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Short Project Summary 
 
Our team is working to improve the quality of life of patients with life-limiting chronic 
disease in a frontier area of North Central Washington State.   
 
Our project’s primary aim is to build palliative care services that are accessible to all 
residents of Okanogan County, with a special focus on the LatinX and Native 
American communities. Okanogan County is a huge, sparsely populated and poor 
area with limited access to specialty care of any kind and no integrated palliative care 
services. To achieve our aims, we started the Okanogan Palliative Care Initiative and 
have partnered with the local hospice, community clinics and hospitals, among 
others. 
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Our aims are fourfold: 
 

1) Build a specialized palliative care clinical service to support seriously ill patients 
and their primary care providers,  

2) Increase advance care planning by offering community education and 
workshops,  

3) Develop palliative care services that are responsive to the unique challenges 
and cultural attributes of the LatinX and Native American communities, and  

4) Educate community providers including Emergency Medical Services (EMS) on 
primary palliative care. 

 

Wicked Problem Description 
 
Okanogan County, Washington is a huge, sparsely populated, poverty-stricken 
county with higher rates of chronic disease and worse health outcomes compared to 
Washington State and the U.S. For context, the county is 5,281 square miles, yet only 
has a population of 41,742.  Residents of Okanogan County who are chronically ill, 
elderly and/or experiencing poverty suffer disproportionately and have higher 
mortality compared to the rest of the state and the country, and this is magnified by 
the rural nature of the county and the fragmented medical system.  County residents 
who identify as LatinX or Native American face additional challenges, including 
linguistic, socioeconomic, and cultural barriers to care. All county residents have 
limited access to specialty care, and most patients who need specialty services have 
to travel 75-150 miles to the nearest metropolitan area. The COVID19 pandemic has 
exacerbated the pre-existing challenges that many county residents face in 
managing chronic illness, accessing healthcare and providing for themselves and 
their families. 
 
Multidisciplinary, integrated palliative care is not currently available in Okanogan 
County. There are multiple health service organizations spread across the County, 
but collaboration among these healthcare agencies has often been stymied by 
competitiveness, a lack of an electronic means of communication among settings 
and long distances separating would-be collaborators. To offer integrated palliative 
care across the diverse and fragmented care settings in the County, we need a new 
model of effective, multi-agency collaboration. Creating a sustainable palliative care 
service is a formidable challenge anywhere, but especially in a large, rural and under-
resourced area such as Okanogan County. In rural areas there is a lack of trained 
palliative care providers and the small, under-resourced healthcare systems struggle 
to support palliative care services because the traditional fee-for-service 
reimbursement model does not cover the cost.  
 
Strategies Your Team is Undertaking 
 
Current Actions 
 

1) We are obtaining specialized palliative care training for our multidisciplinary 
core team (including Clinical Scholars) so we can serve as specialized 
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consultants.  We are refining workflows and a referral process for the clinical 
service and offering direct services to a limited number of patients as a pilot.  
We are also learning best practices and leveraging the expanded role of 
telehealth to reduce travel and improve safety for both patients and providers 
during the COVID19 pandemic. 

2) We have applied for a four-year HRSA grant to support the palliative care 
clinical service as the RWJF funding comes to a close. 

3) We have been offering workshops and community education on Advance Care 
Planning and palliative care. We have also trained 14 Advance Care Planning 
facilitators. 

4) We are training EMS providers (paramedics and EMTs) in palliative care 
communications skills and leadership development. 

 
Future Actions 
 

1) We will offer direct palliative care clinical services to a growing number of 
patients across settings (the home, clinic, hospital and possibly long-term 
care). 

2) We recognize that, to have a sustainable service across our massive county, 
we will need to use telehealth even after the pandemic ends. We will find 
strategies to minimize barriers to telehealth access to palliative care services, 
particularly for LatinX and Native patients.   

3) We will develop a business plan to reflect the financially sustainable model we 
will develop in Years 2 and 3. 

4) We will train community providers across settings to integrate basic palliative 
care skills into their practices.  Our educational efforts will target primary care, 
hospital and EMS providers.  

5) We will work with Family Health Centers to make it our administrative home, 
integrating into the billing, charting and scheduling infrastructure. 

 
Outcomes 
 
Overarching Aim: To improve the quality of life of patients with life-limiting chronic 
disease in Okanogan County 
 

Completed Outcomes 
 

• Provide palliative care training for Specialty Team, community providers & EMS  
• Increase advance care planning 
• Establish a specialty palliative care clinical service across the County (currently 

in pilot phase) 

 

Anticipated Future Outcomes 
 

• Develop financially sustainable model for the palliative care clinical service 
• Improve access to palliative care for all patients with special focus on minority 

populations 



4 
 

• Reduce unnecessary cost, including emergency department visits and hospital 
admissions 

 
Timeline  
 
Year Two – Initiate trainings for community providers on palliative care and advance 
care planning trainings.  Identify and serve 45 patients.  Build relationships with 
community leaders from the LatinX/Native American communities and create 
community advisory groups. Assess efficacy and impact of advance care planning 
workshops and other community educational offerings. Develop metrics to collect 
and assist us with quality improvement of our services.  Report our outcomes to 
partners beginning this year. 
 
Year Three – Identify and serve 75-100 patients across all team sites.  Use and 
evaluate appropriate billing codes. At least double the number of LatinX and Native 
American patients served compared to year 2.  Perform long term strategic and 
sustainability planning. Work with the WA State Palliative Care Initiative to apply billing 
strategies developed in Years 1,2 (see below).  Continue to collect metrics and report 
to stakeholders. 
 
Partnerships 
 
The Clinical Scholars team is the leadership component of the larger Okanogan 
Palliative Care Initiative. Partnering agencies include clinics, hospitals, long term care 
facilities, hospice and emergency medical services.  Furthermore, the Okanogan 
Palliative Care Initiative is in the first cohort of the Washington Rural Palliative Care 
Initiative, an initiative of the Washington State Department of Health (2017-2020) that 
supports rural communities in building skills and services in palliative care through 
networking, sharing best practices, providing a platform for telemedicine, and 
lobbying to develop palliative care billing codes and strategies. We have a 
Memorandum of Understanding with 4 key partners (one hospital, 2 clinic systems 
and Home Health and Hospice).  We are in the process of deepening our partnership 
with Family Health Centers (FHC) by integrating the palliative care clinical service into 
the FHC clinic systems. 
 
Evaluation Strategies and any findings so far 
 
We are designing systems to collect quantitative and qualitative data to assess the 
project’s impact in four areas: 
 

1) Clinical Measures 
2) Clinical Utilization and Cost 
3) Operational Measures 
4) Satisfaction and Engagement measures of patients, clinical providers and 

partners 
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At the end of Year One, we hired an administrative assistant to help with data 
collection. We are also embarking on a participatory effort with our partnering 
agencies to identify and track data they identify as valuable in regard to the impact of 
our project.  

 
Contact Person Information 
 
Kevan Coffey, DNP 
Family Health Centers 
kevan.coffey@gmail.com 
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