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How to Use this Report
This community behavioral health needs assessment (CBHNA) provides an overview of the
system and an analysis and assessment of gaps in behavioral health (BH) services for
Medicaid enrollees, the uninsured, and the underinsured in Cowlitz County. The
recommendations that are the result of this assessment will help guide future behavioral
health service opportunities.
Community leaders, service providers, legislators and policymakers, journalists, and
residents can use this report to







Easily access data on social determinants of health, prevalence and incidence of
illness, demand for services, and provider capacity in the county;
Advocate for residents and consumers within Cowlitz County;
Promote service and program expansion and development for Medicaid enrollees,
the uninsured, and the underinsured in Cowlitz County;
Identify and inform the design and development of innovations in services for
homeless individuals, care coordination, at-risk youth, justice involved populations,
and workforce development;
Research and apply for grants and other funding opportunities.

Section I: Summary is designed to be used as a stand-alone module for Cowlitz community
leaders’ advocacy and education efforts aimed at enhancing and expanding the county
behavioral health services to meet the needs of its residents. The remainder of this report
contains the research, demographic data, and supporting documentation that informs the
recommendations in Section I. This supporting documentation can serve as the background
information that will be needed to write for funding and grant opportunities as the county
moves to enact the recommendations outlined herein.
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Executive Summary
This is a point in time review of the Cowlitz BH system. While this CBHNA identifies several
areas where the county behavioral health service system lacks the capacity to meet the
needs of county residents, overall the county administration and the providers comprising
the BH system have a strong foundation on which to grow and build a system designed to
adequately meet the diverse and varied needs of its residents. Without question, the
providers in the county are willing and ready to help the county meet its objectives to
enhance the current service system, innovate services to better serve residents, and
comprehensive integrate and coordinate care to ensure the long-term health of those living
in the county.
Many programs in Cowlitz County are, in fact, expanding their capacity for serving the target
population. For example, one organization is starting a new program, adding 14 employees
serving high-intensity clients, and leveraging a $2 million acute detox grant. Another
program is working to increase their capabilities, exploring more substance use disorder
treatment, and assessing community needs to determine which services should be
concentrated on for increased development. Many of the service providers in Cowlitz County
have expressed that they can grow as need becomes apparent, with contracts and
partnerships pending, which will drive hiring and program extension. The new Medicaid
1115 waiver also impacts programming and applications for funding.
The county is preparing to more fully transition to the delivery of a range of health services
in a way that integrates behavioral health into the health system. The entry of behavioral
health and substance use disorder (SUD) treatment into mainstream health care brings with
it advantages and challenges. To create a coordinated care system, it is imperative for
everyone with a stake in the county healthcare system to continue to work toward that goal.
This report and the engagement of healthcare consulting firm, Advocates for Human
Potential is only the first of many steps toward fully integrating and coordinating the care of
the entire population of the county, from the youngest to the oldest. The findings in this
CBHNA should be understood and reviewed within the context of a system that is even now
changing and evolving. Research and information has been gathered and reported here
based on point in time available data and should be used to help paint the larger picture of
the county’s needs.
AHP identified the following key recommendations based on their research, interviews an
analysis of available information. It should also be noted that these key recommendations
are not listed in any order of importance or priority.
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Develop a more fully integrated and coordinated care delivery system. The extent to
which the current system of care is siloed, fragmented, and lacks coordination leads
to unnecessary use of Emergency Departments and hospital beds, incarceration,
homelessness, and death. Creating and maintaining a true system and continuum of
care must include integration of medical, behavioral, and social services and must
feature more robust care coordination between providers. This problem cannot be
solved remotely. Remote care managers must be supplemented by communitybased health workers like Peer Support Specialists. The “boots on the ground” are
crucial for maintaining direct contact with the people who need the help most.

•

Enhance affordable housing and homelessness services. Cowlitz has limited lowincome housing inventory, and insufficient shelter beds to meet the needs of the
community. Unstable housing and homelessness contribute to and exacerbate the
incidence and severity of behavioral health disorders. Recovery from behavioral
health conditions is dependent upon safe and stable housing.

•

Develop more diverse services for at-risk youth. Cowlitz County must address
the high rate of social determinants of health and adverse childhood experiences
(ACE) among Cowlitz children and transition aged youth (TAY), as well as the
high number of at-risk youth experiencing homelessness and unstable housing.

•

Enhance and expand jail and prison diversion, prevention, and reentry programs.
Cowlitz County needs effective services and programs to address and intervene
with the large population of individuals in its jail who have alcohol and drug use
disorders, mental illnesses, and who experience other social risk factors.

•

Develop innovative and effective methods to expand the behavioral health
workforce in the county. Cowlitz County has an urgent need to grow and retain its
behavioral health workforce to meet the mental health and substance use
treatment needs of the community.

This report contains additional detailed information that led to these findings and
recommendations. AHP looks forward to assisting the county in addressing these very
important needs.
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I. Findings and Recommendations
Cowlitz County, Washington, is home to an estimated 103,468 residents, approximately
20.6% of whom are living in poverty1. Additionally, 12.6% of residents do not have
health insurance (approximately 13,000 people). Local and national reform efforts have
resulted in a changing behavioral health landscape, which puts renewed attention on the
delivery of behavioral health services to vulnerable populations.
This community behavioral health needs assessment (CBHNA) provides the county with
an informed understanding of the behavioral health gaps and needs that exist within the
community and their impact upon the entire population, but specifically Medicaid
enrollees, the uninsured, and the underinsured.
The primary goals of this CBHNA are:
1. To identify the gaps in service capacity throughout the continuum of care, and
identify ways to fill the gaps in behavioral health and related social services in
contemporary ways;
2. To inform the design and implementation of integration between behavioral
health and medical services with a concentration on the “whole health” of the
person and vulnerable populations across the lifespan;
3. To inform the design and implementation of Care Coordination and navigation
support throughout the behavioral health system of care;
4. To, in coordination with the criminal justice system, reduce behavioral healthrelated incarceration and recidivism while supporting re-entry;
5. To develop a strategy for the adequate supply of the behavioral health workforce;
and
6. To secure adequate local and state funding to remediate the gaps and
implement recommendations for the good of the people of Cowlitz County.
This report details the existing resources within the county, evaluates areas where need
outpaces capacity, and makes recommendations on how to most effectively fill the gaps
in the county’s system.
This CBHNA uncovered several key facts about the county.
1. People with behavioral health issues (including mental illness and substance use
disorders), people experiencing homelessness, and the criminal justice-involved
population have high needs and few available resources to meet those needs.
2. There is a significant need for increased affordable, permanent, and transitional
housing in the county.
3. There is a significant need for care coordination to facilitate a continuum of care
within the county, improve health outcomes, ensure adherence to physical and
1

http://www.census.gov/searchresults.html?q=Cowlitz+County%2C+WA&page=1&stateGeo=none&searchtype=web
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behavioral health regimens, and to better assist all community members
engaged in primary care and behavioral health care services in the county.
4. There is a need for a centralized, electronic database that would be accessible to
all stakeholder groups to share information and to identify high-risk persons
across systems.
Solving these issues requires a systems-level approach that incorporates the resources
of the county and providers with state and federal funding, private foundations, and the
five-county behavioral health organization (BHO).

Systems Level Approach

Each key stakeholder and source of coverage (i.e., behavioral health benefits) plays a
critical role in developing a modern system of care and services. Viable sources of
additional funding and resources must be identified, engaged, and implemented
wherever possible to supplement existing funding. This report identifies many additional
resources to support the implementation of the recommended solutions.
The key priorities and strategies for addressing the community behavioral health needs
of Cowlitz County are outlined here. The details and supporting documentation,
research and analyses of the community served, available resources, capacity of the
existing behavioral health system, and gaps in services can be found throughout the
report.
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Key Recommendation: Integrated and Coordinated Care
Delivery System
The extent to which the current system of care is siloed, fragmented,
and lacks coordination leads to unnecessary use of Emergency
Departments and hospital beds, incarceration, homelessness, and
death. Creating and maintaining a true system and continuum of care
must include integration of medical, behavioral, and social services and
must feature more robust care coordination between providers. This
problem cannot be solved remotely. Remote care managers must be
supplemented by community-based health workers like Peer Support
Specialists. The “boots on the ground” are crucial for maintaining direct
contact with the people who need the help most.

Corresponding
Medicaid
Waiver Project

Recommendations
The county is encouraged to develop a thorough integration plan. This
effort will be extraordinarily complex and will require significant
investments in time, capital and infrastructure. The plan should leverage
the variety of integration projects that are well-documented in the State’s
Medicaid Transformation waiver.
I. Build an IT infrastructure that supports integration and
coordination of care.
The integration and coordination of care is both a function of interdisciplinary treatment teams and treatment plans and an information
management infrastructure that supports the communication
undergirding collaboration. There are a variety of very contemporary
population health and care coordination software solutions that the
county and its stakeholders are encouraged to explore. Based on the
principles and tactics of a health information exchange (HIE), clinical
decision support systems, health informatics, and predictive analytics,
these software solutions also leverage modern platforms like smart
phones and tablets to enable providers with real-time information at the
point-of-care. Ideally, patient information spans organizational
boundaries (in a HIPAA and CFR 42 Part 2 compliant way) allowing
providers to communicate and deliver whole person care.

By the federal certification standards for electronic health records
systems, these systems can integrate with other solutions and vendors
more readily than they could in the past and can enable inter-agency
collaboration at the county level as well. A comprehensive solution will
enable
 Shared views of relevant medical and behavioral health records
 Communication between providers and clinical alerts
 Analysis and reporting of large datasets
 Collection of clinical documentation
 Measures of social co-morbidity (social determinants of health)
 Collection of outcomes and quality indicators
 Collection of cost and other financial measures
 Access measures and availability of services on-demand
10

Domain 1:
Health Systems
Capacity
Building;
Project: Data
Collection and
Analytic
Capacity





Measures of fidelity to evidence-based practices
Stratification of the risks inherent in a population
Projections of utilization and costs in the future

II. Develop a robust integrated system of care.
At the heart of the solution is an integrated approach to care and
services. Primary care, hospitals, community clinics, mental health and
substance use disorders (SUD) treatment providers all play a part in
developing inter-disciplinary approaches to whole person care.
Optimally, services are bi-directionally co-located. Operational
development and planning should focus on effective working
relationships between mental health and substance use disorder
providers and primary health care providers. There are many resources
and models available through the SAMHSA-HRSA Center for
Integrated Health Solutions (CIHS). CIHS promotes the development
of integrated primary and behavioral health services to better address
the needs of individuals with mental health and substance use
conditions, whether seen in behavioral health or primary care provider
settings. Initial implementation efforts should focus on community clinics
and hospitals, integrating community behavioral health workers in each.
SAMHSA’s SBIRT model is a cornerstone of integration efforts.

While the federally-qualified health centers (FQHC) do provide
behavioral health services, these
services are often not sufficient to
What is a Health Home?
meet the needs of people with
A Medicaid Health Home offers
serious behavioral health
“coordinated care to individuals
conditions. Promoting joint ventures
with multiple chronic health
between the FQHCs and local
conditions, including mental
behavioral health providers to foster
health and substance use
bi-directional co-location is
disorders. The Health Home is a
encouraged as is making good use
team-based clinical approach
of the resources made possible by
that includes the consumer, his
CIHS.
or her providers, and family
Providers who are interested in
members, when appropriate.
bridging this gap – particularly any
The Health Home builds
qualified or aspiring Health Homes
linkages to community supports
– will require resources to develop
and resources as well as
or identify:
enhances coordination and
integration of primary and
 Business and financial plans
behavioral health care to better
 Organizational assessments of
meet the needs of people with
readiness
 Evidence-based practices
multiple chronic illnesses.”
 Implementation tool-kits
-SAMHSA-HRSA CIHS
 Expert support and guidance
(technical assistance) through
the implementation and training
process
11

Domain 1:
Health Systems
Capacity
Building;
Project: Primary
Care Models
Domain 2: Care
delivery
redesign
Project: Bidirectional
Integration of
Care

State of
Washington
Health
Homes
Coverage
Areas

In Washington State, Health Homes are available in all counties. To be
eligible individuals of all ages receiving Medicaid, including those who also
receive Medicare must:



have one or more chronic conditions such as diabetes, heart disease,
or a mental health condition; and
be at risk for a second chronic condition, defined as having a
predictive risk score of 1.5 or greater.

A key component of Health Homes is an in-depth assessment conducted
by a Care Coordinator with the individual, resulting in the joint development
of a health action plan. The health action plan includes an evidence-based
tool that determines an individual’s level of activation (knowledge, skill, and
confidence for managing one’s health and health care) in addition to
several risk assessment tools that evaluate potential health risks and
quality of life. All Care Coordinators receive intensive training on how to
develop the health action plan and the six Health Home services. The Care
Coordinators work to reduce gaps in services and increase coordination of
all service providers (medical, behavioral health, long-term services and
supports and other social services).
The goal of the Health Home program is to improve coordination of care,
improve quality, and increase an individual’s participation in their own care.
Health Homes have reduced inpatient hospital admission, avoidable
emergency room visits, inpatient psychiatric admissions, and the need for
nursing home admissions.
Care Coordinators do not duplicate or replace services provided by other
Medicaid programs.
III. Develop a community-based Care Coordination model.
Build upon the existing Washington State Health Home model to
develop county-specific resources. Care Coordination – much more
robust than its kin, case management – is a vital asset. Care
Coordination in vulnerable populations is community-based in that
community health workers, peer support specialists and others are
enlisted to cooperate with medical case managers and BHO case
12

Domain 1:
Health Systems
Capacity
Building;
Project: Primary
Care Models

managers to reach people in the community. This strategy recognizes
that relying on telephone contact alone is insufficient. Care Coordination
models can be population specific, targeting the highest risk individuals
and segments of the population with tailored approaches to case
management, transitions in care and support of multiple chronic
conditions. By cooperating with hospital and clinic case managers as
well as BHO (managed care) case managers, small teams can be
formed to ensure wrap-around and long-term retention in whole health
care. A promising evidence-based model is the “No Wrong Door”
approach.

Domain 2: Care
delivery
redesign
Project: Bidirectional
Integration of
Care

The State of Washington Care Coordination Toolkit can be accessed
here. As with integration, providers will require support and training
throughout the implementation process.
IV. Develop a hospital diversion program.
Individuals accessing the emergency department (ED) and occupying
hospital beds represent a four-fold problem in that they are (1)
accessing the wrong and most expensive point of service, costing
hospitals and health insurers much more than a more appropriate level
of service; (2) occupying beds that would otherwise be used by people
with medical conditions (a lost opportunity cost to hospitals); (3)
readmitting to the hospital more frequently than others, costing hospitals
in terms of their outcomes scores; and – most importantly – (4) missing
the opportunity to engage in care at the most appropriate time and place
with the most appropriate provider. Very often, persons using the ED at
high rate for behavioral health concerns are doing so because they
cannot find alternatives and wait too long before accessing less
intensive and less expensive services. Transportation is often a
challenge, requiring ambulance transport to the hospital as the severity
of illness increases. Law enforcement plays a part as well, transporting
people to the ED when no other points of service are accessible. Key
points include:
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Effective hospital diversion programs consist of integrated
behavioral health specialists like social workers who can
screen/assess, intervene and make referrals based on their
access to timely information about the availability of more
appropriate services. For example, in an effort to stem a county’s
opioid epidemic, recovery coaches will start working at SSM
Health St. Mary’s emergency room in Dane County, WI to help
patients who have overdosed get treatment. Read more.
A centralized database of behavioral health and social
services, updated regularly to reflect the availability of outpatient
services or emergency shelter beds is vital. Snohomish county,
for example, engaged Trilogy to develop its online Network of
Care resource.
Providing Medical Detox in the county is essential. A small (5-15
bed) medical detox facility could help divert many of the ED
admissions at a much lower cost. Medical detox facilities are
strongly encouraged to enter into memoranda of understanding

Domain 2: Care
delivery
redesign
Project: Bidirectional
Integration of
Care; Project:
Care
Coordination







agreements with less intensive levels of care (residential,
intensive outpatient, sober living) to facilitate transitions in care
and better engage people in long-term recovery. As of November
1, 2016, it is reported that the county is slated for detox beds due
to a SAMHSA grant to a local provider.
Recuperative Care models enable hospitals to release
otherwise vulnerable and homeless persons from the hospital
into a community-based organization (CBO), giving people the
chance to recuperate for 30-90 days. During this recuperative
period, people can be engaged by care coordinators, case
managers, health insurance and other benefits navigators and
more stable solutions can be identified and developed for them
prior to discharge. This is also an opportune time to engage
people in ambulatory (outpatient) treatment services. Hospitals in
large metro areas are often willing to pay directly for recuperative
care ($150-$300 per diem) as a cost savings measure (owing to
the fact that an unnecessarily occupied hospital bed can cost
$3,000-$11,000 per night).
Sober Living programs similarly provide people with an
alternative to hospital use and more expensive residential
treatment programs. The county should make every effort to
ensure that sober living is an option available in BHO
administered benefits. Sober living programs and providers ought
to integrate their transitional living setting with intensive
outpatient and outpatient programs. Sober living houses should
be gender-specific and monitored for quality and safety.
Review and consider the ASPIRE Toolkit. ASPIRE – the
newly-released guide to reducing Medicaid hospital
readmissions. The Agency for Healthcare Research and Quality
(AHRQ) commissioned this guide to identify ways evidencebased strategies to reduce readmissions can be adapted or
expanded to better address the transitional care needs of the
adult Medicaid population. The guide has been field tested by
individual hospitals and groups of hospital quality improvement
collaboratives. The guide consists of a Manual and Toolkit
which can be accessed here.

V. Build Intake and Triage Centers.

These regional centers are modeled all over the country to offer a walkin range of services like screening, benefit enrollment, urgent outpatient
treatment services, family and group counseling, referrals to accessible
and available treatment and provide community stakeholders with an
alternative to hospitals and jails. These outlets can be operated by the
county or outsourced to local providers on an RFP basis. The county is
encouraged to consider building 3-4 of these smaller, focused outlets
and to ensure that evening and weekend hours are accessible.
VI. Optimize the use of Medication-Assisted Treatment (MAT).
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redesign
Project: Bidirectional
Integration of
Care

Domain 1:
Health systems

The use of opiate replacements like Vivitrol (naltrexone) and Suboxone
(buprenorphine/naloxone) is widespread today and has gained national
attention as central to fighting the opioid epidemic. Prescribers can now
serve many more patients than before. The National Council for
Behavioral Health has comprehensive MAT resources on its website
www.thenationalcouncil.org/mat/

capacity
building

Remove barriers to MAT. Strategies to reduce opioid abuse across the
care continuum include removing any requirements BHOs might have in
place to secure prior authorization for MAT. For example, the state of
New York and health insurer Cigna's recent move to make it easier for
doctors to prescribe treatment for opioid addiction can be reviewed at
http://abcn.ws/2eJYOhD .
Mobile MAT apps can help prescribers treat addictions. SAMHSA
recently released MATx which features:
 Information on treatment approaches and medications approved
by the U.S. Food and Drug Administration for use in the
treatment of opioid use disorders
 A buprenorphine prescribing guide, which includes information
on the Drug Addiction Treatment Act of 2000 waiver process and
patient limits
 Clinical support tools, such as treatment guidelines, ICD-10
coding, and recommendations for working with special
populations
 Access to critical helplines and SAMHSA’s treatment locators.
VII. Enhance and expand effective crisis management activities.

Mental health and substance use disorder-related crises often end up in
the emergency room and jail, and all too often involve injury or death.
The county can enhance the existing crisis teams and provide an even
more robust approach to interventions and efforts. Additionally,
approaches that leverage the existing Mental Health First Aid and
Crisis Intervention Teams (CIT) would provide additional support and
access for county residents seeking support in a crisis situation,
particularly during hours when treatment facilities are closed. Mental
Health First Aid is a SAMHSA initiative that is managed by the National
Council and makes a wide range of training available to communities.
The Crisis Intervention Team (CIT) program is a model for community
policing that brings together law enforcement, mental health providers,
hospital Emergency Departments and individuals with mental illness and
their families to improve responses to people in crisis. CIT programs
enhance communication, identify mental health resources for assisting
people in crisis and ensure that officers get the training and support that
they need. More information about CIT training is available.
VIII. Develop transportation solutions.

Transportation is one of the greatest obstacles to retention in treatment.
It must be understood that people with serious mental illness and
15

Domain 1:
Health systems
capacity
building
Senate Bill 5311,
Ch. 87 requires
that 8 hours of
CIT training be
required in basic
training for law
enforcement
officials

House Bill 1721
includes
provisions to
allow for

chronic substance use disorders very often do not have access to
transportation. In a rural county (as opposed to a metro area) this
problem can be the defining reason for the lack of engagement and
retention. In addition, individuals lack transportation to get to legal
appointments, grocery stores, pharmacies, and community service
providers. Transportation solutions include




Ride-share programs like Uber and Lyft
Reimbursing providers for transportation services
Vouchers for taxi and buses

IX. Develop translation services.
Translation services are admittedly not easy to develop. It is
recommended that initially, Spanish-speaking translators be engaged in
coordination with the county court system. Very often, courts have
standing contracts with translators who are willing to embed their
services in the behavioral health system.
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ambulances to
transport people
to non-medical
care, asks the
authority to set
reimbursement
rates for
ambulance
transport to
behavioral
health care
facilities, and
asks regional
emergency
services and
crisis
intervention
providers to
develop policy
for ambulatory
transport of
clients to service
providers
Domain 1:
Health systems
capacity
building

Key Recommendation: Affordable Housing and Homelessness
Services
Cowlitz County has limited low-income housing inventory, and insufficient
shelter beds to meet the needs of the community. Unstable housing and
homelessness contribute to and exacerbate the incidence and severity
of behavioral health disorders. Recovery from behavioral health conditions
is dependent upon safe and stable housing.

