaction survey data, health maintenance scores, cost reports, and Confluence at Home risk-rating assessments. 

Outcome Evaluation: 

Did we meet the objectives of the program? These factors will be assessed based on change (improvement) from 
baseline. 

Short-term 

- Patient satisfaction scores
- Patient and/or caregiver engagement in care
- Goals of care and advanced planning completion
- Length of stay in hospice
- Readmission rates

Long-term 

- Health maintenance scores
- Risk-rating changes by patient
- Emergency department visits
- Inpatient admissions
- Cost savings

TCDI Metrics 

We believe the metrics of this project closely align with the TCDI project work. Specifically, Confluence at Home aims to: 

- Reduce the number of avoidable outpatient emergency department visits per 1000 member months
- Reduce the occurrence of inpatient hospital admissions
- Increase follow up after hospitalization
- Reduce all-cause readmission rates

We know that increased access to care improves appropriate and timely utilization of healthcare services, and that 
greater patient engagement in care leads to improved health maintenance and better health outcomes. Therefore, we 
believe that the program objectives and key elements of the program described in our proposal will directly impact the 
metrics that are shared by Confluence at Home and the TCDI workgroup. 
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Timeline and Major Milestones 
Spring 2020 

Milestone: Complete Program Infrastructure 

- Develop schedules for staff and providers
- Create standard work (e.g., documentation, scripting, processes, Epic template)
- Contractual agreements with stakeholders (Home Health & Hospice, transportation provider)
- Program-specific training for staff and stakeholders (e.g., universal information and duty-specific)
- Program outreach tools (branded information for patients, IT support workflow for virtual visits)
- Establish baseline data for evaluation purposes

Summer 2020 

Milestone: Begin Enrollment of existing patients 

- Enroll two patients a day each week, Monday through Thursday. Initially, providers will focus on patients with
the highest risk factors, including a history of emergency department use and hospitalization, underlying health
conditions, and overall healthcare utilization.

Fall 2020 

Milestone: Begin quarterly evaluation (process and short-term outcome evaluations) to be repeated every three months 

Summer 2021 

Milestone: Conduct first annual outcome evaluation 

Summer 2022 

Milestone: Complete enrollment of existing patients 

Milestone: Conduct second annual outcome evaluation 

Alignment with NCACH and MTP Goals 
The fundamental principle of this program is to provide geriatric patients in our community with clinically appropriate 
healthcare when and where they need it. Confluence at Home prioritizes access to primary care, ancillary services, and 
social services that will ultimately reduce unnecessary high-acuity, high-cost interventions, like the emergency 
department visits and inpatient admissions. Therefore, like other TCDI transformation projects Confluence at Home 
aligns with the work group’s stated Funding Principles that apply to other TCDI partners: 

• Funding supports links between medical providers and social services providers. Medical services will be
integrated with the social services; providers will work directly with a social worker as part of a
multidisciplinary team, ensuring each patient has access to the clinical and non-clinical resources they
need to improve or maintain their health.

• Outlined path toward sustainability or sustained change. This project is one of few true value-based
programs at Confluence Health. If we fully implement the program as planned, cost-savings from
reduced hospitalization and ED utilization and improved health outcomes associated with higher patient
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and family engagement, greater interaction with patients, and inclusion of social services will ensure the 
program’s long-term sustainability.   

• Creates new or expands existing capacity and infrastructure. Confluence at Home is a new program
adapted from the evidence-based Complete Care program, an innovative model from Presbyterian
Health in Albuquerque New Mexico.  Though the foundation of Confluence at Home is currently being
built, high-impact elements of the program cannot be implemented without financial support from
community partners (see “Funding Request” section below).

• Demonstrate a clear way to evaluate impact. As an organization, we have access to patient medical
records and other data that can help us evaluate the outcomes of this project. We have outlined our
evaluation plan for this project in the section above.

• Show how projects address one or more of the six NCACH project areas. Confluence at Home addresses
several NCACH project areas, including chronic disease and prevention management, diversion
intervention, and transitional care.

• Engagement of partners. We will continue to partner with local nursing homes and other care facilities
to ensure patients received timely and appropriate care. Our relationships with these organizations are
essential components of managing patient health outcomes. Confluence at Home will enable healthcare
providers to respond to patients and care facility staff 24/7 via the new hotline. In addition, extended
clinical hours and a greater emphasis on home visits and social services will also benefit these partner
agencies as we work together towards the health and quality of life of those we serve. We are exploring
a partnership with a local EMS company for afterhours transportation of patients requiring ambulance
transport. We also routinely work with other regional transportation providers, including Link Transit
and People for People. Transportation remains one of the more difficult and expensive services to
coordinate for our patients. Therefore, Confluence Health maintains membership on the NCW Mobility
Council, which is working to increase lower cost medical transportation options for vulnerable
individuals in the region.  Finally, our social workers and case managers have extensive working
knowledge of social service agencies in this region and will partner with them to meet the non-clinical
needs of patients.

