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Meeting Summary

1. Call to Order
Anne called the meeting to order and reviewed the work of the Committee to-date, with a
review of the agreed-upon priorities in the Phase I Report. She noted the focus on early
intervention, the need for re-entry services, recovery support, and the challenges faced in
workforce development.
2. Review SIM Template
The Committee reviewed the SIM graphic presented by Anne. It was suggested that the
graph be re-named to “Whatcom Community” rather than “Whatcom County”. The color
coding and content of each intercept were also reviewed.
The question of scope was briefly discussed as there are a number of programs and
services that are “pre” Intercept One. No recommendation was reached regarding
incorporating early intervention or youth services into this model.
3. Evaluating Program Needs
Key information includes:
• Treating mental illness alone does not improve law abiding behavior
• Focus should be on dynamic criminogenic risk factors (things we can change)
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•
•

Washington State Institute on Public Policy has additional information re. effective
solutions
Stepping Up Initiative Resources
o 4 key measures (with defined metrics)
 Reduce the # of people booked into jail with BH disorders
 Reduce the length of time people with MI stay in jail
 Increase connections to community-based services and support
 Reduce the # of people returning to jail

4. Criminogenic Risk Factors
Anne reviewed Criminogenic Risk Factors (see meeting handouts) with the Committee.
• Age you begin
• History of criminal behavior
• Anti-social patterns of behavior
• (references hand-out again)
o Impulsiveness
o Restlessly aggressive
o Risk taking
o Anti-social thinking and attitudes
 Rationalizing your bad behavior
 Minimization
 Sense of entitlement
o Criminal associates – hanging out with people that reinforce your thinking
• 4 other factors associated with but not predictive of criminal behaviors
o Substance use
o Poor familial relationships/dysfunctional families
o Poor performance in school and/or work
o Time is not spent doing positive social things; they hang out without positive or
productive outlets
Anne also reviewed other factors that impact behavior, brain function (Adverse Childhood
Experiences), and how mental illness and addiction are brain disorders that impact social
and daily functioning, as well as judgment, decision-making, learning, thinking and mood.
5. Next Steps – Phase II Objectives
The group discussed the Phase II report that is due in November and that the focus of the
Phase II report is the triage facility. Anne suggested that this Committee focus on programs
and services needed “pre triage facility” and “post triage facility” so that when we have the
facility available for use, there will be programs and services that support entry into and exit
from the facility.
- LEAD-like programs (spread to the County as a whole)
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o CPIT – Mobile Crisis Team working with Law Enforcement
- Neighborhood policing
- Homeless Outreach Team
- Workforce development for care providers
- Expand SUD treatment and continuum of service levels
- Workforce development for citizens (supported employment)
Need to keep Triage committee and BH Advisory Board informed
Need to find ways to connect with the small cities
6. BH Ad Hoc Meeting Schedule
Whatcom County Health Department staff will send out a survey monkey to determine
interest and availability as there appears to be a low turnout for the BH Ad Hoc Meetings.
7. Public Comment
None
8. Adjourned
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Incarceration Prevention and Reduction Task Force
Behavioral Health Subcommittee
DRAFT Meeting Summary for May 26, 2016

1.

Welcome and Introductions

Committee Chair Anne Deacon called the meeting to order at 3:00 p.m. at the Health
Department Lower Level Conference Room, 509 Girard Street, Bellingham.
Members Present: Jill Bernstein, Anne Deacon, Julie Finkbonner, Randy Polidan

2.

Also Present:

Peter Ruffatto (for Kelli Linville)

Members Absent:

Byron Manering, Susan Gribbin, Betsy Kruse, Kelli Linville, Greg Winter

Approval of the March 31, 2016 meeting summary
Meeting summary review was held to the next meeting.

Deacon submitted a handout (on file) on a Huffington Post article regarding the Law
Enforcement Assisted Diversion (LEAD) program in Seattle.
3.

Review targeted priorities for programming

Deacon stated that this committee previously decided to focus on both front door and back door
programs and services for the triage facility. Front door services divert people into triage rather than
being arrested or sent to jail. Back door services transition people to community treatment services
once they are stabilized at the triage center. These services fall into the sequential intercept model
(SIM) intercepts one and four.
4.

Discussion with Sgt. Chad Cristelli, Bellingham Police Department, regarding proposed
“LEAD-like” program

Deacon introduced Sgt. Cristelli and stated they have been talking about the new Crisis
Prevention and Intervention Team (CPIT) program and the mental health professional who works full
time with the Bellingham Police Department. She described how the CPIT program works.
Cristelli presented the City of Bellingham Policy Department’s behavioral health unit (BHU)
programs.
• A police officer assigned to the BHU would team with the CPIT liaison
• At this time, the CPIT professional responds reactively and on call
• The BHU team would be proactive and work with the crime analyst, patrol, and other
stakeholders
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•
•
•
•

A Bellingham PD program similar to LEAD would focus on low-level and non-violent
offenders who have warrants and/or behavior that begins to escalate
Modeled after the Portland PD behavioral health component
The Bellingham PD received over 2,500 behavioral health calls in 2015
This program is the City’s attempt to help with information sharing among service
providers

The committee discussed the inability of law enforcement and mental health providers to share
information without violating State law and the Health Insurance Portability and Accountability Act
(HIPAA).
Ruffatto stated there is an exception in federal law that defers to State law requirements, so
State law could trump federal law if the State requires shared health information on a very restricted
basis. At the request of law enforcement, the State changed its law to require shared basic information
in certain instances.
The committee continued to discuss the Bellingham program:
• Until last year, hospital social workers were releasing people from the hospital without
consulting the certified mental health professionals (CHMP)
• Encouraging the CPIT professional to use the triage center when possible instead of the
hospital
• Allowing the CPIT and the BHU law enforcement to directly refer people to services
• The necessity of creating more options for after-hours crisis services
• Expanding the program countywide in collaboration with the Sheriff and small cities
• Whether the Bellingham PD could create a voluntary work crew diversion program that
includes a meal and connections to social services
• Structuring the intake process to create appropriate and timely access to services so
people don’t fall through the cracks
• Success is measured by lower recidivism rates
• The triage program at the Crisis Solution Center in Seattle that is a 24/7 triage response
team that is called into the field by law enforcement when necessary
• Make sure the County Designated Mental Health Professionals (CDMHPs) are on alert
and have priority to go into the field as needed
• Make sure outreach teams, including the homeless outreach team (HOT), CPIT, BHU,
and hospital are connecting with each other regularly
• Enrolling people in two phases: those without probable cause but who are escalating
and those who have probable cause for arrest
• Sheriff Deputy Brandon Foister’s training in mental health response
Deacon stated she would like this committee to consider how they can use behavioral health
funds to pay for more BHU police officer. The committee discussed:
• The City of Bellingham cost is about $100,000 per year for the BHU officer.
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•
•

A behavioral health outreach specialist would have be able to act independently and be
a mental health professional with chemical dependency training
Funding a behavioral health specialist would add police capacity

Finkbonner stated the Lummi community has all the same services as the county and is having
these same discussions. They would like to have consistency with the County. Half of their jail budget
is diverted to provide wraparound services. They will be developing the statistics on how their services
are working. The Nation is focusing now on restructuring all its programs and services. The Lummi
and County behavioral health representatives should network with each other, as should their probation
officers and law enforcement officers. They are outfitting a building on the reservation to house their
home monitoring and other alternative programs. They have all the certified treatment services
available on the reservation, but they aren’t State- or federally-certified, so they aren’t acceptable
according to Superior Court, which the State requires.
Bernstein stated all the jurisdictions should develop uniformity in information gathering. They
should all gather information on how communication, collaboration, and coordination can be improved.
The committee discussed the next steps:
• First look at what kinds of outcomes they want from this type of a program. Clearly
identify those outcomes, which should be measurable
• Talk with Compass Health and the Region to see if they could expand the program.
• Deacon and Sgt. Cristelli will talk about the sales tax and suggest recommendations that
this committee can make to the Task Force
• Make sure the small towns, County, and Lummi Nation are aware of Bellingham’s
program. Shared resources will cost less
• More information must be spread among the service providers about direct connections
with the Police Department to help those who need it most. The social worker and
outreach team need priority for handoffs and referrals
• Have universal and continuous CIT training for law enforcement officers in the county
Deacon described the current effort to provide CIT training for all law enforcement officers and
jurisdictions around the county.
5.

Discussion of Behavioral Health Continuum of Care Plan to be submitted to the North
Sound Behavioral Health Organization

Deacon described the County’s proposed plan for behavioral health facilities, and sending the
proposed plan to the regional behavioral health organization. The plan is to create two inpatient
residential units, one to be open before the end of the year:
• One inpatient residential unit is an enhanced triage facility
o Enhanced with addiction stabilization that includes medication-assisted treatment
o Infrastructure to support the prescribers of those medications
o 30-50 inpatient residential beds
3
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•

The second inpatient residential unit will be a recovery house
o Approximately 30 beds in the recovery house

The estimates include the two tribal populations. They must work with regional partners on the
final plan. If approved, there will be a net increase in capacity.
6.