Corresponding
Medicaid
Waiver Project

Recommendations
Admittedly, housing is a great challenge. It depends upon many variables
that lie outside the health system. Housing is a function of the overall
economy, available space, developers, the will of the community to allow
low-income housing and shelters and the employment of people such that
they can afford rents. That said, the county’s circumstances warrant a
strategy to address the homeless and those with unstable housing when
the cost of health care, incarceration, law enforcement, courts, and the
social lost-opportunity costs or economic burden of unemployment, poor
overall health, and foster care are taken into consideration. Taxpayers and
policy-makers require a more comprehensive understanding of the total
economic burden of housing shortages in relation to behavioral health to
make informed decisions.
The county is encouraged to develop a plan that addresses specifically the
issue of housing in relation to chronic behavioral health conditions and to
make every attempt to fund its plan in part with grant monies from
community foundations, the state and federal agencies. Specific
recommendations follow.
I. Expand Homeless Outreach Team.
Mobile teams that find and engage homeless persons in benefit
enrollment, case management, and navigation through the benefits to
which they are entitled are a great asset to the community. Enrollment in
SSI/SSDI, Medicaid and other benefits is often the first step in more
permanent housing. The county is encouraged to fully implement two such
teams consisting of two staff per team and deploy them county-wide.
Bachelors of Social Work can be used as the minimum standard for staff
education.
II. Establish Housing First and Permanent Supportive Housing
programs.
Housing First is an approach that enables transitional housing for
homeless persons experiencing behavioral health disorders and does not
require that they first be in treatment and/or recovery. It recognizes that
without stable housing, it is often too difficult for this vulnerable population
to adhere to treatment. The county is encouraged to adopt between 10 and
20 Housing First beds with a qualified vendor/provider with funding made
17

Domain 2: Care
delivery
redesign
Project: Care
Coordination

Domain 2: Care
delivery
redesign
Project: Care
Coordination

House Bill 2263
established local
options for sales

possible by grants. Permanent Supportive Housing (PSH) is a
comprehensive solution for people with serious and persistent mental
illness and includes housing, treatment and case management among
other benefits. More detailed counts of required PSH beds follow in this
document.

tax to fund
housing,
including
housing for
people with
mental illness
and
developmental
disabilities.

III. Expand the number of emergency shelter beds. This objective can
be met by engaging with a successful provider of shelter in the county with
proven methods. Sheltering the vulnerable homeless (those with chronic
behavioral health conditions) will benefit from the expertise of a successful
domestic violence shelter, for example. Foundation grants, local
appropriations and HUD funding can be sought though the emergency
shelter must be kept separate from any other shelter the provider might
currently operate. The county is encouraged to seek funding for 25-30
emergency shelter beds for men with chronic behavioral health conditions
and an additional 25-30 beds for women and children meeting the same
criteria but located in separate facilities.

Domain 2: Care
delivery
redesign
Project: Care
Coordination

Additional Resources/Funding
The following are potential sources of funding at the local level (whereas
some grants are only available to states and tribes) and additional
technical resources to support these recommendations.
A. SAMHSA’s Mental Health Homelessness Prevention Program
which provides for comprehensive outreach, engagement and
intensive case management services as well as links to Permanent
Supportive Housing for homeless individuals is funded nationally by
more than $24M in grants.
B. Projects for Assistance in Transition from Homelessness or
PATH is another SAMHSA grant opportunity that supports services
and resources to people with serious mental illness, including those
with co-occurring substance use disorders, who are experiencing
homelessness or are at-risk for homelessness. Provides funds for
community-based outreach, case management, screening and
diagnostic treatment, alcohol or drug treatment, and a limited set of
housing services. Federal funding for local agencies and states is
approximately $62M.
C. Where the needs of homeless veterans are concerned, the VA has
a substantial budget of more than $1B to provide homelessness
prevention programs. VA Specialized Homeless Services funds a
continuum of care approach designed to assist eligible homeless
veterans and veterans at risk for homelessness. Services include
homelessness prevention and rapid re-housing; assistance to
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veterans involved with the justice system; community case
management; and employment assistance.
D. SAMHSA’s SOAR program or SSI/SSDI Outreach, Access, and
Recovery (SOAR) increases access to Social Security disability
benefits for people with behavioral health issues experiencing or at
risk of homelessness. Since 2006, the SOAR program has helped
more than 22,000 people begin the process of applying for
SSI/SSDI benefits–often the critical first step in recovery. All 50
states participate in SOAR. The program brings case managers and
other state and local stakeholders together to coordinate the
implementation of state and local-level SOAR programs. SAMHSA’s
SOAR Technical Assistance Center provides training and
technical assistance to help stakeholders develop action plans and
track outcomes.
E. SAMHSA’s Cooperative Agreements to Benefit Homeless
Individuals (CABHI) programs are competitive grant programs.
The CABHI programs support state and local community efforts to
provide behavioral health treatment and recovery-oriented services.
These services are provided within a permanent supportive housing
approach for people with:
 Substance use disorders


Serious mental illness



Serious emotional disturbance



Co-occurring mental and substance use disorders

CABHI’s primary goal is to ensure that the most vulnerable people
experiencing homelessness and chronic homelessness receive access to
housing, treatment, and recovery support services. These people often
include veterans, families, and youth.
F. SAMHSA’s Grants for the Benefit of Homeless Individuals–
Services in Supportive Housing (GBHI–SSH) program is a
competitive grant program administered by SAMHSA. The goal of
the program is to help communities expand and strengthen
treatment and recovery support services within a permanent
supportive housing approach. GBHI-SSH supports the development
and/or expansion of local implementation and community
infrastructures that integrate treatment and services for:
 Substance use


Co-occurring mental and substance use disorders



Permanent supportive housing



Other critical services

SAMHSA seeks to place more program participants, including veterans
and other individuals, in permanent housing. This effort supports recovery
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through comprehensive treatment and recovery-oriented services for
behavioral health. Grants are awarded for up to three years to communitybased public or nonprofit entities. GBHI–SSH services may include:


Outreach and engagement for the population of focus



Behavioral health screening and assessment



Direct treatment for substance use and co-occurring disorders



Case management and recovery support services



Enrollment for health insurance, Medicaid, and other mainstream
benefits



Access to recovery support services

G. The Department of Housing and Urban Development (HUD) offers
funding for the Continuum of Care (CoC) Program designed to
promote community wide commitment to the goal of ending
homelessness; provide funding for efforts by nonprofit providers,
and state and local governments to quickly rehouse homeless
individuals and families. Washington Balance of State CoC serves
the region that contains Cowlitz County.
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Key Recommendation: Diverse Services for At-Risk Youth
Cowlitz County must address the high rate of social determinants of health
and adverse childhood experiences (ACE) among Cowlitz children and
transition aged youth (TAY), as well as the high number of at-risk youth
experiencing homelessness and unstable housing.

Corresponding
Medicaid
Waiver Project

Recommendations
The county is encouraged to develop a county-wide early childhood
behavioral health and wellness strategic plan. Many of the downstream
issues the county is burdened by (chronic medical conditions, behavioral
health disorders, and criminogenic behavior in adulthood) are rooted in the
childhood experiences of county residents. This strategic planning process
should be guided by the Center for Disease Control’s ACE resources.



The Washington State ACE supplement can be accessed here.
Grant funding for adolescent and transitional aged youth
treatment implementation is available
I. Create greater access to parenting classes for parents.
A system-wide alignment and process for referring parents into parenting
classes and behavioral health services is recommended. Child Welfare,
law enforcement, hospitals, community clinics, pediatricians and primary
care providers can be engaged in a strategic plan focused on the reduction
of adverse childhood events (ACE) in the county and the most effective
use of prevention tactics like parenting classes. Implement evidence-based
practices like Systematic Training for Effective Parenting (STEP).
II. Engage pediatricians in the early detection of social determinants
of health, adverse childhood events (ACE), and behavioral health
concerns.
Pediatricians are often the first professional to encounter concerns or
problems in the family. Pediatricians, primary care physicians and their
nurses are vital assets in countering what is a very high level of adverse
childhood experiences in the county. A pediatric ACE questionnaire is
available here.
III. Create greater telehealth access to child psychiatry.
Building greater access to the too few child psychiatrists that exist in most
parts of the country, let alone the county, requires a stronger reliance upon
innovations like telemedicine/telehealth. Services must be reimbursable
and access points must be invested in. In the state of California alone,
more than 1,500 telehealth access points have been developed.
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Project: Primary
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Domain 1:
Health Systems
Capacity
Building;
Project: Primary
Care Models;
Project:
Workforce and
NonConventional
Service Sites

IV. Create greater access to evidence-based practices for the
treatment of youth.
Reconnecting Youth: A Peer Group Approach to Building Life Skills,
for example, addresses drug use, mental health risks, and protective
factors (resiliency), suicide risk factors, and school performance.
V. Invest in school based services, such as the recovery high school
model.
Recovery high schools are secondary schools targeted specifically for
youth with drug and alcohol problems. Visit
https://recoveryschools.org/. They can be funded by community
foundations and social impact bonds or “pay for success” financing. Two
recovery schools exist in Western Washington
VI. Build school-based health centers (primary and behavioral health
care clinics open to students and the public.)
School-based clinics reach many young people where they are five days
per week. It is among the most convenient solutions, obviating the need for
transportation while leveraging Medicaid and CHIP benefits. Visit the
HRSA school health center website at
http://www.hrsa.gov/ourstories/schoolhealthcenters/.
Find SAMHSA funding opportunities at http://www.samhsa.gov/schoolcampus-health/grants.
VII. Build drop-in youth centers.
Drop-in centers are designed to attract youth (high-risk and at-risk) with the
kinds of services that youth find necessary and attractive. In the case of
youth experiencing unstable housing it is likely that temporary lockers,
showers, meals, entertainment, and recreational activities are appropriate,
as are case management, assistance with GED, job training, and job
placement services. The key to drop-in center success is in not making
recovery a requirement of participation. This is a Harm Reduction strategy
that aims to engage youth in the ways they want to be engaged and slowly
invites them to participate in their own recovery.

VIII. Develop a Therapeutic Youth Emancipation Program.
Accelerate the emancipation of youth aged 16-20, providing independent
living and transitional housing for up to two years to youth who agree to
additional services. These programs include
 treatment,
 fast-tracking the GED, and
 preparing youth for the workforce and their own housing.
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These initiatives vary from state to state and in some cases are reserved
for youth aging out of the foster care system. In Washington, the age of
emancipation can be as early as 16 years of age.
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Key Recommendation: Jail and Prison Diversion, Prevention, and
Reentry Programs
Cowlitz County needs effective services and programs to address and
intervene with the large population of individuals in its jail who have alcohol
and drug use disorders, mental illnesses, and who experience other social
risk factors.

Corresponding
Medicaid
Waiver/Dual
Eligibles
Project

Recommendations
I. Develop prevention programs.
Prevention programs such as Chicago's SAVE project (Sheriff's AntiViolence Effort), which intervenes with young men from violent
communities can keep community members out of jail. Read more at
http://bit.ly/2dSizlr. Early intervention program models are available from
the federal youth.gov website, along with grant funding opportunities.
Evidence based early diversion models can be found on SAMHSA’s
GAINS Center website, along with information on grant funding for these
initiatives.
II. Develop diversion programs to keep non-violent, minor, or
drug/alcohol related offenders out of jail.
There are several best practice diversion programs communities can
establish to help keep minor offenders out of jail. These include




the previously mentioned CIT programs
community service plus counseling or drug treatment programs
such as the one in use in Pinellas county, FL.
drunk driving courts or other specialty courts. The federal National
Highway Traffic and Safety Administration sets aside more than half
of its grants to states specifically for impaired driving
countermeasures. States may use these funds to pay for drunk
driving courts. Such courts are recognized as an appropriate
“countermeasure” because they have been shown to reduce
recidivism. In 2012, there were more than 200 drunk driving courts
and 400 hybrid drunk driving/drug courts across the country.

III. Establish re-entry programs, such as transitional housing.
Rehabilitation and reintegration of individuals exiting jails is a key to
preventing recidivism. The Council of State Government’s Federal
Interagency Reentry Council is a resource for developing effective
reentry programs in Cowlitz County.
Since Washington State will not be suspending Medicaid for its incarcerated
individuals until 2017, it is important that inmates are enrolled in Medicaid as
part of re-entry planning. This is especially important for people released from
incarceration, as they are about 3.5 times more likely to die than non-
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Senate Bill 5107
includes the
authorization,
funding, and
suggested
implementation
of specialty
courts, including
DUI and
homeless courts

Domain 2:
Care Delivery
Redesign
House Bill 2263
established local
options for sales
tax to fund
housing,
including
housing for
people with
mental illness

incarcerated individuals.2 It is important that former inmates are enrolled in
coverage and are given the appropriate guidance to access care.

and
developmental
disabilities.

The county is encouraged to develop a robust in-jail case management
program that can assess mental health and substance use disorders,
facilitate enrollment in benefits, and develop re-entry plans.

IV. Implement the BJA Police-Mental Health Collaboration Program
The Bureau of Justice Assistance recently developed the Police-Mental
Health Collaboration (PMHC) Toolkit. By engaging in a national dialogue
with key stakeholders throughout the law enforcement and mental health
fields, BJA gathered the best practices and resources to help officers respond
appropriately and safely to people with mental illness.
V. Develop In-Jail Treatment
The county is encouraged to invest in In-Jail treatment for mental health
and substance use disorders. Local providers can be contracted with to
provide early screening, treatment planning, onsite individual and group
counseling and ensure greater adherence to and engagement in
community-based treatment upon release. Learn more about
correctional facilities’ behavioral health treatment here.

2

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2836121/
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Key Recommendations: Behavioral Health Workforce
Development
Cowlitz County has an urgent need to grow and retain its behavioral health
workforce to meet the mental health and substance use treatment needs of
the community.
Recommendations
Workforce development is a priority in almost every region, state, and
county across the country. The need for workforce enhancements is
being propelled by several factors
 the Mental Health Parity and Addiction Equity Act (MHPAEA)
expanding access to equitable benefits and treatment
 the Affordable Care Act expanding access to coverage and benefits
 Medicaid Expansion specifically expanding coverage among the
under and un-insured
 the opioid epidemic
 reduced stigma and greater demand for services
 the retirement and exit from the workforce of the baby boomer
generation
The challenges that communities and providers face include
 an overwhelming shortage of
Among the priorities is the need
qualified professionals (MD,
to ensure that licensed
NP, RN, PhD, LCSW). 95% of
professionals are managed to
U.S. counties lack access to
psychiatrists, for example.
do the work of licensed
 the average age among
professionals only. In many
psychiatrists is 55. The current,
instances, behavioral health
insufficient supply is “aging out”
professionals devote a large
 difficulty developing a career
share of their time to clerical
ladder to accelerate the growth
and administrative duties which
of para-professionals into
must be delegated to paraprofessionals
 high rates of turn-over among
professionals and
existing professional staff
administrative personnel. In
 difficulty compensating
general, providers require a
professionals at levels
better understanding of
commensurate with retention of
business process management
staff working in intensive
and tactics like LEAN to create
settings
efficiencies in their own clinical
The experience in Cowlitz County
operations.
has been that the best workforce to
serve the needs of the county are
those who grew up in the county and remain in the community
through college, working in local behavioral health service agencies.
Incentive programs that encourage students attend college and
return to the community or to remain local for their higher education
can help promote a “homegrown” workforce.
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Corresponding
Medicaid
Waiver/Dual
Eligibles
Project

I. Develop student debt-forgiveness programs.

Domain 1:
Health Systems
Agencies are innovating rapidly to attract behavioral health professionals to
Capacity
their locales. One approach is an exchange of 2-3 years’ service for the
Building;
burden of student tuition-related debt.
Project:
Workforce and
NonConventional
Service Sites
II. Apply for the Behavioral Health Workforce Education and Training
(BHWET) grant.
This HRSA-funded opportunity provides grant funding to support the peer
(paraprofessional) and professional (LCSW, PhD, MD) behavioral health
workforce. Aside from training and certification, the BHWET grant focuses
on internships.

Domain 1:
Health Systems
Capacity
Building;
Project:
Workforce and
NonConventional
Service Sites

III. Focus on Recruitment and Retention to maintain the existing
workforce.
SAMHSA has many resources that can assist the county and its providers
in keeping the workforce they have today. By addressing the unusually
high rates of turn-over in the field, finding a new workforce can be made a
little easier. Resources can be found at www.samhsa.gov/workforce.
Workforce grant funding opportunities are at
http://www.samhsa.gov/workforce/grants

Domain 1:
Health Systems
Capacity
Building;
Project:
Workforce and
NonConventional
Service Sites

IV. Build a certified Peer Support Specialist workforce.
Peer Support Specialists are an excellent supplement to the existing
workforce. People in recovery can be trained and certified relatively quickly
and become instrumental in deploying many of the activities and strategies
discussed in this report. Peers should be engaged in diversion and care
coordination activities as members of multi-disciplinary teams that can
serve as “boots on the ground”. The Core Competencies for Peer
Support Specialists can be accessed here.

Domain 1:
Health Systems
Capacity
Building;
Project:
Workforce and
NonConventional
Service Sites
Domain 1:
Health Systems
Capacity
Building;
Project:
Workforce and
NonConventional
Service Sites

V. Expand access to tele-psychiatry and other tele-health
Tele-psychiatry and behavioral health services using secure video hookups
and high-definition cameras, make it possible for patients to get help without
seeing a psychiatrist or therapist in person. The technology allows providers in
areas with lower demand to treat patients in areas with higher demand. New
psychiatrists are adept with the technology and consumers are responding
well to the video-conferencing. Interestingly, outcomes associated with telepsychiatry are equal to those associated with face-to-face visits.
One approach is use of video-conferencing for psych consults. This type of
consultative service can be adapted to a collaborative care model, giving
primary care physicians access to psychiatric consults. The Center for
Medicare and Medicaid Services (CMS) recently adjusted its rules such that
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this service can be reimbursed (see the 2017 Physician Fee Schedule) after
demonstrating robust results in a recent Center for Medicare and Medicaid
Innovation (CMMI) grant-funded opportunity.
The state of Washington makes reimbursement for certain tele-psychiatry and
other video-conference behavioral health services possible. As a function of its
overall strategic planning and implementation, the county is urged to develop
these inexpensive solutions to the workforce shortage as soon as possible.
The regulations concerning tele-psychiatry in the state of Washington
can be found here.

See the following summary of Washington State’s SAMHSA grant awards (2016), some
of which have specifically been cited as resources for the recommendations made
above.
Formula Funding
Substance Abuse Prevention and Treatment Block Grant

$37,296,200

Community Mental Health Services Block Grant

$10,443,964

Projects for Assistance in Transition from Homelessness (PATH)

$1,329,000

Protection and Advocacy for Individuals with Mental Illness (PAIMI) $574,891
Subtotal of Formula Funding

$49,644,055

Discretionary Funding
Mental Health

$9,901,562

Substance Abuse Prevention

$6,589,744

Substance Abuse Treatment

$14,238,715

Subtotal of Discretionary Funding

$30,730,021
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II. Mission and Vision
The mission of this community behavioral health needs assessment (CBHNA) project is to
understand the behavioral health needs of the Cowlitz County community, to discern the
capacity of the system of care to meet these needs, and to identify the scope and breadth of
the gap between demand and supply. Understanding these factors allows for the formulation
of recommendations that move the county and its providers toward an integrated and
coordinated system of care that has much more capacity to meet the needs of residents.
The vision is for a county that provides the appropriate level of care through a
comprehensive, coordinated, and integrated system of care for individuals with mental
health disorders, substance use disorders, and developmental disabilities, and a provider
network that positively affects the forces surrounding community members, including
access, affordability, and quality of care. The vision for the future includes obtaining
adequate, local funding; building appropriate capacity where the county will address and pay
for gaps; and ultimately leading to full access to care that is coordinated with the criminal
justice, housing, and primary health care systems.
The main goals of the project include identification of solutions that will:







Increase capacity and fill gaps in services in innovative and effective ways;
Integrate services with a concentration on whole health across the lifespan;
Create care coordination and navigation support throughout the system of care;
Coordinate behavioral health care services with the criminal justice system to reduce
incarceration and recidivism while supporting re-entry;
Develop an adequate workforce to provide these services; and
Secure adequate local and state funding to remediate the gaps and implement
recommendations for the people of Cowlitz County.

This largely rural county is 1,166 square miles (3,020 km2) in area and comprises the cities
of Longview, Kelso, Woodland, Kalama, and Castle Rock. Of particular interest for this
CBHNA are county residents who are enrolled in Medicaid, and those who are uninsured or
underinsured (i.e., have inadequate medical coverage).
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III. The Community Behavioral Health
Needs Assessment Process
This CBHNA is the result of a detailed analysis of the behavioral health needs in Cowlitz
County, its capacity for meeting those needs, and strategies to resolve any gap between
need and capacity in the near and long terms. A community behavioral health needs
assessment identifies the strengths and resources available in a community to meet the
needs of residents. It focuses on the capabilities of the community, including its residents,
public agencies, and health care organizations to provide adequate services in a
coordinated and effective manner.

