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1.  About The Rural Collaborative 

 
The Rural Collaborative (TRC) is a 31-member network of independent hospitals in Washington State, comprising 
28 Critical Access Hospitals (CAHs) and 3 Prospective Payment System (PPS) hospitals. Member hospitals 
convene around shared goals, information exchange, and collaborative initiatives. The Rural Health Enterprise 
(TRHE) provides related services and support. 
 
Key context for vendors: 

• 31 independent member hospitals — 28 CAHs and 3 PPS hospitals — each with its own EHR, ERP, 
workflows, staffing, and payer mix 

• 28 members are Critical Access Hospitals (CAHs): typically, 10–25 beds, 1–3 billing staff, limited IT 
resources, operating under cost-based reimbursement 

• 3 members are PPS hospitals: larger, billing under standard Medicare DRG/APC reimbursement — your 
methodology must account for meaningful differences between CAH and PPS revenue cycle structure 

• EHR platforms across the membership include MEDITECH, Epic, Cerner, Oracle Health (Community 
Works), and others 

• Year 1 of the Rural Health Transformation Program grant funds assessments for 5-15 hospitals; Year 2 
covers members who do not opt to move in year 1.  

• TRC's goal is both individual hospital improvement and network-wide shared learning — your methodology 
must serve both 

 

2.  Why We Are Doing This 

 
TRC member hospitals are experiencing revenue cycle performance challenges driven by a combination of 
staffing constraints, EHR configuration gaps, payer friction, and cross-functional workflow breakdowns. 
Incremental fixes have produced inconsistent results because root causes are often upstream — in access, 
clinical documentation, and EHR build — not just in the business office. 
 
We are not looking for a technology audit or an implementation project. We are looking for a comprehensive, 
operationally grounded root cause analysis that tells each hospital leadership team — with specificity — what is 
driving their revenue cycle performance and what to do about it in priority order. 
 

Critical success factor: Your methodology must be adaptable to hospitals operating with lean teams, limited 
data infrastructure, and no dedicated CDI program. A framework built for large health systems will not 
translate well here. We need to see how you right-size your approach for a 15-bed CAH. 

 

3.  Functional Scope — What Must Be Covered 

 
The assessment must address the full revenue cycle end to end, including clinically driven charge capture and 
ERP/financial workflows as they relate to revenue cycle. The following domains are all required scope: 



 

3a — Governance & Controls 
• Policy accountability, QA/QC processes, change management, and data stewardship 
• Role clarity and ownership across the revenue cycle — who is responsible for what 
• Cross-functional escalation paths and performance accountability 

3b — Patient Access & Front-End 
• Scheduling rules and registration quality 
• Insurance eligibility verification and benefit interpretation 
• Prior authorization and referral workflows 
• Financial counseling, estimates, and point-of-service collections 
• Medical Spend Primary / Coordination of Benefits (MSP/COB) 
• Work queue design and management 

3c — Clinical & Mid-Cycle 
• Clinical documentation quality and completeness 
• Clinical Documentation Improvement (CDI) program (or its absence) 
• Charge capture workflows across all departments and service lines 
• Charge Description Master (CDM) integrity and governance 
• Coding accuracy — facility and professional, including DRG/APC integrity 
• Medical necessity controls and inpatient vs. observation status decisions 
• Late charge identification and prevention 

3d — Back-End / Business Office 
• Claim edit rules, scrubber configuration, and clearinghouse setup 
• Claim submission practices and cycle time 
• Denial categorization, root cause analysis, appeal workflows, and prevention controls 
• Remittance posting automation and rejection rate 
• Follow-up work queue design, aging strategy, and collections 
• Underpayment identification and recovery 
• Self-pay, charity care, and small-balance write-off management 
• Credit balance management 

3e — ERP & Financial Systems 
• GL posting accuracy and subledger-to-GL reconciliation 
• AR management and month-end close processes 
• Cash application workflows 
• Contract modeling (if applicable to ERP configuration) 
• Revenue recognition and financial reporting integrity 
• NOTE: This is a required scope area. Vendors whose methodology does not include ERP/GL must explain 

how they address revenue cycle issues that originate in the financial system rather than the EHR. 

