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INTRODUCTION
This Strategic Plan for 
Behavioral Health System 
Improvements (Strategic 
Plan) does five things. 

1. Summarizes the current 
continuum of care.

2. Discusses recent 
improvements in that care.

3. Identifies remaining gaps.

4. Presents a new model to 
transform that care by 
aligning the incentives of 
local providers with the 
major source of behavioral 
health funding and 
creates a local governance 
structure.

5. Addresses how additional 
funding from the County 
could be deployed in 
coordination with the 
new model to achieve 
measurable, system-wide 
transformation.   

The Regional System of Care Committee (RSCC) prepared this plan. 
The RSCC was created by the Integration and Oversight Board (IOB) 
in the fall of 2019 to prepare a plan that envisioned the delivery of 
integrated patient health working closely with social determinants 
to transform population health outcomes. RSCC members are drawn 
from the mental health, substance use disorder recovery, physical 
health, government, and payer communities. By Resolution 2020-
20, the Pierce County Council asked the RSCC to prepare a plan and 
report to the Council by October 2020 as it considers whether to raise 
additional funds for behavioral health. 

Transforming the care for our citizens with behavioral health 
conditions has long been a priority of every level of government. 
The enormous personal, social and economic costs of untreated 
behavioral health conditions are well documented. Washington state 
has a higher prevalence of serious mental illness (SMI) compared to 
the nation as a whole. For example, 5.3% of all adults in Washington 
State have an SMI compared to 4.6% nationally. According to the 
2019 Pierce County Needs Assessment, Pierce County’s SMI rate was 
24% higher than the state average. 

From 2013-2017, the rate of drug overdose deaths in Pierce County 
was 16.2 per 100,000 people, higher than the state average of 14.3. 
As of 2018, Pierce County also has a higher suicide rate at 18.14 per 
100,000 people while the state average is 16.17.

These numbers illustrate what so many patients and their 
families know from their first-hand experiences of trying to access 
appropriate care for their loved ones in Pierce County: the current 
system of care does not provide timely and appropriate treatment to 
most who try to access behavioral health services.  And COVID-19 has 
only increased the urgency to transform that system as demand for 
services intensifies and government budgets come under enormous 
pressure to cut services.   

As the region rethinks how to better deliver effective care, the 
SAMHSA model offers a guide to a well-functioning system: “a 
continuum of effective treatment and support services that span 
healthcare, employment, housing and educational sectors [and 
include] a modern addictions and mental health service system 
[which] is accountable, organized, controls costs and improves 
quality, [while being] accessible, equitable, and effective.”

A serious mental illness 
is defined by SAMHSA as 
“a diagnosable mental, 
behavioral, or emotional 
disorder that an adult 
has experienced in 
the past year... that 
substantially interferes 
with or limits at least 
one major life activity.”
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Structural Challenges with the 
Existing System
 
The existing system of care in this and other regions suffers 
from profound structural challenges. Additional funding is 
certainly needed, but it will not fix the conflicting incentives 
and lack of coordination that perpetuate the siloed delivery 
of services. For example, because of poor communication 
among providers and payers, patients experience long 
delays in getting appropriate crisis, inpatient and outpatient 
services. 

The system also lacks a rational funding structure. 
Temporary funding of promising behavioral health initiatives 
runs out because providers and payers who may benefit 
are not incentivized to invest in them. It is beyond dispute 
that addressing social determinants, such as housing 
and employment, contribute directly to improved patient 
outcomes, while reducing repeated and expensive hospital 
emergency department (ED) visits and inpatient care. 
And yet, there is no framework to incentivize savings by 
guaranteeing that at least a portion of the savings will be 
re-invested locally in social determinants, such as respite 
and supportive housing, to improve health care outcomes 
for more patients. The gaps in the care continuum discussed 
below will demonstrate that a new source of revenue 
would plug some the important gaps, but not come close 
to sustaining existing, successful programs, and certainly 
would not fund the increased capacity to meet the needs of 
the second largest county in the state.  

We turn to a summary of available services in the region, 
gaps in those services, important improvements following 
the 2016 HSRI report, and then the presentation of a new 
model based on the successful Medicare ACO architecture 
that has the potential to transform the region’s system 
of care to be “accountable, organized, control costs, and 
improve quality [while being] accessible, equitable, and 
effective.”

CURRENT
SYSTEM OF CARE

In 2016, the Pierce County Council 
engaged the Human Services 
Research Institute (HSRI) to help 
identify the essential elements of 
a “good and modern” behavioral 
health system and identify the then 
existing gaps. Our discussion of the 
region’s services, and service gaps, 
is organized according to those 
elements:  Community Education; 
Prevention and Early Intervention; 
Outpatient Treatment; Community-
based Services; Crisis and Inpatient 
Services; Services for Justice-
involved Populations. 

Evaluating 
the Regional 
Behavioral 
Health 
System    
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Community Education
Educating the community about the prevalence of 
behavioral health disorders and treatment options 
is an important component to an effective system of 
care. Community education aimed at eliminating the 
stigma of mental health and substance use disorders 
can help normalize the struggle and make it safe 
for patients and loved ones to ask questions, find 
answers and connect with treatment.

Prevention and Early Intervention: 
Prevention and early intervention improve patient 
health outcomes and save the system the costs of 
more expensive, intensive care. Children with genetic 
and social risk factors and those having multiple 
adverse childhood experiences may be predisposed 
to a variety of health problems, including mental 
health problems and substance misuse. Evidence 
shows that screening and early intervention can help 
build resilience, avoid behavioral health problems 
altogether or prevent existing conditions from 
worsening.

Outpatient Treatment: 
Treatment provided in Outpatient care is relatively 
low cost and helps patients learn to cope with 
stressors and manage their mental health. These 
services can include individual counseling, group 
therapy, medical consultations, and psychiatry

Community Based Services (or Community 
Behavioral Health Services): 
According to the HSRI report, community 
behavioral health services are those “that address 
the social determinants of health (e.g., housing, 
employment, social inclusion) in addition to a range 

of clinical services delivered in the least restrictive 
environment.” Community Behavioral Health Clinics 
offer multidisciplinary treatment that is focused on 
those with serious and/or complex needs. These 
services may be offered in a clinic setting or in a 
person’s home.

Crisis and Inpatient Services: 
Crisis response services are a vital part of any 
behavioral health service system. A well-designed 
crisis response system can provide backup to 
community providers, perform outreach by 
connecting first-time users to appropriate services 
and improve community relations by providing 
reassurance that the person’s needs are met in a 
behavioral health crisis. These services include 
crisis lines, walk-in services, mobile crisis teams, 
respite care and residential services, as well as crisis 
stabilization units.

Services for Justice-involved Populations: 
Issues related to behavioral health conditions are 
a key driver for many individuals’ interactions with 
the criminal justice system. Sadly, the United States 
has effectively turned its corrections system into 
behavioral health systems. Fifty percent of inmates in 
prisons and over 65% of those in jails have substance 
use disorders, and 20% to 30% have serious mental 
illness1. Addressing behavioral health conditions as 
individuals interact with the criminal justice system 
may be the most critical area for action. Services 
to address the behavioral health needs for people 
involved in the criminal justice system improves their 
health and life outcomes and reduces recidivism and 
criminal justice system costs. 
 1 https://crisisnow.com/about-crisis-now/

Community
Education

Prevention
and Early

Intervention

Outpatient
Treatment

Community-
Based

Services 

Crisis 
Inpatient
Services

Services for 
Justice Involved 

Populations
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Community Education1
Pierce County has a number of community education 
programs which try to normalize behavioral health 
treatment and educate the broader population about 
the causes of and treatment options available for 
behavioral health disorders. 

For instance, the Prevent-Avert-Respond (PAR) 
initiative was a 3-year grant funded prevention 
initiative aimed at reducing “mental health crises in 
Pierce County through a full population approach to 
prevention.” The PAR initiative implemented various 
community education and prevention programs 
including providing free Mental Health First Aid 
(MHFA) training to help individuals better identify, 
support and advocate for those in their community 
struggling with a mental health disorder. Over 6,500 
received the PAR training. The PAR initiative ended in 
July 2019 due to lack of funding and since then the 
Tacoma-Pierce County Health Department (TPCHD) 
has been offering free MHFA trainings which will end 

soon due to lack of funding. In addition to MHFA 
training, the PAR initiative implemented behavioral 
health screening in various CHI Franciscan WIC clinics 
and implemented the Zero Suicide Initiative at CHI 
Franciscan Health. Further funding would be needed 
to scale and spread these programs county-wide.  

According to the 2018 Healthy Youth Survey, Pierce 
County youth reported receiving less education 
about suicide than the state average and 1 in 5 sixth 
graders in Pierce County “seriously considered” 
suicide in the last year. Talk Saves Lives, an initiative 
of the American Foundation for Suicide Prevention, 
is a standardized education program that provides 
participants with a clear understanding of suicide, the 
research on prevention and what they can do in their 
communities to save lives. Talk Saves Lives has been 
used in school-based initiatives around the county, 
but funding is often too limited to implement any full-
scale education program.

Using the HSRI six elements of a strong behavioral health system, here is a summary of the region’s system of 
care, including many improvements since 2016, and the remaining care gaps. See Appendix A for a more com-
prehensive list of care providers and resources.

Existing Resources
and Gaps in Pierce County
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Prevention and Early Intervention2
Effective prevention and early intervention services significantly reduce adolescent and adult serious mental illness. Pierce County 
has several promising programs for youth and adults that are demonstrating significant cost savings when compared to the high cost 
of crisis services. But as with community education initiatives, sustainable funding options are less than clear, and little prospect of 
scaling successful programs exists. For a list of some of these programs see Appendix A.

Infant / Early Childhood Mental Health (IECMH) 
The Early Intervention system is a set of services available through Pierce County Human Services (PCHS) to families with 
children under the age of three who are experiencing a developmental delay. Pierce County and the Early Intervention 
provider community have been leaders in WA State embedding Infant / Early Childhood Mental Health (IECMH) into the 
Early Intervention system which focuses on building early and secure attachments between caregivers and children to 
help regulate stress, build early life resilience and reduce the impact of adverse childhood experience (ACE’s). Children can 
now qualify for Early Intervention Programs based solely on social-emotional needs, which has dramatically increased the 
availability of mental health support to children and families early in life. Because of funding limitations this program cannot 
meet the significant need. Over 1500 children with mental health crises came to the Mary Bridge emergency department in 
2019— a 400% increase in just three years. 

WISe Teams for non-Medicaid Youth
WISe (Wraparound with Intensive Services) is an evidence-based crisis prevention program focused on SMI youth. It uses 
a team approach to provide comprehensive behavioral health services and supports to individuals up to 21 years of age 
with complex behavioral health needs and their families.  The goal of WISe is for youth to live and thrive in their homes and 
communities and reduce costly and disruptive out-of-home placements in hospitals and residential treatment facilities. Little 
to no capacity currently exists for non-Medicaid youth. 

Bi-directional Clinical Integration 
Elevate Health, through the Whole Person Care Collaborative, contracted with the University of Washington AIMS (Advancing 
Integrated Mental Health Solutions) Center to support strong partnerships between physical and behavioral health providers. 
The Bridge of Hope is one such partnership between HopeSparks and Pediatrics Northwest. This program is the first pediatric 
collaborative care model in the nation to create truly bi-directional integrated care. And though this model has resulted in 
cost-savings for the region, there are no resources to implement it in any other practice settings within Pierce County.