A. Methodology
Cowlitz County engaged the consulting firm Advocates for Human Potential, Inc., to conduct
its CBHNA. AHP brought to this project the necessary depth, understanding, and
expertise in systemic approaches to behavioral health services, needs of the target
populations, and solutions to fill identified gaps to ensure a set of recommendations that
will assist the county in making informed and appropriate care delivery system
decisions. In addition, the AHP team has a deep understanding of the behavioral health
landscape nationally, and in Washington State and Cowlitz County.
For the purposes of a CBHNA, AHP believes it is important to assess conditions among the
following categories of people in a given geographic area. In respect to social determinants
of health, each of the risk factors listed below play an important role in determining the
health and behavioral health of a population.
Low income
Under-insured/uninsured
Children
Adolescents
People experiencing housing instability or homelessness
Incarcerated population and those being released from incarceration
Elderly
Veterans
Specific minorities challenged with a lack of culturally aware/competent
treatment options
Issues related to gender and/or sexual orientation
There are other issues that can be particularly important in a specific geographic area. (See
page 42 for a discussion on these additional factors for Cowlitz County.)
To assess the gaps and capacity in Cowlitz County’s behavioral health system, several
approaches were utilized. First, the team collected, analyzed and documented secondary
data, including reports, statistics, demographic information, and other information provided
by the county.

30

Additionally, the team spent time onsite in the Cowlitz community talking with providers,
community leaders and other key stakeholders, gathering information from focus groups, inperson interviews, and surveys. The focus groups and interviews included leaders and
stakeholders from across the county service systems: criminal justice, primary health care,
homeless services, and behavioral health care to identify gaps, needs, and potential
solutions. Surveys were distributed to various clients to further understand the issues that
consumers face in the behavioral health care system in the county.
For a comprehensive listing of the data sources reviewed and stakeholders interviewed by
the AHP team, please see Appendix C.
The process employed throughout the development of the CBHNA is illustrated below.

Demand

Supply

• Measure community population and demographics via US Census
• Measure incidence and prevalence of behavioral health disorders via
national, state, and where possible, local data sets
• Measure health risks, social determinants of health, adverse childhood
experiences
• Measure historic utilization patterns and related costs of care using
claims data
• Measure community impact of any inadequacies in BH system of care
in terms of unmet needs, homelessness, incarceration, ED use
• Inventory systems of care and measure community assets (supply)
that may be leveraged to meet the needs (demand).
• Measure and describe the gap between demand and supply owing to
the unique characteristics of systems in communities
• Estimate or project costs associated with increased supply
(infrastructure, personnel, and utilization of services) as a result of
increased capacity
Develop tailored recommendations specifically targeting rapid
improvements in capacity, workforce and innovative approaches to
treatment, social services, and prevention/wellness.
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IV. The Evolution of Behavioral Health
Care Systems in the U.S.
After decades of taking a back seat to other social issues, fixing the nation's broken system
of care for millions of Americans suffering from mental health and substance use disorders
(SUDs) is rising to the top of many local, state, and national agendas. Whether as a function
of the nation’s exploding opioid epidemic, chronic homelessness, incarceration rates, gun
violence, or escalating rates of suicide, mental health and substance use disorders require
immediate attention, system redesign, and investment.
Mental disorders top the list of the costliest conditions in the United States, accounting for
$201 billion in health care spending in 2013, far more than was spent on heart disease or
cancer, according to federal data.

An estimated 8.1 million adults have schizophrenia or bipolar disorder, and 3.9 million go
untreated in any given year, according to data from the National Institute for Mental Health.
Fifty-seven percent of adults with a mental illness received no treatment in 2012–2013,
while 64% of youth with major depression were untreated, according to the Substance
Abuse and Mental Health Services Administration (SAMHSA).
The need for greater investment is clear. Over half the counties in America don't have a
psychiatrist or psychologist. However, managed care organizations, such as Kaiser
Permanente, offer a view into solutions. Kaiser has hired more mental health providers,
added telehealth sessions, and is experimenting with deploying behavioral health providers
in primary care clinics. Kaiser is also restructuring its benefits to ease access to care, and
the organization is running public service announcements to increase awareness of mental
health issues in children and to reduce the stigma of seeking treatment for people of all
ages.
Because behavioral health services are undervalued and providers are often reimbursed at
rates that are insufficient (especially compared to their medical counterparts), resources too
often are insufficient to reach people who desperately need intervention. This dynamic is
extremely costly. An individual experiencing chronic homelessness cycling through hospital
Emergency Departments, inpatient beds, psychiatric institutions, detox programs, halfway
houses and, perhaps, jail can cost taxpayers more than $50,000 per year.
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A recent survey conducted by the National Alliance on Mental Illness (NAMI) found that
among 84 insurance plans in 15 states a patient attempting to obtain mental health services
was twice as likely to be denied coverage by a private insurer as a patient seeking medical
or surgical care.
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V. Transforming the State of
Washington’s System of Care
A. Health Care Expenditure and Insurance Coverage in
Washington
In May 2015, there were more than 1,710,356 Washington residents enrolled in Medicaid.
Some 592,780 individuals gained coverage from Medicaid/CHIP from 2013 to May of 2015.
Nearly 419,000 people became newly eligible through Medicaid expansion. Overall,
Washington experienced a 40% decrease in the rate of uninsured from 2013–2014.3 As of
July 2015, there were 2,110,862 people enrolled in the 58 HMOs in Washington. The
penetration rate is 29.9%.4
Health care continues to be one of the largest budgetary items for many states. These rising
costs show no sign of slowing. This is also true in Washington. In 2009 (the most current
data available), the statewide cost of health care was approximately $ 45.2 million.5 There
was also an average 5.6% increase in per capita health care expenditures throughout the
1990s and 2000s.6
Washington health care spending is broken down by type in the table below.7

Washington Health Care Spending by Service Type
Type

Spending (in
millions)

Hospital Care

$16,074

Physician and other professional services

$14,266

Prescription drugs and other medical nondurables

$5,386

Nursing home care

$2,393

Home health care

$883

Other health, residential, personal care

$2,081

3

https://www.healthinsurance.org/washington-medicaid/
http://kff.org/other/state-indicator/hmo-penetration-rate/
5 Ibid. State indicators: Health care expenditures by state of residence: http://kff.org/other/stateindicator/health-care-expenditures-by-state-of-residence-in-millions/?state=WA
6 Ibid. State Indicators: Average annual growth per capita: http://kff.org/other/state-indicator/avgannual-growth-per-capita/?state=WA
7 Ibid
4
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B. Policy and Legislative Issues Affecting Behavioral
Health Care
While budgets for state mental health are usually a cause for concern, Washington was one
of 12 states that increased their budgets steadily between 2013 and 2015. In fact, due in
part to court cases that highlighted problems with emergency rooms and adult and juvenile
detention facilities, the state has invested $700 million since 2012. Reflecting this
progressive attitude, Washington State enacted many legislative measures in 2015 to
address issues in the behavioral health care landscape. These new laws can be leveraged
by Cowlitz to improve physical health care and behavioral health care. They are:
Senate Bill 5175 provided rules for Medicaid reimbursement for telemedicine
and telehealth, including from Managed Care entities.
House Bill 2263 established local options for sales tax to fund housing,
including housing for people with mental illness and developmental
disabilities.
House Bill 2212 allows for exemptions to certain psychiatric providers who
receive funding from the Department of Commerce to produce a Certificate of
Need for the introduction of additional beds.
House Bill 1721 includes provisions to allow for ambulances to transport
people to non-medical care, asks the authority to set reimbursement rates for
ambulance transport to behavioral health care facilities, and asks regional
emergency services and crisis intervention providers to develop policy for
ambulatory transport of clients to service providers.
Senate Bill 5649, Ch. 269 adds the requirement of reporting, and increases
capacity for involuntary commitments.
Senate Bill 5311, Ch. 87 requires that 8 hours of CIT training be required in
basic training for law enforcement officials.
Senate Bill 5107 includes the authorization, funding, and suggested
implementation of specialty courts, including DUI and homeless courts.
Senate Bill 5460 Ch. 234 gives providers the authority to give small amounts
of emergency medication upon discharge from an emergency room when
another pharmacy is not accessible.8

C. 1115 Medicaid Transformation Waiver
The state of Washington has reached an agreement in-principle with the Centers for
Medicare & Medicaid Services (CMS) for a five-year demonstration waiver. This
demonstration project will allow up to $1.5 billion of federal investment to help drive
Medicaid transformation — accelerating Healthier Washington's goals of better health,
better care, and lower costs.

8

http://www.nami.org/About-NAMI/Publications-Reports/Public-Policy-Reports/State-Mental-HealthLegislation-2015/NAMI-StateMentalHealthLegislation2015.pdf
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During the coming months, the state will be negotiating special terms and conditions
(STCs), the actual contract for the waiver, with CMS. Throughout negotiations, the state
will continue to keep stakeholders informed. [Information as of October 2, 2016.]
In early October 2016, CMS announced that it tentatively approved a five-year Medicaid
waiver that provides Washington with $1.5 billion in federal funding to conduct delivery
system reform, form partnerships with social service programs, and pursue other efforts to
improve physical and behavioral health for Medicaid enrollees in the state. While the
Washington State Health Care Authority and CMS have agreed on a concept, details are
still being negotiated.
The project is part of the state’s effort to engage accountable communities of health (ACHs),
where stakeholders pool resources and better coordinate care to improve health and
outcomes. Funding is available for housing services, long-term care services, and to support
unpaid family caregivers.
Over five years, the 1115 demonstration waiver will provide up to $1.1 billion of incentives
for delivery system reform and $375 million to support care services for Medicaid
beneficiaries.
Transformation projects, led by Accountable Communities of Health (ACH), are a key
component of Washington’s Medicaid Transformation waiver and a critical lever to help the
state meet its Medicaid transformation goals. There are three domains, and an over-arching
expectation of support across all three domains, for the transition of Medicaid services to
value-based payment (VBP). The domains for transformation projects are:
Domain 1: Health systems capacity building
Domain 2: Care delivery redesign
Domain 3: Prevention and health promotion
The movement toward VBP models is critical to the success and sustainability of this waiver
demonstration. To ensure that progress toward a transformed care delivery system, funded
through the waiver, is sustained beyond the five-year demonstration period, the state must
change the way it pays for services. The state and federal governments have the
expectation that transformation projects will reinforce the shift to paying for value over
volume. The transition to VBP models is an over-arching goal for Domain 1. To that end,
projects will need to support building provider and plan capacity to achieve systemic change
in how services are reimbursed.
Consistent with the Healthier Washington goal of having 80% of state payments tied to
value by 2019, as well as CMS expectations for the Medicare and Medicaid programs,
Medicaid transformation efforts must contribute meaningfully to moving Washington forward
on VBP. Paying for value across the continuum of Medicaid services is necessary to assure
the sustainability of the transformation projects undertaken through the Medicaid
transformation waiver. A transition away from paying for volume may be challenging to
some providers, both financially and administratively. Because not all provider organizations
are equipped at present to successfully operate in these payment models, pr oviders may
need assistance to develop additional capabilities and infrastructure.
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To that end, significant financial incentives will be established for attainment of VBP targets
over the five-year demonstration at the regional ACH and managed care plan levels.
Incentives will support provider and plan capacity in achieving systemic change in how
services are reimbursed.
In addition, there will be opportunities to explore the relationship of each of the project
domains to value-based payment.
Health system capacity (Domain 1)
must be enhanced to support the level of
delivery system change called for in
Health system capacity must be
Washington’s Medicaid Transformation
enhanced to support the level of
waiver. This domain focuses on strategies
delivery system change called for in
and projects to build that system capacity,
Washington’s Medicaid Transformation
including health information technology to
waiver.
support integration and collaboration
among providers and systems; data analytics capacity to track and improve quality and cost;
and projects to increase the capability and flexibility of the provider workforce to ensure
health care teams have the necessary composition to deliver team-based coordinated care.
To ensure funds for transformation projects are effectively leveraged, all projects in Domain
1 must demonstrate a direct connection to Domain 2 (care delivery redesign) and/or Domain
3 (prevention and health promotion), or must support providers in developing the capabilities
necessary to operate in value-based payment models.

37

Demonstration Project Models
The following tables identify and summarize several demonstration project models to
support the state of Washington’s 1115 Demonstration waiver implementation effort.

Domain 1: Health Systems Capacity Building
Project

Rationale

Objectives and Outcomes

Primary Care
Models

Primary care teams are undergoing substantial 1. Implement evolved models for primary care
changes in order to deliver whole-person care
practices to provide whole-person care.
efficiently and effectively, and to transition to
2. Ensure health systems have efficient and reliable
value-based payment models.
access to community resources that address
social and personal needs for effective treatment.
3.
Develop advanced care planning materials for
This strategy focuses on supporting existing
client education to support care and treatment
efforts for primary care practices undergoing
consistent with clients’ goals and values.
transformation.
4. Improve client experience of care.
5. Provide educational and coaching sessions on
how to provide effective palliative care.
6. Ensure provider teams are well equipped with
resources to facilitate seamless specialty referrals
or behavioral health referrals.
7. Promote early identification, diagnosis, and
disclosure of cognitive impairment and dementia.
8. Implement telemedicine access to services in
underserved areas.

Workforce
and NonConventional
Service Sites

Provides support for changes in the workforce, 1. Expand use of telemedicine in rural and
including training and education, or facilities
underserved areas.
needed to evolve systems to team-based,
2. Expand community health worker/peer
patient-centered care and ensure the equity of
support/long-term care workforce.
care delivery across the population.
3. Provide clinical and staff training/technical
assistance to successfully implement care
delivery redesign and prevention and health
promotion projects.
4. Improve care quality and increase health systems
capacity to prepare for future increases in the
aging population.

Data
Collection
and Analytic
Capacity

Support the evolution of electronic health
records and health information exchanges to
improve the speed, quality, safety, and cost of
care. This includes linkages to communitybased care models.
Improve data and analytics capacity to support
health systems transformation, including
combining clinical and claims data to advance
value-based payment models and to achieve
the triple aim.
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1. Identify and evaluate necessary technology and
tools for information exchange.
2. Implement health information technology and/or
health information exchange projects to support
coordinated, person-centered care while
incorporating relevant social determinants of
health.
3. Ensure interoperability of health data to support
care delivery.

Health care delivery systems are critical to achieving the goals of Medicaid transformation.
The Care Delivery Redesign domain (Domain 2) focuses on system-wide connections to
improve the quality, efficiency, and effectiveness of consumers’ care and includes
investments in projects that are the foundation of delivery system change. Strategies
emphasized under this domain include integration of behavioral and physical health care;
ensuring effective care coordination, including consumer outreach and engagement that
reaches those who need it most; improving transitions of care to improve outcomes and
reduce costs; and supporting care models that are person-centered while strengthening
partnerships between clinics and community-based supports.

Domain 2: Care Delivery Redesign
Project
Bi-directional
Integration of
Care
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Rationale

Objectives and Outcomes

The Medicaid system aims to support person- 1. Spread and sustain effective models of
centered care that delivers the right services
integrated physical and behavioral health
in the right place at the right time. Challenges
care.
remain in achieving coordinated care across
2. Improve physical and behavioral health
complex health care systems. These can be
outcomes, care delivery efficiency, and
a major obstacle to care.
consumer experience by establishing or
expanding fully integrated care teams,
i.e., primary and behavioral health care
Primary care services are a key gateway to
providers delivering coordinated,
the behavioral health system, and primary
comprehensive, whole-person care.
care providers need additional support and
3. Enhance and more effectively support
resources to screen and treat individuals for
existing state programs, including Health
behavioral health care needs and make
Homes, without duplicating programs or
appropriate referrals. Similarly, for consumers
services.
not easily engaged in primary care settings,
4. Address the needs of clients not easily
behavioral health settings should be
engaged in primary care settings and
equipped to provide for effective primary care
support individuals needing a more
as needed. The key point is that physical and
intensive level of behavioral health care.
behavioral health problems often occur
5.
Improve consumers’ adherence to
together. Integrating services to treat both will
treatment regimens.
yield the best results and be the most
6. Improve population management and
effective approach for those being served.
multi-tiered/stepped care approaches that
provide increasing levels of specialty care
Effective bi-directional models of integrated
involvement when a client is not
care will include the systematic coordination
improving as expected.
of physical and behavioral health care.
7. Improve communications and protocols
Integrating mental health, substance use
between different provider types and
disorder, and primary care services has been
organizations. Provide basic health
demonstrated to deliver positive outcomes
screening, access to physical health
and is an effective approach to caring for
information, active coordination with
people with multiple health care needs.
primary care providers, and team-based
care.
8. Reduce avoidable intensive services and
settings.
9. Improve consumer experience with health
services.

10. Improve crisis systems and diversion
programs, reducing avoidable
institutionalization in Emergency
Departments and jail settings.
Care
Coordination

Care coordination is essential for the health
management of defined populations,
especially those living with chronic health
conditions. It involves bringing together
various providers and information systems to
coordinate health services, foundational
community supports, and information to
better achieve the goals of treatment and
care. Care coordination efforts must be wellintegrated at the regional level and
collaboratively focused on improving the
quality and efficiency of care coordination. If
various coordination efforts are not linked,
these well-intentioned efforts may perpetuate
a fragmented and confusing health system.
Many care coordination efforts face
challenges in outreach and engagement that
negatively impact retention. Consumers who
are unwilling or do not understand how to
access and effectively use the health care
system cannot be expected to engage in the
services necessary to meet their health care
needs or access appropriate, less costly
services as alternatives to emergency room
care.

Outreach and Engagement
1. Develop programs for outreach,
engagement, and retention of clients who
are either not utilizing the health care
system or who are utilizing the system
ineffectively or inappropriately; link to
care management activities.
2. Reduce unnecessary Emergency
Department utilization by identifying high
EMS utilizers and engaging community
paramedics in care management efforts.
3. Support clients in accessing health care
and in gaining self-confidence in
managing their health.
4. Ensure clients’ active participation in
decision-making.
5. Assure cultural sensitivity.

Care Management
1. Provide strong care coordination that
does not duplicate existing services to
better meet the needs of higher-risk
consumers.
2. Facilitate enhanced collaboration and
efficiency between care coordination
programs by linking and aligning care
coordination efforts and providers.
3.
Promote shared learning across
This strategy focuses on the implementation
providers by identifying best practices,
and/or improvement of care management
shared resources, and technology
models that facilitate the appropriate
solutions.
coordinated delivery of health care services
4. Develop reliable, replicable systems for
and foundational community supports.
linking people with both clinical care and
Although projects cannot duplicate care
community-based resources.
coordination currently provided under
5.
Increase referrals and use of community
Medicaid, they can link to and support these
supports and services by creating
efforts, as well as ensure local coordination.
clinical-community linkages.
These activities must meet consumers’ needs
6.
Develop dementia-capable resources so
and preferences and result in improvements
health care professionals can support
in their health outcomes.
care coordination efforts.

7. Develop advanced care planning
materials for client education to support
care and treatment that is consistent with
clients’ goals and values.
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Care
Transitions

Transitions out of intensive services and
settings and into the community are critical
intervention points in the care continuum.
While some readmissions are appropriate,
many are due to events that could have been
avoided. Individuals discharged from
intensive settings may not have a stable
environment to return to or lack access to
reliable transition care.
Transitions can be especially difficult on
clients and caregivers when there are
substantial changes in medications or
routines, or an increase in care tasks. Robust
transition plans provide opportunities to help
individuals avoid readmissions and achieve
whole-person health.