3f — Payer Dynamics 
• Payer behavior patterns by category: authorization, medical necessity, timely filing, underpayments 
• Payer contract process and rate adequacy — identify whether the hospital is being paid correctly under its 

contracts 
• CAH-specific payer rules: cost-based reimbursement, swing bed billing, Rural Health Clinic (RHC) billing 

where applicable 
• PPS hospital differences: 3 TRC members are PPS hospitals billing under Medicare DRG/APC. Your 

methodology must account for the distinct revenue cycle structure, billing rules, and KPI benchmarks 
applicable to PPS — do not treat all 31 members as CAHs 

• Washington State payer landscape: Apple Health managed care, state Medicaid, regional commercial 
payers 



3g — Operating Model & Staffing 
• Staffing levels, coverage, and workload distribution across revenue cycle functions 
• Staff competency, training gaps, and role alignment 
• Outsourcing vs. insourcing decisions — current state and opportunities 
• Right-sizing analysis: is the current staffing model appropriate for the hospital's volume and complexity? 
• NOTE: This is a required scope area. Staffing is frequently a root cause at CAHs and must be assessed, 

not assumed. 

3h — Technology: EHR & ERP Configuration 
• EHR build and configuration: parameters, master files, tables, charge routers, work queue logic, edit rules, 

claim configuration 
• ERP configuration: posting rules, payer plan mapping, GL mapping, cash application rules 
• Interfaces and interoperability: HL7/FHIR connections between EHR, ERP, clearinghouse, and payers — 

including interface error queues and mapping gaps 
• 3rd-party and specialty systems (eligibility vendors, clearinghouses, payment processing, collection 

agencies) 
• Automation opportunities: RPA, automated remittance posting, claim edits 
• Data quality, reporting definitions, and BI/analytics pipeline integrity 

3i — Performance Management 
• Current KPI definitions, data sources, and reporting cadence 
• Baseline performance across: Days in AR, denial rate and mix, clean claim rate, cash acceleration, cost to 

collect, DNFB/DNFC 
• Identification of metric gaps, inconsistent definitions, or unreliable data 
• Escalation paths and accountability structure for cross-functional performance 

 
Service lines to include: Inpatient, Emergency Department, ambulatory, hospital outpatient, ancillaries (lab, 
imaging, therapy, pharmacy), specialty clinics, telehealth, behavioral health, and employed/affiliated 
physician groups. For CAH members, also include: Swing Bed (post-acute care billed under CAH Medicare 
rules) and Rural Health Clinic (RHC) services — both have distinct billing, cost reporting, and 
reimbursement requirements that must be assessed independently from standard acute-care revenue cycle 
workflows. 

 

4.  Methodology Requirements 

 
TRC does not prescribe a specific methodology, but your approach must demonstrate the following: 
 

ROOT CAUSE — NOT JUST FINDINGS 
• The assessment must identify why performance issues exist, not just that they exist. We expect 

named root cause frameworks (5-Whys, fishbone/Ishikawa, Pareto analysis) applied to real data. 
• Distinguish between symptoms and causes. A high denial rate is a symptom. The root cause may be 

in authorization workflows, CDM configuration, or physician documentation behavior. 
• Root causes must be categorized by driver type: People (capacity/competency), Process 

(workflow/design), Technology (configuration/build), and Governance (accountability/controls). 

 
FINANCE-FIRST FRAMEWORK 

• Findings and recommendations must be anchored in measurable financial impact — cash 
acceleration, net revenue yield, cost to collect, and risk reduction. 



• Opportunity sizing must be specific enough to build a business case: quantify preventable denials, 
late charges, underpayments, and throughput delays in dollar terms. 

• Prioritize recommendations by impact, feasibility, time to value, and dependencies. 

 
RIGHT-SIZED FOR RURAL / CAH CONTEXT 

• Your methodology must be adaptable to hospitals with limited data infrastructure, minimal reporting 
capability, and no dedicated CDI or revenue cycle analytics staff. 

• Explain how you handle data-poor environments — what do you do when a hospital cannot produce 
12–24 months of clean KPI data? 

• Self-assessment or pre-work surveys are acceptable as efficiency tools, but the burden on hospital 
staff must be explicitly estimated and managed. 