School-based Prevention
Other than primary care clinics, schools are the best place to reach kids and teens with prevention initiatives. Many 
partnerships between school districts and community behavioral health agencies exist but the care coordination is unfunded 
and only Medicaid youth receive this care. Few schools in rural Pierce County have mental health partnerships and the school 
counselors and family support workers who attempt to connect families with services often lack the time and knowledge of 
the treatment system to be successful. Funding health care professionals for under served, especially rural, school districts to 
provide counseling and care coordination would prevent more serious behavioral illness.

Siloed Efforts 
Though prevention is a key feature in reducing behavioral health disorders, there is little coordination, no discernible 
methodology to track and assess the effectiveness of prevention methodologies, and no coordinating body to direct funding 
to successful programs.

7



Outpatient Treatment 3

System Barriers
Prior to Pierce County’s 2019 transition to Integrated Managed Care, Optum Behavioral Health was the central 
coordinating agency which managed Medicaid and some state funded behavioral health services for the region. 
With Optum gone, there is no central entity to track referrals, identify capacity gaps, coordinate improvements in 
outpatient services, and make funding decisions. 

According to countyhealthrankings.org, Pierce County has a behavioral health provider to population ratio 
of 1: 220. The 2018 Behavioral Risk Factor Surveillance System (BRFSS) reported that approximately 20% of 
Washington State residents have some form of mental illness. Based on 2020 population estimates, this works out 
to a relatively healthy ratio of 1 provider for every 44 persons with a mental illness. Yet despite these estimates, 
stakeholders and community members report continued payer barriers to accessing this treatment.

Payer Barriers
Though Pierce County has many outpatient providers, access can be significantly limited by restrictions payers put 
on covered services. For instance, there are very few outpatient Medicare providers, especially compared to Medicaid, 
and Medicare doesn’t pay for any SUD services. Private payers don’t cover innovative treatments like First Episode 
Psychosis or Certified Peer Support, nor do they pay for vital crisis services, including involuntary inpatient treatment 
discussed in greater detail below.

In Pierce County, veterans and their families make up approximately 13% of the population, many of whom are 
covered by TriCare. However, TriCare rules and the lack of providers who accept TriCare, result in long delays and 
denial of services. In 2019, with financial assistance from the County, Cohen Veteran’s Network in partnership with 
Valley Cities, opened a clinic in Lakewood to provide “high-quality mental healthcare services accessible to all 
post-9/11 veterans [and] their families…” regardless of their ability to pay. This service has been so successful that 
within one year of opening, they have higher than expected demands on their services and need funding to meet the 
demand.  
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Wraparound Services 4

Community Behavioral Health Clinics (CBHC) address a range of clinical services delivered in the least restrictive environment 
and offer social determinants supports (e.g., housing, employment, social inclusion). Most CBHCs operate a multidisciplinary 
team which provides these services in the community and, if funding allows, in a client’s home to bridge the gap between 
traditional outpatient treatment and more intensive inpatient treatment. For a list of services see Appendix A.

MCIRT
MCIRT was established by the County in 2017 and is one such multidisciplinary mobile outreach team. It is comprised of 
mental health professionals, peer advocates, registered nurses and psychiatric ARNPs who provide support to divert high 
utilizers of emergency and law enforcement services into more appropriate care. In 2019, MCIRT served 409 unique indi-
viduals with roughly 85% of those referred by police and EMS. One of the reasons for MCIRT’s success is the flexibility of the 
County’s funding which allows it to engage in outreach services in clients’ homes.  However, there is insufficient funding to 
provide MCIRT to the entire county.   

Services for specialized populations
Pierce County providers operate ten multidisciplinary teams serving specific populations such as those with psychotic disorders, 
high utilizers of EDs or those released from jail. Despite the variety and number of these teams, inadequate funding and coordination 
limit their effectiveness. For example, only one serves individuals covered by Medicare, though the need is far greater. None of these 
teams have funding to serve the developmentally disabled population who often have co-occurring, though undiagnosed, behavioral 
health needs and stay longer than necessary in hospitals because of the lack of adequate community-based care.

Long-term services 
A related gap in care is that most community behavioral health services are short-term in duration, yet many patients need 
long term community behavioral health services. Those that are long-term, such as PACT (Program for Assertive Community 
Treatment), are limited to specific populations such as those with a primary diagnosis of a psychotic disorder. Without long-
term services, when services end, individuals decompensate, lose their housing, and over-utilize other care systems, such as 
hospital EDs. Pierce County needs more flexible PACT-like teams to fill this gap.

Flexible Funding
These multidisciplinary teams have the potential to fill gaps in other forms of service because they offer flexible access, a wide range 
of other health supports and can be provided at lower cost than higher acuity services the patient may not need. However, standing 
up such programs requires the coordination of multiple agencies and flexible funding sources, which do not exist in Pierce County

Less Restrictive Alternative (LRA) 
An LRA is a form of outpatient treatment for individuals released from an involuntary treatment facility with conditions that 
include engaging in treatment monitored by a designated crisis responder (DCR) and approved by a court commissioner. In 
principle, an LRA is an effective tool to manage high-needs patients in the least restrictive way possible. However, due largely 
to inadequate funding, many of these patients do not get the structured care they need, decompensate, over-utilize hospital 
EDs, jails and other high-cost systems, and end up back in an involuntary treatment facility, only to repeat the cycle. Focused 
funding on this gap to rebuild LRAs using the teams described above would save significant costs in other systems. 

Flexible Funding
AOT is an outpatient program being piloted in Pierce County akin to an LRA but designed as an intervention prior to a patient 
needing to be involuntarily committed to a psych facility. It is successfully used in 46 other states, keeping SMI patients out of 
hospitals and jails. Patients who need structure and accountability are provided intensive services and appear before a judge 
every other week to review compliance. Patients have responded well. Though clients are engaged prior to a formal ITA, the 
statute requires that a DCR approve AOT services which, because of the over-utilization of DCRs (described below), creates a 
barrier to access. Funding for a dedicated DCR would enhance the utilization of the program.   
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Crisis and Inpatient Treatment5

Crisis and inpatient behavioral health services are the safety net for the most vulnerable and seriously ill. They are funded 
through Beacon with Medicaid and state general funds. These services are also some of the most expensive. For a complete list 
of services see Appendix A.

Inpatient Services
In the last few years, the region has invested in short-term (up to 90 days) inpatient crisis services. Pierce County now has four 
16-bed evaluation and treatment (E&T) facilities offering acute treatment almost exclusively for those detained under the 
Involuntary Treatment Act (ITA) for a mental health condition. Voluntary inpatient options for stays of up to 14 days include 
the 16-bed Recovery Response Center (RRC) in Fife, and the 16-bed Crisis Recovery Center (CRC) in Parkland being built under 
the leadership of the County. The RRC and CRC are based on the Crisis Now model  in which first responders bring individuals 
in a behavioral health crisis to a clinic which takes all comers to allow first responders, usually in less than five minutes, to 
return to service and to prevent warehousing patients in EDs and jails.  State funding for the RRC and CRC may need to be 
supplemented depending on the state budget.

When fully operational, Wellfound Behavioral Health Hospital will offer 120 inpatient beds, bringing the region close to 39 beds 
per 100,000 people, more than almost any other region in the state. However, because of a lack of local coordination, even 
with the additional Wellfound beds, Pierce County is still missing key categories of inpatient care, particularly for those who are 
medically unstable, have dementia or developmental disabilities, live with traumatic brain injuries, or due to a history of violence 
cannot be in a group care setting such as the Crisis Recovery Center or a residential treatment facility (see Appendix A).  

Mobile Outreach Crisis Team (MOCT) 
The Mobile Outreach Crisis Team (MOCT), has increased to over 30 employees, 21 of which are DCRs with exclusive authority 
to detain for involuntary treatment. Yet even with these additional personnel, as community need continues to grow, so do 
response times for MOCT. 

Co-Responders
Beginning in 2017, the County launched its co-responder program. The Pierce County Sheriff’s Department operates the 
program where DCRs employed by MOCT work closely with deputies to respond to suspected behavioral health calls and divert 
individuals from being taken to jail or the ED. From 2019 to present, co-responders have diverted 669 individuals away from the 
criminal justice system.  Five of the six co-responders are funded by grants that will likely end in the next few years. The Tacoma 
and Lakewood Police Departments have similar programs.  

Over-reliance on the Crisis System
Crisis system utilization is often a proxy for determining the capacity of the entire system. Pierce County relies too heavily on 
crisis services. The rate of ITA requests from the community has increased from 247/month in July 2019 to 285/month July 
2020. The number of involuntary placements also increased from 90 to 142. Currently, Pierce County has no residential respite 
services for complex populations which would both act as a diversion from these crisis services and reduce recidivism when 
used as a step-down after hospitalization.

Western State Hospital
For most patients who need involuntary inpatient care in E&Ts and psychiatric hospitals, their stays are relatively brief and 
need “step-down” residential options with intensive supports. This is a particularly urgent need in the mid-term as the 
demand for beds in long-term treatment facilities increases, due, in part, to Western State Hospital’s (WSH) plan to close most 
of its long-term civil beds. Pierce County utilizes 84 beds at any one time at WSH and will need to replace most of those beds.
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Justice-Involved Services 6

Coordinated behavioral health services for the justice-involved has been a long-standing Pierce County priority. Many who 
are arrested and charged are well-known to both the criminal justice and behavioral healthcare communities. They are in 
and out of jail, inpatient facilities, and hospital EDs, rarely getting the long-term treatment they need, and driving up the 
costs in each of these systems. Since the HSRI report in 2016, the County has based its diversion program on the SAMHSA 
GAINS Center’s Sequential Intercept Model (SIM). The SIM framework uses six separate criminal justice intercepts:

Trueblood Programs
Much of Pierce County’s innovative work in this arena has been funded by contempt and settlement fines of a class-action 
lawsuit, Trueblood v DSHS, which “[challenged] unconstitutional delays in competency evaluation and restoration services.” 
Services offered through Trueblood are:

• In-jail assessments for diversion 
• Referrals to out-of-custody mental health and SUD treatment 
• Release and re-entry planning  
• Housing navigation and subsidies 
• Forensic Projects for Assistance in Transition from Homelessness (PATH) 
• Forensic Housing and Recovery through Peer Services (HARPS) 
• Enhanced mobile crisis team through MOCT 
• Pierce County Co-responders  

The Trueblood funds limit services to a narrow class of those who have waited in jail for competency evaluation or 
restoration services. And because these programs are funded by contempt and settlement fines, funding will likely end 
in 2021.  Additional funding would permit expansion to a greater number of justice-involved and sustain programming 
beyond 2021. 

Other Pierce County Programs
In addition to Trueblood, Pierce County offers other justice-involved diversionary behavioral health services, including 
medication management and group therapy for those with a substance use disorder incarcerated in the Pierce County 
Jail. There are also five, dedicated therapeutic courts addressing justice-involved with behavioral health issues. For a list 
of services for the justice-involved see Appendix A.  
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Additional Needs in Pierce County 7
In addition to the resources and gaps outlined above, Pierce County has other relevant supports, and gaps, for those 
accessing behavioral health treatment.