1. Improve the coordination and continuity
of care as high-risk patients, with chronic
health conditions, behavioral health
conditions, and/or housing instability
move out of intensive services and
settings.
2. Improve individuals’ abilities to care for
themselves and providers’ abilities to
effectively hand-off health care
responsibility to the appropriate provider.
3. Optimize an individual’s course of chronic
illness, ultimately reducing avoidable
utilization of intensive services and
settings.
4. Improve referral pathways to housing
providers so those in need of medical
respite are connected to permanent
supportive housing.
5. Ensure that interruptions in housing
and/or employment as a result of hospital
or institutional stays do not result in
homelessness or long-term
unemployment after discharge.9

D. Dual-Eligibles Health Home
CMS created the Financial Alignment Initiative to test integrated care models for
Medicare-Medicaid enrollees. The goal of these demonstrations is to develop personcentered care delivery models that integrate the full range of medical, behavioral health, and
long-term services and supports (LTSS) for Medicare-Medicaid enrollees.
The Washington Health Homes MFFS (managed fee-for-service) demonstration
leverages Medicaid Health Homes, established under Section 2703 of the Affordable Care
Act, to integrate care for full-benefit Medicare-Medicaid beneficiaries. Washington has
targeted the demonstration to high-cost, high-risk Medicare-Medicaid enrollees based on the
principle that focusing intensive care coordination on those with the greatest need
provides the greatest potential for improved health outcomes and cost savings. The
demonstration is organized around the principles of patient activation and engagement, and
support for enrollees to take steps to improve their own health. While integrating care for
enrollees across primary care, LTSS, and behavioral health delivery systems, Health Home
care coordinators are charged with conducting assessments, engaging enrollees to develop
Health Action Plans (HAPs), and increasing self-management skills to achieve optimal
physical and cognitive health.
Washington used a competitive Request for Application process to select qualified Health
Homes. Applicants were required to demonstrate a wide range of administrative capabilities,
have experience in conducting care coordination, offer multiple vehicles for beneficiary
access to supports, and present a network of diverse organizations that can serve enrollees
9

Source: Healthier Washington, Medicaid Transformation Waiver, April 2016
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with a range of needs. The organizations selected were Community Choice (a provider
consortium); Northwest Regional Council (an Area Agency on Aging); Optum (a Mental
Health Regional Support Network); and Southeast Washington Aging and Long Term
Care (an Area Agency on Aging). Two managed care plans were also selected to be Health
Homes, Community Health Plan of Washington and United HealthCare Community
Plan.
To facilitate integration across delivery systems, Health Homes are required to execute
Memoranda of Understanding (MOUs) with the organizations that authorize Medicaid
services, including LTSS, mental health services, and chemical dependency treatment.
Washington’s Health Home care coordinators complement the roles of existing case
managers and serve as a bridge connecting individual service delivery systems. Health
Home care coordinators are employed by care coordination organizations (CCOs), under
contract with a Health Home, or by the Health Home itself. They conduct outreach to
enrollees, engaging them in their homes, assessing their needs, and developing personcentered HAPs. Health Home care coordinators identify unmet needs, arrange services,
coordinate across delivery systems, and assist with transitions and referrals.
Washington’s care coordination system is unique because of its focus on engaging
enrollees to set health action goals and increase self-management skills to achieve optimal
physical and cognitive functioning. The state’s prior experience with a Medicaid coordinated
care program, as well as research on patient engagement, has shaped its approach to care
coordination provided through the demonstration. State officials believe this approach
improves the health status of enrollees and reduces use of high cost health services, such
as repeated hospital and ED admissions.
As of January 2015, there were 34 CCOs that had contracts with one or more of the
community-based Health Homes.10 All the Area Agencies on Aging (AAAs) that participated
in the Chronic Care Management program are CCOs. CCOs also include federally qualified
health centers, community mental health agencies, social service agencies, faith-based
organizations, and an AIDS service provider. Three of the four community-based Health
Homes also provide care coordination services directly, functioning as CCOs for some of
their enrollees. Also, some Health Homes have contracts with other Health Homes to be
part of their CCO networks.11

10

Network Composition Report, Washington State, 2015
Financial Alignment Initiative Annual Report: Washington Health Homes MFFS Demonstration By
National Academy For State Health Policy
11
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VI. Cowlitz County
Cowlitz County receives funding for behavioral health services through county allocations,
county allocations for home visits, Local Health Jurisdictions, and task forces. The county
had a higher median number of resources when compared to other counties.12

A. Census and Demographic Information
Cowlitz County has a population of approximately 103,468 people, according to 2015
estimates. This is about 1.5% of the population of Washington State. Almost half of Cowlitz
County’s residents live in Longview, the largest city in the county. Neighboring Kelso, the
county seat, houses another large portion of the population. These two cities together make
up about 75% of the population in the county. About 22.7% of the county population are
children under 18, 58.8% are adults between the ages of 18 and 64 and the remaining
18.5% are seniors over 65. The median annual income for the county is $46,571,
significantly less than the state average of $59,068 or the national average of $56,516.
About 18.4% of the county’s residents live below the poverty level13; higher than the
Washington state average of 12%, and the national rate of 15%.14
Most of the residents of Cowlitz County are white (91.8%). African Americans make up 0.9%
of the county population. Eight percent of Cowlitz County residents are Hispanic or Latino,
Native Americans make up the 2%, and Asian 1.7%.15 Cowlitz County has a slightly larger
than state-level population of people over 65 years of age.16

Ethnic Data

White/Non-Hispanic

12

African American

Hispanic/Latino

Native Americans

Washington State Prevention Enhancement Policy Consortium. (2015). State of Washington
Substance Abuse Prevention And Mental Health Promotion Five-Year Strategic Plan UPDATE.
http://www.theathenaforum.org/spe
13 U.S. Census Bureau. http://bit.ly/2elnoGH
14 The Henry J. Kaiser Family Foundation. State health facts: http://kaiserf.am/2f86XyO
15 U.S. Census Bureau. http://bit.ly/2ffxXbJ
16 Washington State Office of Financial Management, Forecasting Division, single year intercensal
estimates, 2014
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Asian

In 2015, one-sixth of the county’s employment base was in manufacturing, including two
paper mills, several saw mills, a chicken processing plant, and several smaller facilities
producing machinery, fabricated metals, chemicals and other goods.17
There were approximately 10,469 veterans in the county between 2010 and 2014.
Housing units in Cowlitz County saw just under a 1% increase between 2010 and 2015. The
increase in housing seems to align with population growth. Households in the county
numbered just below 40,000. There were 2.54 people per household from 2010–2014.18

B. Social Determinants of Health (Risk Factors)
To gain an accurate picture of the overall health of the population of Cowlitz County and to
better understand how best to craft solutions to meet the need, it is important to assess
social determinants of health and risk factors among certain categories of people in a
geographical area. Each category represents a particular risk for behavioral health for a
variety of reasons related to social determinants of health.
According to the Centers for Disease Control and Prevention (CDC), there are many social
and health risk factors that shape the health of the population in Cowlitz County.19 When
compared to similar counties across the United States, Cowlitz ranks in the bottom 75%
across the majority of population health indicators.20

Cowlitz County Population Health Indicators
Population
Health
Indicator
Mortality

Most Favorable
Quartile Compared to
Peer Counties Across
the U.S.
• Chronic kidney
disease deaths
• Stroke deaths

Middle Two Quartiles as
Compared to Peer
Counties Across the U.S.
•
•
•
•
•

Morbidity

•
•
•
•
•

17

Adult diabetes
Alzheimer’s
diseases/dementia
Gonorrhea
Preterm births
Syphilis

•
•
•
•

Worst or Least Favorable
Quartile Compared to Peer
Counties Across the U.S.

Cancer deaths
Coronary heart disease
deaths
Female life expectancy
Male life expectancy
Motor vehicle deaths

•

Adult overall health
status
HIV
Older adult asthma
Older adult depression

•

•
•
•

Alzheimer’s disease
deaths
Chronic lower respiratory
disease deaths
Diabetes deaths
Unintentional injury
(including motor vehicle)
Adult obesity

Bailey, Scott. Cowlitz County Profile. (2016). Washington State Employment Security Department.
http://bit.ly/2fCF2Ya
18 U.S. Census Bureau. http://bit.ly/2fbZWLj
19 The CDC has identified a series of health indicators that when studied collectively paints a picture
of the health of a population. The Community Health Status Indicators (CHSI) are a set of community
characteristics related to health outcomes (mortality and morbidity); factors influencing population
health status (e.g. access to quality health care, health behaviors, social factors and physical
environment) and health outcome indicators that are stratified by subpopulations (ethnicity and race).
The CHSI are modifiable, i.e., community efforts to change an indicator can increase the health of a
population. http://wwwn.cdc.gov/CommunityHealth/info/AboutProject/WA/Cowlitz/
20 http://wwwn.cdc.gov/CommunityHealth/profile/currentprofile/WA/Cowlitz/
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Health Care
Access and
Quality
Health
Behaviors

•
•

Older adult
preventable
hospitalizations
Adult physical
inactivity

Social Factors

•

Primary care provider
Access

•
•

Cost barrier to care
Uninsured

•
•
•
•

Adult binge drinking
Adult smoking
Teen births
Children in single parent
households
Inadequate social
supports
On-time high school
graduation
Poverty
Violent crime
Living near highways

•

Adult female routine PAP
tests

•
•

High housing costs
Unemployment

•
•

Housing stress
Limited access to healthy
foods

•
•

Physical
Environment

•
•

Access to parks
Average annual air
quality

•
•
•

In comparison to counties across the state of Washington, Cowlitz ranks 31st out of 39
counties in health outcomes including length of life (32 out of 39) and quality of life (31 out of
39). In overall health factors, Cowlitz ranks 29 out of 39, including health behaviors (35 out
of 39), clinical care (20 out of 39), social and economic factors (28 out of 39) and physical
environment (20 out of 39).21
Identified Sub-Populations
As the AHP team conducted its assessment of Cowlitz County, it became clear that several
sub-populations warranted attention and will eventually require very specific solutions to
address their needs.
The key population subgroups that have been identified as requiring special emphasis with
respect to SUD, behavioral health, and other support services because of their social risk
factors include:
Individuals who are considered low-income
Individuals who are uninsured/under-insured or eligible for Medicaid
At-risk youth including those homeless/couch surfing, those aging out of
foster care, those with SUD/BH-impaired parents (generational dysfunction)
People experiencing housing instability or homelessness, especially chronic
homelessness
Incarcerated population and those being released from incarceration
Elderly, especially those with no mental health coverage under Medicare,
dementia or frailty
Veterans
Undocumented population
Victims of domestic violence
21

Robert Wood Johnson Foundation. County Health Rankings and Roadmaps. Cowlitz County.
(2016). http://bit.ly/2ec05M3
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Individuals with developmental disabilities
Those facing gender related issues including gender identity
Low Income Individuals and Families
In Cowlitz County, there were more people who reported that they had an income below the
poverty line (18%) than the state average. The unemployment rate for people 16 and older
who are seeking employment is 10.1%. Additionally, Cowlitz County has higher rates than
the state average of individuals without health insurance, individuals without a college
degree, and individuals with less than a high school education. The unemployment rate
coupled with individuals without health insurance and those with a lower level of educational
attainment raise to significant concerns:
1. Lack of educational attainment correlates with lower income and poorer behavioral
health, and
2. Poverty by itself is a social risk factor for poor health.
People living below the poverty line tend to experience less autonomy, fewer choices, and
suffer from heightened levels of stress. Prolonged stress releases cortisol into the body,
which in turn has adverse effects on overall health and behavioral health. Combined with
lack of access to health insurance, this population often cannot access medical treatment
when needed and their conditions worsen. Once chronic, these conditions (asthma,
depression, heart disease, etc.) wind up costing communities, tax payers, and consumers
much more than they should have if the conditions had been identified and addressed much
earlier.
Underinsured/Uninsured
Washington has a lower percentage of uninsured within its population and a higher
percentage of people with Medicaid coverage when compared to the national data.
However, according to the Washington State Department of Health, 20% of people in
Cowlitz County reported that they had no health insurance, compared to 19% statewide.
The cost barrier to care—or the number of adults over 18 reporting that they cannot access
care due to cost—in Cowlitz County is 19.8%.
Washington implemented Medicaid expansion and established a state-based Marketplace
(SBM) in 2014. There has been a 59% increase in Medicaid enrollment in Washington since
the establishment of the ACA.22 There were 32,000 Medicaid Managed Care enrollees in
Cowlitz County as of October 23, 2016.23

22

Tolbert J, et al. The Kaiser Commission on Medicaid and the Uninsured. Findings from the Field:
Enrollment and Consumer Assistance in Four States in Year Three of the ACA. (2016). Kaiser Family
Foundation.
23 Washington State Healthcare Authority Report Solutions Monthly Managed Care Enrollees By
Program, Organization and RAC, 201609, Report Number: MC-500847.0, Data Source: ODS Data
Warehouse
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Income and Education Level
13

Income below poverty level

18
20

Risk Factor

Civilian workforce unemployed

13
10
13

Education less than high school

68

No college degree

85
19
20

No health insurance
0

10

20

WA State

30

40
50
Percent

60

70

80

90

Cowlitz

Source: Washington State Department of Health Cowlitz County Chronic Disease Profile
At-Risk Youth
Within the county, there are approximately 24,905 children under the age of 18. High school
graduation rates within the county for 2013, are slightly above the average for Washington,
but still pose a concern at 79.9%.24 Teen pregnancy rates for the county are significantly
higher than state averages (28 births per 1,000 females, ages 15–19), running at 43 births
for the same population.25 Homelessness among youth, according to the Cowlitz Point-inTime homeless count, January 2015, is increasing, with just approximately 100 youth under
the age of 18 living on the streets or couch-surfing—up by almost 25% from the previous
year’s counts. Focus group participants believe these numbers may be significantly higher
than reported due to the difficulty in identifying those in couch-surfing situations and
runaways who go unreported by families wanting to retain funding benefits for children living
at home. Additionally, according to a 2015 study funded by the U.S. Department of Health
and Human Services on youth within the Washington state foster system, the county can
expect one in four youth aging out of the foster care system in Washington to experience
homelessness within the first year.26
Childhood poverty in Cowlitz County is high, with rates of nearly one in three children being
born into poverty. Poverty is a well-documented social determinant of health and, as
discussed previously, when experienced for prolonged periods of time, produces levels of
stress that are unhealthy, leading to or exacerbating behavioral health conditions, especially
in combination with other social determinants. Approximately 7% of youth under the age of
18 (1,743) are estimated to have a serious emotional disturbance.

24

According to the Washington State Office of Superintendent of Public Instruction
Robert Wood Johnson Foundation, op. cit.
26 Shah, M.F., et al. (2015). Youth at Risk of Homelessness. RDA Report 7.106. Olympia, WA.
25
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Youth (10th Grade) Health Risk Conditions
11

Risk Factor

Obese

15
23

Bullied

30
35

Depressed

37
20

Suicide ideation

24
46
47

Academic Risk
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WA State

20

25
30
Percetnage

35

40

45

50

Cowlitz

Source: Washington State Department of Health Cowlitz County Chronic Disease Profile
The data illustrated above reflect the mid- to long-term adverse effects of poverty
manifesting in ways that have significant behavioral health implications. Adolescents in
Cowlitz County are at high risk of academic failure, suicidal ideation, depression, being
bullied, and becoming obese. Each of these is troubling alone, and when combined (comorbid), the effects can be debilitating and extremely costly to the community from “cradle
to grave” both in terms of health care and social services.
Childhood social determinants of health — or Adverse Childhood Experiences (ACEs) —
are known to contribute directly to the incidence of adult onset chronic medical and
behavioral conditions, as can be seen in the following charts.
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Adult (Age 18+) Health
Risk Conditions
Risk Factor

30
35

High Blood Pressure

38

High Cholesterol
Adverse childhood
experiences-three or…
0

WA State

16

General health fair or poor

35

28

14 days or more of poor
physical health
14 or more days of poor
mental health

Risk Factor

27

Obese

Adult (Age 18+) Quality
of Life

45

22

12
15
12
15
8
12

Need medical equipment
Activity Limited by mental or
physical health

45

26
0

10 20 30 40 50
Percentage
WA State

Cowlitz

31

10
20
30
Percentage
Cowlitz

Chronic Health Condition

Adult (Age 18+) Chronic Health
Conditions
10

Asthma

13
9

Diabetes

13
25

Arthritis

33
6

Heart Disease

8
12
12

Cancer
0

5

10

WA State

15
20
Percentage

25

30

35

Cowlitz

Source: Washington State Department of Health Cowlitz County Chronic Disease Profile
The ramifications of the mental health-specific data are clear for Cowlitz County. When
residents of the county become senior citizens, one can see the legacy of social
determinants of health in lifelong medical conditions that exert tremendous strain on people,
families, and the community at-large. More than one-third have their activity limited by poor
mental and physical health and more than half are living with a chronic condition.
The net effect of prolonged exposure to chronic conditions, often linked directly to social
determinants of health, is preventable mortality. The premature mortality indicator for
persons 50 years of age or younger in Cowlitz County is 30% higher than it is for the
remainder of the state, and for persons dying before age 65 years, it is 25% higher.
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Premature Mortality

Senior (Age 65+) Health
Risks
Risk Factor

Injured by fall (among
those who fell)

214

34
39
54
55

Living with chronic disease
Activity limited by mental
or physical health

86

Premature death Age <
50

122

37
35
0

WA State

162

Premature death Age <
65

32
27

Fallen in past 12 months

20
40
Percentage
Cowlitz

60

0

WA State

50 100 150 200 250
Rate per 100,000
Cowlitz

Source: Washington State Department of Health Cowlitz County Chronic Disease Profile
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People Experiencing Housing Instability or Homelessness
The annual Point in Time (PIT) count is a largely volunteerdriven process that involves a comprehensive count of a
community’s homeless population in a single night during the
month of January. The homeless population statistics used in
this report are derived from the 2015 PIT. The 2015 Point in
Time Count found 226 homeless individuals in Cowlitz County
– a 53.6% increase from the count conducted in 2014.
Between 2014 and 2015, the “sheltered” population—that is,
those living in homeless shelters or similar housing—in Cowlitz
County increased by 35%. In the same timeframe, the
unsheltered population rose 105% from 56 to 115.
While a portion of the homeless population at any point in time
is experiencing a temporary situation, 74 of the homeless
individuals counted were classified as chronically homeless,
recurring in multiple annual counts. These individuals often
require a much larger portion of available resources to
successfully treat their situation and other underlying issues,
such as chronic health conditions, behavioral health needs,
and housing needs. Of the individuals experiencing chronic
homelessness, 68% were unsheltered, and, 4% of those
unsheltered individuals experiencing chronic homelessness
were children in homeless families.
One area shelter reports that almost 90% of the clients are
single moms with young children, 50% have no income, and
60% have used drugs within the last week prior to seeking
services. The average length of stay for this shelter was 93
days for families, 72 days for individuals. Individuals with
intensive needs can be housed for up to two years. In the
Longview school district, 430 children are reported to be from
homeless families (96) or doubled up (living with other families)
(334).
Other notable facts about housing and homelessness in
Cowlitz County:

Cowlitz County PIT Count
Homelessness Data














54% of sheltered and 86% of
unsheltered homeless
individuals in Cowlitz County
are adults over age 24.
38% of sheltered individuals
are children under age 18.
62% of the sheltered
population are families.
31% of the unsheltered
population and 16% of the
unsheltered population are
adults with serious mental
illness.
23% of the unsheltered and
6% of the sheltered adults
had a substance use
disorder.
About 24% of unsheltered
and 20% of sheltered
individuals are victims of
domestic violence.
Most unsheltered (93%) and
sheltered (85%) persons are
white. Hispanics (~7%) and
African-Americans (~6%)
make up a much smaller
portion of the total population
of individuals experiencing
homelessness.
About 50% of the total
population experiencing
homelessness identifies as
LGBTQ.

Almost 40% (37.9%) of renters in Cowlitz
County pay more than 30% of their total income toward housing costs. This is
considered a “severe cost burden” by federal definition.
The availability of housing in the county is dismal: 37.4% of the houses in
Cowlitz County have at least one unsafe condition, such as a lack of
complete plumbing or kitchen, or overcrowding.27

27

U.S. Department of Health and Human Services Centers for Disease Control and Prevention, CHSI
Information for Improving Community Health. http://bit.ly/2fccFO4h
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Incarcerated Individuals
Daily Incarceration rates in county facilities for 2015 were more than 250 individuals per day,
with an average of 22 new bookings per day. Female offenders account for approximately
26% of bookings, with approximately 73% are male offenders, according to jail officials.
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According to jail records from one day in August 2016, about 12% of the inmate population
reported a veteran status. On a daily count on August 10, 2016, two-thirds of the county jail
inmates were listed “transient,” reporting to be homeless at the time of the incarceration.
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The Elderly
The number of people age 65 and older in the United
States has increased steadily since the 1960s, and is
Focus group participants refer to
projected to more than double by 2060. Cowlitz County
an even higher number of elderly
as “boomers without a plan” who
has a higher percentage of residents over the age of 65
face
poverty as limited retirement
than the state, recording 18.5% 65 years or older in 2015
funds run out. Of greater
U.S. Census Bureau data compared to 14.4% for the
concern
for the focus groups
state.28 According to the state economic data, 7% of
were the frail elderly with limited
people over 65 years of age in Cowlitz County live in
family support and those
poverty.29 Focus group participants referred to an even
suffering with dementia.
higher number as “boomers without a plan” who face
poverty as limited retirement funds run out. Of significant concern to the focus groups were
the frail elderly with limited family support and those suffering with dementia.
Undocumented Population
According to 2016 data, 30 the number of undocumented individuals in Cowlitz County has
increased slightly in recent years from 3,259 in 2014 to 3,295 in 2016. Projected estimates
predict a continued slight increase in the next four years. The statewide total estimate is
219,000 individuals.
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Of the estimated number of undocumented individuals in the county, the majority (1,741) are
between the ages of 25 and 44. There are approximately 1,812 undocumented males in the
country as compared to 1,483 women. Nearly 300 are under the age of 17.

28

Bailey, op. cit.
http://www.towncharts.com/Washington/Economy/Cowlitz-County-WA-Economy-data.html
30 Migration Policy Institute. Profile of the Unauthorized Population:
Washington http://bit.ly/2ec4Ipl
29
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Of the total population, most do not speak English well or at all, indicating a need for
translation services in the community services system. Spanish is the common language
spoken at home in this population, with a very small number reporting that Chinese,
Vietnamese, and Korean are the primary languages spoken at home.
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Of the total work-age population (16 and over) among undocumented individuals, 65%
report being employed, while 23% report not being in the workforce at all, and 7% report
being unemployed. Most of the undocumented population in the county report living at or
above 200% of the Federal Poverty Level (FPL).
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Victims of Domestic Violence
According to 2015 updates to the Pathways 2020 Cowlitz County Report Card, Cowlitz
County’s rate of domestic violence offenses has continued to run higher than the rate for the
state. Local advocates point to the stress related to struggling economics, mental health, or
drug and alcohol problems as the cause of the increase. Domestic violence is a causal
factor in women and children becoming homeless. In the 2015 Point in Time Count,
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approximately 24% of unsheltered and 20% of sheltered individuals were victims of
domestic violence.