Behavioral Health Committee 2016 meeting schedule

Deacon stated most people are available on Mondays. She will continue to work out a monthly
schedule that doesn’t conflict with the Bellingham City Council.
7.

Public Comment
No one spoke.

8.

Adjourn
The meeting adjourned at 4:20 p.m.

4

Executive Summary
This report was created for the purpose of informing the North Sound Behavioral Health Organization (BHO)
of the existing and future behavioral health service needs in Whatcom County. The particular focus of this
report is on treatment facilities. In June of 2018, in-patient and residential Substance Use Disorder (SUD)
treatment beds currently located in Sedro Woolley will need to be relocated throughout the region. The
facility’s lease will terminate at that time. Whatcom County has engaged in an assessment process to
determine local needs for these services, in conjunction with regional planning with our four county partners
(Island, San Juan, Snohomish and Skagit) and the North Sound BHO.
Recent needs assessments and stakeholder meeting recommendations are a component of the report. The
report facilitates a further understanding of the current needs in both substance use disorder treatment and
mental health treatment services comprising the behavioral health continuum of care in the county. Many of
the needs assessments and stakeholder conclusions resulted in similar findings.
A summary of the findings includes gaps in the county’s triage facility capacity and the level of service in both
the detox unit and the mental health crisis stabilization unit. Additional findings include the need for local
substance use disorder residential treatment facilities and an expansion of medication assisted treatment
with physicians willing to prescribe. Finally, identified needs for ongoing recovery support services in the
community are outlined including, but not limited to the following,





recovery house treatment,
outpatient program capacity,
staff monitored housing for residents in recovery, and
an increased quantity of well-trained behavioral health professionals.

More specifically, recommendations of the Crisis Triage center include two 16-bed units joined in one
building off a common foyer and intake space, but separately licensed to effectively establish a Recovery
Stabilization Facility. One unit should be certified as a voluntary Crisis Triage Program to receive persons in
mental health crisis and another should be an Addiction Stabilization Center that is licensed for acute
substance use withdrawal. This Center will also serve as a site to initiate medication assisted treatment, and
ensure linkages to community providers for ongoing services. The addition of a potential nearby residential
treatment program and the development of a Recovery House level of care, affirm the likelihood of a
establishing a full continuum of care. The newly envisioned SUD continuum of care will contain services
ranging from medically monitored detox through outpatient care and into full long term recovery.
We look forward to working with our regional partners to build a comprehensive system of treatment and
recovery support services.
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1. Introduction
Over the last 10 years, many national policies and statewide changes have impacted the behavioral health treatment
service system. Among those most prominent are, the implementation of the Affordable Care Act (ACA), the rising tide
of opiate addiction, and the emphasis on reducing incarceration for people challenged with behavioral health issues.
These three factors indicate the need to expand and enhance the behavioral health treatment delivery system in the
North Sound region and in Whatcom County, especially the substance use disorder continuum of care. The standard
“alcohol-based” treatment system is inadequate for dealing with complicated populations who may have any
combination of the following conditions:





serious mental illness,
opioid addiction,
complicated physical health issues, or
criminogenic and antisocial attitudes and behaviors.

Washington State has approached the initial challenge of the ACA by developing nine (9) Behavioral Health
Organizations (BHOs) representing nine (9) regions across the state. In addition to administering publicly funded
mental health services, the BHOs began administering state and federal funds for all substance use disorder (SUD)
services as of April 1, 2016. Prior to that date outpatient SUD services were administered by a statewide County system
while inpatient SUD services were administered directly by the state. Public mental health services were previously
administered by clusters of counties comprising Regional Support Networks (RSNs). Transitioning RSNs to BHOs was
considered an intermediary step. By 2020 the state expects behavioral health services to be fully integrated with
physical healthcare.
As our first steps, Whatcom County in partnership with North Sound Behavioral Health Organization (North Sound BHO)
is committed to developing critical components of our SUD treatment continuum which do not currently exist or are
under-represented in the community or the region. North Sound BHO’s goals are to work toward replacement of the
Pioneer Center North beds (144 beds) by 2018, and ultimately to understand the SUD residential needs and acute
stabilization needs of Whatcom County citizens.
This report is focused on adding or enhancing withdrawal management services, residential treatment services, and
ongoing care for people after discharge from detox or treatment services. Our overarching goal is to maximize the
number of adults with SUDs who enter into long term recovery. The report will:







outline and summarize recent Whatcom County needs assessments and stakeholder recommendations,
synthesize and summarize the recommendations of our needs assessment activities,
discuss the prevalence of SUDs in Whatcom County,
apply utilization data for SUD withdrawal management services (detox), residential services, and outpatient
treatment to determine capacity needs,
make recommendations for recovery supports necessary to ensure success for Whatcom County’s addicted
citizens, in particular those which could be funded by local dollars, and
provide a description of the future Whatcom County SUD system and a flow chart based on the evidence
presented.

The increased complexity of our citizens needing SUD treatment requires a multipronged approach of integrated
behavioral health and primary health care through the course of a person’s recovery. In addition, expanded resources
for ongoing aftercare (post-treatment) are an essential component of an effective and robust SUD service system.
These approaches and the community recommendations are detailed in our community needs assessments.
4

2. Whatcom County Needs Assessments and Community Stakeholder Feedback
The following are short descriptions of needs assessments completed by the County or one of its community partners
and recommendations from stakeholder meetings conducted, in the last two to three years. The key findings are
summarized below.
1. The Whatcom County Health Department (WCHD) held a one day “Community Forum on Addiction” in 2014,
after hearing major concerns within the community over the lack of SUD services. Attended by over 90 people
from various disciplines, the forum included law enforcement, criminal justice, human services, medical, school,
and other professionals. (November, 2014)
2. A partnership between PeaceHealth, WCHD, the Chuckanut Foundation, and the Whatcom Community
Foundation addressed initial concerns stemming from the Community Forum on Addiction. Their combined
efforts resulted in the Whatcom County Community Health Assessment (CHA) and Community Health
Improvement Plan (CHIP). Both the CHA and CHIP identified significant concerns regarding behavioral health
service gaps and made recommendations about enhancements for SUD care (Whatcom County Community
Health Assessment and the Community Health Improvement Plan, 2012 – 2016).
3. The Incarceration Prevention and Reduction Task Force (IPRTF) was formed in 2015 by the Whatcom County
Council to:




alleviate problems with overcrowding in the Whatcom County jail,
develop the triage facility, and to
develop more effective behavioral health treatment in the community as an alternative to jail.

This Task Force includes over 30 members from every sector of criminal justice (CJ), law enforcement and
provider communities, as well as members who have been personally impacted by the criminal justice system.
The Task Force has three (3) ad-hoc committees: Triage, Behavioral Health Alternatives to Jail, and Justice
Alternatives to Jail. Recently, the Task Force produced a “Phase One Report” with recommendations regarding
behavioral health services and Whatcom County triage facility. (February 2016, Phase 1 Report, “Phase 2
Report” due November, 2016.)
4. The Behavioral Health Advisory Board (BHAB) is comprised of advocates of mental health, substance use
disorders, and professionals with knowledge of behavioral health issues. BHAB provides advice on general
policy issues and service priorities. This board meets to offer input on a bi-monthly basis.
5. The Behavioral Health Revenue Advisory Committee (BHRAC) has a similar arrangement as the BHAB, but guides
budget and service priorities for the local 1/10th of 1% sales tax funding. This board meets and makes
recommendations on a quarterly basis.
6. The Whatcom County Substance Abuse Program developed a “Substance Use Disorder Needs Assessment
Plan”. The plan was submitted to the state for the two year period of 2014-2016 and clearly identifies the need
for residential services in the county. The plan included a survey of gaps and community needs. This plan
focused on the lack of a SUD workforce and the inadequate compensation provided by the state for SUD
outpatient services. (Final Report, 2014.)
7. Whatcom Alliance for Health Advancement (WAHA) completed a Needs Assessment in 2016 which focused on
the entire Prevention, Intervention, Treatment and Aftercare (PITA) continuum. The PITA continuum was
created and promoted several years ago by Institute of Medicine (IOM) as the model for SUD continuum of
care. (Substance Abuse Treatment Project, Phase I Report, December 2015)
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8. The Local Crisis Oversight Committee is a group of community stakeholders and treatment service providers
who meet regularly to identify and address crisis service system issues, gaps and needs. The focus of this
committee is on behavioral health services, housing, homelessness, and SUD treatment.
9. The local Homeless Coalition is a group of housing and community service partners, as well as homeless
advocates who meet on a regular basis. This group regularly provides feedback regarding gaps in the SUD
service system where the gaps pertain to homelessness.
10. Employees and Board Members of the Chuckanut Health Foundation, which invests resources to advance
community health, engaged the County in assessing the need for small or short term SUD related projects for
potential funding. (Final report has been finalized, but not yet distributed.)
The combined challenges and recommendations of the needs assessments conducted to date reflect directly on the
issue of residential services and are summarized below.