Housing and Support Services
Supportive housing is a significant unmet need. Lack of stable housing for individuals with behavioral health disorders 
hinders their ability to fully engage in treatment, reduces their chances of success, and all but guarantees the over-
utilization of higher-cost services, such as hospital EDs.  

According to the 2020 Point in Time Count, 1,897 people were homeless in Pierce County, 48% of whom reported a 
behavioral health disability of some kind. Pierce County has over 3000 homeless beds including 1020 supportive housing 
beds for those whose behavioral health disorders require extra support to help them maintain housing. These beds are 
utilized at a rate of 90% or more. These numbers do not account for those coming out of higher levels of treatment such as 
E&Ts, residential treatment facilities, or other long-term treatment facilities. See Appendix A for definitions of bed types.  
Not only does Pierce County lack housing stock, but many programs providing housing subsidies are too restrictive to 
meet the entire need. For instance, in addition to subsidizing rent payments, programs could include application fees, 
security deposits and utility assistance which are all significant barriers both to obtaining and sustaining housing. Another 
significant need is a program focused on those with co-occurring (mental health and SUD) disorders.

In short, Pierce County’s need for housing outstrips supply and additional investments from existing funding sources 
are unlikely to meet demand. The ACO model, discussed below, would create a major new funding source for supportive 
housing investment. 

Access to Services
Though touched on earlier in this report, a major need in Pierce County is a system change in the manner patients, or their 
families, gain access to needed behavioral health services. Because Pierce County has no entity acting as a “universal front 
door,” patients must navigate an often complicated and confusing system to find services which meet their needs. Efforts 
are under way to create this community-wide care coordination and referral system built on the Pathways model utilized by 
Elevate Health. In this model each client’s care is managed and tracked by a Community Health Care Worker (CHW) using a 
specific technology platform. Funding is needed to hire adequate CHWs and support the use of this technology county-wide.

Workforce Development
Pierce County has a significant behavioral health workforce shortage. Community-based behavioral health providers 
particularly have difficulty attracting and retaining well-qualified therapists and mental health professionals. One major 
cause is competition with hospitals and major health systems able to pay their employees higher wages than community 
organizations. Pierce County must develop a larger workforce by supporting high school to career, 
graduate medical education and technical programs. 
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Community Education
• Lack of funding to continue the PAR Initiative and 

with it, Mental Health First Aid training.
• Lack of funding for a full-scale suicide prevention 

program – Talk Saves Lives.
• A means of tracking the effectiveness of 

community education initiatives.

Prevention and Early Intervention
• No central body to scale and spread successful 

prevention programs. 
• Lack of school-based prevention services for non-

Medicaid population.
• No intensive youth services for non-Medicaid 

population.
• Inadequate number of integrated physical/

behavioral health services.
• Lack of funding to expand and support the 

HopeSparks/PedsNW model with other providers. 

Outpatient Services
• No central entity to track referrals, identify 

capacity gaps or coordinate system 
improvements.

• Limited access due to payer limits.  
• Lack of treatment options for Medicare 

population.
• No Medicare coverage for SUD treatment.

Community Behavioral Health Services 
• Multidisciplinary teams need flexible payment 

structures allowing providers to bill for services 
such as outreach and transportation as MCIRT 
does.

• Need flexible PACT-like teams available to a wider 
population.

• Too few “step-down services” such as partial 
hospitalization, intensive outpatient treatment 
and day programs for those stabilizing from a 
crisis.

• Few long-term intensive community behavioral 
health services. 

• No funding for services to support LRA 
compliance.

Crisis and Inpatient Services
• Lack of inpatient treatment beds for 

those who are medically unstable, have 
dementia or developmental disabilities, 
live with traumatic brain injuries, or have 
a history of violence

• Lack of services for those with co-
occurring disorders 

• No sobering center in Pierce County
• Lack of sustainable funding for Pierce 

County Co-responders
• Too few “step-down” residential options  

Services for the Justice-involved
• Lack of sustained funding for Trueblood 

diversion programs 
• Lack of Trueblood funding for justice-

involved individuals in need of services 
beyond the narrow class 

Additional Needs in Pierce County 
Housing and Housing Support Services
• Supportive and affordable housing
• Funding for non-rental payment housing 

costs
• Housing services for the co-occurring 

population 

Access to Care
• No central access point (“universal front 

door”) for behavioral health services
• No way to track referrals throughout the 

county
• Access is limited by payer and insurance 

coverage 

Workforce Development
• Community-based providers have 

difficulty retaining a well-qualified 
workforce due to competition with larger 
health systems.

The following is a summary of the gaps the RSCC has identified by category:

Summary of Gaps
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Outcomes Indicative of System Change
The RSCC identified the following key system outcomes. These outcomes are measurable and are key proxies to gauge 
the performance of the overall system of care and the efficacy of new funding:   

Suicide Rates 

Emergency Department Utilization Rates   

Inpatient Recidivism/Readmission Rates: Hospitals, psychiatric hospitals, Evaluation and Treatment Facilities.

Jail utilization  

Youth Emergency Department Admission Rates (from Mary Bridge) 

 

1

2

3

4

5

6 Behavioral health referrals received by 2-1-1 in coordination with Family Resource navigators, including the 
presenting behavioral health symptoms and care needs  

Principles to Guide 
Allocation of New Revenue 

Investments should be evidence-
based and advance desired system 
change not supported by the current 
payment structures.

Investments should maximize leveraging of 
other community resources and align with 
the proposed Pierce County ACO Pilot and the 
Data Strategy Collective (discussed below). 

The most vulnerable populations 
should be priority. 

Spending and outcomes should be 
tracked and reported transparently.

Investments should balance the need for 
immediate service delivery with the need for 
increased investments in prevention.

Prioritize existing programs that do not have 
sustainable funding sources.

Focus on improvements best suited to 
the regional level (as opposed to those 
that require state- or federal-level in-
vestments for meaningful change).

The gaps in the regional continuum of care cannot possibly be filled by additional County revenue alone. 
Structural change which pushes funding decision-making and control to a regional-level governance body 
is key to long term success.  

It is impossible to overstate the importance of funding only those programs that 

are likely to achieve measurable outcomes, have no other funding source, and will 

reduce the demand on more expensive crisis services.   

The state is replete with examples of jurisdictions which have raised new revenue to fund behavioral health 
services and have little to show for it either because outcomes are not tracked, or because funding has 
been spread so thinly without a strategic purpose. To help focus decision-making, the RSCC recommends 
that the following principles guide the Council:     

“

”
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To summarize, the County has made encouraging progress to fill system of care 
gaps identified by the HSRI report in 2016. But much more needs to be done. 
Because the system of care is uncoordinated, over-dependent on the crisis system, 
and often fails to connect individuals with appropriate treatment, timely and cost-
effective care is often the exception. Until the region can make funding decisions to 
deploy resources where they will do the most good, for example early prevention 
and intervention, the siloed approach to offering behavioral health care and social 
determinants will continue. And though the benefits of clinical integration are 
widely acknowledged, the number of fully integrated clinics will likely continue 
to remain low. Only major structural changes, discussed in the next section, can 
address these issues. Additional County revenue should be allocated based on the 
above principles as more fully discussed below. 
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The Pierce County 
ACO Model 
MultiCare, Sea Mar, CHI Franciscan, 
Community Health Care, independent 
behavioral health providers and Elevate 
Health have developed a potential pilot 
project to better serve the Medicaid 
population in Pierce County, improve 
health outcomes, lower health care 
costs for the state and make significant 
investments to address health inequities 
and disparities. 

These partners propose forming a single 
community-based entity in place of 
the existing managed care structure 
in Pierce County. This innovative 
model places the responsibility and 
accountability for health care access, 
quality and cost in the hands of the 
local community and its health care 
providers, and it could serve as a model 
for other public and private health care 
purchasing.

STRATEGY 1 

For this reason, we propose a three-pronged strategy to 
transform the regional system of care in Pierce County:

1

2

3

Implement a provider and community-led Medicaid 
ACO model in the region.

Implement the Data Strategy Collective.

Any new County revenue should be allocated to 
complement the Pierce ACO Model and Data Strategy 
Collective Model, including to expand critical services 
to vulnerable populations outside Medicaid.  

Transforming the regional system of care in our region must 
begin with restructuring the Medicaid program and financing. 
Roughly one-fourth of Pierce County residents are insured 
through Medicaid. As the primary source of insurance coverage 
for low-income people, Medicaid plays a key role in covering 
and financing behavioral health care as well as physical health 
care. Meeting the needs of people with behavioral health 
conditions is critical for the success and financial sustainability 
for the Medicaid program. Compared to Medicare or 
commercial insurance, Medicaid covers a significantly higher 
proportion of adults with behavioral health conditions, 
including serious mental illness (SMI) and substance use 
disorder (SUD). 2

PLAN TO  
TRANSFORM  
THE REGIONAL 
SYSTEM OF CARE

2 https://www.medicaidinnovation.org/_images/content/2019-IMI-Behavioral_Health_in_Medicaid-Report.pdf
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Principles
The Pilot is built on four principles: 
1. There must be increased transparency in the 

marketplace.

2. Health care delivery must be value-driven.

3. The new entity created must be a community asset.

4. The approach should be sustainable and scalable 
statewide. 

These principles serve as a guide for how we develop 
and eventually shape the future growth of this model.

Relevance to Pierce County, 
Washington State Budget and 
COVID 19 

Community governance assures local control of 
Medicaid funds and the ability to better direct those 
funds to meet community need. 

This new care model can help address the 
looming general fund revenue shortfall. With 
rising unemployment and a growing number of 
Washingtonians losing their employer-sponsored 
coverage, the only remaining options are Medicaid 
and the ACA individual market. For the state to absorb 
this increase in Medicaid enrolment, there must be 
a strategy to reduce the total cost of care. The Pierce 
County care model provides such a strategy.

Rising premiums and deductibles are making the ACA 
individual market unaffordable. The Pierce County 
care model offers a potential way to address this 
problem by helping to make the Washington State 
Public Option more affordable.

The Population Health Technology platform, 
developed as a regional asset by Elevate Health, offers 
a single scalable platform for widespread monitoring 
and tracking of COVID 19 cases to reduce the virus 
spread and prevent resurgence. Additionally, data 
collected from this platform will support whole-
person health initiatives.

If this model were to be implemented statewide, the 
savings to the state is estimated to be around $10 
billion over 10 years.

Key Elements
 
Coverage:  All Medicaid recipients in Pierce County. 
 
Quality: Health care quality and outcomes will be improved—
and monitored with clear, rigorous metrics—through better 
care coordination and integration, partnering with local social 
service organizations, addressing the social determinants 
of health and eliminating administrative waste that adds no 
health value and creates unnecessary bureaucracy for both 
patients and providers.
 
Governance: This new community health organization will 
be governed by a partnership between local health care 
providers, consumers, community members and community-
based organizations and will contract with the Washington 
Health Care Authority to deliver care to the Pierce County 
Medicaid population.
 
Financing and Cost: The ACO will receive capitated payments 
on a per member, per month (PMPM) basis. The community 
governance structure will assure that dollars are used to 
best address community health needs. The structure and 
governance of the ACO will allow it to operate efficiently and to 
assure that all savings are invested back into the community. 
The ACO agrees to reduce health care costs by 3% the first 
year and then to reduce the growth in medical costs by 2.5 
percentage points a year (from 5.76% to 3.26%). This could 
possibly save Washington an estimated $20 million in state  
and federal Medicaid funds in year 1 and around $1.3 billion 
over ten years.
 