Domestic Violence Offenses (reported)
Cowlitz County and Washington State, 2004-2014
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C. Incidence and Prevalence of Disease and Illness
Physical Health Conditions
Chronic conditions that are most often associated with the aging population are higher in
Cowlitz County when compared to the state. Arthritis (30%) and diabetes (13%) outpace the
state levels of 25% and 9% respectively. Given that Cowlitz County has a slightly older
population than the rest of the state, these chronic conditions are of concern for the health of
residents.31 (For a more detailed breakdown of statistics related to chronic health conditions
refer to the tables on pages 44-50.)
This is particularly concerning because chronic conditions often occur in a comorbid
incidence with behavioral health issues. These chronic health issues may also be due to a
high prevalence of other negative social determinants of health.
Mental Health and Substance Use Conditions
Serious mental illness is a significant concern in Washington. In 2014 (the most recent data
available), about 5.7%, or 291,000 adults 18 years or older, had experienced a serious
mental illness in the prior year. Of adults 18 and older living in Washington with a
mental health disorder, less than half (43.5%) received treatment. In Washington from
2009–2013, about 250,000, or 4.9%, of adults over the age of 18 experienced suicidal
thoughts. This number was similar to the national average. Some 15% of respondents from
Cowlitz County reported poor mental health on 14 or more days of the previous month,
compared to 12% for the state average, according to the Washington Behavioral Risk Factor
Surveillance System 2011––2013.32
Substance use disorders are also a concern for the county and Washington in general. The
National Survey on Drug Use and Health found that about 390,000 individuals aged 12 or
older (6.9% of all individuals in this age group) in Washington were dependent on or abused
alcohol within the previous year. 33 However, a 2013 single-day count found around 42,000
individuals enrolled in substance use treatment. (For specific data on mental health and
substance use treatment through FQHCs, see Appendix F.)
Nearly 90% of individuals who reported past year illicit drug use did not receive treatment,
and almost 90% of those who were heavy drinkers received no treatment. According to the
Washington Behavioral Risk Factor Surveillance System 2011-2013, Cowlitz County ranks
right alongside the state in past month marijuana use (8%) and past month binge drinking
(16% for the county; 17% for the state).34

31

Washington State Department of Health, Cowlitz County Chronic Disease Profile. DOH 345-344
(revised 3-31-2015)
32 Ibid.
33 SAMHSA. (2014). Behavioral Health Barometer: Washington. HHS Publication No. SMA–15–
4895WA. Rockville, MD: Substance Abuse and Mental Health
Services Administration, 2015.
34 Ibid.
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Drug Use and Overdose Rates
Cowlitz County has a significant problem with drug use and drug-related fatalities when
compared to the state average. Cowlitz County has seen proportionately more deaths from
heroin and prescription opioids than the state as a whole.
In Cowlitz County, there were 24 deaths associated with heroin between
2011 and 2013. That is about 9 per 100,000 people per year—almost triple
the statewide rate.
Opioid prescription drug overdoses resulted in 29 deaths between 2011 and
2013. While this is also about 9 per 100,000, it is almost 40% higher than
deaths occurring at the state level.35
In 2016, overall drug overdose deaths occurred at a rate of 71 per 100,000
population in Cowlitz County—compared to just 14 per 100,000 in
Washington.36

35

Johnson, B. Report: Cowlitz County's rate of opioid overdoses tops in state. The Daily News.
September 14, 2014.
36 Robert Wood Johnson Foundation, op. cit.
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VII. What There is in Cowlitz County:
Clinical and Social Service System
Overview
A. Community Resources and Assets
Access to Care
Only 76% of providers in Cowlitz County, or 52 physicians and 20 mid-levels, treat Medicaid
patients. Of those serving Medicaid patients, Medicaid represents only 30% of their
caseload. Approximately 64% of providers, or 42 physicians and 19 mid-levels, accept new
Medicaid patients but restrict new Medicaid patients to children, and in some cases Native
Americans. There are zero child psychiatrists in Cowlitz County.
There are two federally qualified health centers (FQHCs) in Cowlitz County to meet the
needs of the under and uninsured:
Cowlitz Family Health Center, with locations in Kelso, Longwood, Woodland,
and Castle Rock
Sea Mar Community Health Center in Kelso
Geographically, these service providers are in a small area within the county. This means
that many people who require access to FQHC services may need to travel long distances
to do so. This is even more troubling when considering that there are no rural health clinics.
There is also only one free clinic in the county, Cowlitz Free Medical Clinic in Longview. To
reach more of the county population, transportation options and resources are necessary to
facilitate access to scheduled appointments as well as primary and behavioral health care
providers.37
Because of Medicaid expansion and a strong presence of in-person assisters, many
previously uninsured Washingtonians have gained health care coverage. Parity legislation,
specifically the Mental Health Parity Addiction Equity Act, mandates that behavioral health
benefits be on par with medical-surgical benefits. This creates a unique opportunity for
behavioral health providers and consumers to access care at scale. However, health care
integration of the two previously siloed systems will require careful cooperation,
collaboration, and coordination to ensure care is provided at scale to each unique individual.
It is not enough that more of the population are covered by a form of health insurance, they
also need to have the ability to access it. Despite recent policy expanding coverage, there
are still some residents who cannot access care because of cost. More than 12% of
Washington residents report that they have not seen a doctor in the past year because of
health care costs. (This is lower than the national average of 14.3%.38) In Cowlitz County,
about 19.8% of individuals cited a cost barrier as the reason that they did not seek medical
care. This is significantly greater than the national and the statewide levels.39 There is also a
37

Washington State Department of Health. (2011). Primary Care Provider Survey
Summary Report: Cowlitz County. http://bit.ly/2eZxviv
38 The Henry J. Kaiser Family Foundation. Access to Care: http://kaiserf.am/2e0J4ct
39 CDC Community Health Status Indicators 2015. http://bit.ly/2eyg8Vp
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noteworthy shortage of physicians across the country. This problem is highlighted when
focusing on behavioral health specialists. The U.S. Health Resources and Services
Adminstration (HRSA) identifies 120 mental health care professional shortage areas
(HPSAs) in Washington. According to HRSA, this designation is based on a psychiatrist to
population ratio of 1:30,000, meaning that when there are 30,000 or more people per
psychiatrist, an area is eligible to be designated as a mental health HPSA. In these
designated areas, only 42.62% of need is being met: it would take 64 practitioners to
meet the needs of the population and remove the HPSA designation.40
Mental Health Care and Substance Use Treatment
In many cases, the government is still responsible for the behavioral health care system of
care in Washington. Many residents access mental health care through publicly funded
systems, including almost 46,000 children. Not surprisingly, only about 8.6% of those
accessing the public system in total are gainfully employed. When accounting for age, only
about 1.2% of people 65 and older are working while seeking public care for mental health
issues. While accessing these services is important, outcomes have also come to the
forefront of assessing the success of treatment. In Washington, the number of people over
the age of 18 who report that their functioning has improved is below the national average
(70%) at 66.7%. However, when examining the effects that the public system has on youth
17 and under, Washington has more individuals reporting improved functioning (73.6%) than
that of the nation (69.3%).41
In a single-day count in 2013, 7,483 individuals in Washington were receiving methadone as
part of their substance use treatment, and 1,335 were receiving buprenorphine. These
numbers, apart from one year, have been steadily growing since the federal government
began measuring them back in 2009, according to the SAMHSA Behavioral Health
Barometer.42 With the addition of the new methadone clinic in Cowlitz County, this number is
expected to rise significantly.
Of the 10 Certified Chemical Dependency Service providers, only one is not in Kelso or
Longview. Only three of these providers also treat children and youth. This again puts a
burden on people seeking services for substance use disorders who live in the outlying
areas of the county.43
Transportation
As discussed earlier in this report, transportation is a significant concern related to access to
services in the county. In key-informant interviews, it was reported that public transportation
operates only until 5pm, resulting in a lack of transit for people who work or need to access
care during non-traditional business hours. In its report, PeaceHealth’s partners identified
three strategies for increasing transportation options, which included: “Complete street

40

Health Resources and Service Administration Data Warehouse. http://bit.ly/2ecchfK
SAMHSA BH Barometer, op. cit.
42 SAMHSA, ibid.
41

43

Washington State Department of Social and Health Services. (2014). DIRECTORY OF CERTIFIED
CHEMICAL DEPENDENCY SERVICES IN WASHINGTON STATE
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design for pedestrian/bike access, improve transportation for low-income residents, and
Multiple transportation initiatives outlined in 2013-2016 Strategic Plan.”44
Homelessness Services
The Department of Health also shows through its Primary Care Provider Survey Summary
Report for the county, that 4% of providers in Cowlitz County have treated people that could
be defined as homeless.45 In the 2011 10-year plan, the Cowlitz-Wahkiakum Council of
Governments (CWCOG) reveals that only three physicians in Cowlitz County serve the
homeless.
Current Affordable Housing
Cowlitz County’s Federally assisted affordable rental housing stock includes properties
financed through low income housing voucher program, tenant-based rental assistance,
USDA rural housing, and other (LIHTC, Bonds, etc.). The following table is a list of the rental
assistance programs in Cowlitz County and the target number based on needs assessment
of Housing Opportunities of S.W. Washington, formerly known as Longview Housing
Authority. Housing Opportunities of S.W. Washington has developed a five-year plan to
increase the housing inventory by 50 units per year per their five-year plan from January,
2016. The plan is located at: http://bit.ly/2ekCb3s

Vouchers

Tenant-Based rental USDA
assistance

Other (LIHTC,
Bonds, etc.)

Total

Currently
Available

1392

47

151

56

1646

Target

1500

50

250

150

1950

The average number of units per property for affordable rentals in Cowlitz County is 38.50.
The largest federally-assisted affordable rental community in the county is Country Run
Apartments at 101 units, and the smallest is Dorothy Street at 10 unit(s). Five apartment
properties provide housing for seniors containing 270 units. Of the 424 units, units include
some form of rental assistance (like Section 8) to make rent more affordable for very low
income families.

44
45

PeaceHealth Community Health Needs Assessment. (2013). http://bit.ly/2eSYjn4
Washington State Department of Health, op. cit
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Cities with Federally Assisted Projects in Cowlitz County
City

Properties

Units

Longview

7

272

Kelso

1

26

Kalama

0

0

Rental Assistance for Tenants in Cowlitz County
Rental assistance is a type of housing subsidy that pays for a portion of a renter’s monthly
housing costs, including rent and tenant paid utilities. This housing assistance can come in
the form of Section 8 Housing Choice Vouchers, project-based Section 8 contracts, public
housing, USDA Rental Assistance (in Section 515 properties) as well as HUD Section 202
and 811 properties. In Cowlitz County, there are two affordable housing properties providing
rental assistance to very low income households.
To qualify for most rental assistance programs a renter must earn no more than 50% of the
area median income (AMI). In some cases, rental assistance is reserved for renters earning
30% or less of the AMI. In Cowlitz County, to qualify for Section 8 assistance, a renter
household containing four persons must earn $30,500 or less. For some targeted rental
assistance programs, a renter household of four cannot earn more than $24,300.
It’s important to remember that in many rental assistance programs there are minimum rent
regulations requiring assistance recipients to make a minimum payment of between $25 and
$50 per month no matter how low their income.

HUD Assistance Income Limits
Persons

1

2

3

4

5

6

7

8

Income
Limit

$21,350

$24,400

$27,450

$30,500

$32,950

$35,400

$37,850

$40,300

Income Limits
All affordable housing programs provided by or through the government have maximum
income limits to qualify for assistance. These income limits are typically derived from the
Area Median Income (AMI), the theoretical family income of the average household in each
geography.
The AMI is updated each year for each geographical area taking into consideration
numerous economic indicators. The geographical areas used for establishing the AMI are
either Metropolitan Statistical Areas (MSA) or counties.
Cowlitz County is in the Longview, WA MSA. The 2016 Area Median Income for a family of
four in Cowlitz County is $61,300.
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The income limits used for Section 8, public housing, Low Income Housing Tax Credits. the
HOME program and other Federal programs all are derived from the HUD defined AMI.

Low Income Housing Tax Credit Income Limits
Persons

1

2

3

4

5

6

7

8

Income
Limit

$25,620

$29,280

$32,940

$36,600

$39,540

$42,480

$45,420

$48,360

Housing Waiting List in Cowlitz County (updated 9/27/16)

Status

Families Date of oldest
on List application

Cowlitz County HCV (Assisting families in Longview, unincorporated areas of
Cowlitz County (excluding Kelso and Kalama and Wahkiakum county)

CLOSED 433

3/2015

Non-Elderly, Disabled (NED) HCV (At admission, family must qualify for 0-2
bedrooms, head of household MUST be less than 62 years and MUST be
disabled)

CLOSED 166

3/2015

Pacific county HCV (Assisting families residing in Pacific county, WA)

CLOSED 31

1/2009

Lewis county HCV (Assisting families in Lewis county, WA)

CLOSED 89

1/2008

Mod Rehab, HUD Assisted (2 bedroom apartments, Longview WA)

CLOSED 52

3/2015

Sylvester Apartments, HUD Assisted (1 bedroom units, 62 and older only,
Longview WA)

OPEN

34

2/2016

Eagle Pointe Village, HUD Assisted (1-2 bedroom units, 62 and older only,
Cathlamet WA)

OPEN

45

9/2015

Pacific Pearl Apts, Project Based Voucher (PBV) (1-3 bedroom units, victims of OPEN
DV)

98

7/2015

Stratford Apartments PBV (Studio Units, homeless veterans only)

OPEN

17

4/2016

Raymond Manor, Raymond WA PBV (1 bedroom apts, 62 and older and/or
disabled only)

Contact Site Management for
Waiting List information (360) 9422571

Eagles Raymond PBV, Raymond WA (Studio and 1 bedrooms)

OPEN

102

5/2015

Lilac Place Apartments PBV Woodland, WA (1-3 bedroom units, Homeless)

OPEN

340

4/2014

Columbia View, USDA Rural Development Assisted, Kalama WA (1 bedroom
units 62+ or disabled)

OPEN

283

11/2014

Riverview Apartments, USDA RD Assisted, Castle Rock WA (1-2 bedroom
units 62+ or disabled)

OPEN

276

6/2012

62

Hawthorne House Apts, USDA RD Assisted, Woodland WA (1-2 bedroom units OPEN
62+ or disabled)

317

7/2014

Tulip Valley Apts, USDA RD Assisted, Woodland WA (1-3 bedroom units,
Family)

617

2/2013

OPEN

B. Community Response: BH System and Provider
Capacity
Several organizations were randomly selected to provide feedback and additional
information to the AHP team. These organizations included











Love Overwhelming emergency shelter
PeaceHealth Primary Care
PeaceHealth Behavioral Health
A First Place outpatient behavioral health treatment services
Columbia Wellness
Housing Opportunities of Southwest Washington
Longview Goodwill
Family Health Center
SeaMar Community Health Center
Emergency Support Shelter

Many programs in Cowlitz County are, in fact, expanding their capacity for serving the target
population. For example, one organization is starting a new program, adding 14 employees
serving high-intensity clients, and leveraging a $2 million acute detox grant. Another
program is working to increase their capabilities, exploring more substance use disorder
treatment, and assessing community needs to determine which services should be
concentrated on for increased development. Many of the service providers in Cowlitz County
have expressed that they can grow as need becomes apparent, with contracts and
partnerships pending, which will drive hiring and program expansion. The new Medicaid
1115 waiver also impacts programming and applications for funding.
AHP interviewed 11 staff members from local agencies to gain a deeper insight into services
available in the county, to understand how referral processes work or don’t work between
county providers, and to learn more to determine the capacity of the local system. During
this process, many key points emerged; they are discussed in the following.
Referrals
Many providers in Cowlitz County actively refer clients out for various services, along with
accepting referrals from partner organizations. Most of these agencies are actively pursuing
treatment for their clients and connecting them with other community resources like housing
or legal services. Some organizations are also expanding to seek collaboration with state
and federal partners.
Referral Confidence and Improvement
Many of the leaders from the community service provider organizations are not entirely
confident that their current referral system is working. Of these, the lack of certainty had less
to do with system processes, and more to do with the absence of follow-through needed
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from clients—often a result of the multiple barriers that clients face. Other issues include
long wait times for services, capacity shortages, and low-quality of providers in the area.
There are many solutions to facilitate more successful transition, coordination, and
collaboration, such as care coordination and “warm hand-offs.” Many providers in Cowlitz
County believe that if the clients were not only told where they can receive services, but
were also brought directly to the agency, they would be much more likely to complete the
referral. Other improvements could include having the originating agency “close the loop” by
coordinating or following up with the receiving organization.
Most providers indicate that when they received referrals from other providers, the process
was successful. They note that their current employees are working to connect with referred
individuals and make a real effort to get them services. Still, long wait times and inadequate
capacity can sometimes hinder this process.
Ability to Serve Non-English Speaking Clients
Statewide, there are very few programs that treat clients specific to their race or ethnicity.
Culturally specific services that treat Medicaid patients were highest for Asian Americans
(20%). It was lowest for Hispanics (2%) and Native Americans (1%). Given that Cowlitz
County has a significant population of Hispanics and Native Americans, it can be inferred
that many Medicaid clients are not receiving culturally specific mental health services.
Across the state, African Americans’ non-crisis outpatient penetration rates were notably
high while crisis services were low. Utilization rates for African Americans were higher than
for other groups, meaning that the number of hours that each consumer needed for
treatment was higher for other racial and ethnic groups. Inpatient penetration rates were
also high for African Americans.
White clients were found to be about average for crisis and crisis outpatient penetration
rates. Whites appeared to have access to services that were similar to other racial and
ethnic groups.
For Hispanics, penetration rates for non-crisis outpatient services, crisis services, and
inpatient rates were all about average, but, their utilization rates for outpatient services was
the lowest amongst all groups. It also appears that Hispanic residents of Cowlitz County
may be underutilizing services for non-crisis outpatient services more than crisis and
inpatient services. Disparities within the Hispanic population indicate a need for culturally
specific services for them.46
Some of the organizations contacted indicated that they can serve non-native English
speakers. However, none employed a translator specifically for that service. Many of the
organizations said they use family members to help with translation and this often results in
more guarded communication from patients/clients who do not wish to disclose information
to family members. Many agencies employed people who speak languages other than
English, but these capabilities are not their primary job functions. These languages include

46

Washington State Department of Social and Health Services, Aging and Disability Services
Administration, Division of Behavioral Health and Recovery. (2012). Washington State DSHS DBHR
Disparities Study.
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Spanish, Russian, Tagalog, Chinese, and Swahili. One provider mentioned that American
Sign Language proficiency is a need for their clients.
Provider Locations
The majority of services for the target population are concentrated in the most populous
areas of the county. Longview was the most cited location for services, followed by Kelso,
Woodland, and Castle Rock. This can be indicative of a lack of services in rural areas,
leading to a transportation issue for clients who cannot easily access these areas. However,
no providers were interviewed who cater specifically to individual clients in rural areas.
The hours of operation align mostly with what would be considered normal business hours
(9am-5pm) for non-provider organizations. This can become problematic as individuals in a
substance abuse or mental health crisis are often in need of support in the middle of the
night and outside normal business hours. For those who are employed, a treatment facility
with traditional 9-5 business hours is inconvenient and inaccessible for them, resulting in
non-compliance with a treatment plan which can in turn exacerbate their involvement in
other systems in the county like law enforcement or the costlier emergency departments.
Serving the Under- and Uninsured
When accepting new clients, most of the provider organizations reported that they can
accommodate Medicaid enrolled children and adults. Some also accept uninsured patients.
One organization stated that they have employed navigators within their intake department
to enroll the uninsured. Although the grant funding to support navigators has expired, the
ability to bill Medicaid for services rendered has more than paid for the navigators to
continue providing support.
Criminal Justice Programs
Cowlitz County has a variety of court programs designed to help keep individuals with
mental health or substance use issues out of prison. They are outlined below.
Adult Drug Court Program. The Superior Court of Cowlitz County has sponsored
therapeutic courts for the past 20 years, allowing adult felony defendants to enter treatment
as an alternative to incarceration. A recent evaluation rated the county’s Adult Drug Court
Program one of the "Best in the Country" based upon graduation rates and low recidivism
rates.
H.O.P.E. Court Program. H.O.P.E. (Helping Our Parents Excel) was created to assist
substance‐affected parents in dependency proceedings to receive treatment in a supportive
program with the end goal of returning their children to their custody. The H.O.P.E. Court is
a partnership between the Juvenile Court, The Washington State Attorney General's Office,
the Department of Social and Health Services and the Office of Public Defense. It provides a
faster track for children to return to their homes in a safe and sober environment.
S.A.F.E. Court Program. S.A.F.E. (Safe Addictions‐Free Environment) was instituted to
provide an intensive, court‐supervised, drug treatment option for juvenile offenders similar to
the adult drug court. It operates under the same principals modified to meet the unique
needs of juveniles with substance abuse issues.
Mental Health Therapeutic Court. In 2014 the Cowlitz County District Court instituted a
Mental Health Court program for defendants whose behaviors can be directly linked to
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mental health issues. The mental health therapeutic court now diverts clients away from jail
and toward treatment. This new partnership with District Court and the county’s Department
of Correction’s Offender Services began in 2015.
Other Community-Based Programs
Cowlitz County WSU Extension conducts a Strengthening Families program,
an evidence‐based, best‐practice program designed to serve parents with
youth aged 10‐14 and meets the heart of the definition of "mental health
dollars being well spent."
The Phoenix House is a transitional housing program that embodies a wrap‐
around services model that includes referrals for substance abuse treatment,
mental health treatment, physical health care, domestic violence services,
and/or sexual assault services.
Cowlitz County Guidance Association coordinates the Healing, Intervention,
and Prevention Program (HIP), a program serving children age 3‐18 and their
parents who are served by local agencies such as Head Start, the
Emergency Support Shelter, and the Cowlitz Youth Services Center.
Cowlitz Indian Tribe’s Healing of the Canoe Program is recognized by the
National Institute on Minority Health and Health Disparities as a promising
practice that convey life skills to adolescents to promote a sense of cultural
belonging, optimism, and resilience, and to help prevent substance abuse
and behavioral health problems, especially in American Indian and Alaska
Native youth in Cowlitz County.