3. Recommendations from Needs Assessments and Community Stakeholder Input
Each community meeting or needs assessment report describes similar gaps and needs in the Whatcom County SUD
service, particularly in regard to residential services and recovery supports for publicly funded clients with complex
needs. The specific needs and gaps identified are summarized as follows:
1. We need a comprehensive, robust, and effective SUD system of care which is oriented towards principles of
long term recovery.
2. We need to develop effective options to divert people with SUD from hospitals and the local justice system.
3. There is a lack of effective residential treatment service options in the community, especially services for
complicated populations such as people with co-occurring disorders, people with intractable and challenging
addictions (opiates), and people with criminogenic and antisocial thinking and attitudes.
4. There is a lack of services and programs to assist people who are waiting for treatment admission, including
interim housing for those waiting to enter residential treatment.
5. There are inadequate outpatient treatment options to transition people with SUD upon discharge from
residential services or as a primary intervention in lieu of a higher level of care.
6. There is a lack of recovery housing, and stable supported housing. People who cannot function independently
risk losing their housing if there is no stable support and daily structure. This lack of housing includes “Clean
and Sober Housing” which many think should be regulated. There is inadequate housing available for people
who are not ready to commit to SUD treatment or who need non-traditional approaches to SUD treatment
services.
7. The eight (8) detox beds at the triage facility are not sufficient for the community need.
8. There is a lack of mental health crisis stabilization beds in Whatcom County.
9. The SUD workforce capacity in the county is inadequate and professionals lack the training necessary for the
complexity of the population.
10. There is insufficient medication assisted treatment (MAT) options. There is inadequate supply of prescribers
and little case management support to ensure coordinated care. There is no centralized infrastructure for MAT
treatment. Physicians have little incentive to become certified as buprenorphine providers and those who are
certified are reluctant to engage this population without more training.
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While needs assessments provide the qualitative information to inform our decisions, the qualitative processes used in
the assessment of SUD needs are supported by prevalence data and data on utilization of existing services. We begin
our analysis by reviewing the data as to how widespread SUD is within our community; including the extent of the
incidence of SUD is within the local jail.

4. DATA
Data regarding the prevalence of SUD as well as the utilization of services offers a small glimpse into the need for SUD
treatment in Whatcom County. There are several state published reports from DSHS, and SUD service utilization is
recorded by the Treatment and Report Generating Tool (TARGET) and System for Communicating Outcomes,
Performance, and Evaluation (SCOPE).

A. Prevalence of SUD in Whatcom County
Two recent reports from Washington State Department of Social and Health Services (DSHS) Research and Data
Analysis (RDA) estimate the prevalence of SUD in the community at large and in the jail population for Whatcom
County.
In the first DSHS report, Whatcom County ranks as the second highest county in the state for estimated need of SUD
treatment. This data is based on estimates for people at or below 200% of the federal poverty level (DSHS, May 2015).
Estimates of the occurrence of SUD for the general adult Whatcom County population are 14.3% which is higher than
the state average at 12.4% (DSHS, May 2015). For the youth population, the estimate of need is 7.7% which is higher
than the statewide estimate of 6.9% (DSHS, May 2015). Historically, Whatcom County providers have provided
adequate youth treatment sufficient to meet the demand for services.
In 2014, the United States Census Bureau estimated the County population to be 208,531 people. If we apply the 14.3%
figure from the DSHS report above means that nearly 30,000 Whatcom County residents on Medicaid may have had a
need for SUD treatment. If 1628 people were actually served in the treatment system, a significant gap remains
between those who needed treatment and those who were actually served. (SCOPE, 2014)
In the second report, DSHS provides convincing evidence of the prevalence of SUD in our jail. This report compared
Medicaid recipients with SUD related jail bookings and determined the level of SUD, mental health (MH) and cooccurring disorders (COD) in jail inmates who received previous Medicaid services over the last 5 years in 2013 (DSHS,
January 2016). See the figures below for the results. (1A)

A recent report from RDA indicates the incidence
of SUD in the Whatcom County Jail Medicaid
population for 2013 was 68%. The percentage of
inmates with co-occurring SUD and mental
health disorders is 44%. Since the data was
constructed around those inmates who had any
DSHS Medicaid service in the last 5 years (86% of
inmates), the actual incidence of SUD and COD is
likely to be higher. (821 people have SUD; of those, 521
people have COD, 290 have SUD only, and 170 have MH
only.)
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Prevalence data for the general population along with the jail inmate data and opioid use disorder admissions clearly
support the need for a robust SUD treatment delivery system. Past indicators suggest that Whatcom County had both a
high need for adult treatment services in all levels of care and a low treatment penetration rate.

B. Utilization of SUD Treatment (2015)
It’s unknown exactly how many people would attend SUD treatment voluntarily, but with approximately 1906 SUD
treatment admissions in Whatcom County in 2015, and a total of 1715 served, we are barely scratching the surface of
the estimated SUD need for any type of service. When compared with the number of people who might be in need of
and eligible for services, the need for SUD treatment far exceeds the capacity. Other issues impacting our capacity
relate to the growing opioid use disorder (OUD) problem, the loss of SUD providers in the community, and the ACA
expansion of Medicaid.
Whatcom County is ranked second highest in the state for opioid treatment admissions according to a recent report by
the Alcohol and Drug Institute at the University of Washington (ADAI, April 2015). The ADAI also reports that Whatcom
County ranked third highest in the state for crime lab cases involving opioids (ADAI, April 2015). The report confirms a
growing opioid addiction problem which has yet to be adequately addressed.
Lastly, the wait time for admission to treatment at the largest outpatient provider in the county is currently four weeks.
The wait time for admission at the only remaining outpatient provider is a minimum of 2 weeks. Treatment admission
wait times have been consistently lengthy, especially since losing two of the four treatment agencies over the last five
years. As a result of the implementation of the ACA and other variables, the need and demand for SUD treatment is
high and capacity has diminished. The need for services and the demand for additional capacity are most obvious in
our detoxification program.

5. WHATCOM COUNTY PROGRAM NEEDS
The County uses the Institute of Medicine’s (IOM) Prevention, Intervention, Treatment, and Aftercare (PITA) model
when assessing needs and when designing services. Most of the issues identified which are directly related to
residential services for adults fall into the Intervention, Treatment, or Aftercare categories of PITA. Mental health
stabilization and withdrawal stabilization services fit into intervention, while residential and outpatient services are
clearly part of the treatment category. Programs supported by our local dollars are often overarching throughout the
continuum of care (i.e. care coordination and housing) or they fit near the topic of aftercare in this document. Since
our mental health stabilization program (triage) is embedded with our detoxification program, and both serve people
with co-occurring disorders, we’re including a discussion of triage as well.

A. Crisis Triage Program (CTP)
The Whatcom County Crisis Triage Program has a capacity of 5 beds designed to provide stabilization for people with
acute psychiatric symptoms. The mental health triage program is located at the same facility as the Whatcom County
detox program. These five (5) beds, which are increasingly well utilized, prevent psychiatric hospitalization and ensure
smooth transitions for people exiting psychiatric hospitalization. WAHA conducted a one month survey which revealed
that First Responder staff could have brought 59 people to the triage facility if there had been beds available (WAHA
IPRTF Phase One Report, March 2016). Based on this information, increased capacity of 11.5 beds is easily justified for
5 day stays and community stakeholders estimate the need for additional beds is even higher. Many community
professionals and First Responders appear reluctant to refer clients to the CTP having had several clients denied access
due to a lack of bed space in the past.
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Our local IPR Task Force recently made recommendations to County elected officials to increase the beds for both
triage and detox. The final recommendations included two 16 bed units constructed on the current site. These
recommendations were approved by the County Council on February 23, 2016. We also conducted a one month survey
of people requesting detox services who were denied admission due to a lack of bed space. The history and data trends
for detoxification and the results of the survey are discussed below.