 
DATA REQUIREMENTS 

• Trailing 12–18 months of data for most domains; last 6 months for denials and DNFB trends 
• Claim-level, encounter-level, denial, remittance, work queue, and edit data where available 
• General Ledger chart of accounts, outsourcing vendor listing, organizational structure 
• Interface logs, payer contract summaries (if available), audit reports, and existing workflow 

documentation 
• Your proposal must include a sample data request list so hospitals can begin preparation 

 

5.  Required Deliverables 

 
Every engagement must produce the following deliverables for each participating hospital: 
 

Per-Hospital Deliverables 
• Current-State Assessment Report — executive summary, domain-by-domain findings, heatmaps, quantified 

opportunity sizing, risk identification, and root cause analysis 
• EHR & ERP Configuration Review — specific build/config gaps, work queue design issues, charge router 

problems, CDM governance findings, interface failures, and posting anomalies 
• Operational Playbooks — target-state standard workflows, RACI matrices, queue management protocols, 

escalation procedures, QA checks, and denial prevention playbook 
• Prioritized Roadmap & Business Case — sequenced initiatives with timelines, estimated financial impact, 

implementation effort, dependencies, and named owners 
• Board-Ready Presentation — concise executive summary of findings, financial impact, roadmap timeline, 

risks/mitigations, and investment asks 
• Knowledge Transfer & Close-Out — findings walkthrough, enablement sessions for operational leaders, and 

complete handoff of all work artifacts 
• Status Reports — weekly progress updates to the hospital's executive sponsor throughout the engagement 

 

TRC-Level Collaborative Deliverables 
• Benchmarking Summary — KPI distributions and maturity patterns across all assessed hospitals; 

standardized scoring rubric enabling apples-to-apples comparison 
• Common Root Cause Themes — recurring findings across the membership, categorized by driver type 

(People/Process/Technology/Governance) 



• Collaborative Opportunity Identification — shared initiatives with the highest collective impact (e.g., shared 
coding resources, centralized denials management, group payer contract strategy, shared training 
programs) 

• TRC Measurement Plan — a simple, repeatable scorecard and common KPI definitions TRC can use to 
track improvement across the network over time 

• Data and Findings Database — a structured, standardized repository of assessment findings across all 
hospitals that TRC owns and can use for future planning, grant reporting, and collective learning 

 
Data ownership: All assessment data, findings, deliverables, and databases produced through this 
engagement are the property of TRC and its member hospitals. Vendors must explicitly confirm this in their 
proposal and contract. TRC will not accept arrangements where findings data is retained or controlled by 
the vendor. 

 

6.  Roadmap Structure 

 
The prioritized roadmap produced for each hospital must organize recommendations into three time horizons: 
 

Horizon Timeframe Typical Content 

Quick Wins 0–3 months Configuration fixes, work queue tuning, edit rationalization, top 
denial prevention, small automation wins 

Structural Fixes 3–9 months Charge integrity program, CDI alignment, interface 
governance, standard operating controls, staffing model 
changes 

Strategic 
Roadmap 

9–18 months Technology enhancements, analytics modernization, operating 
model redesign, training programs, collaborative TRC 
initiatives 

 

7.  Timeline & Engagement Structure 

 
The following expectations apply to engagement timeline and structure: 
 

• Year 1: 5-15 hospitals to be assessed within grant funding period. Vendors must describe how they will 
sequence, staff, and manage multiple simultaneous engagements without compromising quality. 

• Year 2: Remaining hospitals. Vendors should describe how learnings from Year 1 improve Year 2 delivery. 
• Per-hospital duration: Proposals should state a realistic timeframe and defend it. We will evaluate whether 

the proposed timeline is sufficient to achieve the required depth. 
• Post-assessment: A structured follow-up mechanism is required — at minimum a 90-day check-in at no 

additional cost to confirm quick win progress. Proposals without post-assessment accountability will be 
evaluated unfavorably. 

• Start readiness: Vendors should state how quickly they can begin after contract execution. 
 

TRC does not mandate a specific engagement length. We are more concerned with the quality and depth 
of findings than with speed. That said, proposals must include a staggering plan demonstrating how 5-15 
hospitals can realistically be assessed in Year 1. 