C. Great Rivers Behavioral Health Organization (BHO)
In April 2016, Great Rivers Behavioral Health became the fiscal agent for publicly-funded
mental health and substance use disorder treatment in Cowlitz, Grays Harbor, Lewis,
Pacific, and Wahkiakum counties. Mental health and substance use treatment services
covered by the BHO are outlined below.

Population
Pre-Treatment Assistance

MH SUD

–

Request for
Services
– Engagement and
Outreach
Intervention & Evaluation Services
– Crisis Services
– Intake Evaluation
– Brief Intervention
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x

x
x
x

x

x

x
x
x

x
x
x

Substance
Abuse Block
Grant
CITA Court

Medicaid
Recipients

Funding
Source

General
Funds
Mental Health
Block Grant

Great Rivers BHO Covered Services

–
–
–
–
–
–

Stabilization
Services
Involuntary
Treatment
Investigation
Testimony for
Involuntary
Treatment Services
Involuntary
Commitment
Sobering Services
Withdrawal
Management

x

x

x

x

x

x

x

x
x

x
x

x

Treatment
–
–

Assessment
Co-Occurring
Treatment
– Evidence Based
Practice – Children’s
Mental Health
– Family Treatment
– Child and Family
Team Meeting
– Individual Treatment
Services
– Group Treatment
Services
– Freestanding
Evaluation and
Treatment
– Outpatient Treatment
– Intensive Inpatient
Residential Services
– Mental Health
Services Provided in
a Residential Setting
– Telehealth
– Special Population
Evaluation
– Medication
Management
– Opiate Substitution
Treatment Services
– High Intensity
Treatment
– Wraparound with
Intensive Services
(WISe)
– WA-PACT

x

x
x

x

x

x

x

x
x

x
x

x

x

x

x

x

x

x

x

x

x
x

x
x

x

x

x

x

x
x

x

x

x

x

x
x

x

x

x

x

x

67

Interpreter Services
Day Support

x

x
x

x

x
x

x
x

x
x

Support Services
–
–

x

x
x

–
–
–
–
–
–
–
–

–

–
–
–
–
–
Transition Support
–
–

Peer Support
Medication
Monitoring
Mental Health
Clubhouse
Case Management
Care Coordination
Services
Recovery Support
Services
Recovery House
Residential Services
Housing and
Recovery through
Peer Services
(HARPS)
Pregnant,
Postpartum or
Parenting Women's
Housing Support
Services
Long-Term Care
Residential Services
Respite Care
Services
Supported
Employment
Therapeutic
Psychoeducation
Alcohol/Drug
Information School
Jail
Services/Community
Transition
Offender Re-entry
Community Safety
Program (ORCSP)

x
x

x
x

x
x

x
x

x

x
x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x
x

x

x

x

x

x

Individuals Not Covered by Great Rivers BHO
The role of the BHO is to oversee and fund treatment for individuals with Medicaid insurance
with the goal of creating a comprehensive system of care across the five counties for their
membership. There are many benefits of coordination of services by the BHO, but
stakeholders raised several concerns as to who and what is not covered by the BHO as well
as the hubs for services across the multi-county system and coordination for clients and
services beyond the scope of the BHO.
BHO Services, for the most part, are focused on a population that is already on or is eligible
for enrollment into Medicaid and who meet the mental health or substance abuse criteria for
services. The chart on pages 66-68 summarizes the specific services the BHO provides for
this Medicaid population. The BHO also has several additional grants to help fund services
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to other specific populations (e.g., Pregnant or Post-Partum Women) and some limited
general fund money for addressing additional needs for the Medicaid population and other
individuals in need. These funds, however, are limited and insufficient to support the
volume of SUD and BH services forecasted, and the significant additional needs identified
by the focus groups in this project. The focus groups identified the following populations
needing assistance that do not fall within the purview of the BHO.








Adult senior population that doesn’t qualify for Medicaid, especially those in
medically fragile conditions.
Youth within dysfunctional family situations. They may be eligible for Medicaid, but
have no knowledge of how to access support nor legal standing to access the
services they need.
Chronically homeless adults without qualifying mental health or substance abuse
issues.
Working poor individuals and families just above the income level cut off for Medicaid
services.
Individuals exiting jails without qualifying mental health issues.
The undocumented population.

While the BHO is still completing much of its planning and contracting for support, issues
related to distribution of services, transportation solutions for a larger care network, and
coordination for specific populations and services remain unanswered at this time.
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VIII. What There Should be in Cowlitz
County: Meeting the Need
A. Strengths, Weaknesses, Opportunities, and Threats
(SWOT) Analysis
Some aspects of the county system are quite positive and some aspects of the system are
or have the potential to be significant threats to the effectiveness of service delivery in the
county. Focus groups and interviews in the county to develop an understanding of the
behavioral health system’s strengths, weaknesses, opportunities and threats. Taking
advantage of the opportunities and playing to the county’s strengths will help Cowlitz County
officials devise a meaningful action plan from this assessment. The officials will also need to
remain aware of the threats and the weaknesses to avoid potential pitfalls to the planning
process. The SWOT Analysis is summarized below.

Weaknesses

Strengths
A large share of the population is already covered by
Medicaid
Incremental services are mandated by the state
There is a strong existing basic service infrastructure
Specialty courts aim to keep individuals out of prison
Many agencies report a strong desire to collaborate
Community financial support is strong

Housing and homelessness are poorly managed
There is a lack of service coordination and navigation
There are limited services to meet the community’s
needs, especially for those at high-risk
Transitional care is lacking in the county
There is an insufficient provider base

SWOT

Opportunities
Improve housing and homelessness services
Build integrated, coordinated programs and services
to reduce high utilization of expensive services,
especially for those at high risk, such as teens
Create more robust jail diversion programs
Recruit and maintain providers and support staff
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Threats
"Not in my backyard" (NIMBY) mentality, especially
around homelessness and drug treatment
Geographic and transportation issues
Risk of program defunding when sales tax revenue
stream comes up for renewal in 2017

A well-developed behavioral health continuum and system of care integrates services
across inpatient, outpatient, physician, home and community, virtual, and long-term care
and the criminal justice system. The following is an outline of the elements of this ideal
system of care.

Behavioral Health Continuum and System of Care
Inpatient


ED Crisis Stabilization



Psychiatric Emergency



Medical Detox



Acute Inpatient Psych



 Medical/Psych Acute Inpatient
Outpatient


Urgent Care



Partial Hospitalization



IOP



Outpatient Counseling (individual, family, group)



Medication management.



Case management/Care Coordination



Screening



Assessments



Referral and Care Coordination

 Integrated BH/Primary Care
Virtual


Telepsychiatry



Tele-counseling



Patient Self-Management



Email/Text



Patient/Family education

 Chronic Disease Management
Home and Community
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Self-management



Hospital Diversion



Jail Diversion



Peer Support Services



Day Habilitation



Drop-In Centers



Support groups



School-based services



Rental Assistance



Housing services



Food and Nutrition







Training and education (B-Mod, ADLs)



Social sober living



Therapeutic Community (SUD)



Advocacy



Employment services



Education services



Eligibility and Enrollment



Case Management/Care Coordination



Transportation



Childcare

 Therapeutic Foster Care
Long-Term Care


Residential (MH and SUD)



Recuperative Care





Respite Care





Psychiatric SNF





Transitional Living





Permanent Supportive Housing

 Group Home
Criminal Justice System-Involved


MH Court



DUI Court



Drug Court



Re-Entry



Case Management/Care Coordination



MH First Aid (law enforcement)



For the population subgroups identified and targeted for discussion earlier in this report,
service need and demand data is highlighted in the following sections.
At-Risk Youth
Increased time spent in poverty is associated with lower chances an individual will exit
poverty. The chances for individuals to rise from poverty ranges from 56% after one year of
living in poverty to 13% for those in poverty for seven or more years.47 Anecdotal reporting
from focus group feedback indicates that multigeneration poverty is high in the county.
Focus group participants reported that many young people growing up in poverty also come
from homes with one or more SUD or BH impaired parents and, thus, face increased
likelihood of continued “multi-generational dysfunction” unless intervention and support is
provided. The focus groups expressed concern regarding an enhanced vulnerability of
youth to gangs and sexual predators.
The following key resource and services can provide much-needed support to at-risk youth:

47

Stevens, AH. Transitions into & out of Poverty in the United States. Center for Poverty Research,
University of California, Davis. doi:10.15141/S55P4F
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Engage pediatricians in the early detection of social determinants of health,
adverse childhood events (ACE), and behavioral health concerns.
Create greater telehealth access to child psychiatry.
Create greater access to evidence-based practices for the treatment of youth.
Invest in school based services, such as the recovery high school model.
Build school-based health centers (primary and behavioral health care clinics
open to students and the public.)
Build drop-in youth centers.
Develop a Therapeutic Youth Emancipation Program.
School-based counseling programs with therapists and
intervention/prevention specialists in all public schools for all grade levels.
(School-based alleviates transportation, scheduling and follow up issues);
State of the art assessment and diagnostic tools;
Mentoring and educational opportunities modeling healthier lifestyles and
skills preschool through high-school;
Youth host families providing mentoring and/or temporary living environments
for youth in need;
Skilled and sufficient foster care;
Youth recovery support through transitional housing (3–6 months with
connection to mentors, VoTech training, and services);
Pre-crisis youth intervention team or facility with a 23 hour stay, medical
resources available, and detox services to assess needs and plan support;
One-stop centers or mobile units that offer Medicaid eligibility assistance,
assessments, clinical care, medications, and follow up at one location to
alleviate transportation and follow up issues;
Continuation of care assistance;
IT communication HUB for improved communication and information among
silos shared with probation, counselors & police;
Joint response teams – police with social services;
Expansion of the current nurse family partnership program for early
intervention with young mothers;
Additional community-based safe spaces; and
Job training and assistance in finding employment.
People Experiencing Housing Instability or Homelessness
According to the 2015 Point in Time Count, 31% of the unsheltered homeless population
and 16% of the sheltered homeless population were adults with serious mental illness, and
23% of the unsheltered and 6% of the sheltered adults had a substance use disorder.
Reaching the homeless population facing mental health and substance use disorder issues
requires specialized mobile outreach and support efforts that reach individuals where they
camp, gather and seek food. The following additional key resource and service needs are
required to support the homeless population:
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Emergency food, clothing, and hygiene supplies;
Centers that provide secure personal lockers, opportunities for showers,
meals, and temporary sleeping arrangements with access to counseling,
medical care, and other support services;
Affordable, secure housing defined as housing costing under $450 per
month;
Advocacy with housing negotiations to help tenants find and acquire housing;
Tenant education and support to help ensure upkeep of property and, thus,
willingness of landlords to rent to this population;
Basic home furnishings, kitchenware, and cleaning supplies;
Ongoing oversight/assistance in assuring prescribed medications are
obtained and taken and necessary appointments are made and kept; and
Job training and assistance in finding employment.
Incarcerated Individuals
The Cowlitz County jail houses a significant number of people who can be defined as “highutilizers” of services and resources. They fall into four overlapping categories:
1. Alcohol Use Disorders (AUD): Approximately 72% of inmates in the county over the
course of the year were incarcerated for driving under the influence. Pursuant to
Washington Statute (RCW 46.61.502/ RCW 46.61.504), the minimum mandatory sentence
for drunk driving is 24 hours for those convicted of a first offense, 30 days for a second, and
90 days for a third offense. However, if the defendant had a prior blood alcohol content
(B.A.C.) above 0.15% or refused the breathalyzer, the second offense minimum increases
to 45 days in jail followed by 90 days of electronic home monitoring. If the defendant had
two such prior offenses, the minimum mandatory is 120 days in jail followed by 150 days of
electric home monitoring. The B.A.C. required for conviction of persons under 21 is 0.02%,
for those 21 and older 0.08% and for commercial licensees 0.04%.
Given that the minimum mandatory sentence for first offender drunk drivers is only 24 hours,
it is reasonable to assume that the vast majority of those incarcerated for drunk driving on
any given day are for repeat drunk driving offenses. Researchers have found that for most
age groups, a man who drinks four to five standard drinks a week is consuming more
alcohol than three-quarters of his peers in the same age group.48 For persons to be
repeatedly arrested for drunk driving, which requires multiple drinks within one hour’s
duration, indicates problem drinking at least, but often is symptomatic of an alcohol use
disorder. In addition to jail resources, drunk drivers constitute the highest proportion of
defendants supervised by probation.
2. Substance Use Disorders (SUD): It is estimated that the majority of people sentenced to
the jail have substance use disorders. Although only 42% of inmates self-report drug and

48

Alcohol and Highway Safety: A Review of the State of the Knowledge, Highway and Traffic Safety
Administration, 2011, p.50, citing Chen, K. K., Neighbors, C., Gilson, M., Larimer, M. E., & Marlatt, G.
A. (2007). Epidemiological trends in drinking by age and gender: Providing normative feedback to
adults. Addictive Behaviors, 32, 967-976.
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alcohol abuse, it is estimated that 75% have substance and/or alcohol use disorders,
according to county correctional officials49 and focus group participants.
While their substance of choice is not identified, apart from those incarcerated for drunk
driving, countywide treatment statistics suggest the drugs of choice are opioids followed by
methamphetamines. These same data reveal that for those receiving treatment as of
February 1, 2016, for substance abuse, most — 63% — report being arrested within the last
year, confirming the nexus between SUDs and crime. The rate of Cowlitz County residents
in state‐funded drug and alcohol services per 1,000 residents is 92% higher than the state
average. Arrest rates for drug law violations are 75% higher than the state for adults and
45% higher for youth, aged 10–17 years old (DSHS, 2014).50
3. Mental Health Disorders: Sixty-four percent of
inmates report mental health issues. This includes
inmates who also have co-occurring substance use
disorders. In the community, 16% of those receiving
treatment for SUD or alcohol use disorder (AUD) also
have co-occurring mental health disorders. The
percent of inmates with co-occurring disorders is very
likely higher than reported. Additional evidence of the
impact on an increasing inmate population with mental
illness, suicide assessments alone have increased in
the jail from 1,524 in 2008 to 2,309 in 2013 (52%
increase). In the daily count of inmates from August
10, 2016, 21 inmates reported that they were
veterans, representing more than 12% of the inmate
population. Many veterans who end up in jail suffer
from trauma, some with PTSD diagnoses, as do the
majority of imprisoned women. Many individuals
suffering from trauma self-medicate with illicit drugs or
alcohol, leading to the development of SUDs. Some have undiagnosed traumatic brain
injuries with symptoms that mimic those for PTSD.
In the daily count of inmates from
August 10, 2016, 21 inmates
reported that they were veterans,
representing more than 12% of the
inmate population. Many veterans
who end up in jail suffer from
trauma, some with PTSD diagnoses,
as do the majority of imprisoned
women. Many persons suffering
from trauma self-medicate with
illicit drugs or alcohol so they also
develop SUDs. Some have
undiagnosed traumatic brain
injuries with symptoms that mimic
those for PTSD.

4. Homeless Incarcerated Population: On August 10, 2016, two-thirds of the inmates on
the daily count were listed “transient” or homeless at the time of the incarceration. If this
homeless population is representative of homelessness across Washington as well as the
rest of the country, the majority can be expected to have substance and/or alcohol use
disorders and/or mental health disorders. This number matches projections made by focus
group participants for the incarcerated population.
The following key resource and service needs are required to support the incarcerated
population and significantly reduce recidivism rates:
Joint response teams involving police with social services to help determine
alternatives to incarceration;

49
50

Cowlitz County Corrections, The Truth Behind the Walls, Power Point (undated).
Cowlitz County strategic plan, 2016–2020strategic
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Alternative venues for temporary holding of offenders that support medical
and mental health assessment and follow-up monitoring, especially for youth
and first time offenders;
Establishment of a county Drunk Driving Court for handling DUI cases;
Transition planning and assistance programs for assisting incarcerated
individuals with reestablishment within the community;
Care coordination for assistance with continuation of medications upon
discharge with monitoring of medication compliance;
Assistance with tracking and making legal, medical, and counseling
appointments;
Expanded halfway housing for first step transitions;
Local methadone clinic locations; and
Job training and assistance with finding employment.
Elderly Population
As discussed earlier in the report, the population of elderly compared to the total population
within the county is expected to rise significantly over the next 10 years. Medicare provides
no benefits for mental health services or medications and fewer Cowlitz senior residents
have supplemental insurance or other financial means for covering expenses outside of
Medicare approved services. There is local concern over the growing need for various
resources and services to support the elderly, especially the frail elderly. These concerns
include:
Supplemental funding from mental health services and medications for
Medicare recipients not qualifying for Medicaid;
Hands-on support for transitioning the medically fragile from hospitals to
home or other facilities, coordinating prescriptions/medication, and follow-up
care;
Transitional housing with medically trained staff to support the medically
fragile;
Long-term affordable senior housing and housing support that is ADA
accessible with varying levels of independent living versus support
arrangements;
Food, prescription, and other services to seniors still living in their homes to
help maintain independence; and
Supplemental transportation for needs beyond medical appointments.
Undocumented Population
Due to fear of deportation but also because of language/cultural barriers and financial
constraints, individuals illegally residing within the county do not access available services
for mental health and substance abuse. Unless intervention by police or public schools is
initiated, problems with MH and SUD go untreated in this population.
Needed services for the undocumented population include:
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Drop-in or mobile centers, with no intrusion of police or immigration workers,
that provide access to medical, mental health, dental, and other services;
Translation services for assistance with health and legal issues; and
Outreach services to encourage engagement with available services.
Victims of Domestic Violence
Without support and alternative housing options, victims of domestic violence repeatedly
return to the abusive situation. According to Washington Coalition Against Domestic
Violence, in the current year, 86% of unmet requests for domestic violence assistance
across the state are due to lack of housing. This is a critical challenge within Cowlitz County.
Focus group participants reported that the majority of domestic violence instances within the
county involve SUD, alcohol, and MH issues and repeat offenses.
To reduce instances of domestic violence, service needs for this population include:
Joint response teams involving police and social services to domestic
violence emergency calls;
Expanded transitional housing with counseling support for victims including
those without children;
Emergency housing;
Affordable, long-term housing and assistance in establishing a household
(e.g., assistance in acquiring basic home furnishings and kitchenware,
establishing utilities, etc.);
Advocacy with housing negotiations to help tenants find and acquire housing;
Job training and assistance in finding employment; and
Transportation for employment, medical appointments, counselling, and other
needs.

B. Future Projections for Increased Demand
In the following pages, the series of graphs and charts represents projections for utilization,
need and demand on the Cowlitz County behavioral health system. These data have been
aggregated from several sources, analyzed for trends and projections have then been
extrapolated in an effort to provide the county with a picture of what the future need in the
county will be. These numbers are to be used for planning purposes only and should not be
construed as absolutes. Several assumptions went into the process that gave rise to these
numbers. As recommended previously, it is AHP’s recommendation that the county continue
to work with the BHO and the state to derive claims data that can more accurately derive
future projections. However, the projections contained herein can be viewed with a level of
confidence that will assist the county in planning for the future.
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Population Growth
The Cowlitz County population has been growing at a half of a percent annually and is
projected to continue
without a significant
change in employment
opportunities locally. The
state of Washington
population growth is
nearly three times that of
Cowlitz county. The 2020
Cowlitz population
estimate is approximately
108,000. (Note the graph
to the right has two axes,
one for Washington State
and the other for
Cowlitz.) While the adult population (26+) will increase slightly to around 70% by 2020, the
projections show the younger generation will fall slightly.
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Racial and Ethnic Makeup
The ethnic and racial makeup
of Cowlitz county includes
White, African American,
American Indian, Asian, Pacific
Islander, and Hispanic
individuals. The two ethnic
groups showing the most longterm shift in share of
population are Whites and
Hispanics. Whites, while still
the clear majority, will drop 12
percentage points to around
84% by 2020. Hispanics will
increase 8% to over 10%. The
remaining 4% is spread among the other races.