B. Detoxification/Withdrawal Stabilization (Level 3.7-D):
History and Trends:
Whatcom Community Detox (WCD) is a sub-acute (social) detox model, as opposed to an acute or medical model.
Detoxification and crisis services are considered “Intervention” services on the PITA continuum. Medical staffing is
limited in the sub-acute model and Whatcom County detox data trends reflect the fact that we have incurred both a
loss of beds and a simultaneous increased demand for services. Our detoxification program dropped from ten beds in
2003 to eight beds in 2005. Fewer people have been admitted to detox in recent years as staff have made strides to
ensure that people were clinically stabilized prior to discharge. As a result, more bed days were utilized for existing
patients, which made fewer beds available for new admissions. In addition, special medication assisted withdrawal
protocols for opiate addiction, requiring extended stays for monitoring placed a premium on detox beds. In 2009, we
introduced tapering for opioid use disorders (OUDs.) At that time, tapering was an inexpensive and appropriate
response to a burgeoning opiate crisis.
WCD admissions have decreased since 2003 and decreased again in 2011 as shown by the graphs below (Figure 2A).
The initial decrease in admissions and number of people served was directly related to the loss of beds (Figure 2B). The
decrease in admissions in 2011 was due to increased lengths of stay after the introduction of the opiate tapering
program.
Figure 2A

Figure 2B

Detox Admissions
Detox Admissions

1,400
1,200
1,000

800
600
400
200
0

2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013

In addition, clients admitted to detox often have a higher level of symptom acuity and co-occurring disorders than in
previous years. Thus, medication assistance for withdrawal is a more frequent response made by our subacute
detoxification and local hospital staff. Frequently, clients are transferred from one facility to the other in order to
ensure appropriate medication administration. As soon as the medications are administered, and the client is
stabilized, he/she is transferred to our subacute detox for further monitoring. Two years ago, PeaceHealth determined
that the hospital could no longer provide medications to people discharging from the hospital’s Emergency
Department. This policy change resulted in the need for detox to dispatch a staff person to a pharmacy to secure
9

medication for clients entering detox from the Emergency Department. This “para-acute” detoxification system has
evolved over time to meet the demand of uninsured people with severe alcohol withdrawal and a more complex drug
addicted clientele.
Survey of Callers Requesting Detox Beds:
Over the last few years, the incidence of callers requesting detoxification services increased, indicating a greater
demand than ever for detoxification services. We conducted a one month survey of calls related to detox admission
denials to provide missing data regarding the need for additional beds and services.
In the month of March 2016, the Health Department verified a total of 120 calls from 86 people who called to attempt
a detox admission but who were refused due to lack of beds. Out of those 86 people, 45 needed withdrawal services
for either drugs or alcohol and drugs, while 41 people needed withdrawal from alcohol only. The distinction is
important since the length of stay for Medicaid rules is 3 days for alcohol withdrawal and 5 days for drug withdrawal.
Although detox stays are sometimes extended for clinical reasons, there is no way of determining which callers would
have needed an extended stay once admitted. The same issue applies to detox as to MHT that, over time, people
discontinue inquiries about bed space due to the consistent difficulty in obtaining an admission. Nevertheless, the
number of people denied services due to a lack of beds was 86 as shown in the table below.

An additional 348 bed days is presumed to be needed to enhance our existing detox program. Self-referrals made up
65% of all referrals while 12% were referrals from the Emergency Department of PeaceHealth. The rest of the referrals
were from family, friends, Bellingham Police Department, and other clinical programs.
We calculated the total bed days needed to ensure ample detox services for Whatcom County’s future growth up to
2020. An estimate of 8% increase in population was used along with the figure of 85% full capacity for utilization. The
85% capacity figure is a standard used by the North Sound for residential facilities throughout the region. See the table
below.

In order to effectively manage the current and projected needs for Whatcom County and the North Sound region, the
detox facility will require additional beds. We need flexible space so that beds or chairs can be used depending on the
withdrawal needs of the individual or on the person’s decision to move forward in their recovery.
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Future Considerations:
The primary goal of the facility is to ensure stabilization for people in behavioral health crisis. The secondary goal is to
provide immediate services to people who are brought to the facility by first responders.
In support of these goals, it will be necessary to “re-tool” the model for our behavioral health services to include:





the development of acute care services for withdrawal management,
facilitation of quick turnaround drop offs for first responders,
providing sobering chairs/beds, and
possible expansion of space to conduct Substance Abuse Protective Custody (SAPC) services at the facility.

Our new design includes a Recovery Stabilization Facility (RSF) which will allow Whatcom County to ensure more
effective services for our residents experiencing behavioral health crisis. Crisis Triage Program will gain more space and
will incorporate the recovery model. This redesign will ultimately support the development of a Recovery Campus in
Whatcom County. (Vandersloot, 2016)
Embedded in the Recovery Stabilization Facility (RSF), detoxification will become the Acute Stabilization Center (ASC).
The primary goal of the ASC is to provide the first step in recovery to people with serious substance addictions. The new
model will recognize both the local opioid epidemic and the seriousness of alcohol withdrawal (AW). While opioid
withdrawal (OW) is rarely fatal, alcohol withdrawal (AW) can result in seizures and delirium tremens leading to
unconsciousness and death for people. Treatment for withdrawal of this severity can only be conducted safely with
medication. Treating both AW and OW with medication can lead to better outcomes.
The arrival of an epidemic of (OUDs) to our community and the young age of onset are alarming new trends. Given the
high rate of drop out from detox due to the pain and discomfort of withdrawal, we must consider recent advances in
medications as part of our withdrawal management protocol. These medications aim to reduce withdrawal discomfort
and promote completion of the withdrawal protocol, thereby decreasing recidivism. Only in stabilizing the clientele
physically can success be achieved in assisting them with the first step in their recovery. The increased availability of
acute services will also increase first responder “drop-offs”. People who are dropped off at the facility will come with
two levels of need; those who need sobering services and those who are ready to make a commitment to recovery.
Although the model we propose is recovery oriented, the facility should have one or two chairs for people who are
unable to commit to or who refuse additional services. The chairs can be utilized for overflow and for people who are
sobering up, but who do not wish to engage further in recovery services. Sobering chairs will assure facility capacity for
intoxicated people transported by first responders regardless of the person’s commitment to long term recovery.
Additional chairs should be considered for the CTP program as well.
Whatcom County ASC will initiate recovery for people who are in need of ongoing medication assisted treatment
(MAT). MAT services will then be continued at an inpatient or outpatient setting or through a physician’s office,
depending on client need. Whatcom County has been working with various clinics, medical partners, and providers to
initiate supports to the MAT infrastructure and MAT prescribers in particular.
The prospect of continuing to provide withdrawal stabilization in the same facility as mental health (MH) stabilization is
important. Mental Health issues are underrepresented in the SUD treatment system data and are often incorrectly
diagnosed. The SUD professionals are not qualified to assess or treat mental health, and often fail to identify the
presence of mental health issues when faced with continuous SUD relapse. The likelihood that mental health issues
pose significant barriers to successful recovery is quite high.3,9
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The new ASC should encompass space to conduct Substance Abuse Protective Custody (SAPC) 8-hour holds under RCW
70.96A.120, for people who are intoxicated and a danger to themselves or others. Whatcom County is the only county
which utilizes the law for this service and the services have been in place for over 20 years. Currently the hospital
provides space for Whatcom Community Detox to conduct holds in the Emergency Department.
The current facility was designed with two rooms to be used for Substance Abuse Protective Custody. These rooms
were converted to office space after the Washington State Department of Health determined that there were no
medical services on site. The law allows the designation of a chemical dependency specialist to conduct SAPC holds, in
lieu of a peace officer. SAPC holds are a primary gateway to a secure detoxification facility for people with chronic SUD.
(North Sound’s future plans include the development of a secure detoxification facility). Sobering chairs should be
considered for SAPC holds at the newly designed Addiction Stabilization Center.
Conclusion and Recommendations:
In conclusion, Whatcom County’s primary goal of ensuring the first step toward recovery for people in behavioral
health crisis, lends itself to renaming the facility as a “Recovery Stabilization Facility”.
We should ensure sufficient capacity for both the CTP and the Acute Stabilization Center (ASC) within that facility. The
County Executive and the County Council remain committed to ensuring a robust behavioral health crisis service
system. Whatcom County has earmarked funding and is dedicated to siting a new facility for our behavioral health
crisis services. We are committed to seeking additional capital funding from the state legislature and plan to remodel
the current facility to include more beds and program space.
Specific recommendations include adding 11 beds to the CTP upon expansion of the facility, to a total of 16 beds. We
will add an additional 13 beds plus two sobering chairs/beds to the ASC. The recommendation from the IPRTF was for
an additional eight beds in the ASC. Those recommendations were made prior to the survey about the number of
callers who were requesting services. The County should have further discussions with community stakeholders about
whether the addition of five beds (over the eight already recommended by the IRPTF) or additional programming space
would provide the maximal benefit to people entering recovery from the ASC.
We will redefine the services as medical services and establish new protocols for treating and stabilizing people in
withdrawal to ensure seamless care for Whatcom County residents. First responders will be able to transport people in
behavioral health crisis. The facility design will support a rapid turnaround for 10-minute drop offs. This change will
maximize efficiency of First Responder personnel. The Whatcom County Recovery Stabilization Facility should be the
first step to a person’s ongoing recovery. It should provide services necessary to assist the individual with the next step
of their recovery. Recovery is self-defined and has many pathways, but often a person leaving the ASC will be most
appropriate for residential treatment. Residential treatment needs as described by our community partners and as
confirmed by the data are described below.