 



8.  On-Site & In-Person Support Requirements 

 
TRC member hospitals operate with lean teams and limited bandwidth. Vendors must clearly specify the on-site 
presence they will provide, which consultant roles will be present and when, and what work will be conducted in 
person versus remotely. Vague commitments such as 'work will be conducted on-site and remotely' are not 
acceptable — TRC requires specific commitments in the proposal. 
 

8a — Sample On-Site Days per Hospital 
 

On-Site Activity Minimum 
Expected 

Why In-Person Matters 

Kickoff & Stakeholder 
Interviews 

2–3 days In-person interviews with department leads and frontline 
staff produce significantly better findings — trust and 
candor are built face-to-face, especially at small rural 
hospitals 

Workflow Observation & 
Shadow Sessions 

1–2 days Direct observation of patient access, charge capture at 
point of care, billing queue management, and coding 
workflows surfaces issues that staff do not know to 
report 

EHR / ERP Configuration 
Review 

1 day Side-by-side system review with IT and application staff 
to validate build, identify config gaps, and access 
interface logs; remote access is often insufficient at 
CAHs and some rural PPS hospitals 

Root Cause Work 
Sessions 

1 day Cross-functional sessions with billing, coding, access, 
and clinical staff are more productive in person; in-
person presence reduces partial participation 

Final Readout & 
Roadmap Presentation 

1 day Executive and leadership readout delivered in person to 
ensure full engagement, real-time Q&A, and visible 
commitment to the roadmap 

Total Minimum On-Site 
Days 

6–8 days per 
hospital 

Vendors proposing fewer than 6 on-site days must justify in 
their proposal why that is sufficient for a full-scope RCA at 
a CAH or rural PPS, grounded in prior comparable 
experience. 

 

8b — Sample of Vendor Staff Types On-Site 
Vendors must specify which consultant roles are on-site for each phase and justify any variations to the 
recommendations below. The following roles are recommended to be present in person: 
 

Consultant Role On-Site 
Requirement 

What They Do On-Site 

Engagement Manager / 
Project Lead 

Required — all 
visits 

Drives stakeholder relationships, facilitates all interview 
sessions, presents final findings and roadmap to 
leadership; must be physically present every time 
consultants are on-site 

Revenue Cycle Lead Required — 
interviews & 
workflow 

Conducts billing, denial, AR, and collections staff 
interviews; shadows claim submission, remittance, and 
work queue workflows; validates KPI data in the billing 
system alongside staff 



Consultant Role On-Site 
Requirement 

What They Do On-Site 

Clinical / Mid-Cycle 
Consultant 

Required — 
interviews & 
workflow 

Conducts CDI, coding, charge capture, and clinical 
documentation interviews; observes charge entry at point 
of care and HIM coding workflows firsthand 

EHR / Technology 
Analyst 

Required — 
config review visit 

Sits with IT and application staff to review live EHR and 
ERP system build, charge routers, work queue logic, 
interface error queues, and mapping configurations 

ERP / Finance 
Consultant 

Recommended — 
interview visit 

Reviews GL posting, subledger reconciliation, and month-
end close with finance staff; validates AR setup and cash 
application rules directly in the ERP 

SME — Swing Bed / 
RHC 

Required when in 
scope 

On-site at hospitals with active swing bed or RHC 
programs for a dedicated billing, cost reporting, and 
compliance review; cannot be delegated to a generalist 
revenue cycle consultant 

 

8c — Sample Hospital Staff Hours Required 
Vendors must provide a realistic estimate of hours required from hospital staff by role before a contract is signed. 
The table below represents TRC's baseline assumptions. Vendors must confirm, adjust, or defend these 
estimates based on prior experience at comparable CAH and rural PPS engagements. 
 