Prevalence and Incidence of Illness
The following tables use prevalence data from the National Surveys on Drug Use and
Health: Substate Estimates (NSDUH 2012, 2013, and 2014) to determine the incidence of
certain disorders by age group for southwestern counties of Washington State through
2020. The ratios were applied to the 2020 population estimates to derive the number of
individuals that are expected to experience each disorder. The occurrence of mental Illness
is fairly consistent across the age bands. Note that no data was available for the 12–17 age
group.
Disorder 2020 Population Estimate for Cowlitz County
Alcohol Dependence or Abuse in the Past Year
Any Mental Illness in the Past Year
Dependence or Abuse of Illicit Drugs or Alcohol in the Past Year
Illicit Drug Dependence or Abuse in the Past Year
Needing But Not Receiving Treatment for Alcohol Use in the Past Year
Needing But Not Receiving Treatment for Illicit Drug Use in the Past Year

12-17 18-25
3%
N/A
5%
4%
3%
3%

13%
21%
17%
6%
13%
6%

26+

12+

6%
20%
7%
2%
5%
2%

6%
17%
8%
3%
6%
2%

These figures represent the total occurrence within the population, not just those who
receive treatment. Note the last two entries in the table below illustrate the number of
individuals underserved for alcohol and illicit drug use. In the case of alcohol dependence,
89% did not receive treatment.
Disorder 2020 Population Estimate for Cowlitz County
Alcohol Dependence or Abuse in the Past Year
Any Mental Illness in the Past Year
Dependence or Abuse of Illicit Drugs or Alcohol in the Past Year
Illicit Drug Dependence or Abuse in the Past Year
Needing But Not Receiving Treatment for Alcohol Use in the Past Year
Needing But Not Receiving Treatment for Illicit Drug Use in the Past Year
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12-17 18-25
428
0
711
498
379
462

879
1,414
1,161
438
867
402

26+

12+

4,749
15,035
5,623
1,525
4,193
1,300

6,055
16,449
7,495
2,461
5,440
2,164

Utilization modeling for mental health and substance use services
A utilization demand model was created to develop an estimate of the amount of key
services needed to meet demand in Cowlitz County. The resource estimates are provided
for total demand and for the number of individuals who are estimated to actually engage
treatment. The estimates for the model are the occurrence of mental health use the Any
Mental Illness in the Past
Cowlitz County Treatment Demand
Population
Year classification for 2020
2020 Est
of 16,500. For the
16,449
substance use portion of the % Population Mental Health Treatment
1% Inpatient
164
model, the Illicit Drug
Dependence or Abuse in the
5% Short-term residential
822
Past Year estimate of 7,500
3% Long-term residential
493
was used.

5% Intensive Outpatient
86% Outpatient

822
14,146

The model distributes the
population among five levels of treatment using AHP historical observations for a population
with mental health issues. One percent of the population typically end up in an inpatient
situation. While the population is small, they tend to use more services. The outpatient
population generally use less services and have a lower engagement rate.
The treatment matrix of the model
defines the resources needed for an
individual who falls into one of the five
categories. Inpatient care requires a
psychiatrist’s attention and a bed. Shortterm residential adds a therapist and
care management services. Outpatient
has the largest number of potential users
— using a therapist, care management,
and medication services through a
primary care provider or psychiatrist.
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Extending the treatment plan to include the amount of a service required for each resource
generates an annual estimate of units. In this case, it is either minutes or bed days. An
average inpatient stay is three days, during which a patient will see a psychiatrist three time
for 30 minutes each, and use a bed for the three days. An annual estimate of 164 individuals
will use 14,800 minutes of psychiatric time and approximately 500 bed days.
It should be noted that the chart above assumes everyone who has an incidence of a
disorder will receive treatment. While this is not the case, it provides an upper bound on
resources needed to satisfy all who have the disorder. If all 14,100 outpatient individuals
were to receive treatment, it would require 5.6 million minutes of psychiatric time.
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The next layer of the model estimates the proportion of the population who will actually seek
out the treatment plan and engage the resources. For the first four disorders, it is assumed
they are serious enough that 100% of the affected population will engage. In the case of
outpatient service, 25% will engage in therapy; 50% will seek pharmaceutical support either
through a psychiatrist (10%) or a PCP (90%). Care management will be engaged 5% of the
time. The amount of the outpatient resources required drops significantly.

The 7,500 individuals requiring
substance use treatment fall into
three categories for this analysis.
Once again, the smallest number
(3%) require inpatient treatment.
The largest number, again, fall
into an outpatient treatment
scenario.
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Cowlitz County Treatment Demand
% Population
3.0%
26.0%
71.0%

Substance Abuse Treatment
Inpatient
Residential
Outpatient

Population
2020 Est
7,495
225
1,949
5,321

As with Mental Health, Substance Use Inpatient treatment are users of Psychiatric services
and beds. Residential
treatment will have a longer
duration and use psychiatry,
therapy, care management and
beds.
Outpatient services will use a
limited number of Psychiatry
and care management
resources with more reliance on
therapy

The resources used are defined in the graphic below. Inpatient care uses three, 15-minute
sessions for a three-day average stay. Residential treatment assumes a 30-day average
stay. Outpatient duration is estimated to be between eight and 12 months. Once again, this
table illustrates the total resource demand if all who have the disorder seek help.

The actual engagement of services for SUD treatment is expected to be much lower than for
mental health. Approximately 20% of those eligible for residential treatment are expected to
engage, and 25% of those needing outpatient treatment will take advantage of the program.
As seen in the table below, the expected demand is substantially lower than total
requirements.

83

Using industry norms, the graphic below estimates the annual capacity of a resource in
minutes per year or bed days. A psychiatrist averages 15 sessions per day over a 48-week
period to yield a capacity of 54,000 minutes. The care management function assumes 20,
15-minute sessions per day for 72,000 minutes per year.

The table to the right estimates the demand for services based upon satisfying 100% of the
incidence of a mental health or substance use disorder and the quantity of resources
required to cover those individuals who will actually receive treatment. Across both mental
health and
Prevelance
substance use, 71
Unit
Required Prevelance Unit Required
psychiatrists would
Requirements Resources Requirements Resources
be needed to treat
Psychiatrist
3,816,676
71
365,827
7
anyone with either
disorder. In reality,
Therapist
8,150,662
104
3,906,725
50
seven will be
needed to treat
Care Management
2,993,417
42
680,552
9
those individuals to
actually engage the
Bed Days
261,955
720
215,187
591
treatment. The
outpatient demand
PCP
2,546,362
47
1,145,863
21
requires over 60
therapists.
Therapist CADC
3,687,467
47
843,920
11
Twenty-one primary care practitioners will be needed to manage mental health medication
requirements. This translates to mental health medication management only, and does not
assume any time for handling the physical needs of the general population.
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Important Definitions
Best Practices and Evidence-Based Practices
Data Sources
Cowlitz County General Population Survey
Interview questions and moderator’s and interviewer’s guide
HRSA Health Center Program 2015 Program Grantee Comparison Data

Appendix A: Important Definitions
Homeless Outreach Team
The criminalization of homelessness has been on the rise in many places across the
country. Laws against actions like camping in public (illegal in 34% of cities), sleeping in
public (illegal in 18% of cities), or food sharing (illegal in 9% of cities) are not long-term
solutions to homelessness, do not decrease homelessness, and they become extremely
expensive to enforce.51 Recognizing this issue, the Obama Administration found laws that
criminalize homelessness to be unconstitutional.52 It is now possible for cities who employ
and enforce laws that criminalize homelessness to lose federal funding. Homelessness is
fundamentally costly. In Utah, the Housing and Community Development Division reported
that it was spending $16,670 per person experiencing homelessness for jail and emergency
room services, while providing housing with a case manager for wrap around services only
cost about $11,000.53 Since police are often the first to encounter individuals experiencing
homelessness, it logically follows that they can have a large impact in responding to the
issue.
A Homeless Outreach Team (HOT) is a specialized police response team that is specifically
trained to respond to calls for service that involve people experiencing homelessness. The
philosophy is rooted in the theories and tenets of Community Policing, and it is often a
secondary step after a department has mastered a Crisis Intervention Team strategy. The
police in the HOT act as a conduit for people experiencing homelessness to move from the
street and into safe, stable, and affordable housing. They also partner and collaborate
closely with homeless service providers to understand resources available and connect
clients to services with a “warm-handoff”. Lastly, police officers in a HOT can help dispel
common myths about homelessness, combat NIMBY attitudes, and gain support from the
community.
Police who are part of a HOT are different in that they wear plan clothes, work diligently to
gain the trust and confidence of people experiencing homelessness and service providers,
and they actively connect consumers to services sometimes even obtaining furniture or
helping the individual move. The police then become an integral piece of the care that
occurs within the community.
HUD Formal Definition of Homelessness
Homelessness is not simply to inability to obtain housing. There is a formal definition
developed by the United States Department for Housing and Urban Development (HUD)
that helps with quantifying and providing federal aid to individuals without homes. This
definition includes

51



Those who lack a fixed, regular, and adequate nighttime residence;



Anyone whose primary nighttime residence is supervised publicly or privately
operated shelter designed to provide temporary living accommodations (including
welfare hotels, congregate shelters, and transitional housing for the mentally ill);

https://www.nlchp.org/documents/No_Safe_Place
https://www.justice.gov/opa/file/643766/download
53 https://www.nlchp.org/documents/No_Safe_Place
52

86



A person living in an institution that provides a temporary residence for individuals
intended to be institutionalized; or



A person living in a public or private place not designed for, or ordinarily used as, a
regular sleeping accommodation for human beings.54

Individuals who are chronically homeless are defined as


a person with a disability defined by federal law, who lives in a place not meant for
human habitation, a safe haven, or in an emergency shelter; and has been homeless
continuously for at least 12 months or on at least four separate occasions in the last
3 years, or



an individual who has been residing in an institutional care facility, including a jail,
substance use or mental health treatment facility, hospital, or other similar facility, for
fewer than 90 days, or



a family with a head of household that meets one of the previous descriptions,
including a family whose composition has fluctuated while the head of household has
been homeless.55

HUD also places people and families experiencing homelessness into four distinct
categories:

54
55



Literally Homeless: Those staying in areas not normally meant for human
habitation, those in emergency shelter and transitional housing, and those who are
exiting institutions where they were temporarily housed.



Imminent Risk of Homelessness: People who are losing their primary nighttime
residence (including hotel or shared living situation) within 14 days and have no
ability to remain in housing.



Domestic Violence: Those who are fleeing or attempting to flee dangerous
conditions that are related to violence against them.



Considered Homeless under other definitions: Unaccompanied youth and
families with children that are defined as homeless under other federal programs
who would not qualify as homeless under normal HUD guidelines.

http://www.endhomelessness.org/library/entry/changes-in-the-hud-definition-of-homeless
https://www.hudexchange.info/resources/documents/Defining-Chronically-Homeless-Final-Rule.pdf
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Appendix B: Best Practices
Best and Promising Practices in Health Care Integration
The Kaiser Family Foundation (KFF) has also worked to identify best and promising
practices in health care integration. They identified several key areas of focus, including:
Navigators, Co-Location, Health Homes, and System Level Integration. Concerning
Navigators, KFF highlighted the pilot-project for Wellness Recovery Teams in Montgomery
county, Pennsylvania. In this community, a team consists of navigators, nurses, and a
behavioral health care professional. These teams concentrate on giving services to people
with co-occurring serious mental illness and at least one chronic condition. They also focus
on being experts on the resources available in the community so that they can connect
clients to appropriate services and teach them how to manage their health concerns
effectively. Outcomes in this project were very positive. After six months, admissions to
inpatient services decreased by 43%, emergency room visits went down by 11%, and
almost 90% of those receiving substance use disorder treatment saw a proven improvement
on their road to recovery.
In regards to Co-Location, KFF examined the issue of physical and geographical distance
between behavioral and primary health care providers. One provider in Merced and
Stanislaus Counties, California, Golden Valley Health Centers, added behavioral health
specialists to address its patient’s serious and less severe behavioral health issues. The
shift in its culture was not one that happened overnight, but it did lead to improved outcomes
for clients and patients and helped the workforce there embrace integrated care as a portion
of patient’s overall well-being.56
In an effort to provide guidance to primary and specialty health care providers, the
SAMHSA-HRSA Center for Integrated Health Solutions identified specific Core
Competencies for Integrated Behavioral Health and Primary Care. The competencies are
meant to give structured information for providers in how to integrate systems and improve
overall health outcomes. As a part of workforce development, it is suggested that providers
rely on the guidance supplied in order to engage in process improvement.
Below is their table of competencies.
I. INTERPERSONAL COMMUNICATION
The ability to establish rapport quickly and to communicate effectively with consumers of
health care, their family members and other providers.
Examples include: active listening; conveying information in a jargon-free, non-judgmental
manner; using terminology common to the setting in which care is delivered; and adapting
to the preferred mode of communication of the consumers and families served.
II. COLLABORATION & TEAMWORK
The ability to function effectively as a member of an interprofessional team that includes
behavioral health and primary care providers, consumers and family members.
Examples include: understanding and valuing the roles and responsibilities of other team
members, expressing professional opinions and resolving differences of opinion quickly,
providing and seeking consultation, and fostering shared decision-making.
III. SCREENING & ASSESSMENT

56

http://kff.org/report-section/integrating-physical-and-behavioral-health-care-promising-medicaidmodels-issue-brief/
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The ability to conduct brief, evidence-based and developmentally appropriate screening
and to conduct or arrange for more detailed assessments when indicated.
Examples include screening and assessment for: risky, harmful or dependent use of
substances; cognitive impairment; mental health problems; behaviors that compromise
health; harm to self or others; and abuse, neglect, and domestic violence.
IV. CARE PLANNING & CARE COORDINATION
The ability to create and implement integrated care plans, ensuring access to an array of
linked services, and the exchange of information among consumers, family members, and
providers.
Examples include: assisting in the development of care plans, whole health, and wellness
recovery plans; matching the type and intensity of services to consumers’ needs;
providing patient navigation services; and implementing disease management programs.
V. INTERVENTION
The ability to provide a range of brief, focused prevention, treatment and recovery
services, as well as longer-term treatment and support for consumers with persistent
illnesses.
Examples include: motivational interventions, health promotion and wellness services,
health education, crisis intervention, brief treatments for mental health and substance use
problems, and medication assisted treatments.
VI. CULTURAL COMPETENCE & ADAPTATION
The ability to provide services that are relevant to the culture of the consumer and their
family.
Examples include: identifying and addressing disparities in health care access and
quality, adapting services to language preferences and cultural norms, and promoting
diversity among the providers working in interprofessional teams.
VII. SYSTEMS ORIENTED PRACTICE
The ability to function effectively within the organizational and financial structures of the
local system of health care.
Examples include: understanding and educating consumers about health care benefits,
navigating utilization management processes, and adjusting the delivery of care to
emerging health care reforms.
VIII. PRACTICE-BASED LEARNING & QUALITY IMPROVEMENT
The ability to assess and continually improve the services delivered as an individual
provider and as an interprofessional team.
Examples include: identifying and implementing evidence-based practices, assessing
treatment fidelity, measuring consumer satisfaction and health care outcomes,
recognizing and rapidly addressing errors in care, and collaborating with other team
members on service improvement.
IX. INFORMATICS
The ability to use information technology to support and improve integrated health care.
Examples include: using electronic health records efficiently and effectively; employing
computer and web-based screening, assessment, and intervention tools; utilizing
telehealth applications; and safeguarding privacy and confidentiality.57
Integrated Treatment in Jails
The Substance Abuse and Mental Health Services Administration (SAMHSA) has
developed practice principles for integrated treatment as follows:


57

Mental health and substance abuse treatment are integrated to meet the needs of
people with co-occurring disorders;

http://www.integration.samhsa.gov/workforce/Integration_Competencies_Final.pdf
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Integrated treatment specialists are trained to treat both substance use disorders
and serious mental illnesses;
Co-occurring disorders are treated in a stage-wise fashion with different services
provided at different stages;
Motivational interventions are used to treat consumers in all stages, but especially in
the persuasion stage;
Substance abuse counseling, using a cognitive-behavioral approach, is used to treat
consumers in the active treatment and relapse prevention stages;
Multiple formats for services are available, including individual, group, self-help, and
family;
Medication services are integrated and coordinated with psychosocial services.

Research shows that consumers in Integrated Treatment programs are more successful
than consumers in non-integrated programs in the following areas: Reduced substance use;
Improvement in psychiatric symptoms and functioning; Decreased hospitalization; Increased
housing stability; Fewer arrests; and Improved quality of life.58 In short, inmates with cooccurring disorders have high rates of recovery when provided Integrated Treatment for CoOccurring Disorders. Briefly stated, research shows that consumers in Integrated Treatment
programs were more successful than consumers in non-integrated programs in the following
areas: Reduced substance use; Improvement in psychiatric symptoms and functioning;
Decreased hospitalization; Increased housing stability; Fewer arrests; and Improved quality
of life. In short, inmates with co-occurring disorders have high rates of recovery when
provided Integrated Treatment for Co-Occurring Disorders.59
There are a number of manualized and other evidence-based treatments available. For
example, “Seeking Safety” for incarceration women provides a manualized cognitive–
behavioral intervention for incarcerated women with co-occurring posttraumatic stress
disorder (PTSD) and substance use disorders. Evaluation results suggest that the program
significantly reduces PTSD and depression scores in program participants
The Georgia Department of Corrections provides more examples, having opened two
integrated treatment facilities in 2012. The program is nine months, highly structured,
actively combining interventions intended to address both mental health and substance use
disorder issues in persons with co-occurring disorders with the intention of treating both
disorders, related problems and the whole person more effectively in a residential
therapeutic community including a balance of individual and group sessions. Elements
include screening, assessment to include risk-need responsivity, individualized treatment,
on-going monitoring of mental health symptoms, cognitive behavioral treatment, illness
management, trauma-focused treatment, psychoeducational, therapy, and cognitive
restricting groups, motivational enhancement therapy, relapse prevention, medication
assisted therapies, psycho-pharmacologic interventions and illness management, problemsolving skills, dual recovery mutual self-help recovery, reentry plan to include a Wellness
Recovery Action Plan (WRAP).60 Similarly, the New York Department of Corrections
58

Drake et al., 2001

59

U.S. Department of Health and Human Services, Substance Abuse and mental Health Administration, Center
for Mental Health Services, (2009). Integrated Treatment for Co-Occurring Disorders, Building Your Program.
60 WRAP is listed as an evidence-based program on the SAMHSA National Registry of Evidence-based
Programs and Practices. Wellness Recovery Action Plan (WRAP) is a manualized group intervention for adults
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provides for “Integrated Dual Disorder Treatment” where “substance abuse services are cofacilitated by trained substance use treatment staff and mental health professionals.”61
Drunk Driving Courts: Guiding Principles
The National Association of Drug Court Professionals has created Ten Guiding Principles
of DWI Courts. The National Center for DWI Courts (NCDC), that advocates for DWI Courts
nationally, is a division of the National Association of Drug Court Professionals (NADCP).
The Center has identified model DWI courts, including one in Athens, Georgia. The
program's duration is a minimum of fourteen (14) months and consists of four stages: 1)
Extended assessment; 2) Treatment and Early Recovery; 3) Relapse Prevention and 4)
Recovery Management. The average time offenders spend in the program is 17 months. As
true with all DWI courts, treatment is offered in phases. While the number and length of
these phases vary from DWI Court to DWI Court, they are all similar to that offered in this
Academy Court. Following is a brief description of the treatment phases.










PHASE I is the participant’s orientation and it is completed within 48 hours to five
days after the person is released from jail with an orientation, a baseline drug
screen, and a level of care determined.
PHASE II is for an extended assessment and lasts a minimum of eight weeks. This
phase includes a weekly two-hour session with a group therapy session, bi-weekly
check-in with treatment provider, bi-weekly status conferences with the judge, and a
minimum of three random drug screens.
PHASE III is the treatment and early recovery portion and lasts a minimum of 24
weeks. This phase will include additional items such as a minimum of one 12-step
meeting per week, random drug screens, and “homework” assignments as required
by the treatment group leader. To move onto the next phase a person must have a
minimum of 60 days without a court sanction.
PHASE IV is the relapse-prevention sessions and it will last a minimum of 16 weeks.
The bi-weekly status conferences with the court and treatment providers continue
during this time as well as the participant must pass four random drug screens. The
group therapy session is reduced to a three-hour session on a monthly basis. Once
again, to go on to the next phase, a participant must be without a court sanction for a
minimum of 60 days.
PHASE V is the continuation of care and it will last a minimum of 60 days. During
this time, the participant will meet with the treatment provider at least once a month,
and with the court once a month. Additionally, there are still drug screen tests done
on a random basis.

This DWI Court has 13 local corporate sponsors who provide support through monetary
contributions, donations, and employment of court participants. Through these community
connections, the Athens DWI Court has established a base of support to secure court
continuation and growth for the future.
Like drug courts, DWI courts have just recently added MAT as a component of their
treatment programs. The El Paso DWI Court, another model court identified by the National

with mental illness. WRAP guides participants through the process of identifying and understanding their
personal wellness resources ("wellness tools") and then helps them develop an individualized plan to use these
resources on a daily basis to manage their mental illness.
61 New York Department of Corrections, Program Services, Substance Abuse, undated.
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Center, offers MAT, including oral Naltrexone and is modeled after the traditional Drug Court
Program. It is 12 months long and has four phases.