Population Health Technology Platform:  A fully utilized 
population health approach, via an ACO Model, decreases 
duplication of services, focuses resources where they are most 
needed, and pays for improved care outcomes. A cornerstone 
to this approach is a Population Health Technology Platform.

Elevate Health has established a Population Health Technology 
Platform to support the proposed Pierce County ACO Model. 
The platform is designed to combine clinical and claims data 
and assist in efficient targeting of patients who need care 
management and/or social determinant interventions. The 
platform’s data allows for insights and greater understanding 
around the disparities in health care. One of the primary reasons 
we see differences in health care quality metrics is due to health 
equity gaps. 
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Over the last several years, the community, led by 
Elevate Health, has focused on building its capacity 
to transform the health care ecosystem in Pierce 
County. Working with community members, the county 
government, partner organizations and providers, a care 
coordination network and services that help improve 
clients’ health outcomes has been developed along 
with an investment strategy to help fill gaps and grow 
assets to enrich our community. The focus now is on the 
third segment of the transformation plan: the creation 
of a secure, comprehensive, integrated, real-time data 
system that will help local policy makers, providers, 
payers and multiple organizations understand and 
collaborate on clients’ needs and progress and answer 
questions related to population health. 

Doing better with tools and real-time data. 
Today, care coordination among multiple programs is 
made much more difficult by fragmented and months-
old data. Collecting current and accurate data from 
clients and the multitude of resources they are accessing 
will give the members of the collective a significant 
advantage and better tools to make clinical decisions 
and for community providers to be aware and intervene 
if an individual’s health condition deteriorates.

Building a solid, encompassing platform. 
Organizations use various systems — Excel spreadsheets, 
EPIC, and tools like those provided by Innovaccer — to 
collect client data. Our goal is to build a flexible, HIPAA- 
and HITRUST-compliant platform called a data collective. 
The data stored in the collective can be manipulated and 
analyzed to allow multiple organizations to coordinate 
client care or to help local government determine 
population health risks to be mitigated.  

Organizing a collective. 
Elevate Health is convening a group, consisting of 
partners and potential partners, to determine what data 
to collect and share and how to govern and protect it. 
To date, the collective includes CommonSpirit Health 
(formerly CHI Franciscan), Molina Healthcare, MultiCare, 

the Tacoma-Pierce County Health Department, Pierce County 
Human Services, Sea Mar Community Health Centers and 
United Way of Pierce County. 

Creating a beneficial and agile, new tool for 
population health. 
When fully realized and well-populated with data, the data 
collective will allow the members to identify and nimbly 
address not only the health challenges of individual clients, 
but also gaps in care within a ZIP code or region. In the 
current pandemic, this tool could be used to locate hotspots, 
allowing the health department and local providers to 
respond accordingly. This knowledge will also be invaluable 
to decision-makers who create health-related policy and 
allocate funding. 

Elements of Approach
The basic elements of the approach are:

Community-based population health approach in which 
every person enrolled in the regional data collective can 
be reviewed through a 360° lens on a population health-
based software platform called Innovaccer. By conducting a 
risk assessment on every person as they join the system, a 
composite of the risk factors can be used to create a health 
plan for each person, including their medical, behavioral, 
dental, and social determinants of health needs. It closely 
examines the barriers that exist in the person’s life that 
prevent or interfere with a person becoming healthy or 
staying healthy.    

Region-wide data platform allows for easy and 
bidirectional flow of data from all participating agencies to 
holistically address a person’s needs.  

• Data and data sharing drive the system – not waiting for 
a crisis is critical to the success of this approach, and the 
data is what enables that.  

• The constant analysis of data coming from the unified 
regional data platform allows for a real time assessment 
of critical needs.

The Data Strategy 
Collective 

STRATEGY 2 

1

2

It allows the system to focus resources on those 
interventions or supports that have the most impact 
on the patient, and therefore the system.
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Region-wide Care Continuum Network that acts as a 
care traffic control center to assure the necessary linkages 
occur between the patient and the available community 
resources.  

• These linkages are accomplished through a robust and 
diverse network of community partners who agree 
to work with us – health care, behavioral health, oral 
health, housing, etc.  

All partnering agencies make and receive referrals 
through a “Closed-Loop Referral” system, a referral 
process on the Innovaccer platform that offers 
multiple levels of care coordination and links all parts 
of the care continuum from wellness/primary care to 
specialty care and in-patient services.

Closed-Loop Referral system tracks progress for each 
client and allows for easy analyses of our partner 
agencies and the community health workers they are 
deploying.

1. Real-time information on progress and gaps

2. Real-time analysis of efficacy of agencies and 
community health workforce  

• Care coordination and collaboration will be 
requirements of contracted providers. 

 Region-focused investment platform that targets 
resources on identified gaps in the system.  

• It is a mechanism for providing Pierce County residents 
with a value-based system.

• Reduced complication in the health care system results 
from reducing the number of Medicaid Managed Care 
Plans to one.

• Local governance will provide increased transparency 
and accountability over health care dollars.

Providers and the community will be a part of the 
governance structure, giving them insight into health 
care spending.  
 
Providers will be active partners in controlling costs 
through value-based payment arrangements. 
 
Savings will be invested in community needs, as well 
as accrue to the state.

 
Benefits of Approach
The benefits of this population health approach for the 
behavioral health needs of the population served in Pierce 
County are numerous and result in real impacts: 

1. In this model, behavioral health is not looked at 
in a silo. It is a routine part of the care each person 
receives. Screening for behavioral health issues is a 
constant part of all the care provided.  

2. It links behavioral health providers through 
a common data system and a common care 
coordination system. This means that any patient 
in any behavioral health practice has access to any 
of the resources along the care continuum that the 
partnering agencies offer.  

3. Administrative costs will be less for all provider 
agencies as billing, reporting, and referral processes 
are standardized and simplified. Currently, there are 
many duplicative reporting and referring processes 
required by systems that do not talk to each other and 
are incompatible with each other. 

4. Current and long-range gaps in the system are 
identified in real time by the robust data analytics 
capabilities of the data platform.

5. A healthy process of alignment is encouraged and 
will increase leverage in rate setting and contract 
negotiations.

In a comprehensive community-based population health 
system, behavioral health providers are fully participating 
members at the table for planning, financing, and 
operational decision making with their health, dental, 
and human service partners. Because the emphasis is on 
routine and continuous screening, the system becomes 
much more proactive and emphasizes the importance 
of behavioral health issues in all aspects of health care 
delivery.

Community willingness, collaboration and partnership 
have provided a unique testing ground to build a robust 
and proven process in which to engage, develop and 
implement a community-based population health 
program. Rigorous discipline in the development of such 
a program ensures it is meeting the wide array of needs 
for the community, is structured so it is sustainable and 
valuable, and ensures all stakeholders are realizing value 
from their contribution.  

3

4
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The Data Strategy Collective (Continued)

STRATEGY 2 

Integration with Health Systems 
Health systems that are fully integrated and partner with 
community-based organizations play a critical role in 
advancing community health. Most communities have a 
continuum of care that has been built locally to manage 
lives from primary care through specialty care and inpatient 
services. In Pierce County, Elevate Health embraced the 
pivotal role of a neutral convener that brought the critical 
health and human service partners together to identify 
gaps including community based care coordination that 
addresses the social determinants of health and barriers 
in the current system to re-design a system that is value-
based. The transformation journey over the past several 
years has challenged and incentivized the partners to 
make the necessary practice changes in order to build a 
region wide system for population health that is inclusive 
of community health. This new way of health care practice 
was built on the existing care continuum and added a 
comprehensive network of care coordination services that 
linked community-based organizations to provide whole 
person care. The regional network has created a system 
that supports a closed loop referral linking all clinical, 
public health and human services partners to each part of 
the care continuum ensuring right care at the right time for 
lower cost.

The ongoing commitment to practice population health 
by regional stakeholders’ centers around an information 
system or unified health record that provides for a ready 
flow of needed information to each of the partners 

practicing along any part of the care continuum. The public 
health and human service providers along with the health 
systems have population data that is critical to understand 
and manage health and social risk. For example, a client 
with a history of trauma, behavioral health and substance 
use disorders presenting with an acute need can be 
assessed for social risk factors. This data, which can feed 
into a care continuum network, informs community care 
traffic control that supports care coordinators who may 
see the client for social risk factors that can be readily 
addressed then closing the loop with the provider through 
the closed loop. This provides a continuum of services 
utilizing technology integration to community-wide 
prevention challenges. 

Pierce County must address the over-reliance on the 
involuntary inpatient system, which is the most expensive 
care, and mostly inadequate to provide restorative care 
as the patient is discharged once they no longer meet 
criteria, not once the patient is ready to be treated in the 
community.  Currently, no systemic mechanism for re-
allocating funds exists because, again, funding through 
Managed Care Organizations lacks incentives to invest in 
community-wide strategies to provide upstream care, and 
appropriate step-down care. State funding of community-
based care, step-down facilities, and prevention strategies 
will always be uneven and unreliable, and so discourage 
private investment. 

20



Additional County resources would provide much needed 
funds to support mental health and substance use disorder 
treatment services in the region. Other jurisdictions have 
struggled to leverage sales tax dollars in a way that makes 
a significant difference in improving behavioral health care; 
however, Pierce County could leverage the innovative Pierce 
County ACO model and the Data Strategy Collective to spread 
and deepen the impact of these funds. 

Principles for Investments 

Significant gaps in the behavioral health care delivery system 
exist within Pierce County. Any additional revenues raised in 
the short term will allow for significant improvements over the 
current system, particularly when coupled and aligned with the 
Pierce County ACO model and Data Strategy Collective; however, 
any potential revenues will not be sufficient to address all of the 
gaps that remain within the system and the county. Addressing 
all of these gaps will take time. Therefore, investments must 
be prioritized to address the most critical needs and leverage 
existing and other potential resources. The following principles 
serve as a guide for the development of the recommended 
expenditure categories for these funds. The Principals discussed 
on page 14 to help guide investment decisions will increase 
the likelihood that funds are spent to achieve measurable and 
significant outcomes.  

Measuring Outcomes 

Investments into the services outlined below should lead 
to improvements in the behavioral health system of care 
and population health outcomes. In order to truly measure 
improvements, investments should align with the Pierce County 
ACO model and the Data Strategy Collective for validating 
outcomes across a spectrum of conditions. For example: 

• Common data elements should be developed and 
embedded within existing electronic health records and 
other information technology tools.

• Behavioral health outcomes should be assessed routinely.

• Health care systems will need a valid way to stratify 
quality measures, in order to address potential gaps 
among subpopulations and identify groups in most need 
of quality improvement.

Metrics and Outcomes.  
 
The RSCC recommends the following metrics, 

linked directly to population health outcomes, 

be used by the region and Council to measure 

performance improvements of the system of care: 

1. Reduced Suicide Rates.

2. Reduced Emergency Department Utilization 

Rates of Behaviorally Ill Patients.

3. Reduced Inpatient Recidivism/Readmission 

Rates in Hospitals, Psych Hospitals, and E&Ts 

of Behaviorally Ill Patients.