C. Residential Treatment (ASAM 3.7):
Although many people enter residential treatment without withdrawal services, residential services are often the next
step in the PITA continuum for people suffering from SUDs. Approximately one third of all Whatcom County admissions
to SUD treatment were for residential services over the last three years. The lack of local residential treatment
programming has been repeatedly identified as a deficit by various community planning activities. We are limited to
utilization data for identifying the extent of our residential need. We collected reports from SCOPE which included all
residential services used by public funded county residents attending treatment at any facility in Washington State
(inpatient, recovery house, long term residential.) The SCOPE reports included admissions and the level of mental
health need as indicated by client self-report.
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The data shows 366 admissions with a total of 328 adults served over the last year. Although utilization of residential
services by Whatcom County residents has fluctuated, since 2011 our utilization has decreased as shown by the chart
below. This trend is likely related to ongoing reductions in funds for state sponsored SUD treatment, as well as the
closure of several residential programs. Over the years, agencies have closed their doors due to reimbursement rates
which were too low to cover the cost of operations.
Low rates of reimbursement were cited as a major reason for the two outpatient closures as well from 2012 to 2014.
The combined result is that there are fewer Chemical Dependency Professionals (CDPs) completing assessments and
facilitating placement to residential treatment. In 2015, Whatcom Community Detox began assessing people and
assisting them with admissions, most of which were to residential treatment. Hence, there is a decline in residential
admissions from 2011 to 2014 and a renewed increase in admissions by 2015 as shown in the chart below.

Whatcom Adult Residential
Treatment Utilization
600
400
200
0

This data includes the two Whatcom County tribes (Lummi and Nooksack). The results indicate that 60% of the clients
were male while 40% were female. The following table illustrates the projected 2020 residential bed demand using an
estimated 8% population growth by the year 2020. This data is based on current utilization only.

Co-occurrence of SUD and MH in Residential:
It proved to be difficult to determine the statistical need for co-occurring disorder (COD) services amongst those who
received residential services with the available data. One report indicated that between 50% and 60% of clients
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admitted to residential services stated that they had a self-described moderate, considerable, or extreme problem in
need of psychiatric care. In other data, clients indicated that they had, within 30 days prior to admission to SUD
residential treatment, experienced 15 or more poor mental health (MH) days.
This data was compared to outpatient treatment admissions for consistency. Approximately 50% of clients reported a
score of three or above for externalizing or internalizing mental health symptoms (SCOPE, 2016). This data is a little
higher than national estimates that 35-43% of adults, depending on age, who have an SUD also have a mental health
disorder. (SAMHSA, 2014) Other research, however, estimates the prevalence of MH in people with SUD as between
25% and 50% (Stirling, S., et. al., 2011). The higher number is assumed here because it’s consistent with self-reports by
clients and anecdotal reports relayed by agencies.
In addition, recent research indicates that females in SUD treatment who have certain comorbid Major Depressive
Disorder (MDD) are more than twice as likely to have drug use disorder, than those females without an MDD. Both
genders with certain MH/SUD combinations were more likely to have abused prescription drugs (Lian Yu Chen, et. al,
2013). Research also indicates that MH issues are associated with a lack of improvement in SUD symptoms (Stirling, S.,
et.al. 2011). These findings reaffirm our understanding of the high comorbidity with drug use and suggest that MH
issues are a frequent cause of relapse.
Based on this information, SUD facilities should have both MH and MAT enhanced capability in the provision of SUD
services. Such services should engender curricula which educates people about their behavioral health relapse risks
and assists with the creation of robust recovery plans. The data for Whatcom County residents in SUD residential
treatment with high and low MH issues for last year is provided below.
Whatcom Projected Residential Demand by High and Low MH Need
Intensive Inpatient
(Based on 30 days)

Long Term Residential
(Based on 60 Days)

Total Beds
Needed by MH
Severity

Unknown, none or slight MH Admissions

97

73

Mod- Extreme MH Admissions

163

33

Total Admissions

260

106

Low MH Bed Days

2910

4380

High MH Bed Days

4890

1980

Total Bed Days

7800

6380

Low MH Bed Days + 8% pop. growth

3143

4730.4

High MH Bed Days + 8% pop. growth

5281

2138.4

Total Bed Days + pop Growth

8424

6868.4

Total Low MH Admissions

105

74

14.9 Beds

Total High MH Bed Days

176

35 - 40

17.6 Beds

Projected Total Admissions

281

109

390 Admissions

Total Beds Needed by SUD level of Care

23.4

9.1

33 Beds

The data above appears to support one intensive inpatient facility in Whatcom County with a capacity of 33 beds
encompassing both levels of SUD (including inpatient and long term residential) and all severities of MH. Alternatively,
the data supports a smaller 25 bed facility for people with high severity MH and a 15 bed facility treating people with
low MH severity. This data is based only on the last year of utilization. Over 15 years ago, PeaceHealth had 18 beds for
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inpatient treatment. Those beds were part of the statewide residential system but were heavily utilized by Whatcom
County residents.
Additional qualitative information indicates that our utilization of residential treatment could be higher if the capacity
existed, especially if a percentage of beds are accessed by people who covered under health plans. Tribal members and
other stakeholders expressed opinions that Whatcom County residents are more likely to engage in SUD inpatient
services when those services are available locally. We believe that our community could support another intensive
inpatient unit with 20 to 30 beds for people with none or very mild mental health disorders.
Lastly, 70% of Whatcom County residents who were admitted to residential treatment in 2015 successfully completed
their treatment. Treatment retention rates for Whatcom County residents could be boosted by having residential
treatment available in our community.
The odds of getting a clean start on recovery are high while in a residential treatment program. Subsequent to
completion of a residential treatment program the next step, whether it’s admission to an outpatient program or into a
support network which embodies a clean and sober lifestyle, is essential. Most people will need additional professional
services. Subsets of people with SUDs will need outpatient treatment, Recovery House, or a combination of these two
services after inpatient treatment. One subset of people will begin and end their entire treatment episode in outpatient
treatment.

D. Outpatient Treatment (ASAM 2.3 and 2.1)
Although the purpose of this report is to review and discuss the data and community feedback pertaining to the
withdrawal management and residential needs of our residents struggling with addiction, it is prudent to discuss the
obvious gaps in our outpatient treatment capacity. Outpatient treatment and recovery supports are critical services for
a successful continuum of care.
Whatcom County lost two outpatient treatment providers over the last five years. This loss left us with a total of two
providers. Both agencies were integral to the SUD treatment infrastructure of our community and the impact to the
community has been significant. This factor along with a low number of qualified workforce personnel relegated us to
a low volume of assessments, therefore fewer admissions to all phases of treatment (outpatient and residential).
In 2015, despite admissions of over 900 people to SUD outpatient treatment, 297 people waited 15 days or more to be
admitted to treatment(Figure 3A where is it?). A subset of 132 of those people waited for over 30 days to be admitted
to outpatient treatment. Waitlists of this magnitude provide neither effective primary treatment nor a smooth
transition from residential care. We strive to ensure an effective continuum of care and lower recidivism rates.
Figure 3A
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Based on the 40-50% estimates and the research from above for people, we concluded that nearly 450 people who
attended outpatient treatment needed mental health services in order to be successful in their recovery, particularly
where relapse is concerned. Expanded and enhanced outpatient services are essential to the health of our community,
especially that which can contribute additional co-occurring disorder (COD) and medication assisted treatment (MAT)
capacity.
There are few reliable indicators to determine MAT treatment need except for opiate treatment admissions. These
admissions have increased dramatically over the last several years (ADAI). Over the two year period, 2011-2013,
Whatcom County ranked second in the state for opiate use disorder treatment admissions and third in the state for
crime lab cases involving any opiate. These factors and other trends underscore a high need for increased MAT services
in Whatcom County.

The addition of one or two outpatient SUD treatment agencies, depending on the agency and workforce availability,
would allow more and quicker access to treatment, and help drive the quality of treatment to higher standards. One or
two additional facilities would allow us to assess and admit close to 75 additional people per week to treatment. North
Sound BHO has plans to solicit providers for a MAT pilot program later this year. North Sound also intends to acquire
treatment capacity for people with co-occurring disorders once the state has developed the regulations concerning
integrated services.
Our efforts at providing treatment are likely to be unsuccessful unless we commit to on-going, post-treatment supports
which are consistent with healthcare reform policies. Those policies focus on long term recovery rather than acute care.
Focusing on long term care entails ensuring regular on-going service, particularly for complex Medicaid populations,
over the course of a five year period. Rather than providing acute short term (21 or 28 day care) and a return to the
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community with a “sink-or-swim” skill set, we can provide Recovery Care Coordination and housing options to ensure
ongoing engagement with clients as well as to ensure stability for people’s basic needs. Our outcomes from these
efforts should result in less recidivism.