Phase 1 focuses on Substance Abuse Education/Prevention (3 months). It includes
blood work for an Antabuse/naltrexone assessment within 14 days of entering the
program. Eligible defendants must start ingesting Antabuse/naltrexone no later than
30 days from entering the program. Based on a clinical assessment, defendants are
referred to a treatment program and all must also attend an education program.
Attendance at 36 AA or equivalent 12 step self-help meetings, not less than three a
week, and obtaining a sponsor is required. Random breathalyzer and urine
screenings are required as are weekly court hearings.
Phase II continues AA participation and treatment, but reduces court appearances (3
months).
Phase III focuses on sobriety structures, including one aftercare meeting weekly and
document AA participation (3 months).
Phase IV focuses on transition and sobriety maintenance (3 months). An
individualized aftercare/continuing care plan is approved by the Team that outlines
goals and objectives for the graduate to complete in this phase.

The most common medication utilized in this DWI court is Antabuse. Defendants take it
three times a week. The court uses Antabuse because it is the cheapest medication
available. Injected naltrexone would require only monthly injections, but Texas is not a
Medicaid expansion state so funding is unavailable for many defendants for Vivitrol.
The Court claims a 90% success rate among graduates. A pilot study of the use of injected
naltrexone in Michigan and Missouri drug courts specifically for repeat drunk drivers found
that those drunk drivers receiving the injections did significantly better than comparable
drunk drivers in abstinence only court mandated treatment. The injected naltrexone group
had 57% fewer missed drug court sessions, a 35% reduction in monthly ratio of positive
drug and alcohol tests to total tests, and 35% fewer defendants with greater than 25%
overall positive alcohol or drug tests. While 26% of the abstinence only drunk drivers were
rearrested, only 8% of those with the injections were rearrested within 11 to 13 months. The
researchers concluded: “Treatment with extended-release naltrexone appeared to be
feasible and was associated with a consistently large treatment effect across multiple
outcomes relevant to the drug court setting.”62

62

Finigan, M. et. al. (2011). Preliminary evaluation of extended release naltrexone in Michigan and
Missouri drug courts, Journal of Substance Abuse Treatment.
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Appendix C. Data Sources
Secondary Data Collection
AHP thoroughly reviewed secondary data sources, including but not limited to the following:






















data and fact sheets published by the Washington State Department of Health,
including the Chronic Disease Profile for Cowlitz County and the Primary Care
Provider Survey Summary Report: Cowlitz County;
data and reports published by the Washington State Department of Social and
Health Services, such as The Prevalence of Serious Mental Illness in Washington
State and Disparities in Access and Outcomes for Mental Health Service;
data and research reports published by Washington State Services and Enterprise
Support Administration, such as Overdose Deaths among Medicaid Enrollees in
Washington State and Access to Recovery: Impact of Recovery Support Services on
Outcomes;
county population and demographic data available through local and federal census
to describe the population;
county-specific data, trends, and risk factors available through the county, from
Medicaid, and through the University of Washington’s Alcohol & Drug Abuse
Institute;
UDS data for FQHCs in Washington and nationally;
county-specific community health status indicators published by the Centers for
Disease Control and Prevention;
county health rankings compiled and published by the Robert Wood Johnson
Foundation;
county resources, trends, and other data available through the Pathways 2020
Cowlitz County Community Report Card;
county needs assessments, such as PeaceHealth St. John Medical Center’s 2013
Community Health Needs Assessment;
state and county strategic plans pertinent to behavioral health, including the state of
Washington Substance Abuse Prevention and Mental Health Promotion Five-Year
Strategic Plan;
information from comparable counties with similar demographics and geography to
explore their behavioral health services system, work force, and ability to serve the
target population;
information on national best practices on meeting the behavioral health needs of the
target population as disseminated by SAMHSA, The Henry J. Kaiser Family
Foundation, and the Medicaid Health Plans of America Center for Best Practices;
and
legislation and regulations relating to behavioral health on the state and federal level,
including any initiatives or reforms resulting from the ACA impacting behavioral
health and/or Medicaid.

Primary Data Collection
AHP collected primary data to enhance secondary sources and to gain a better
understanding of the target population’s unmet behavioral health needs. AHP gathered
information from stakeholders using a variety of methods, including key informant
interviews, focus groups, and/or questionnaires. AHP developed a tool to capture local
perceptions on issues including, but not limited to:
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met and unmet behavioral health needs of the target population, including emerging
trends and most critical issues in need of being addressed;
individual behavioral health provider and overall system capacity in the county;
gaps in the system and the impact of those gaps on the target population/the
consequences of the target population not receiving services;
barriers to service delivery faced by providers and major challenges serving the
target population, such as lack of adequate or flexible funding, work force capabilities
and capacity, etc.;
target population barriers to accessing services, such as provider deficits in
language and cultural competence or hours of availability, lack of transportation,
geographic isolation, etc.;
available community and system assets and resources that could be harnessed to
help address unmet needs;
resources that are needed but not available;
types and methods of outreach conducted by providers to the target population;
opportunities for improving collaboration and linkages (between behavioral health
and other community providers, etc.);
needed policy changes to improve the behavioral health system; and
practical changes needed to improve the behavioral health system and promote
prevention, treatment, and recovery for the target population.

Key informants included












Cowlitz County staff;
staff from county-based behavioral health providers such as Awakenings and A New
Safe Haven;
providers to and representatives of traditionally underserved subpopulations within
the target populations, such as staff and consumers from the Cowlitz Tribal
Treatment Program;
members of the Southwest Washington Behavioral Health, the Division of Behavioral
Health and Recovery (DBHR)-designated regional support network;
DBHR field staff for the county, such as the behavioral health treatment manager
and the prevention system manager;
representatives from funders, including Medicaid;
representatives from the criminal justice system;
staff from the two Family Health Center sites in Cowlitz County;63
Behavioral Health Organization (BHO) representatives; and
primary care and behavioral health providers (in addition to those from the Family
Health Center) who accept Medicaid and have a significant census of patients
enrolled in Medicaid and those who serve patients with no insurance and/or offer
discounted/sliding fees based on income.

Current and former consumers of behavioral health services; natural supports (e.g., family,
friends, advocates) of current and former consumers of behavioral health services; and
individuals in need of behavioral health care services but not currently receiving them were
presented with a questionnaire, asking for


63

basic demographic data (age, race/ethnicity, etc.);

Family Health Center is the County’s drug abuse prevention center and FQHC.
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types of behavioral health services used (inpatient care, support groups, medicationassisted treatment, etc.) and the extent to which county providers are meeting their
needs;
barriers to accessing and receiving services (long wait for appointments, particular
service not available, etc.) and perception of the barrier’s impact;
available community and system assets and resources that could be harnessed to
help address unmet needs;
overall perception of the scope of the community’s problem of unmet mental health
needs; and
perceptions of the top three behavioral health issues (barriers, gaps, etc.) in Cowlitz
County that should be addressed.

Appendix D: Cowlitz County General Population Survey
Cowlitz County is gathering information on services the general population is
accessing. The information shared on this survey will help Cowlitz County gain a
better understanding of the needs of our community and is anonymous. Your time
completing this survey is greatly appreciated!
Response Statistics
Count

Percent

Complete

119

100

Partial

0

0

Disqualified

0

0

Total

119
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[Paper Survey] Please identify yourself as one of the following. If you
identify as more than one, choose the option that would best describe you:

Other - Write In
11%

Guardian or
Other
22%

Patient
56%

Caretaker
11%

Value

Percent

Count

Patient

55.6%

5

Caretaker

11.1%

1

Guardian or Other

22.2%

2

Other - Write In

11.1%

1

Total

9

97

Please identify yourself as one of the following. If you identify as more than
one, choose the option that would best describe you:
60

Patient, 56

50

40

30

Other - Write In,
23.9

Guardian or
Parent, 21.1
20

10

Caretaker, 7.3

0
Patient

Caretaker

Guardian or Parent

Value

Percent

Count

Patient

56.0%

61

Caretaker

7.3%

8

Guardian or Parent

21.1%

23

Other - Write In

23.9%

26

98

Other - Write In

[Paper Survey] Race:

White
100%

Value

Percent

Count

White

100.0%

9

Total

9

99

Race:
100
90

White, 89.1

80
70
60
50
40
30
20
10

Native Native American,
African American,
Other - Write In,
Hawaiian/Pacific
5.5
3.6
3.6
Hispanic, 2.7
Islander, 0.9

0

Value

Percent

Count

White

89.1%

98

Hispanic

2.7%

3

African American

3.6%

4

Native Hawaiian/Pacific

0.9%

1

Native American

5.5%

6

Other - Write In

3.6%

4

Islander

100

[Paper Survey] Age:

56-65
11%

19-26
11%

27-35
11%

46-55
33%

36-45
34%

Value

Percent

Count

19-26

11.1%

1

27-35

11.1%

1

36-45

33.3%

3

46-55

33.3%

3

56-65

11.1%

1

Total

9

101

Age:
35
36-45, 30

30

25

20

27-35, 18.2

15

46-55, 18.2
56-65, 14.5

19-26, 13.6

10

5
66-75, 1.8

13-18, 0.9

76-85, 2.7

0
13-18

19-26

27-35

36-45

46-55

56-65

Value

Percent

Count

13-18

0.9%

1

19-26

13.6%

15

27-35

18.2%

20

36-45

30.0%

33

46-55

18.2%

20

56-65

14.5%

16

66-75

1.8%

2

76-85

2.7%

3
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66-75

76-85

[Paper Survey] Gender:

Female
44%
Male
56%

Value

Percent

Count

Male

55.6%

5

Female

44.4%

4

Total

9

103

Gender:
70

60

Male, 58.2

50
Female, 41.8
40

30

20

10

0
Male

Female

Value

Percent

Count

Male

58.2%

64

Female

41.8%

46

104

[Paper Survey] Sexual orientation:

Straight
100%

Value

Percent

Count

Straight

100.0%

9

Total

9

105

Sexual orientation:
120

100

Straight, 95.5

80

60

40

20
Bisexual, 5.5
Lesbian, 0.9

Asexual, 1.8

Other - Write In,
0.9

Asexual

Other - Write In

0
Straight

Lesbian

Bisexual

Value

Percent

Count

Straight

95.5%

105

Lesbian

0.9%

1

Bisexual

5.5%

6

Asexual

1.8%

2

Other - Write In

0.9%

1

106

[Paper Survey] Citizenship:

American Citizen
100%

Value

Percent

Count

American Citizen

100.0%

9

Total

9

107

Citizenship:
120

100

American Citizen,
98.1

80

60

40

20
Naturalized
Citizen, 1.9

Other - Write In,
0.9

Naturalized Citizen

Other - Write In

0
American Citizen

Value

Percent

Count

American Citizen

98.1%

105

Naturalized Citizen

1.9%

2

Other - Write In

0.9%

1

108

[Paper Survey] Primary language:

English
100%

Value

Percent

Count

English

100.0%

9

Total

9

109

Primary language:
120

100

English, 99.1

80

60

40

20

Spanish, 0.9
0
English

Spanish

Value

Percent

Count

English

99.1%

106

Spanish

0.9%

1

110

[Paper Survey] Current Household income:

Over $40,890
11%
$0-$11,880
22%

$28,441-$32,580
22%

$11,881-$16,020
34%
$24,301-$28,440
11%

Value

Percent

Count

$0-$11,880

22.2%

2

$11,881-$16,020

33.3%

3

$24,301-$28,440

11.1%

1

$28,441-$32,580

22.2%

2

Over $40,890

11.1%

1

Total

9
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Current Household income:
50
45

40
35
30
25
20
15
10
5
0

Value

Percent

Count

$0-$11,880

44.8%

47

$11,881-$16,020

7.6%

8

$16,021-$20,160

6.7%

7

$20,161-$24,300

1.9%

2

$24,301-$28,440

6.7%

7

$28,441-$32,580

7.6%

8

$32,580-$36,730

1.9%

2

$36,581-$40,890

4.8%

5
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Over $40,890

113

20.0%

21

[Paper Survey] Health care coverage:

Employer
Other - Write In insurance plan
11%
11%

Washington
Apple Health
(Medicaid)
78%

Value

Percent

Count

Employer insurance plan

11.1%

1

Washington Apple Health

77.8%

7

11.1%

1

Total

9

(Medicaid)

Other - Write In
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Health care coverage:
60

50

40

30

20

10

0
Employer Washington Medicare
insurance
Apple
plan
Health
(Medicaid)

Medicaid
State
Uninsured
and
Marketplace
Medicare Exchange

Value

Percent

Count

Employer insurance plan

13.9%

15

Washington Apple Health

55.6%

60

Medicare

8.3%

9

Medicaid and Medicare

12.0%

13

State Marketplace Exchange

0.9%

1

Uninsured

6.5%

7

Other - Write In

10.2%

11

(Medicaid)
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Other Write In

[Paper Survey] How much of your annual health care expenses are paid for
by your health care insurance:

Most
33%

All
67%

Value

Percent

Count

Most

33.3%

3

All

66.7%

6

Total

9
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How much of your annual health care expenses are paid for by your health
care insurance:
50
All, 44.4

45
40
35
Most, 29.6

30
25
20
Some, 13.9

15
Very little, 11.1
10

Other - Write In,
1.9

5
0
Very little

Some

Most

All

Value

Percent

Count

Very little

11.1%

12

Some

13.9%

15

Most

29.6%

32

All

44.4%

48

Other - Write In

1.9%

2
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Other - Write In

What type of care do you access?
90
80
70
60
50
40
30
20
10
0

Value

Percent

Count

Primary Health care

78.4%

91

Substance abuse treatment

50.9%

59

Mental Health treatment

35.3%

41

Treatment for a chronic

19.8%

23

15.5%

18

(treatment for illness, physical
exam, etc.)

condition (hypertension,
diabetes, asthma, etc.)

Disability services
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Women and childrens health

12.9%

15

Childcare assistance

2.6%

3

Healthy habits education

6.0%

7

11.2%

13

2.6%

3

15.5%

18

15.5%

18

7.8%

9

care

(quitting smoking, healthy
eating, etc.)

Family or community services
(family counseling, financial
assistance, etc.)

Health care education
(assistance finding a provider,
assistance making doctor
appointments)

Transportation assistance
(bus passes, assistance
obtaining a vehicle, etc.)

Housing assistance (housing
vouchers, section 8, reduced
rent, etc.)

Other - Write In
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In your opinion, what are the top 3 factors keeping people from receiving
care in the community?
70
60
50
40
30
20
10
0

Value

Percent

Count

Access to primary care

22.6%

26

21.7%

25

Poverty

46.1%

53

Unemployment

40.9%

47

Housing stress

22.6%

26

Homelessness

59.1%

68

providers

Access to Mental Health
Specialists
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Newborn/infant health

4.3%

5

Wait too long for appointment

26.1%

30

Parenting skills

11.3%

13

High school

7.0%

8

17.4%

20

Lack of child care

6.1%

7

Transportation

24.3%

28

Exposure to violence

12.2%

14

Children in single-parent

5.2%

6

28.7%

33

Co-pays

16.5%

19

Access to drug/alcohol

10.4%

12

9.6%

11

graduation/education

Dont know how to navigate
health care

households

Knowledge of available
resources

specialist

Other - Write In
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In your opinion, what are the top 3 health issues in your community?
60
50
40
30
20
10
0

Value

Percent

Count

Smoking/Vaping

57.0%

65

Obesity

55.3%

63

Asthma

8.8%

10

Diabetes

28.9%

33

Immunization

3.5%

4

Health care coverage

36.8%

42

Knowledge of

28.1%

32

disorder/disease
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Medical services not in Cowlitz 18.4%

21

County

HIV/AIDS

14.0%

16

Care of aging population

25.4%

29

Other - Write In

28.9%

33
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In your opinion, what are the top 3 most important social issues in your
community?
100
90
80
70
60
50
40
30
20
10

0

Value

Percent

Count

Mental Health

50.0%

58

Drug Use

87.1%

101

Poverty

39.7%

46

Unemployment

34.5%

40

Homelessness

55.2%

64

Neighborhood

8.6%

10

Newborn/infant health

3.4%

4
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Access to nutritious foods

6.9%

8

Parenting skills

13.8%

16

High school

9.5%

11

Literacy

3.4%

4

Child care

3.4%

4

Transportation

8.6%

10

Exposure to violence

11.2%

13

Children in single-parent

4.3%

5

6.0%

7

Co-pays

3.4%

4

Alcohol use

23.3%

27

Social connectedness (friends)

7.8%

9

Other - Write In

5.2%

6

graduation/education

households

Coordination of community
services
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[Paper Survey] In the past year, have you or someone you know received
treatment for mental illness or addiction problems?

If yes, where?
100%

Value

Percent

Count

If yes, where?

100.0%

8

Total

8
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In the past year, have you or someone you know received treatment for
mental illness or addiction problems?
80

70

Yes, 67

If yes, where?, 67

60

50

40
No, 33
30

20

10

0
Yes

No

If yes, where?

Value

Percent

Count

Yes

67.0%

73

No

33.0%

36

If yes, where?

67.0%

73
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Of the treatment received, please indicate what type of treatment it was:
60
50
40
30
20
10
0

Value

Percent

Count

Substance abuse treatment (ie.

49.5%

50

41.6%

42

Disability treatment?

5.0%

5

Healthy habits education (ie.

5.9%

6

Detox, treatment with a stay in
a facility, etc.)?

Mental health treatment (ie.
Counseling, mental health
prescription medication,
therapy, etc.)?

Information on quitting
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smoking, healthy eating
coaching, etc.)?

Family and/or community

6.9%

7

3.0%

3

11.9%

12

9.9%

10

24.8%

25

10.9%

11

5.0%

5

10.9%

11

services? (ie. Family
counseling, financial
assistance, etc.)

Health care education
(Assistance finding a provider,
assistance making a doctors
appointment, etc.)?

Transportation assistance (Bus
passes, assistance with
obtaining a vehicle, etc.)?

Housing assistance (Housing
vouchers, Section 8, reduced
rent etc.)?

Primary health care/Wellness
care (Treatment for an illness,
physical examination, etc.)?

Treatment for a chronic
condition (ie. Hypertension,
diabetes, asthma, etc.)?

Women and childrens health
care?

Other - Write In
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Appendix E: Interview Questions & Moderator’s and
Interviewer’s Guide
Demographic Information
Names and Titles of focus group attendees:
Organizations represented:
Please name the population or group(s) that your organization primarily serves:
When someone walks through your door, what are the most common needs presented?
If you do not provide a needed service, are you able to refer to services to meet their needs?
Are the referrals successful?
Do we have the services in our community to meet the needs of our population? If not, what
services would you refer to if it was available in our community?
Do you refer to services in another county? If so, what type of services?
Are existing resources being utilized?
What are the barriers for those that do not access the services they need?

Access to primary
care providers

Access to
Behavioral Health
Specialists

Poverty

Unemployment

Housing stress

Homelessness

Neighborhoods and
social
connectedness

Newborn/infant
health

Access to
nutritious foods

Parenting skills

High school
graduation/education

Literacy

Child care

Transportation

Exposure to violence

Children in singleparent households

Information
Service for
available services
(Navigators)

Other (please
describe)

What would help people access the services they need?
System of Care
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Of the following, which do you believe to be the most important health issues
facing consumers in Cowlitz County?
Barriers to Care
Quality of Care
Cost of Care
Outpatient Services
Care Coordination

Linkages to Care
Outcomes of Care
Access to Care
Social Services
Other (please describe)

Partnerships in Care
Hospital Readmission
Crisis Care
Recovery Support Services

Why?:

About Health Issues
Of the following, which do you believe to be the most important health issue(s) facing
consumers in Cowlitz County?

Obesity

Smoking

Binge Drinking

Premature Death
due to Alcohol or
Other Drug
Overdose

Suicide

HIV/AIDS

Senior Behavioral
Health Issues

Health care
Education

Health care
Coverage (Having
Insurance)

Health Habits,
Wellness, and
Prevention

Developmental
Disabilities

Chronic Conditions

Linkages to Care

Co-occuring
Disorders

Behavioral Health
Issues

Other (please
describe)

Why?:
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Appendix F: HRSA Health Center Program 2015 Program
Grantee Comparison Data
Health care service providers that receive federal funding are required to report their outcomes
and service measures on a yearly basis to the Health Resources and Services Administration
(HRSA). The 2015 counts in the table below shows the number and percentage of services
rendered in Washington State and nationally in Federally Qualified Health Centers.
Data comparison type: State to National
Total number of reporting grantees (Washington): 28
Total number of reporting grantees (National): 1,375
Reporting period: 2015
Report Source: Uniform Data System Report

Washington National

WA State
% of U.S.
(appx.)

Total Number of Patients Served

971,099

24,295,946 4%

Medical Services

765,984

20,616,149 4%

Dental Services

338,418

5,192,846

7%

Mental Health Services

63,410

1,491,926

4%

Substance Abuse Services

5,264

117,043

4%

Other Professional Services

35,615

584,902

6%

Enabling Services

48,945

2,388,722

2%

% Pediatric <12 Years Old

22.8%

21.8%

% Geriatric (Age 65 and Over)

6.8%

7.9%

Target Populations
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% Women's Health (Age 15-44)

25.8%

26.2%

Racial and/or Ethnic Minority

55.6%

62.4%

% Best Served in Another Language

26.1%

22.8%

% <= 200% Poverty (% of Known)

92.5%

92.2%

% Uninsured

18.5%

24.4%

% with Medicaid Coverage

59.4%

48.9%

Other Patient Characteristics
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