4. Reduced Jail Utilization Rates of Behaviorally 

Ill Patients.

5. Reduced Youth Emergency Departments 

Admission Rates (from Mary Bridge).

Improving Access to Care based on 2-1-1 Referral 

Rates for Behaviorally ill patients.

Targeted Use of Additional 
County Funding

STRATEGY 3

1

2
Measurement Advisory 

Committee

The performance of funded programs should 

be measured routinely by a committee of 

providers, experts in clinical performance 

measures, and policymakers to advise the ACO 

Governance body and the Council on progress 

toward achieving the outcomes. The committee 

should be established by Elevate Health in 

consultation with the ACO and Council.  
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Spending Categories 

The RSCC recommends that any additional revenues should be 
allocated in the following categories: 
 

Access to care is impeded by the absence of a central 
coordinating and referral system that includes a “no-wrong-
door” approach to access, a warm hand-off, and funding 
regardless of coverage. Without this system, patients struggle 
to navigate systems and services, which ultimately exacerbates 
health care costs.

Investment Opportunities:
• Expand the Pathways Hub Model: A current program 

called the Pathways Hub provides these services to a subset 
of residents – those meeting one or more key risk factors. 
Expand the availability of the Pathways model, as well as 
funding a position that is focused on recruiting and enrolling 
community referents onto the Pathways platform will result 
in significant improvement in access to health and social 
service needs for enrolled participants. Expand the Elevate 
Health “Pathways Hub” to include community closed-loop 
care coordination system in which behavioral health patient’s 
care is managed by a Community Health Worker (CHW) 
through the Innovaccer technology. This recruitment should 
be done from an equity lens and include both traditional and 
non-traditional service agencies. Also included is grants to 
smaller behavioral health providers and community-based 
organizations to participate in the program.  

• Expand MCIRT county-wide: MCIRT is a successful 
multidisciplinary mobile outreach team comprised of 
mental health professionals, peer advocates, registered 
nurses and psychiatric ARNPs who provide support to divert 
high utilizers of emergency and law enforcement services 
into more appropriate care, including outreach services 
into a client’s home. This program currently does not have 
funding to continue to the Lakewood/Steilacoom expansion 
past June 2021 and there is currently no funding for clients 
in Tacoma, Fife, and Dupont. 

Impact on short- and long-term outcomes/goals:  
Expanded availability of Pathways and MCIRT will directly result 
in the provision of timely, appropriate care and is expected 
to reduce over-utilization of Emergency Departments by 
connecting people to care and other needs, including social 
determinants of health. These services will result in reduced 
Emergency Department utilization rates of behaviorally ill 
patients; reduced inpatient recidivism/readmission rates 

in hospitals, psychiatric hospitals, and E&Ts of 
behaviorally ill patients. They will also help to reduce 
jail utilization rates of behaviorally ill patients and 
improve access to care based on 2-1-1 referral rates for 
behaviorally ill patients. 

Measurement methodology:  
The Data Strategy Collective will allow for increased 
transparency of outcome data for individuals involved in 
health and corrections systems. The availability of these 
data, ultimately across health systems and payers, will 
allow for measurable impact of these programs over time.

Other funds leveraged:  
Many of the individuals who will engage in these 
services will be Medicaid-eligible. By tracking outcomes, 
the County will be able to demonstrate a cost-savings 
to the Pierce County ACO and its providers. Since the 
Pierce County ACO will be governed at the local level, 
these savings can be shared back with the community 
through investments into the sustainability of these 
interventions over the long haul.    

Prevention & Early Intervention: 
 
Prevention and early intervention services is another 
important category for investment of additional 
resources. These services can significantly reduce 
adolescent and adult serious mental illness and save the 
system the costs of expensive, intensive care. Screening 
children with genetic, adverse childhood, and social 
risk factors help target intervention strategies that build 
resilience, avoid behavioral health problems all together 
or prevent existing conditions from worsening. 

Investment Opportunities:
• Fund Three Wraparound with Intensive Services 

(WISe) teams to serve non-Medicaid-funded youth/
families: WISe uses a team approach to provide 
comprehensive behavioral health services and 
supports to individuals, up to 21 years of age, with 
complex behavioral health needs and their families.  
 
The goal of WISe is for youth to live and thrive in 
their homes and communities, as well as to avoid 
or reduce costly and disruptive out-of-home and 
in some cases out-of-state placements. Little to 
no capacity currently exists outside Medicaid. This 
investment would grow capacity to another 30 
youth/families. 

3

Improving access to care:
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• Fund Behavioral Health Care Managers: School 
counselors and family support workers attempt to 
connect families with services, but often lack the 
time and knowledge of the treatment system to be 
successful. Few schools in our outlying areas have 
mental health partnerships. Behavioral Health Care 
Managers will provide brief mental health treatment 
and coordinate referrals to community providers for 
on-going care. This funding would add an additional 
four BH Managers (from 10 to 14), putting 2 managers 
in each district. The funding also prioritizes smaller 
districts and less resourced communities where 
treatment options may be less available. In addition 
to funding positions, BH Managers will be trained in 
brief treatment models such as Cognitive Behavioral 
Intervention for Trauma in Schools (CBITS) and 
Cognitive Behavioral Therapy for Anxiety that are 
endorsed by Health Care Authority and the Evidence 
Based Practice Institute at University of Washington.   

• Fund Talk Saves Lives initiatives in all Pierce County 
School Districts: Talk Saves Lives has been used in 
school-based initiatives around the county, but funding 
is often too limited to implement any full-scale program. 
This funding would implement Talk Saves Lives in every 
Pierce County School District.  

• Fund the implementation of the PAR Initiative: 
Funding for the PAR Initiative would provide free MHFA 
training county-wide as well as help scale and spread 
behavioral health screenings and the Zero Suicide 
Initiative at all physical health clinics county-wide. 

• Fund Outpatient Mental Health and SUD services 
for those without insurance or unable to access 
care through their existing coverage (i.e. Medicare): 
Due to the economic fallout of COVID 19 the need for 
behavioral health care is growing significantly based 
on forecasting by DSHS. Increasing emergency room 
visits for suicidal ideation and alcohol abuse are early 
warning signs DSHS is watching. At the same time our 
rate of uninsured citizens is growing. We should invest 
funds to ensure that lack of insurance coverage does 
not limit our community’s access to care. Because 
our region has very limited resources for unfunded 
populations, we recommend funding priority be given 
to providers who serve populations disproportionately 
impacted by COVID 19 and the economic fallout of the 
pandemic. This funding is estimated to fund over 6,000 
hours of MH service.

Impact on short- and long-term outcomes/goals:  
Expanded availability of these services will directly result in 
the provision of timely, appropriate care and help prevent 
behavioral health crises. This will result in savings to the health 
care system, particularly for under- and uninsured community 
members. These services will result in reduced Emergency 
Department utilization rates of behaviorally ill patients; reduced 
inpatient recidivism/readmission rates in hospitals, psychiatric 
hospitals, and E&Ts of behaviorally ill patients, as well as 
reduced youth Emergency Departments admission rates and 
suicide rates.

Measurement methodology:  
The Data Strategy Collective will allow for increased 
transparency of outcome data for individuals involved in 
health and corrections systems. The availability of these data, 
ultimately across health systems and payers, will allow for 
measurable impact of these programs over time. 

Other funds leveraged:  
There is a serious gap in these services for non-Medicaid 
children/families and adults, despite the fact that such intensive 
wraparound services significantly reduce the need for expensive 
crisis and inpatient services. The locally-governed Pierce 
County ACO can cover the costs of these services for Medicaid 
recipients, as well as help demonstrate the business case to 
other payers who do not currently provide this coverage. 

Respite Services:  
 
Crisis respite and residential services can help a person 
stabilize, resolve problems and connect with sources of 
ongoing support. Crisis residential services can either be an 
alternative to hospitalization or a step-down setting upon 
leaving a hospital. In addition, peer-delivered residential 
crisis alternative models, also known as peer respites, are an 
additional resource for individuals in crisis. 

Investment Opportunities:
• Fund Mental Health Respite for Adults: Funding for 

individualized respite options for those clients who are 
not able to be in group care settings (ex. CRCs or RTFs). 
This funding will act as a bridge for clients being served by 
BHAs who need a temporary, safe setting for stabilization. 
Flexible and tailored respite options will help divert 
these individuals from EDs and jails. Respite settings 
could include motels or with family member/friends with 
treatment supports.
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Impact on short- and long-term outcomes/goals:  
Expanded availability of respite services can help a person 
stabilize, resolve problems and connect with possible sources 
of ongoing support, which reduces the need for hospitalization 
and/or jail stays. Expected outcomes include reduced 
Emergency Department utilization rates of behaviorally ill 
patients; reduced inpatient recidivism/readmission rates in 
hospitals, psychiatric hospitals, and E&Ts of behaviorally ill 
patients. They will also help to reduce jail utilization rates of 
behaviorally ill patients.

Measurement methodology:  
The Data Strategy Collective will allow for increased 
transparency of outcome data for individuals involved in 
health and corrections systems. The availability of these data, 
ultimately across health systems and payers, will allow for 
measurable impact of these programs over time. 

Other funds leveraged:  
The majority of the individuals who will engage in these 
services will be Medicaid-eligible. By tracking outcomes, the 
County will be able to demonstrate a cost-savings to the ACO 
and its providers. Since the ACO will be governed at the local 
level, savings can be shared back with the community through 
investments into the sustainability of these interventions. 
Additionally, savings can be expected to accrue to the County 
based on lower public safety/ jail stay costs.

Less Restrictive Alternatives for People with  
Serious Mental illness (SMI):  
 
A less restrictive alternative (LRA) is outpatient treatment 
provided to an individual on release from a psych hospital 
or who meets criteria for commitment, but an outpatient 
setting is recommended. The highest utilizers of expensive 
services frequently fall within this category. At any one 
time approximately 100 SMI patients are on LRAs. However, 
the system does not begin to adequately fund the needed 
intensive services, so LRA patients cycle in and out of psych 
hospitals, jails and EDs.

Currently, there are three PACT teams in Pierce County with 
capacity to serve approximately 250 patients (one of which is 
a forensic PACT for 80 people).  Given that it is recommended 
PACT be available for 50% of the people with severe persistent 
mental illness in the region , this represents less than half of 
the capacity needed in Pierce County. Expanding capacity of 
this effective model can improve patient outcomes and reduce 
hospitalizations and corrections system involvement.

Investment Opportunities:
• Expand current PACT sites to add 2 additional ACT 

teams in 2021 and another 1-2 teams in 2022. In 
addition, the county may also consider funding more 
flexible, wraparound services that are less intensive. 
These less-intensive services can maximize Medicaid 
billing for services provided to Medicaid clients, while 
using additional resources to provide capacity for 
non-Medicaid clients.  

• HARPS (Housing Assistance and Recovery Through 
Peer Services) team for clients with co-occurring 
mental health and substance use disorder. Each 
HARPS team consists of three FTEs (a mental health 
professional and two certified peer counselors). 
Also included is money for housing bridge subsidies. 
The ‘bridge’ subsidy may be used for rent as well 
as application fees, security deposits and utilities 
assistance.  