E. Recovery Supports to Enhance the SUD System of Care
The final component in the PITA SUD Continuum of Care is aftercare or ongoing recovery support. North Sound’s goal is
to prevent readmission to treatment and while our proposed model and program support that goal, the final
cornerstone to our model is the recovery support system.
The rate of remission from lifetime SUDs is between 40% and 60%. Research indicates that the rate of remission for
adults who receive treatment is between 40% and 80%.8 Whatcom County will need to establish both critical
overarching and “chronic care” services such as Recovery House and Recovery Care Coordination (RCC), MAT supports,
and training. It is vital that we provide a well-qualified workforce with updated knowledge and readiness to assume a
role in the upcoming integrated future of primary care/behavioral health care.
Local funding can be used as available to fill the gaps where state and federal funds cannot ensure linkages or recovery
supports. Examples of those services are detailed in the Transitioning Behavioral Health Services into the Community:
Strengths, Needs, Community Recommendations and Models for Consideration by Deena Vandersloot M.Ed.as indicated




“Consider adding a case management/recovery coaching component to the program that will serve to initially
engage clients, remain in contact with them during residential treatment, and work with them in the continuing
care phase of the treatment continuum to enhance linkage with recovery supports.
Build strong collaborations with the recovery community and design “reach-in” services to enhance linkage
with mutual support groups.
Build in a phase of treatment that is focused on linking patients with recovery support services (housing,
employment, peer support, transportation).”

Based on these recommendations and input from our community partners, Whatcom County may fund aspects of the
services indicated below to enhance on-going recovery maintenance. Whatcom County struggles with multiple gaps in
aftercare and the early recovery phases of our services. Our residents with severe alcohol withdrawal or serious drug
addiction, much of which is complicated by co-occurring disorders, are frequently homeless. We need to examine ways
to transition people who make a commitment to recovery, and those who do not, to safe and stable housing. Housing
is essential for stabilizing people with SUDs.
Data from 2012 demonstrated that 48% of people leaving state funded inpatient treatment were homeless at the time
of their discharge. Consistent with those statistics, Whatcom County’s Point in Time (PIT) survey revealed that 21% of
the 553 respondents reported they were homeless as a result of their alcohol/drug use. The Whatcom Community
Detox survey revealed that 53% of the participants indicated they were currently homeless. The lack of housing looms
as a primary obstacle to residents continuing to move toward a successful recovery lifestyle. Specific attention should
be focused on chronically homeless people in need of recovery services and people with co-occurring disorders. The
County will partner with the North Sound BHO to provide services which ensure low rates of recidivism. The proposed
services include:
1) Recovery House (ASAM Level 3.1 - 60 or more days)
Whatcom County needs a facility which can provide extended care for recovering people leaving inpatient
treatment to a lower level of care. The goal of a recovery house is to provide a safe environment free of drug
and alcohol abuse while building skills needed to advance toward independent living. Many people may need a
combination of outpatient treatment and Recovery House services in order to maintain stability and reduce the
risk of relapse. Facility services should include relapse prevention, social skills, re-employment and vocational
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skills, life skills, and assistance with forming linkages to recovery support systems. We believe that a recovery
House with approximately 20-30 beds would provide a critical element to our continuum of care.
2) Recovery Care Coordinators (RCC)
A Recovery Care Coordinator supports people in early recovery by ensuring connections to community services.
The RCC provides services for people with difficulty in functioning (such as people with serious mental illness,
offenders coming out of the jail, people coming out of the hospital). The RCC’s work begins from the moment
of the request for services through various phases of treatment. The RCC will maintain contact years after the
person has entered into successful recovery to assist with possible relapse and other healthcare issues.
Locations where and high risk populations with whom the RCC’s might conduct business could include:








Addiction Stabilization Center
Jail (release)
Hospital
Pregnant &/or parenting population
Active Chronic Relapsing Person in IOP/OP
Heroin addicted population
People with serious mental illness

3) Housing with staff support
Whatcom County is in need of housing for people leaving inpatient treatment settings. Staff supported
permanent housing is essential for many individuals who suffer from the debilitating effects of long term SUD.
Staff support and monitor residents for continued recovery work, including: attendance during outpatient
treatment, development of social support, contact with family, and initiating employment or vocational
activities.
4) Clean & Sober housing
Whatcom County currently has several clean and sober houses which many residents believe could benefit
from structure and oversight. Historically, the primary focus of clean and sober housing has been limited to that
which had little structure for ongoing recovery. Services provided, and the soberness of the homes currently in
use, is inconsistent at best. The development of more units could function as permanent housing and fit nicely
into our “Housing First” model for people who are homeless. “Housing First” is based on the philosophy that
when people have their basic needs met, including housing, they can focus on improving their well-being.
5) Enhance capacity for MAT programming
Whatcom County currently experiences a lack of support and infrastructure for Suboxone and Methadone
treatment prescribers. It is important to continue providing support for physicians, and possible startup funds
to extend programming.
6) Training for Chemical Dependency Professionals & Mental Health Professionals
The dramatic changes in the provision of behavioral health care in addition to ever increasing needs of people
with substance use disorders and mental health issues requires that chemical dependency and mental health
professionals receive extensive, ongoing education to be effective. Development of regular trainings and
workshops focused on the educational needs of today’s behavioral health professional will not only enhance
the services provided in the community, but will serve to attract additional professionals that are needed to fill
current vacancies.
Our prosed new system of care should include Recovery Care Coordination for special populations, housing
with and without treatment, plus additional training for CDPs and enhanced Capacity to provide MAT services.
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F. New Proposed SUD System of Care:
The proposed new model of SUD services is depicted below with red highlights to indicate North Sound BHO supported
services and black to indicate possible County supported services. The innovative continuum of care model places an
array of vital services in the same location; including a Recovery Stabilization Facility (RSF) to house the Crisis Triage
Program and the Addiction Stabilization Center. It also includes two Intensive Inpatient and Long Term Residential
programs; one for people with serious mental illness and the other for people with few or no mental health issues. The
site includes a “Recovery House” for people transitioning to a lower level of care but who still require structured
support while re-engaging with community services. Lastly, the site includes a vast array of housing and other
community supports necessary for a person’s recovery from SUDs.

19

Conclusion:
While this new system would address the immediate and escalating needs of our residents with SUD, the new models
will also begin to reflect the future of integrated behavioral health care with primary care. Only by doing so, can we
step into the future of care in four years and address the still more complex patient who has medical concerns as well
as behavioral health issues. Studies show that relapse of behavioral health disorders is less likely and long term
recovery is enhanced when treated in conjunction with primary care.6,7 We leave the full discussion of this topic for
another day.
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CHronic Utilizer Alternative Response Team
(CHART)
Initial Evaluation
April 2016
What Is CHART?
Throughout Everett, many of our most vulnerable and marginalized
residents utilize services that span multiple systems including law
enforcement, the jail, the emergency departments, emergency medical
services (EMS), social service agencies, the courts, and homeless
shelters. Many of these individuals have overlapping legal, health,
mental health, and substance use issues that result in repeated,
expensive, and avoidable contact with the health care, emergency
medical services, crisis care, legal, and criminal justice systems.
CHART is a team of criminal justice, emergency response, social
service, and research partners who collaborate in an effort to reduce
the impact of chronic utilizers on those systems. By taking a
systematic approach, our goal is to create an individualized plan that
will have a positive and measurable impact on the use of those
resources without simply shifting costs from one partner organization
to another. The primary goal of CHART is to decrease the system
impacts associated with the disproportionate overlapping service
utilization by these individuals; however, we anticipate that our efforts
will also positively impact the lives of those identified for participation in
CHART.

Who Are on the CHART Teams?
CHART is organized into two teams: the leadership/identification
team and the social service team. The identification team consists of
representatives from Everett Police Department, Everett Fire
Department, Snohomish County Department of Human Services,
Snohomish County Jail, the Everett City Attorney’s Office, and
Providence Regional Medical Center Everett. The purpose of this team
is to identify those individuals who should be added to CHART and to
establish criteria for who should be prioritized for services. The social
service team has representatives from the above agencies and from
many agencies providing housing, substance abuse treatment or
mental health treatment. The identification team presents individuals to
the social service team, who collaborate to find an alternative, efficient,
and effective approach to address the underlying issues that lead to
chronic use of emergency response systems.
R FENN, PHD, LICSW
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How Are Individuals Identified for CHART?
Individuals are identified by members of the identification team based on the frequency and severity of the individual’s
contact with the various systems. First, an individual is identified by a one of the emergency response agencies on the
identification team. Second, the individual’s utilization of each of the respective systems is examined to determine the
impact across the entire criminal justice and emergency response systems. The team then decides together if an
individual should be added to the CHART program using the following criteria: in the prior six months, the individual
must have at least six contacts with the emergency response system and must have at least one contact with three of
the core agencies (police, jail, fire, courts, emergency room.)

What Happens When a Person Is Identified for Participation in CHART?
Identified individuals sign a release to have their case discussed at social service team meetings held every other
week. Each of the partner agencies commits resources to implementing the proposed plan (such as exceptional
booking, quashing of warrants, and transport to alternative locations other than jail/hospital when possible) and works
to keep the team updated of any changes. Because the focus of our efforts is on system cost-reduction and
efficiency, CHART individuals are not required to do anything to participate; however, the team seeks to collaborate
with the identified individuals when possible to accomplish goals that mutually benefit the affected systems and
improve the circumstances that led the individual’s use of system resources.