Hospital Role Est. Hours 
Total 

Primary Activities 

CEO / Executive Sponsor 4–8 hrs Project kickoff, mid-engagement governance check-in, 
and final readout; limited but critical for ensuring 
leadership commitment to the roadmap 

CFO / Finance Director 8–16 hrs Data access authorization, GL and financial reporting 
review, KPI baseline validation, ERP configuration 
discussions, and final readout participation 

Revenue Cycle / Business 
Office Manager 

16–24 hrs Data pulls and report exports, billing and denial workflow 
interviews, work queue walkthroughs, shadow session 
participation, and draft deliverable review — highest 
sustained time commitment 

Billing & Collections Staff 8–12 hrs Functional interviews on daily workflows, denial 
management, AR follow-up, and remittance posting; 
participation in shadow sessions 

HIM / Coding Manager 8–16 hrs Coding workflow interviews, CDM access and review, 
audit report retrieval, late charge and denial pattern 
discussion, CDI program review 

Patient Access / 
Registration Lead 

6–10 hrs Front-end workflow interviews covering scheduling, 
eligibility verification, prior authorization, and financial 
clearance processes; shadow session participation 

IT / EHR Application 
Manager 

12–20 hrs System access provisioning, EHR and ERP configuration 
review sessions, interface log access, system and device 
inventory — heaviest technical burden role in the 
engagement 

Clinical Department Leads 
(per dept.) 

3–6 hrs / 
dept. 

Charge capture workflow interview and shadow session; 
most intensive for ED, Lab, Imaging, and Surgery; lighter 
for lower-volume service lines 



Hospital Role Est. Hours 
Total 

Primary Activities 

Swing Bed / RHC 
Coordinator (if applicable) 

4–8 hrs Dedicated billing workflow review, cost reporting 
walkthrough, and payer requirement discussion for swing 
bed and/or RHC — conducted separately from the main 
billing staff interview 

Total Hospital Staff Hours 75–130 hrs Spread across the full engagement; heaviest demand falls in 
the first half during data gathering and interviews. Vendors 
must plan the schedule to distribute this load responsibly 
given CAH staffing constraints. 

 
Hospital staff time is among the most finite resources at a CAH and rural PPS. Vendors must provide their 
own estimates grounded in prior CAH and rural PPS experience. Proposals that do not include a role-by-
role staff time estimate will be evaluated unfavorably. 

 

9.  Roles & Responsibilities 

 
Vendors should clearly define what TRC and each hospital will be responsible for versus what the vendor will 
manage. Our expectations are: 
 

Hospital / TRC Responsibilities Vendor Responsibilities 

• Designate an executive sponsor and 
project liaison at each hospital 

• Complete data requests and pre-
assessment surveys in a timely manner 

• Schedule SMEs and coordinate staff 
availability for interviews 

• Provide system access for configuration 
review 

• Review and provide feedback on draft 
deliverables 

• TRC provides overall project governance 
and coordination across hospitals 

• All project management, workplan 
maintenance, scheduling, and reporting 

• Lead all analysis, interviews, configuration 
reviews, and root cause sessions 

• Produce all deliverables — hospital and 
TRC-level 

• Maintain engagement governance, risk 
management, and quality control 

• Provide a realistic estimate of hospital staff 
hours required by role before the 
engagement begins 

• Deliver post-assessment check-in and 
support 

 

10.  Post-Assessment Support Requirements 

 
TRC is explicitly seeking to avoid the 'report on a shelf' outcome. Vendors must address post-assessment support 
in their proposals. At minimum, we expect: 
 

• A 90-day post-delivery check-in (remote, at no additional cost) to review progress on quick-win 
recommendations 

• A defined menu of follow-on implementation and optimization support services with associated hourly rates 
or package pricing 

• A description of how the vendor has supported other clients in moving from assessment findings to 
measurable results — include specific examples 



• A description of how TRC can utilize assessment findings for grant reporting, network-wide learning, and 
future collaborative initiative planning 

 

11.  Grant Alignment — Rural Health Transformation Program 

 
This initiative is funded through the Rural Health Transformation Program grant. Vendors must: 
 

• Confirm their deliverables can be structured to satisfy the grant's documentation, milestone, and outcome 
reporting requirements 

• Describe any prior experience working within state or federal grant-funded healthcare transformation 
initiatives 

• Commit to working with TRC to ensure timely and accurate submission of required progress reports, 
financial documentation, and ROI evidence 

• Note: TRC retains all data and deliverables. The grant reporting requirement makes data ownership non-
negotiable. 

 
  



Part 2 — Proposal Requirements 
What to Include in Your Proposal Response  |  The Rural Collaborative RCA 

 
When submitting a proposal for TRC's Revenue Cycle Assessment initiative, please include all of the following 
sections. Items marked Required must be addressed for your proposal to be considered. Items marked 
Recommended will strengthen your evaluation. 
 