Impact on short- and long-term outcomes/goals: 
These programs have been demonstrated to help reduce 
Emergency Department utilization rates of behavioral 
ill patients; inpatient recidivism/readmission rates in 
hospitals, psych hospitals, and E&Ts of behaviorally ill 
patients; as well as reduce jail utilization rates of people 
with behavioral health issues. Improvement in these 
outcomes will achieve significant cost savings for County 
Corrections as well as the health system.

Measurement methodology: 
The Data Strategy Collective will allow for increased 
transparency of outcome data for individuals involved in 
health and corrections systems. The availability of these 
data, ultimately across health systems and payers, will 
allow for measurable impact of these programs over time.

Other funds leveraged: 
A significant number of the individuals who will engage 
in these services will be Medicaid-eligible. By tracking 
outcomes, the County will be able to demonstrate 
a cost-savings to the Pierce County ACO, as well as 
County Corrections. Since the Pierce County ACO will be 
governed at the local level, these savings can be shared 
back with the community through investments into the 
sustainability of these interventions over the long haul.
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Services for Justice-Involved Individuals:  
 
Coordinated behavioral health services for the 
justice-involved and provide timely care and 
reduce demand on jails and the courts.   

Investment Opportunities:
• Sustain the Trueblood program funded 

through contempt fines: Trueblood 
programs funded through contempt fines 
end in June 2021. These programs include 
pretrial and prosecutorial diversion, a 
dedicated wraparound team to support those 
diverted, and five of the six Pierce County 
co-responders. Additional funding would 
sustain the Trueblood programming beyond 
June 2021 and permit expansion to a greater 
number of justice-involved individuals.

Impact on short- and long-term outcomes/goals: 
Reduced jail utilization.

Measurement methodology: 
The Data Strategy Collective will allow for 
increased transparency of outcome data for 
individuals involved in health and corrections 
systems. The availability of these data, ultimately 
across health systems and payers, will allow for 
measurable impact of these programs over time.

Other funds leveraged: 
A significant number of the individuals who will 
engage in these services will be Medicaid-eligible. 
By tracking outcomes, the County will be able to 
demonstrate a cost-savings to the Pierce County 
ACO, as well as County Corrections. Since the Pierce 
County ACO will be governed at the local level, these 
savings can be shared back with the community 
through investments into the sustainability of these 
interventions over the long haul.

Conclusion
The RSCC recommends that the region adopt the 
Medicaid ACO pilot and allocate any additional 
revenue according to the principles discussed herein 
and in coordination with the ACO governance body.   
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   Community Education

Mental Health First Aid 
Mental Health First Aid is a training course designed for 
anyone interested in learning more about mental health in 
order to better identify, support and advocate for those in 
their community struggling with a mental health disorder. 
The Tacoma-Pierce County Health Department (TPCHD) 
offers a limited amount of free training and certification. To 
find out more about MHFA and to find a local teacher go to: 
www.tpchd.org/healthy-people/behavioral-health/mental-
health-first-aid. 
 
PC Connected Communication Campaign 
A diverse group of funders granted a cohort of behavioral 
health and social service providers by launching a 
communication campaign in the midst of COVID-19 
designed to educate all Pierce County residents about 
mental/emotional distress they may be experiencing, 
reinforce positive coping strategies and resiliency, and share 
information about when and where to seek help. These 
trainings will also be made available to the general public. 
 
Tacoma-Pierce County Opioid Task Force
The prevention/education workgroup of the Tacoma-Pierce 
County Opioid Task Force has implemented education, 
outreach and social marketing to parents and community 
members to create positive norms and behaviors regarding 
substance use disorders. These efforts focus on wellness and 
primary and secondary prevention.
www.piercecountywa.gov/6119
  
Prevention and Early Intervention
Behavioral Health Screening in Primary Care Clinics
Since 2016, CHI Franciscan has implemented depression and 
anxiety screenings at their WIC clinics in Pierce County to 
reach as many as 3,000 pregnant women. Other providers, 
such as MultiCare, SeaMar and Community Health Care (CHC) 
are increasing behavioral health screenings at most of their 
primary care clinics.
 
SBIRT
Korean Women’s Association, with funding from Elevate 
Health, has trained many providers in the Asian American 
community in the use of SBIRT (Screening, Brief Intervention 
and Referral to Treatment). SBIRT is an evidence-based 

model “used to identify, reduce, and prevent problematic 
use, abuse, and dependence on alcohol and illicit drugs” and 
can be utilized by layman and professionals alike. 
 
Bi-directional Clinical Integration
Elevate Health, through the Whole Person Care Collaborative, 
contracted with the University of Washington AIMS 
(Advancing Integrated Mental Health Solutions) Center to 
support strong partnerships between physical and behavioral 
health providers. The Bridge of Hope is one such partnership 
between HopeSparks and Pediatrics Northwest. This program 
is the first pediatric collaborative care model in the nation to 
create truly bi-directional integrated care. Other providers 
such as Community Health Care (CHC) have similar programs 
offering on-site behavioral health services in Tacoma and 
East Pierce County through behavioral health providers 
Comprehensive Life Resources and Consejo Counseling.  

Infant / Early Childhood Mental Health (IECMH)
The Early Intervention system is a set of services available 
through Pierce County Human Services (PCHS) to families 
with children under the age of three who are experiencing a 
developmental delay. 

Pierce County and the Early Intervention provider community 
have been leaders in WA State embedding Infant / Early 
Childhood Mental Health (IECMH) into the Early Intervention 
system which focus on building early and secure attachments 
between caregivers and children to help regulate stress, 
build early life resilience and reduce the impact of adverse 
childhood experience (ACE’s). Children can now qualify for Early 
Intervention Programs based solely on social-emotional needs. 

School-based Prevention
The Tacoma School District partnered with UW Tacoma’s 
Center for Strong Schools to institute the Whole-Child 
Initiative which focused on teaching kids social and 
emotional learning. Provider Comprehensive Life 
Resources provided behavioral health assessments and 
group counseling for those who demonstrated concerning 
behaviors.
 
In 2019 the Bethel School District partnered with CHC to open 
the School-based Health Center (SBHC) located at Bethel 
Middle School which provides all students (and staff) of 
Bethel School District medical, dental and behavioral health. 
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Because of the COVID-19 shutdown of schools, the SBHC also 
closed but continues to offer services through telemedicine or 
at other CHC clinics. The SBHC is planning to reopen in October 
2020 slowly transitioning to in-person care as safety allows. 

Most every large school district in Pierce County has a partnership 
with one or more behavioral health agencies to connect with and 
deliver services to youth in the district. These services mainly 
(though not exclusively) serve Medicaid youth.
 
Consejo Counseling has partnered with multiple schools in 
cities like Eatonville and Orting to provide on-site counseling and 
treatment groups for both mental health and addiction services 
for youth. 
 
The Community Prevention and Wellness Initiative (CPWI) 
funds 4 coalitions in Pierce County which focus on substance use 
prevention for youth and provide training for parents and kids as 
well as prevention fairs. Tacoma, Lakewood, and Spanaway each 
host two coalitions. 
 
Help Me Grow Pierce County
Help Me Grow Pierce County is a pilot program based on a 
national model of system improvement which promotes 
coordination among early childhood providers to create a system 
of care which “support[s] protective factors among families, 
so that all children can grow, develop, and thrive.” Through 
collaboration and coordination, the program aims to reduce 
dependency filings for children ages birth to 3 in target zip codes, 
gain population information on services offered and needed and 
improve child health outcomes by reducing low and very low 
birth weight babies. 

Kids Mental Health Pierce County (KMHPC)
KMHPC is a coalition of providers and community members 
dedicated to creating a coordinated youth mental health system 
which provides the right services at the right time and is efficient 
and navigable by providers and families alike. The aim of KMHPC 
is “to reduce the number and severity of behavioral health issues 
in school-age children and youth (K-12) across Pierce County.”

REACH Center
The REACH Center serves young people, ages 16-24, through 
programs dedicated to furthering their education, finding and 
workforce development, and through housing support, peer 
mentoring, legal assistance and mental health resources. REACH 

services are specifically designed for “opportunity youth” – 
those disconnected from school, work and from reaching their 
potential. Services are accessed by walk-in. No referrals required.
 
Oasis Youth Center
Oasis Youth Center is a drop-in center which supports LGBTQ 
youth ages 14-24 and works to create “a safe, affirming 
space for LGBTQ youth to be proud of who they are with the 
encouragement they need to become healthy, productive and 
fully participating members of the community.”

Tacoma Community House
Tacoma Community House is a community-based service center 
providing immigration, education, employment and advocacy 
support for immigrants. Annually, they provide 3,500 program 
services to 3,200 individuals from over 115 countries.

New Journeys
In 2020, through state funding through Beacon Health Options, 
Comprehensive Life Resources opened a first-episode psychosis 
(FEP) treatment center called New Journeys. The program 
exclusively treats patients who have recently experienced their 
first episode of psychosis. The goal of this early intervention is to 
teach skills to manage illness in the hope of slowing or possibly 
reversing the effects of psychosis. The program caseload is 30 
individuals and since opening in January 2020 has served a total 
of 16 people with 5 in screening as of August 2020.
 

Outpatient Services
 
Telehealth Services
The UW Partnership Access Line program is a telephone 
consultation service where primary care providers, emergency 
departments, and jail behavioral health providers can call 
877-WAPSYCH and consult with a psychiatrist about their 
patient’s behavioral health needs at no charge.  

The University of Washington offers the “Telepsychiatry Access 
Program” (TAP), which contracts with community hospitals to 
provide psychiatric patient care via telehealth. 

Due to the COVID-19 pandemic, most every behavioral health 
provider in Pierce County is now equipped to deliver telehealth to 
their clients. Though not a replacement for in-person treatment, 
this expansion in telehealth certainly increases the ability of 
providers to reach more clients than ever before.
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Cohen Veteran’s Network
The Cohen Veteran’s Network (CVN) in Lakewood provides 
“high-quality mental healthcare services accessible to all 
post-9/11 veterans (including National Guard and Reserves), 
their families, and the families of active duty service members 
including spouse or partner, children, parents, siblings, 
caregivers, and others.” 
 
Publicly Funded Mental Health and SUD Outpatient 
Treatment Agencies
• Asian Counseling Treatment Services (ACTS)

• Asian Counseling Services in Pierce County (MultiCare)

• Catholic Community Services

• Casteele Williams & Associates

• Comprehensive Life Resources (CLR)

• Consejo Counseling & Referral Services

• Crossroads Treatment Center

• Foundation for Multicultural Solutions/El Camino

• Greater Lakes Mental Healthcare

• Metropolitan Development Council (MDC)

• MultiCare Behavioral Health

• Northwest Integrated Health

• Olalla Recovery Centers (Olalla Guest Lodge and Gig Harbor 
Counseling)

• Pierce County Alliance

• Pioneer Human Services

• Point Defiance Aids Projects (Tacoma Needle Exchange)

• Prosperity Wellness Center

• Safe and Sound Recovery

• Sea Mar Community Health Centers

• Sound Integrated Health

• Tacoma-Pierce County Health Department

 Wraparound Services  

WISe (Wraparound with Intensive Services) 
WISe is a consumer driven, community-based alternative to 
hospitalization and more restrictive care for youth up to 21 
years. The process of WISe is team-based assessment, planning, 
action, and evaluation. Pierce County has multiple WISe teams 
staffed by Catholic Community Services, Comprehensive Life 
Resources, Casteele Williams & Associates among others. 
 