Funding Request 
This program is moving forward at Confluence Health; however, due to a lack of resources and the ongoing financial 
strain facing our healthcare system, critical elements of the model will not be included without additional funding from 
community partners. Prior to the ongoing COVID-19 pandemic, the Geriatrics Department had made progress towards 
implementation of Confluence at Home. Like many healthcare systems throughout the nation, Confluence has had to 
take extreme financial measures to offset the missed revenue and unexpected operational costs associated with 
pandemic response. As a result, Confluence has initiated a hiring freeze for all positions that are funded by the 
operational budget to mitigate personnel costs in this time of financial uncertainty. Without external funding, we will 
not be able to hire a fulltime social worker or RN, which means the team will be missing integral parts of the model. In 
addition, expenses associated with transportation and mobile diagnostic capabilities are not within the organization’s 
means at this time.  

We are seeking funding for this project to help with the costs of a 1.0 FTE master’s-level Social Worker and 1.0 FTE RN 
that will integrate with the care team. Additional financial support is requested for supportive services for patients in 
times of need (e.g., food, transportation, medication) and contracted services for transportation and mobile services, so 
that we can provide a greater level of healthcare in the home environment. The budget below has been developed using 
historical costs and personnel data. When historical cost data from the Geriatric’s Department was not available, we 
used information from similar departments to estimate expenses associated with the budget item.  

Page #12



8 

Program Component 
Average Cost 
per Year/FTE 

Program 
FTE 

Estimated Confluence 
Investment per Year 

Unmet Needs 

Personnel 

Geriatric Physician Salary + 
Benefits 

$299,000/yr. 3.2 $956,800/yr. ___ 

Geriatric ARNP Salary + 
Benefits 

$136,000/yr. 3.5 $476,000/yr. ___ 

Medical Assistant Salary + 
Benefits 

$43,000/yr. 3.0 $129,000/yr. ___ 

Practice Manager Salary + 
Benefits 

$110,500/yr. 0.5 $55,250/yr. ___ 

LPN Supervisor Salary + 
Benefits 

$83,200/yr. 1.0 $83,200 ___ 

Social Worker (MSW) 
Salary + Benefits 

$87,217/yr. 1.0 ___ $87,217/yr. 

RN 
 Salary + Benefits  

$96,907/yr. 1.0 $96,907 

24/7 Triage Nurse (RN) 
Salary + Benefits 

$96,907/yr. .10 $9,690 ___ 

Contracts 

Patient/Medical 
Transportation, Provider 
Transportation & Mobile 

Services 

$50,000 $20,000 $30,000 

Supportive Services 

Basic Needs (e.g., nutrition, 
in-home support, 

medication, transportation) 

$12,000 $3,000 $9,000 

Total Cost $1,714,940 $223,142 

Sustainability 

If we can implement the program with all essential elements, we believe we can demonstrate enough cost-savings and 
positive outcomes to justify ongoing financial support through Confluence Health’s operational budget within a two-year 
period. 
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Appendix A: Risk Assessment Chart 
GREEN ZONE (Low Risk Rating) 

• Symptoms are well managed
• Not utilizing call/triage
• No recent ED visits or admissions
• No to minimum social determinants of health

Care Plan 
• Monthly and PRN call or virtual visit from APP and/or MSW
• Quarterly or PRN visits from APP or MD/DO
• Reviewed in IDT (1) per month minimum

(Goal to remain green) 

YELLOW ZONE (Medium Risk Rating) 
All new admissions at minimum are yellow 

• Symptoms are increasing, yet manageable
• Minimum to no use of call/triage
• Increasing risk of ED visits/admission
• Increased social determinants of health

Care Plan 
• 2X/Month or PRN call or virtual visit from APP and/or MSW
• MD/DO visit to follow enrollment within (1) month
• Monthly or PRN visits from APP or MD/DO
• Reviewed in IDT (1) per month minimum

(Goal to move to green or reconsider risk rating) 

RED ZONE (High Risk Rating) 

• Symptoms not well-managed
• High utilization of call/high needs
• Recent ED visits or admissions -OR- high likelihood of ED/admission
• Multiple social determinants of health

Care Plan 
• Weekly or PRN call or virtual visits from APP and/or MSW
• MD/DO visit to follow enrollment within (2) weeks
• Weekly or PRN visits from APP or MD/DO
• Reviewed in IDT weekly

