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Executive Summary

This State Health Assessment provides an overall pic-
ture of the health and well-being of Washingtonians
as we begin work on our next State Health Improve-
ment Plan. We view this document as a key resource
for public health to function as a Chief Health
Strategist'—that is, to provide data and identify key
health issues, fo convene leaders across multiple
sectors, and to strategize with leaders on prevention
efforts, policy development, and communication fo
promote the health of Washingtonians.

Like other states, Washington'’s population is chang-

ing in dynamic ways:

e Our population is increasing overall, with most of
the projected increase due to migration into the
state. This population increase, currently centered
along the I-5 corridor, will present new challenges
for transportation and housing, both of which im-
pact health and well-being.

e Qur state is becoming more racially and ethnically
diverse, highlighting the need to focus on health
equity, and increasing the demand for linguistical-
ly and culturally appropriate health services.

e A greater proportion of our population is older.
By 2030, more than 1 in 5 Washingtonians will be
65 or older, with even higher proportions in rural
areas of the state. This demographic shift and the
greater complexity of health conditions among
older people will present increased demands on
the workforce and economy as well as health
and social services.

We need to consider these changes and theirimpacts
as we work to align our prevention and improvement
strategies with partners across the state—those work-
ing in Accountable Communities of Health?, tribes,
local health jurisdictions, our healthcare delivery
system, state, local and community organization staff
and policy makers.

When we consider the overall health of Washingfon
State residents, we look to summary measures like
life expectancy and the leading causes and pre-
ventability of deaths and illnesses. While life expec-
tfancy in Washington is quite good (at 80 years), we
see large differences by race and ethnicity. The life
expectancy of an American Indian or Alaska Nafive
(AIAN) baby or a Native Hawaiian or Pacific Island-
er (NHOPI) baby born in Washington in 2015 was 73
years, a full 12 years less than the 85-year life expec-
fancy of an Asian baby born in the same year.

Currently 30%
of Washington’s
population
identify as
people of

color

|i| |i| |i| |i| |i|
1IN

Washingtonians
will be 65 or
older by 2030
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The 10 leading causes of death in Washington
—conditions which impact life expectancy
and health disparities—are overrepresented
by chronic conditions:

e Cancer

e Heart disease

e Alzheimer’s Disease

e Unintentional Injury

e Chronic Lower Respiratory Disease

» Stroke

e Diabetes Mellitus

e Suicide

e Liver Disease

e Influenza and Pneumonia

less education is associated with lower life expec-
tancy and less access to higher paying jobs. Unaf-
fordable housing limits income available for other
necessities, and creates stress. By impacting the
conditions in which we live, work, play and wor-
ship, social determinants of health operate as risk
and protective factors across the life span, lead-
ing us on poorer or healthier life trajectories. In this
way, they influence both the development of and
the persistence of health disparities, and need o
be kept in mind and addressed as we work collab-
oratively to align prevention strategies.

Determinants of Health

Social &
Economic
Factors

Genes &
Biology

In addition to chronic conditions, other pre-
ventable leading causes like unintentional in-

jury and suicide are associated with high years
of potential life lost. Because of this, many
preventable chronic conditions, injuries and
suicides contribute to disproportionate prema-
ture mortality among AIAN, NHOPI and blacks.

We used the determinants of health to frame the
Stafe Health Assessment, and highlight import-
ant trends with impacts across health issues and
conditions. Climate change is a critical environ-
mental influence on health. Predicted increased
temperatures, decreased snowpack and inten-
sified severe weather events may impact mor-
bidity and infrastructure, and exacerbate existing
health disparities. The built environment—our
fransportation systems, land use and commu-
nity design—presents opportunities to modify

our environment to make physical activity more
accessible, reduce pollutants, foster well-being
and reduce injuries.

Social and economic conditions, referred to
as the social determinants of health, include
poverty, education, affordable housing, and
other factors like public safety, jobs, policies,
and institutions that impact social engage-
ment. Many adverse social determinants
disproportionately impact communities of
color and in some instances rural communi-
ties, thereby impacting quality of life, health
behaviors and health outcomes. Poverty can
lead to poorer access to healthcare services,
poorer quality housing and toxic stress, while

Environment

Physical

Clinical
Care

Health
Behaviors

Source: Association of State and Territorial Health Officials De-
terminants of Health model based on frameworks developed
by: Tarlov AR. Ann NY Acad Sci 1999; 896:281-93; and Kindig
D, Asada Y, Booske B. JAMA 2008; 299(17): 2081-2083.