FAST (Family Access to Stabilization and Teaming)
FAST offers intensive support services provided to families with 
children at risk of out of home placement. This is a short-term 
(up to 90 days) community-based alternative to psychiatric 
hospitalization or foster care placement provided by Catholic 
Community Services.

Mobile Community Intervention and Response Team 
(MCIRT)
MCIRT is a diversionary mobile outreach program comprised of 
mental health professionals, peer advocates, registered nurses 
and psychiatric ARNPs who provide support to high utilizers 
of emergency and law enforcement services. In 2019, MCIRT 
served 409 unique individuals and provided 4,336 unique 
services.  MCIRT is a program of Comprehensive Life Resources.

Program for Assertive Community Treatment (PACT) 
Program for Assertive Community Treatment (PACT) is an 
evidence-based intervention that provides effective and 
intensive outreach services for people with severe mental 
health disorders, who frequently need care in a psychiatric 
hospital or other crisis service. These clients often have 
challenges with traditional services,and may have a high 
risk or history of arrest and incarceration. Pierce County has 
2 PACT teams operated by MultiCare and Greater Lakes and 
another Forensic PACT team also operated by Greater Lakes. 

Telecare Community Alternatives Team (TCAT)
Telecare Community Alternatives Team (TCAT) program is a 
short-term (up to 90 days) transition service for high utilizers 
using emergency departments (ED). TCAT provides crisis 
outreach, psych medication support, case management and 
transportation to stabilize these individuals to potentially 
reduce their ED usage.

Appendix A | Outpatient Services
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Intensive Residential Treatment (IRT)
The IRT program is designed to provide discharge wraparound 
services as primary mental health providers for individuals 
who have been discharged and/or diverted from state 
hospitals or at risk for psychiatric inpatient hospitalization. 
The program supports ALSTA facilities (Adult Family Homes, 
Assisted Living Facilities, Skilled Nursing Facilities) where 
the client lives by assisting the client with reintegration 
and transition back into the community after extended 
hospitalization. The wraparound team staffed by Recovery 
International provides psychiatric, mental health, nursing, 
peer support and case management services. The program 
will support up to 50 clients.

Peer Bridger
Pierce County has 2 Peer Bridger teams which provide 
short-term community support for recovery during transition 
from inpatient back into the community. The focus of these 
programs is to reduce re-hospitalization after discharge 
from inpatient treatment centers by offering peer-to-peer 
support in navigating post-discharge barriers. Both these 
teams are staffed by peer recovery coaches. The programs are 
administered by Recovery Innovations and Telecare.

Tacoma Fire Department CARES
CARES programs are state-wide expanded fire department-
based services as legislated by RCW 35.21.930. CARES is an 
acronym which stands for Community Assistance Referral 
and Education Service. As part of the CARES program, TFD 
has partnered with Tacoma Police Department to coordinate 
a crisis response team to support first responders with 
community interactions with patients suffering from acute 
behavioral and/or substance abuse needs through behavioral 
health case management.
The case manager or mental health providers can co-respond 
or self-dispatch and arrive on the scene with first responders 
to provide much needed support to first responders and 
community members alike.

Central Pierce Fire Department CARES
Central Pierce FD CARES aims to lower the number of repeat, 
non-emergency 911 calls by addressing callers’ underlying 
issues and connecting them to physical health, behavioral 
health, and social service providers to provide long-term 
support.

Northwest Physicians Network High-Utilizer Group
Though not strictly a community-based service, the Northwest 
Physicians Network High-Utilizer Group meets monthly to 
connects high-utilizers of emergency services to resources to 
reduce unnecessary utilization. The group consists of EMS, 
law enforcement, behavioral health providers and MCO care 
coordinators among others who refer their clients to the group 
to crowd-source solutions and referrals to other services. 

Forensic Assertive Community Treatment (FACT)
The Forensic Assertive Community Treatment (FACT) team is 
the wraparound program exclusively for participants of Pierce 
County’s Felony Mental Health Court. It provides around-the-
clock mental health services, medication management, 1:1 
weekly therapy, substance abuse treatment, regular urine 
analysis screens, peer support and housing assistance. FACT is 
staffed and managed by Greater Lakes Mental Health.

Assisted Outpatient Treatment (AOT)
The AOT program delivers community based mental health 
services under a court supervision to individuals with severe 
mental illness who have demonstrated difficulty adhering to 
prescribed treatment on a voluntary basis. Participants in the 
program receive services through an Assertive Community 
Team.  The Treatment team provides wrap around community 
services to include; 1:1 therapy, medication management and 
monitoring, peer support specialists, housing assistance and 
case management. AOT is a joint program of Pierce County 
Superior Court and Comprehensive Life Resources.

Community Re-entry Program (CRP)
The Community Re-entry Program is a forensic transition 
program for those released from jail who need extra support 
reintegrating, stabilizing and/or connecting with treatment. It 
is outreach-focused with the goal of keeping these clients out 
of both jail and the hospital. The program is administered by 
Greater Lakes Mental Health with funding from Beacon and 
the City of Tacoma for housing supports.

Jail Transition Services (JTS)
Jail Transition Services is a jail-based transition program 
for those preparing to be released and provide 90 days of 
case management support. The program is administered 
by Greater Lakes Mental Health with the SUD component 
provided by Consejo Counseling. JTS can serve anyone 
regardless of insurance status.

Appendix A | Wraparound Services
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  Crisis and Inpatient Services

Mobile Outreach Crisis Team (MOCT)
Pierce County has a robust mobile crisis response for diversion and involuntary detainment which is operated by the Mobile 
Outreach Crisis Team (MOCT). Members of the MOCT include Certified Peer Specialists, Crisis Intervention Technicians (CITs), and 
Designated Crisis Responders (DCRs). MOCT employs 21 Designated Crisis Responders, 10 Crisis Intervention Therapists and 2 
Peer Support Specialists. The MOCT can be reached by calling the Pierce County Crisis Line at 1-800-576-7764.

Bed Type
Bed 
Number

Description

Crisis 
Stabilization

32
These are voluntary short-term (between 3 and 14 days) 16-bed facilities meant to divert those 
in crisis from law enforcement or 911 involvement. Pierce county has 1 facility opened in Fife 
and the other will open in Parkland Winter of 2020.

Evaluation and 
Treatment

64

These are 16-bed facilities offering acute, short-term treatment almost exclusively for those 
detained involuntarily under an ITA for a mental health condition. There are 4 in Pierce County. 
E&Ts are not equipped to care for those with acute or chronic health conditions, a traumatic 
brain injury or dementia. For these patients single bed certification at a community hospital is 
the only option. 

Wellfound 
Behavioral 
Health Hospital

60
This is a freestanding behavioral health hospital which offers short-term voluntary and 
involuntary treatment. Like an E&T, Wellfound is not equipped to take patients with acute or 
chronic health conditions. By January 2021 there will be 120 beds available.

Residential 
Treatment 
Facility

135

Residential treatment facilities (RTF) are licensed, community-based facilities that provide 
longer term (6-18 months) voluntary inpatient care. Though not intended, they often function 
as housing supports for individuals who require such services but for whom more appropriate 
housing is unavailable in Pierce County.

Western State 
Hospital

84

Western State Hospital is a state psychiatric hospital providing involuntary treatment for 
individuals with serious or long-term mental illness. Patients enter WSH through the forensic 
system for evaluation and restoration, or through the civil involuntary treatment system. For 
the latter system, Pierce County is allotted 84 beds. Long term, the state intends to eliminate 
all the bed allocations and stand up regional, smaller long-term care facilities.

Secure 
Withdrawal 
Management 
Facility

16
Withdrawal Management Facility offers 24 hours/7 days per week medically supervised 
chemical dependency detoxification services for adults and youth over the age of 13. There is 
only one facility of its kind in Pierce County.

Appendix A | Crisis and Inpatient Services
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  Justice-involved Services

Trueblood
Pierce County the Trueblood programs provide the following 
services:  

Crisis Triage and Stabilization Enhancements: Facilities offer 
a place for individuals recovering from behavioral health 
crisis to receive stabilization support for a multi-disciplinary 
treatment team.  

Enhanced Peer Support: Support specialists who assist 
individuals in navigation through the criminal court system, 
setting recovery goals, connecting to community resources 
and building relationships.  

Forensic Navigators: Participants deemed not competent to 
stand trial who are elected for conditional release in order to 
receive services in the community are provided a navigator 
to ensure compliance with the conditions of their release.  

Forensic Evaluators: Doctoral level psychologists who deliver 
opinions to the courts regarding the mental state and 
psychological functioning of defendants facing charged.  

Forensic Housing and Recovery through Peer Support (HARPS): 
Team approach with the goal to help participants overcome 
barriers, find housing and maintain housing.  

Forensic Projects for Assistance in Transitions from 
Homelessness (PATH): Intensive case management of the 
most at risk individuals.  
 
Mobile Crisis Response: Help keep individuals from being 
arrested and connect them quickly with services needed. 
Mental health professions provide timely intervention. 

Outpatient Competency Restoration Program (OCRP): OCRP 
helps defendants achieve the ability to participate in his/her/
their own defense in a community-based setting.  

Workforce Development: Educate and trains people to create, 
sustain and retain a viable workforce that meets the needs of 
current and future business needs.

Offender Re-Entry Community Safety Program (ORCSP)
ORCSP provides support to designated participants in 
their transition from prison.  ORCSP helps participants be 
successful in remaining out of corrections, maintaining their 
mental health, and getting well on the road to recovery and 
wellness in the community. Participants are selected by 
DSHS and DOC.  If selected, the client is eligible for funding 
up to five years to help meets their needs. This funding is 
managed by Greater Lakes.

Pierce County District Court Resource Center
The Pierce County District Court Resource Center (CRC) 
was created to provide justice-involved individuals and 
community members access to supportive services and 
programs in one centralized location. Pierce County District 
Court (PCDC) recognizes that justice involved individuals 
may need a variety of supportive services such as substance 
use/mental health treatment, housing, transportation and 
employment in order to comply with court conditions and 
be productive members of the community. Anyone who is in 
need of services, regardless of justice system involvement, 
is welcome to utilize the services at the Resource Center. 
(Excerpts from the CRC handbook). 

Crisis Intervention Training (CIT)
Crisis Intervention Training (CIT) is behavioral health training 
which equips law enforcement and first responders to 
recognize and deal appropriately with those experiencing 
a behavioral health crisis. In Pierce County, CIT has been 
implemented as mandatory for some deputies and 
corrections officers.

Pierce County Sheriff Co-Responders
The Pierce County Sheriff’s Department has a thriving 
and successful co-responder program with six co-
responder positions all Designated Crisis Responders 
(DCR) employed by the MOCT. A co-responder is a mental 
health professional who responds with a law enforcement 
professional to emergency calls with a suspected behavioral 
health component to divert the individual from jail or the 
emergency department into appropriate treatment. Both 
Tacoma and Lakewood Police Departments have similar 
programs except their co-responders are not DCRs. 
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Therapeutic Courts
Pierce County District and Superior Courts have five therapeutic 
courts between them serving those with mental health and 
substance use disorders.  