(Goal to move to yellow or hospice care) 
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TCDI Workgroup Meeting
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Review Agenda & Minutes
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TCDI Updates/Discussion
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Primary Goals of TCDI in 2019 & 2020

020 Meeting Schedule
1. Partner with North Central Emergency Care Council to promote and expand 

Community Paramedicine across the 10 major transport agencies in North 
Central Washington

2. Adopt Transitional Care and ED Diversion Strategies across the 7 Healthcare 
Systems in North Central Washington 
• Transitional Care: Improve transitional care services to reduce avoidable hospital utilization 

and ensure beneficiaries are getting the right care in the right place
• Diversion Intervention: Implement diversion strategies to promote more appropriate use 

of emergency care services and person-centered care through increased access to primary 
care and social services, especially for medically underserved populations.
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COVID – 19 & TCDI 2020 Budget Status

Budget Category Board 
Approved

Allocated Remaining

TCDI Hospital Partner Payments $520,000 $390,000 $130,000**

EMS Partner Payments $230,000 $230,000 $0

Training/Consultants
Reserved funds for both EMS and Hospital partners*

$65,000 $0 $65,000

Recovery Coach Network $57,972 $57,972* $0

Total TCDI Budget $872,972 $677,972 $195,000

*May vary based on when NCACH Staff is hired.
** Remaining balance was originally allocated for Three Rivers hospital and Confluence health ($65,000 each)
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COVID – 19 Partner Updates/Lessons Learned

020 Meeting Schedule
Partner Updates:
• Most partners were able to maintain current work that was established 

during COVID-19

• New partnerships and hiring were delayed since most agencies focused 
internally on their work.   
• Delayed agreements came from Community Based Integration section 

of work. 

• Most individuals will be able to complete project work as directed by the 
end of the year (minus 2-3 month delay in new programs/planning)
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COVID-19 Partner Updates/Lessons Learned

020 Meeting Schedule
Lessons Learned

• Telehealth visits can play an important role in transitional care work during 
COVID and in the future

• Patient access to utilize telehealth platform can be limited.

• Collaborative partnerships are important. NCACH should focus on how 
hospital and EMS partners work together vs. funding separate work.
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Round Table Discussion

What insight has COVID-19 given you into our TCDI project work? 

What other learnings can we take into the next 1.5 years to have the greatest impact?  

How do we use the TCDI work to make an intentional impact in the remaining 1.5 years of the MTP?
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Confluence Health Proposal Review

Page #24



Why reviewing with Workgroup:

020 Meeting Schedule
1. Confluence has felt that the projects approved by the workgroup (e.g. 

Transitional Care Management) were already established at Confluence 
Health and did not want to apply to complete already established work.

2. Confluence felt it does have a project developed (Home Based Care) that 
would achieve the overall goals of the Transitional Care and Diversion 
Intervention projects selected by NCACH.

3. Confluence wanted to pitch to the workgroup to approve a proposal that 
deviates from the original TCDI Hospital partner application process.
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Workgroup Proposal Considerations:

020 Meeting Schedule

1. Does the project fit with the overall MTP and TCDI Objectives, 
including partnerships with community partners?

2. How does the amount requested and current TCDI budget 
impact funding allocated (if approved)? 

3. Is the proposal complete, or is there more detail needed?
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MTP and TCDI Considerations:

020 Meeting Schedule
Considerations

Project Addresses Transitional Care Goals?:
• Improve transitional care services to reduce avoidable hospital utilization and ensure beneficiaries are getting 

the right care in the right place

Project Addresses Diversion Intervention Goals?:
• Implement diversion strategies to promote more appropriate use of emergency care services and person-

centered care through increased access to primary care and social services, especially for medically 
underserved populations.

Funding supports links between medical providers with Community Partners. 

Funding will be distributed to partners to create innovative new or expand existing capacity?

Partners demonstrated a clear way to evaluate impact including data for measurement of success at 
achieving TCDI Goals?
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TCDI 2020 Budget Considerations

Budget Category Board 
Approved

Allocated Remaining

TCDI Hospital Partner Payments $520,000 $390,000 $130,000**

EMS Partner Payments $230,000 $230,000 $0.00

Training/Consultants
Reserved funds for both EMS and Hospital partners*

$65,000 $0.00 $65,000

Recovery Coach Network $57,972 $57,972* $0.00

Total TCDI Budget $872,972 $677,972 $195,000

*May vary based on when NCACH Staff is hired.
** Remaining balance was originally allocated for Three Rivers hospital and Confluence health ($65,000 each)
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Does the project contain the following elements to be Complete?