Status Section What to Include 

SECTION 1 — FIRM OVERVIEW & QUALIFICATIONS 

Required Firm Description Company overview, years in operation, ownership 
structure, size (number of consultants and clients), service 
lines, and geographic reach 

Required Healthcare Focus Describe your firm's specific focus in healthcare — what 
percentage of your work is healthcare, and within that, 
what portion is revenue cycle? 

Required Certifications & 
Credentials 

List all relevant certifications: EHR vendor partnerships 
(MEDITECH, Epic, Cerner, Oracle Health, etc.), KLAS 
ratings, and professional credentials (AHIMA, HFMA, PMI, 
etc.) 

Required CAH & Rural Experience Describe your specific experience with Critical Access 
Hospitals and rural hospitals. How do you adapt your 
methodology for under-resourced settings with limited staff 
and data infrastructure? 

Required PPS Hospital Experience Describe experience with PPS hospitals, including 
DRG/APC billing, Medicare Conditions of Participation, and 
how your RCA approach differs between CAH and PPS 
settings 

Required Collaborative Experience Describe experience working with multi-hospital 
collaboratives, consortia, or networks — not just individual 
hospital engagements 

SECTION 2 — RELEVANT EXPERIENCE & REFERENCES 

Required RCA-Specific References Provide 2–3 client references from completed revenue 
cycle assessments at CAHs or rural hospitals specifically. 
References must be for RCA/assessment work — not EHR 
implementation, IT hosting, or optimization-only 
engagements. Include: client name and type, contact 
name/title/phone/email, scope of work, EHR platform, and 
dates of engagement 

Recommended Sample Deliverable Provide one redacted sample current-state assessment 
report and one sample prioritized roadmap from a 
comparable engagement. If you cannot provide samples, 
explain why. 

Recommended Outcome Evidence Describe measurable outcomes achieved for 1–2 past 
clients following your RCA — specific financial 
improvements, denial rate reductions, cash acceleration 
results, etc. 

SECTION 3 — PROPOSED SCOPE OF WORK 



Status Section What to Include 

Required Functional Scope 
Statement 

Explicitly confirm which of TRC's required domains are in 
scope: Patient Access, Clinical/Mid-Cycle, Back-
End/Business Office, ERP/GL, Payer Dynamics, Operating 
Model/Staffing, EHR/ERP Configuration, Interfaces, and 
Performance Management. For any domain that is out of 
scope, explain why and what an in-scope alternative would 
cost. 

Required CAH & PPS-Specific 
Items 

Address how your assessment handles CAH-specific 
issues: cost-based reimbursement, swing bed billing, RHC 
billing (where applicable), and Washington State payer 
dynamics. Also describe how your methodology adapts for 
the 3 PPS member hospitals, which have different billing 
structures, benchmarks, and compliance requirements. 

Required Root Cause Methodology Describe your specific root cause methodology. Name the 
frameworks you use (e.g., 5-Whys, fishbone, Pareto). 
Explain how you distinguish root causes from symptoms 
and categorize findings by driver type (People, Process, 
Technology, Governance). 

Required Data Approach Describe your data requirements — what data periods you 
analyze, what formats you work with, and how you handle 
incomplete or unreliable data (common at CAHs). Include 
a sample data request list. 

Required Quick Wins Clarify whether your engagement includes any hands-on 
implementation of quick wins, or whether the engagement 
is diagnostic and advisory only. If you implement changes, 
describe your change control and testing process. 

SECTION 4 — TEAM & DELIVERY MODEL 

Required Named Consultants Name the specific individuals who will be assigned to TRC 
engagements. Provide brief bios including: years of 
experience, CAH/rural experience, EHR platform expertise, 
and RCA engagement history. 

Required Team Structure Describe the team assigned per hospital — roles, full-time 
vs. part-time allocation, and any ad hoc or shared 
resources. 

Required On-Site vs. Remote Split State explicitly how many days will be spent on-site at 
each hospital versus conducted remotely. Describe the on-
site schedule and what is accomplished during each visit. 
Minimum expectation is 6–8 on-site days per hospital (see 
Section 8 of scope outline). 