Felony Drug Court 
Founded 25 years ago, Pierce County’s Felony Drug Court was one 
of the first in the country and is the second largest in the state. It 
continues as a national model for success. Treatment services are 
provided by Pierce County Alliance who specialize in substance 
abuse and mental health services including specialty treatment 
for veterans, persons with gambling problems  and medication 
assisted treatment (MAT). Treatment incorporates current 
evidence-based practices to include trauma informed care, 
moral reconation therapy (MRT) and dialectical behavioral 
therapy (DBT). The program is a minimum 12-month program. 
Pierce County Felony Drug Court currently has over 180 
participants and has graduated over 1800 since inception.

Felony Mental Health Court
The program is designed to treat felony defendants with a 
chronic mental illness causing their criminal behavior. Pierce 
County Superior Court partners with Greater Lakes Mental 
Health Agency to provide a Forensic Assertive Community Team 
(FACT). The FACT team provides 24/7 mental health services, 
medication management, 1:1 weekly therapy, substance abuse 
treatment, regular UA’s, peer support and housing assistance. 
The program is a minimum of 18 months to graduate. 
Successful graduates may have their charges dismissed or 
will receive an exceptional sentence allowing the individual to 
remain in the community.  At the end of 2019, the court had 64 
participants, 56 graduates and 7 recidivists since its inception.

Assisted Outpatient Treatment (AOT)
The AOT program delivers community based mental health 
services under a court supervision to individuals with severe 
mental illness who have demonstrated difficulty adhering to 
prescribed treatment on a voluntary basis. Participants in the 
program receive services through an Assertive Community Team.   
 
The Treatment team provides wrap around community 
services to include; 1:1 therapy, medication management and 
monitoring, peer support specialists, housing assistance and 
case management. AOT is a joint program of Pierce County 
Superior Court and Comprehensive Life Resources.

Family Recovery Court
In 1999 Pierce County Superior Court partnered with Pierce 
County Alliance to begin the Family Recovery Court. The court 
was developed to specifically focus on families who have a 
current dependency case and children are under the purview 
of the state due to their parent’s drug and alcohol dependency. 
The goal of this program is to reunify children with their 
parents by providing substance use treatment, drug testing, 
job training, parenting education, peer support, visitation 
specialists and medication assisted treatment (MAT). The 
program currently has over 50 participants and has had over 
400 graduates.  

Drug Addiction Reduction Team (DART)
Pierce County District Court Drug Addiction Reduction Team 
(DART) Court began in November 2016 to combat the opioid 
epidemic. The National Association of Drug Court Professionals 
(NADCP) supports the initiative because research proves 
utilizing evidence-based practices to change behavior is 
more cost efficient and has better success rates at reducing 
recidivism than incarceration. As of October 2018, DART has a 
72.5% success rate for ALL participants sustaining law abiding 
behavior.

Housing and Housing Support Services 

Capital Funding Projects
In 2019 the state legislature passed House Bill 1406, authorizing 
local entities to keep a portion of the sales tax to invest in 
affordable housing projects. In response, Pierce County Human 
Services convened a workgroup of local stakeholders, both 
public and private, to plan how to spend this funding stream to 
provide the greatest impact to our county. 

Landlord Liaison Project (LLP)
Pierce County Human Services is also contracting with local 
non-profit Associated Ministries to expand current housing 
offerings through the Landlord Liaison Project (LLP). This 
program provides support to landlords and property owners 
willing to work with housing agencies to rent to high-barrier 
households. The LLP provides incentives for property partners 
such as access to Risk Mitigation Funds, rent-ready tenants, 
educational tools for tenants and property partners, and 24-
hour support services. By building relationships with landlords, 
the LLP hopes to expand affordable housing availability in the 
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region. Since September 2018 the LLP has built relationships 
with 42 property partners plus 49 individual owners and has 
housed 61 households.

Foundational Community Supports (FCS)
Foundational Community Supports (FCS) is a program offering 
benefits for supportive housing and supported employment 
through Amerigroup for Medicaid-eligible beneficiaries with 
complex needs. These are services which allow clients to 
maintain housing once they secure it.

The Program for Assistance in Transition from Homelessness 
(PATH)
The Program for Assistance in Transition from Homelessness 
(PATH) is an assertive homeless outreach team which connects 
people to supportive housing and services focusing on 
individuals with severe mental illness (SMI) or co-occurring SUD. 
Pierce County has two PATH teams staffed by Comprehensive 
Life Resources and Greater Lakes Mental Health. There is no 
capacity limit for this program.

Community Builder
The Community Builder program helps transition people from 
inpatient care to supportive housing and is provided through 
Recovery Innovations and serves around 40 clients.

Veteran’s Housing Task Force 
For the veteran population, the Pierce County Human Services 
Veteran’s Assistance and Homeless Programs have also 
convened a task force to assess local housing and services for 
veterans. The work focuses on filling gaps in housing and support 
services.

Type Definition No.

Emergency 
Shelter

Any facility with overnight sleeping accommodations primarily to provide temporary shelter for the 
homeless.

834

Rapid Rehousing
RRH projects provide supportive services and/or rental assistance (from 0-24 months) as necessary 
to help a homeless individual or family, with or without disabilities, move as quickly as possible and 
maintain permanent housing.

778

Transitional 
Housing

Any type of housing that the client can stay in for up to 24 months and receive supportive services. 190

Permanent 
Supportive 
Housing

Permanent housing in which supportive services are provided to assist homeless persons with a 
disability and a documented year of homelessness to live independently.

1020

Other Permanent 
Housing

Permanent housing that provides supportive services but does not limit eligibility to individuals with 
disabilities or homelessness.

421

Total 3243
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Strategy 1: 
Pierce County 
ACO Model

• A number of providers in Pierce County, including the 
major health systems, have come together to develop a 
potential pilot of a Medicaid ACO 

• These partners propose forming a single community-
based entity in place of the existing managed care 
structure in Pierce County

• This innovative model places the responsibility and 
accountability for health care access, quality and cost 
in the hands of the local community and its health care 
providers



This Pilot is 
Built on 4 
Principles

1. There must be increased transparency in 
the marketplace. 

2. Health care delivery must be value-
driven. 

3. The new entity created must be a 
community asset. 

4. The approach should be sustainable and 
scalable statewide. 



The 
Importance of 
Local 
Governance

• This new community health organization will be 
governed by a partnership between local health 
care providers, consumers, community members 
and community- based organizations, as well as 
local government

• The ACO will contract directly with the Washington 
Health Care Authority to deliver care to the Pierce 
County Medicaid population

• Community governance assures local control of 
Medicaid funds and the ability to better direct 
those funds to meet community need



Projected 
Community 
Investments

• The growth of health care costs is unsustainable 
and will continue to burden the state’s general fund, 
reducing dollars needed for other crucial services, 
like education, housing, public health and public 
safety

• The structure and governance of the ACO will allow it 
to operate efficiently and to assure that savings are 
invested back into the community without cutting 
provider rates

• In addition, by operating more efficiently and 
moderating the growth in health care costs, the ACO 
is also projected to reduce Medicaid costs. Current 
estimates are that those savings will be 
approximately $1 billion over 10 years to the state 
and federal government.



What the Pierce 
County ACO 
will Achieve

 Physical health, behavioral health and oral health care will be integrated and coordinated
 Individuals will be able to receive the care and services they need by a team of providers and 

other health and social service professionals

 Prevention, wellness, and the community-based management of chronic conditions will be 
prioritized, which will keep individuals healthy (instead of only caring for them when they are sick) 

 Quality and consistency of care will be improved, and costs contained through payment models 
and standards that emphasize outcomes and value rather than volume

 Health care and community service providers will be encouraged to innovate

 Electronic health information will be available when and where it is needed to improve health and 
health care delivery

 Our community – including local hospitals, providers and 
community-based organizations – will have a voice in determining 
how health care dollars are invested



Better Health
Better Care

Health Equity
Better Value



How the ACO 
Model Can Align 
and Leverage 
Other 
Community 
Investments

• One of the key values of the Pierce ACO Model 
is that it is built on local resources and 
governed by local providers.

• The model will provide an opportunity to 
better align existing resources and target any 
new investments for greater impact on the 
system.

• ACO governance creates a structure for a 
collaborative effort to improve community 
health and meaningful system improvement.





How the Pierce 
County ACO 
Model is being 
Developed

• There will need to be significant input from 
providers and other community stakeholders 
to get this model right for Pierce County

• The concept is developed – but defining 
governance and operations has not even 
started.

• This work will occur over the next year or so, so 
implementation is expected in 1-2 years.

• A pilot will require a partnership with the 
Health Care Authority (Washington’s 
Medicaid agency)



Local Provider 
Perspective

Kim Zacher



Strategy 2: 
Data Strategy 

Collective

 Community-based population health approach in 
which every person enrolled in the regional data 
collective can be reviewed through a 360° lens on 
a population health-based software platform called 
Innovaccer

 Region-wide data platform allows for easy and 
bidirectional flow of data from all participating 
agencies to holistically address a person’s needs

 Region-wide Care Continuum Network that acts as 
a care traffic control center to assure the 
necessary linkages occur between the patient and 
the available community resources



Benefits of this 
Approach

• In this model, behavioral health is not looked at in a silo –
rather it is a routine part of the care each person receives

• It links BH providers through a common data system 
and common care coordination system

• Administrative costs will be less for all provider agencies as 
billing, reporting, and referral processes are standardized 
and simplified

• Current and long-range gaps in the system are identified in 
real time 

• A healthy process of alignment is encouraged and will 
increase leverage in rate setting and contract negotiations

• Ability to measure performance of a program or initiative 
against important outcomes



Strategy 3: 
Targeted Use of Additional 
County 
Funding 



Principles to 
Guide 

Investments
Significant gaps in the 

behavioral health care delivery 
system – additional funds will 
help but not completely solve 

these challenges

 Investments should be evidence-based and advance 
desired system change not supported by the current 
payment structures

 Spending and outcomes should be tracked and reported 
transparently

 The most vulnerable populations should be priority

 Focus on improvements best suited to the regional level 
(as opposed to those that require state- or federal-level 
investments for meaningful change)

 Investments should maximize leveraging of other 
community resources and align with the proposed Pierce 
County ACO Pilot and the Data Strategy Collective 
(discussed below)

 Investments should balance the need for immediate 
service delivery with the need for increased investments 
in prevention

 Prioritize existing programs that do not have sustainable 
funding sources



Outcomes 
Indicative of 
System 
Change

• Suicide Rates

• Emergency Department Utilization Rates

• Inpatient Recidivism/Readmission Rates: Hospitals, 
psychiatric hospitals, Evaluation and Treatment 
Facilities

• Jail utilization

• Youth Emergency Department Admission Rates (from 
Mary Bridge)

• Behavioral health referrals received by 2-1-1 in 
coordination with Family Resource navigators, including 
the presenting behavioral health symptoms and care 
needs



Investment 
Categories

• Improving access to care

• Increasing prevention and early intervention 
efforts

• Less Restrictive Alternatives for people with 
serious mental illness (SMI)

• Increasing availability of respite services

• Services for Justice-Involved Individuals



RSCC Recommendation

The RSCC recommends that the Council adopt the 
Medicaid ACO pilot and allocate any  additional revenue 
according to the Principles of the plan and in coordination 
with the ACO governance body.



The RSCC recommends that the 
Council adopt the Medicaid ACO 
pilot and allocate any  additional 
revenue according to the Principles 
of the plan and in coordination with 
the ACO governance body.