R FENN, PHD, LICSW
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How Does CHART Measure Success?
By comparing each individual CHART participant’s utilization of the criminal justice, crisis care, legal, and emergency
medical services systems prior to program participation and after participation in CHART, we will be able to
determine the impact the program has on the overall system. We will be successful if we are able to reduce the
frequency of contacts by participants with these respective systems. Participation in CHART will be measured from
point the core team determines an individual should be in CHART. The CHART individual will be on the “active”
CHART list for as much time as necessary but may be moved to an “inactive status” after a period of 60 days with no
or minimal contact with the affected systems. All CHART individuals will be tracked long term to measure success.

“We need alternatives to traditional policing. Everett Police Department is committed to
working with our community partners to help improve the outcomes for those in our city who
are most vulnerable while at the same time continuing our emphasis on public safety.”
~Deputy Chief
Everett Police Department

“By improving our response to the chronic utilizers who use a disproportionate amount of
our time and resources, we free those resources up for everyone else who needs our help.”
~Assistant Fire Chief of EMS
Everett Fire Department

“I’m back on my feet because people gave me a hand up. They hold me accountable but
they’re also helping me out.”
~CHART Participant

“The answer isn’t to call police to haul people out of our sight. We have to help people go in the
right direction or the cycle never ends.”
~Corrections Bureau Chief
Snohomish County Sheriff’s Office
R FENN, PHD, LICSW
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Evaluation of Program to Date
As of April 2016, there were six CHART participants who had been in the program at least six months allowing for a
comparison of their utilization of crisis services for their six months prior to program enrollment to their six months after their
initial CHART enrollment dates.
Criminal Justice Involvement
Contacts with Emergency Medical Services (EMS)
Between the six months pre-CHART enrollment and the
six months post-CHART enrollment, documented contacts
with Everett Fire Department EMS decreased 80.6% from
175 contacts to 34 contacts. Contacts with EMS from
other fire departments within Snohomish County
decreased 80.0% from 15 contacts to 3 contacts.
Overall, county-wide EMS contacts dropped from 190 in
the pre-CHART period to 37 in the post-CHART
enrollment period for total decrease of 80.5%.

EMS Contacts: Six Months Pre-CHART Enrollment vs.
Six Months Post-CHART Enrollment
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Arrests made of CHART participants by Everett Police
Department decreased 80.6% between the six months
pre-CHART enrollment and the six months post-CHART
enrollment from 31 arrests to 6. Arrests of CHART
participants by other law enforcement agencies in the
county decreased 60% from 5 to 2. Overall, county-wide
arrests of CHART participants dropped 77.8%.
Arrests: Six Months Pre-CHART Enrollment vs. Six
Months Post-CHART Enrollment
40
35
30
25
20
15
10
5
0

36
31

6

5

Everett Police Dept.
Arrests

Arrests by Other Police
Depts in Snohomish
County

6 Months Pre-CHART Enrollment

120

8
2
Total County-Wide
Arrests

6 Months Post-CHART Enrollment

100
80
60
40

15

20
0

37

34
3

Everett Fire Dept. EMS EMS Contacts with Other Total County-Wide EMS
Contacts
Fire Depts in Snohomish
Contacts
County
6 Months Pre-CHART Enrollment

6 Months Post CHART-Enrollment

The number of days spent in the Snohomish County Jail
for CHART participants decreased 92.0% from 538 in the
pre-CHART enrollment period to 43 in the six months
post-CHART enrollment. Additionally, the amount billed
to Everett Police Department for jail days for CHART
participants dropped from $28,356 to $6,300, a decrease
of 77.8%.
Number of Days in Snohomish County Jail: Six
Months Pre-CHART Enrollment vs. Six Months PostCHART Enrollment
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Contacts with Other Crisis Services
Referrals to the Snohomish County Triage Center, a center for crisis mental health issues, decreased 100% from 4 referrals
pre-CHART enrollment to zero referrals post-CHART enrollment.
While there were few documented stays at an area homeless shelter in the pre-CHART enrollment period, this number also
decreased from 3 documented stays to 1 in the post-CHART period.
Providence Regional Medical Center Everett
Emergency Department Visits:
Six Months Pre-CHART Enrollment vs. Six Months Post-CHART Enrollment
120

Between the six months pre-CHART
enrollment and the six months post-CHART
enrollment, visits to the emergency department
at Providence Regional Medical Center Everett
decreased 70.8% from 106 to 31.
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Charges to Providence Regional Medical
Center Everett associated with these
emergency department visits decreased by
72.5% ($143,450.14) from $197,797.30 to
$54,347.16 between the pre- and post-CHART
enrollment periods.

Members of the CHART Leadership Team
Anthony Aston
Corrections Bureau Chief, Snohomish County Sheriff’s Office
Michael Braley
North Administrative Sergeant, Everett Police Department
Kaitlyn Dowd
Embedded Social Worker, Everett Police Department
Robin Fenn
Research Manager, Snohomish County Department of Human
Services

Tim Key
Assistant Chief of EMS, Everett Fire Department
Mark StClair
Deputy Chief, Everett Police Department
Kim Williams
Chief Operating Officer, Providence Regional Medical Center
Everett
Julie Zarn
Regional Director, Emergency and Critical Care Services
Providence Regional Medical Center Everett

Hil Kaman
Assistant City Attorney, Everett City Prosecutor’s Office
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Technical Notes:
All analysis of data was conducted by the Research Division of the Snohomish County Human Services Department. Data for this report
were analyzed in April 2016.
For questions about data and analysis, contact Robin Fenn, Research Manager, Snohomish County Human Services Department at
Robin.Fenn@snoco.org.
Use of Emergency Medical Services (EMS): Participant identified data from all fire districts within Snohomish County who utilize the ESO
data system. All documented contacts were included. It is possible that EMS providers had contact with CHART participants that were not
documented in the ESO system.
Referrals to the Snohomish County Triage Center: Participant identified data from the Snohomish County Triage Center. All referrals to the
Snohomish County Triage Center were included regardless of disposition.
Use of Homeless Shelters: Participant data pulled from the Housing Management Information System.
Arrests: Participant identified data listed as “arrest” in Law Enforcement Record Management System (LERMS) through New World
System
Jail Days: Participant identified data related to jail bookings and number of days spent in jail as pulled from COTS and New World System
Billable Jail Days: The Snohomish County Jail provided participant data related to days spent in jail and agency billed. Amount billed was
calculated utilizing the following billing rates: for calendar year 2013: $65.94/day; for calendar year 2014, $66.63 per day; and for calendar
year 2015, $84.00 per day.
Providence Emergency Department Data: The number of visits to the emergency department and their resulting charges were provided by
Providence Medical Center of Everett.
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Proposed Snohomish County tax hike
would fund criminal justice
•

NOAH HAGLUND
DIANA HEFLEY
Tue Jul 19th, 2016 9:37pm
•

•

Jared Gans stepped out of the patrol car, hauling a suitcase to the curb. He grabbed a
quick smoke while Jesse Calliham, a social worker with Snohomish County, went inside
to buy him a bus ticket.
Gans hadn’t slept much during the week he was locked up at the Snohomish County
Jail. He was coming off heroin and methamphetamine. Detoxing in a jail cell isn’t for the
faint of heart.
Late last month, Snohomish County sheriff’s deputies and their embedded social
worker, Lauren Rainbow, found Gans, 29, asleep in a chair next to a bonfire at a
homeless camp off of Lowell-Snohomish River Road.
They made their pitch to the Everett man. They’d help him get clean if he was ready.
Gans was an easy sell, more amenable than most in the homeless camps, sheriff’s
deputy Adam Malaby said. He agreed to meet them the next day to get a chemical
dependency evaluation, the first stop before inpatient treatment in Spokane. Worried
he’d miss the meeting, Gans slept in the parking lot at the McDonald’s where deputies
planned to pick him up.
“This life of drugs is not going anywhere. I don’t want to go back, but I know it’ll be right
here waiting,” he said. “This opportunity may not come around again.”
Snohomish County Sheriff Ty Trenary has vowed to expand the embedded social
worker program if voters next month pass a 0.2 percent sales-tax increase earmarked
for law and justice. The plan, Trenary said, would be to hire four more social workers to
team up with deputies to help address the growing population of homeless drug addicts.
Ballots for the Aug. 2 election were mailed last week.
The biggest chunk of sales-tax money would go toward hiring 35 more deputies over
the next three years. That would come at a cost of about $6 million.
The sheriff’s office has about 260 commissioned deputies. A consultant last year
recommended adding 44 more patrol deputies for optimal staffing.
Some of the sales tax money would be used to permanently fund four deputy
prosecutors hired earlier this year, the sheriff said. About $2 million would be set aside
for drug and alcohol treatment beds. The new revenue also would pay to help operate a
transitional housing and social services center planned for the Carnegie Building near
the county jail.
Backers of Proposition 1, the Criminal Justice Sales and Use Tax, say the additional
revenue is needed to combat heroin addiction and homelessness. Yet, they
acknowledge they’re still working out the details.
“This is being formulated as we speak, which isn’t particularly satisfying to the public,
but that’s the truth of the matter,” County Executive Dave Somers said.