Required Vendor Staff On-Site Specify which consultant roles will be present on-site for 
each phase: kickoff/interviews, workflow observation, 
EHR/ERP configuration review, root cause sessions, and 
final readout. The Engagement Manager must be present 
for all on-site visits. 

Required Hospital Staff Time Provide a realistic estimate of hospital staff hours required 
per role (CEO, CFO, Revenue Cycle Manager, Billing 
Staff, HIM/Coding, IT, Patient Access, Clinical Leads, 
Swing Bed/RHC Coordinator) and by week of the 
engagement. TRC's baseline expectation is 75–130 total 
hospital staff hours. 



Status Section What to Include 

Required Multi-Hospital Staffing Describe how you will staff and manage multiple 
simultaneous engagements. How many hospitals can you 
run concurrently while maintaining quality? 

Required Staggering Plan Provide a proposed approach to sequencing 15 hospital 
assessments in Year 1, including how you will manage 
onboarding waves and ensure consistent quality. 

SECTION 5 — TIMELINE 

Required Engagement Duration State the proposed timeline per hospital from kickoff to 
final deliverable. Defend the timeline — explain why it is 
sufficient to achieve the required depth. 

Required Phase Breakdown Provide a week-by-week or phase-by-phase breakdown of 
activities and milestones for a single hospital engagement. 

Required Year 1 Calendar Provide a proposed calendar or wave structure showing 
how 5-15 assessments can be completed within Year 1 
grant timelines. 

Required Start Readiness State how quickly your team can mobilize after contract 
execution. 

SECTION 6 — DELIVERABLES 

Required Per-Hospital Deliverables 
List 

Explicitly list all deliverables produced for each hospital, 
including format (report, presentation, playbook, etc.) and 
the audience for each. 

Required TRC-Level Deliverables Describe the collaborative outputs you will produce for 
TRC as a whole: benchmarking summary, shared initiative 
identification, common KPI framework, and measurement 
plan. 

Required Data / Findings Database Describe whether and how you will create a structured 
database of findings across all hospitals. Who owns this 
data? What is the format? How can TRC access and use it 
independently? 

Recommended Grant Reporting 
Alignment 

Confirm that your deliverables can be structured to satisfy 
Rural Health Transformation Program grant reporting 
requirements. Describe any prior grant-funded 
engagement experience. 

SECTION 7 — POST-ASSESSMENT SUPPORT 

Required 90-Day Check-In Confirm whether a 90-day post-delivery check-in is 
included at no additional cost. Describe the format, scope, 
and deliverable from that check-in. 

Required Implementation Support 
Menu 

Describe the post-assessment support services you offer 
— optimization, implementation assistance, project 
management, interim staffing, etc. Provide pricing or hourly 
rates for each. 

Recommended Anti-'Report on Shelf' 
Approach 

Describe specifically how you help hospitals act on your 
findings. Provide an example from a past engagement 
where your post-assessment support drove measurable 
improvement. 

SECTION 8 — COMMERCIAL TERMS 



Status Section What to Include 

Required Per-Hospital Fee State your total fee per hospital engagement, clearly 
itemized: consulting hours by phase and role, any fixed 
fees, and what is explicitly excluded. 

Required Total Hours Breakdown Provide a budget table showing total hours per role per 
phase. TRC will not accept a single lump-sum fee without 
a supporting hours breakdown. 

Required Hourly Rates by Role Disclose hourly rates by consultant role for any work 
beyond the base assessment scope (follow-on SOWs, 
implementation support, additional analysis). 

Required Travel Cost Estimate Provide a realistic estimate of travel and accommodation 
costs per hospital. State whether you will commit to a 
travel cap and describe how you will coordinate multi-
hospital trips to minimize cost. 

Required Volume / Collaborative 
Pricing 

Describe any multi-hospital or multi-year pricing 
adjustments available for a 31-hospital collaborative 
contract (28 CAHs and 3 PPS hospitals). 

Required Data Ownership 
Statement 

Explicitly confirm that all deliverables, findings, databases, 
and work product produced under this engagement are the 
property of TRC and its member hospitals, and that the 
vendor retains no ongoing rights to the data. 

Required Invoicing Structure Describe your invoicing approach — milestone-based, 
monthly, or hourly — and state payment terms. 
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