020 Meeting Schedule

Proposal Components

Scope

Partners Involved in the work

Estimated Budget/Costs

Sustainability Plan

Evaluation Plan
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Potential Recommendations from Workgroup: 

020 Meeting Schedule
1. Recommend the Board approve the proposal with a budget increase to 

the TCDI budget to fund the difference requested by Confluence.

2. Recommend funding the proposal at the up to budgeted amount allocated 
to each organization per year.  

3. Request more information for consideration, outline next steps.

4. Deny proposal, Not in alignment with MTP or TCDI work. 

*Above may not be an exhaustive list of options and workgroup members could choose other
possibilities.
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Confluence at Home
CLINICALLY APPROPRIATE, GOAL-DRIVEN CARE FOR GERATRIC PATIENTS
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Traditional Care Models Don’t Work 
For This Population 

• Most care is provided in a clinic setting
• Call systems are dependent on emergency departments
• Ancillary support is unavailable in the home
• Social Services are on a “as needed” basis with little consistency, with 

little multidisciplinary approach to care 
• Facilities are fearful to not transport
• Care is often not driven by patient’s goals and quality of life
• Advance Care Planning is often not discussed or documented 
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What We Are Currently Seeing 

• Frequent visits to ED
• Most do not require inpatient admission
• Most visits are during an extended clinic days/hours (8am-8pm/7 days per wk)

• Frequent Inpatient Admissions
• Goals of Care not always understood, nor documented

• Increased cost in patient care 
• Difficult care for patients

• Not getting the right care at the right place
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An all-too common patient example 

male diagnosed with metastatic prostate cancer
• History of blindness, early dementia, and severe hypertension

• Advance Care Planning gaps
• Minimal Palliative Care intervention
• Multiple hospitalizations

• 86 yo male diagnosed with metastatic prostate cancer
• Hx of blindness, early dementia, sever hypertension 
• Advance Care Planning gaps
• Minimal palliative care, social services interventions 
• Multiple Hospitalizations 

• Patient Cost in last 6 months of life: More than $250,000
• Frequent ED and IP admissions 

Was this the best care for this man? 
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Confluence at Home 
Confluence at Home deviates from the traditional model of healthcare by providing a higher level of service and 
greater access.  It includes: 

• Multidisciplinary team (MSW, RN, APPs, MD/DO)

• Risk-based assessment at enrollment with individualized goals 

• Extended clinic hours and days (8am-8pm, 7 days/wk)

• Mobile lab and access to imagining 7 days/wk

• Telemedicine services

• Contracted transportation services for imaging, afterhour assessments, etc. 

• 24/7 call managed by providers who know the patients

• Provider, RN and MSW home visits

• Acute care visits at SNFs 7 days/wk

• Goals of Care discussions and clear documentation 

• Greater emphasis on social determinants of health

• One phone number for all services 
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Alignment with TCDI and NCACH Work 

• Ensures patients have access to a robust, high touch model of care
that will alleviate the burden of transitions

• Wraps around patients to optimize their healthcare experience and
minimize the unnecessary or unwanted medical treatment

• Medical services integrate with social services
• Value-based care model focused on patient satisfaction, and reduction

in utilization
• Focuses on chronic disease and prevention management
• Engages with community partners
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Goals and Expected Outcomes 

• Increase in patient and caregiver satisfaction
• Goals of Care and Advance Care Planning Completion rates
• Increased length of stay on hospice
• Reduce avoidable emergency department visits
• Reduce the occurrence of inpatient hospital admissions
• Increase follow up after hospitalization
• Reduce readmission rates
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Funding Request 

• Allows for adequate and multidisciplinary staffing model
• Allows for patient transportation to services
• Allows for increase in basic needs and supportive care services

• Nutrition
• In-home supportive services
• Medication needs, etc.
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We Need to Change the Old Way of Providing Care

Confluence at Home allows our most fragile patients to receive:

The Right Care, In The Right Place, At The Right Time
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Potential Recommendations from Workgroup (Repeated): 

020 Meeting Schedule
1. Recommend the Board approve the proposal with a budget increase to 

the TCDI budget to fund the difference requested by Confluence.

2. Recommend funding the proposal at the up to budgeted amount allocated 
to each organization per year.  

3. Request more information for consideration, outline next steps.

4. Deny proposal, Not in alignment with MTP or TCDI work. 

*Above may not be an exhaustive list of options and workgroup members could choose other
possibilities.
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Discussion

Workgroup members
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Final Comments/Adjournment

Ray Eickmeyer
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