The new tax is expected to bring in about $25 million per year. The county would collect
60 percent, with the other 40 percent divvied up among the 20 cities in Snohomish
County, based on population.
Of the county’s portion, roughly a third would be used to sustain existing programs.
Without the new revenue, Somers said he would have to recommend 3 percent cuts for
all county departments — including the sheriff’s office. Trimming that much would be
impossible without layoffs.
“It’ll be pretty ugly if it doesn’t pass,” Somers said.
The executive said his administration has been doing its part to pare back expenses,
wherever possible. One his first big policy decisions as executive was to recommend
pulling the plug on a planned new courthouse. Somers favors renovation instead. While
that won’t fix many safety and maintenance problems with the nearly 50-year-old
structure, it’s expected to cost less than half as much as a new building.
Law and public safety functions already soak up 75 cents of every dollar in Snohomish
County’s operating budget. Other large Washington counties report a similar split.
That wasn’t always the case. In the early 1980s, about half of Snohomish County’s
discretionary spending went toward the justice system. Then the numbers started rising,
gradually at first, then more quickly. Since 2007, 97 percent of all new spending in the
county operating budget has supported law and justice system. Then the numbers
started rising, gradually at first, then more quickly.
Snohomish County Prosecuting Attorney Mark Roe argues that’s still not enough. That’s
why he supports the new sales tax.
“Another two pennies in your pocket won’t make you feel safer,” he said. “This will.
Better than feeling safer, you will be safer.”
The campaign for A Safer Snohomish County had received more than $500,000 in
donations and pledges. Most came from the Stillaguamish Tribe of Indians ($400,000)
and the Snohomish County Deputy Sheriff’s Association ($100,000). The Arlington
Police Officers Association chipped in $1,000. A dozen individual donations were almost
entirely from people working in county government, legal or police circles.
The tax could be a tough sell, if comments on the campaign’s Facebook page are any
indicator. There’s the usual anti-tax mood and skepticism about confronting social
issues with more police. Some complain about the lack of details for how the money
would be spent. Others said statewide reforms to the mental health system are more
pressing than boosting law enforcement numbers.
No opposing statement appears in voters’ pamphlets for the primary election. No one
stepped forward to write one after county elections officials sent a press release and
emails seeking people to argue the other side of the issue, county elections manager
Garth Fell said.
The local chapter of the National Alliance on Mental Illness likes the idea of putting
more social workers in the field along with efforts to divert people from jail into
therapeutic treatment.
“We obviously support the allocation of more funds and resources to help those that are
vulnerable in our community,” chapter president Keith Binkley said. “However, it is
critically important to follow the money and make sure it is achieving the desired intent
to truly make things better.”

When a proposal like this surfaces, he said, it’s important to monitor whether it’s
effectively dealing with what causes interactions with police.
There’s barely a hint of opposition among the county’s elected leaders.
Councilman Ken Klein cast the lone vote against the proposition this spring when his
colleagues decided to put it on the ballot. Klein says he isn’t against the concept, but
wants more accountability about how the money is spent.
“I want to ensure that the resources are going to the issues of the day, which are
chemical dependency and mental health,” he said.
Support for the tax hike is coming from unexpected places.
Kathleen Kyle is the director of the Snohomish County Public Defender Association.
The nonprofit contracts with the county to provide lawyers to represent indigent clients.
She is hopeful that additional funding will mean more opportunities for such things as
crisis intervention training, or even just more time on the street for cops to assess a
person’s situation, instead of hauling him off to jail.
“If they were saying they were going to do business as usual, I would be concerned,”
Kyle said. “They’re not saying that.”
The tax is being billed as a way to tackle heroin addiction and homelessness. It will put
more police on the street, but the goal is to find alternatives to incarceration, Trenary
said.
“I’m not suggesting we are going to arrest our way out it,” the sheriff said. “Who gets the
calls to intervene though? Somebody has to do the intervention.”
He pointed to reforms he oversaw at the jail, including booking restrictions that changed
how the facility is used. Trenary doesn’t expect adding more deputies will affect how
he’s running the jail.
“We’re coming up on three years of walking the talk,” he said. “This is not a ‘Hey give us
more money so we can go back to the way we used to do it.’ We need additional
options.”
His office launched its embedded social worker program last summer. So far, the team
has arranged detox for 63 people and secured treatment for 54. Of those, 30 have
graduated their programs. They’ve helped 39 people obtain their state identification
cards and another 30 were signed up for insurance. They’ve also helped secure
housing for 43 people who’d been living in homeless camps.
Trenary and others acknowledge that there isn’t a single solution to tackle these
complicated problems.
The sales tax would generate about $10 million for new criminal justice programs. That
would leave lots of unmet needs. Various county departments have made $13 million
worth of requests for that money.
The sheriff’s office would be first in line.
Trenary wants to bring on a mixture of veterans from other agencies along with new
hires. That won’t come cheap. Snohomish County deputies earn an average yearly
salary of more than $70,000. Their bosses typically earn nearly $115,000. Benefits,
vehicles and equipment come on top of that.
For Roe’s money, uniformed officers are the best deterrent to burglaries and other
property crimes. Like the sheriff, he sees deputies as the most likely first point of contact
with offenders who might be looking to confront their addiction or mental illness.
He doesn’t believe adding deputies would swamp the courts with more cases.

“I think this is sticking our foot in the revolving door and taking somebody by the arm
and taking them to a different door,” he said. Roe called prison “an expensive way not to
treat people.”
While the messaging has been clear, the details of the proposal have sometimes been
muddled.
Roe was surprised when County Councilman Brian Sullivan sent out a press release
that suggested seven new deputy prosecutors would be hired.
Trenary later explained: The new revenue would help Roe’s office retain four
prosecutors hired this year. It would allow the prosecutor to hire three more attorneys in
the next few years.
Roe said he’d like to use the money to restart a diversion program that was cut during
the recession. He’d also like to hire an advocate to help crime victims collect on
restitution owed by defendants. Those programs, he said, wouldn’t directly address the
heroin problem.
The county already collects a dedicated sales tax for drug and mental health treatment.
The County Council approved the 0.1 percent tax in 2008 and revenue started coming
in the following year. For 2016, it’s paying for about $17.5 million in programs. Some of
the biggest uses are human services programs for housing and treatment, but it’s also
supporting court diversion programs and health-care needs at the jail.
An advisory board makes recommendations to the executive and council about how to
spend those mental-health dollars. There’s no specific requirement for such an advisory
board to guide spending the criminal-justice sales tax, though there have been
discussions about creating one. Without it, the County Council and city councils would
have more leeway.
There’s no shortage of work out on the streets, Calliham and Rainbow said.
The two social workers are based out of the sheriff’s Office of Neighborhoods in the
south precinct in Mill Creek. They carry about a 40-client caseload and are in contact off
and on with about 100 other people.
They both worked to find Gans a spot at a treatment center.
The Everett High School graduate was in his late teens when he started drinking
heavily, before swapping alcohol for heroin. For three years he held down a job while he
was using. He eventually lost any control of his addiction.
While Calliham and Rainbow were hustling to take advantage of his willingness to get
help, Gans crossed paths with Everett police officers. They booked him for
misdemeanor warrants after they found him slumped in a car near the hospital. He
couldn’t get a call in to Malaby before he was taken away.
Word of his arrest reached the team when they went looking for him in the camp. They
visited him in jail and attended his court hearing. The judge agreed to release Gans to
Malaby. The next day, the deputy and Calliham picked Gans up at jail, got him breakfast
and drove him to the transit center.
The duo watched Gans board the bus. Before he’s released next month, they’ll make
plans for housing and outpatient treatment. Some of their most intensive work begins
once the client leaves a treatment center. Recovering addicts often need help with dayto-day living until they find their footing.

Gans climbed onto the bus, looked back and waved at the cop and social worker he’d
met just a week ago. Malaby and Calliham got back in the patrol car. Their day was just
getting started.
Noah Haglund: 425-339-3465; nhaglund@heraldnet.com. Twitter: @NWhaglund.
About the tax
The tax would take effect countywide on Jan. 1. It would add 2 cents to a $10 purchase.
The cities of Mill Creek and Monroe already impose a 0.1 sales tax for criminal justice.
People there would see their the same 0.2 percent increase if the county initiative
passes.
Taxpayers in Marysville have a city criminal justice sales tax of 0.1 percent to consider
on the Aug. 2 ballot in addition to the county tax. The city hopes to collect an extra
$750,000 for police services.
Mill Creek’s 9.9 percent sales-tax rate is the highest in the state. Right behind it are the
cities of Edmonds, Mukilteo, Lynnwood, Mountlake Terrace, Brier and the Snohomish
County part of Bothell, which pay 9.8 cents per dollar.
Local voters are due to receive another sales-tax request on the November ballot, with
the Sound Transit 3 proposal that would bring light rail to Everett and other parts of the
region over the next two-plus decades. It includes a 0.5 percent increase in the sales
tax along with higher property taxes and car-tab fees.