To identify specific health issues for focus, we re-
viewed a wide variety of state and national sourc-
es and solicited feedback from stakeholders with
whom we partner. We met with six partner/stake-
holder groups to identify key issues the state should
address to promote health and well-being. From an
extensive list, we asked participants to select what
they saw as their top 10 health issues, and invited
them to add any issues we had missed. We ranked
the issues within each stakeholder group, as well as
across all six groups. For this report, we developed
a data section on each of the top 10 issues iden-
tified by one or more stakeholder groups, along
with three sections on additional key issues for the
Department of Health.
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In tfotal, we developed sections on each of 27 key
issues, organized info health outcomes, health be-
haviors, healthcare access and preventive care,
physical and built environment, and social deter-
minants of health. Each section has background
information; data frends; variation by county;
disparities by gender; age; race and ethnicity;
income and education; and a summary of efforts
across the state addressing the health issue.

The data show that, with few exceptions, Wash-
ington has similar or better health outcomes, sim-
ilar or lower risk factor prevalence, and similar or
higher protective factor prevalence compared to
the United States. We observe some encouraging
frends—decreases in heart disease deaths, HIV
incidence, and infant mortality, as well as in binge
use. Health insurance coverage has increased

as have child immunizations. We also note some
areas of concern. Our suicide rate is higher than
the U.S. and has increased over the last severall
years. Homelessness has also been increasing.
And obesity among youth is slowly increasing.
The data also uncover important health dispar-
ities. Across the majority of indicators, American
Indians and Alaska Natives are reported to expe-
rience worse health than other racial and ethnic
groups. This disparity exists across the lifespan from
conditions impacting infants fo those affecting
young adults and older populations. Blacks and
Hispanics also experience poorer health com-
pared to whites across several indicators. We

also observe a gradient across education and
income, where those with the lowest education
or lowest income experience worse health than
those with more education orincome.

We combined the tfop 10 issues across the
stakeholder groups into a more focused list of
eight priority health issues for the state, laying
the foundation for our next State Health Im-
provement Plan. These priority health issues are:

e Child Immunization

e Diabetes

* Drug and Alcohol Abuse
* Healthcare Access

0

* Healthy Weight with a focus on
Healthy Eating and Active Living

¢ Housing and Homelessness
* Mental Health
e Tobacco Use

Our assessment raised a number of issues to
consider as we work on the State Health Improve-
ment Plan and aligning efforts. To be effective,
we need additional data, including emergency
room, outpatient and health behavior data, data
on children, and on specific health issues. We
also need more granular data geographically
and on population subgroups—Asian subpopula-
tions; tribes; Lesbian, Gay, Bisexual, Transgender
or Queer people; and people with disabilities.

We also need a state health assessment that is
continuous, and can systematically leverage the
important work conducted for community needs
assessments, community health needs assess-
ments, tribal health assessments and issue-specific
assessments to more readily identify gaps across
the state and better align our interventions.

It will take committed leadership to address our
priority health issues and the longstanding dis-
parifies in health. Our state values collaboration;
partnerships are numerous, and marshalling our
efforts and resources to truly make a difference
will require us to develop a shared vision and
framework to move forward together.

Priority

Health Issues @

i
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Ponulation Trends: Who Are We &
How Are We GChanging?

Recent trends in our Washington population, including the growing size, diversity and aging of our pop-
ulation, are important for understanding the context for health in Washington. These population frends
have implications far beyond our population’s health, but will also have important health impacts.

Washington’s population is growing
What's happening?

e Between the 2000 and 2010 censuses, Washington State’s population increased by 14%, and as
of April 2017, an estimated 7.3 million residents call Washington State home. The State Office of
Financial Management (OFM) projects that this growth will continue with a 28% increase that
will bring the state’s population to 9.1 million by 2040.3 4

e OFM predicts some of this growth (38%) will come from natural increase, when there are more births
than deaths. However, they predict that the majority (62%) will result from migration into the state.

e Finally, while this projected population growth will have implications for the entire state, popu-
lation growth will not impact all parts of the state equally. Currently, 75% of the population lives
west of the Cascade Mountains, and 77% of growth from 2016 to 2017 was in the five largest
metropolitan counties: Clark, King, Pierce, Snohomish and Spokane counties.®®

What are the health implications of population growth?

Greater demand
for health and
social services

Larger population will likely lead to a greater demand for healthcare and
preventive services. Furthermore, without a corresponding increase in ca-
pacity, this population increase will place additional burdens on accessing
healthcare. And, as the eligible population grows, we expect to see great-
er costs associated with health programs like Medicaid and Medicare.

New challenges
for transportation

Larger population, particularly in the |-5 urban corridor, will lead to higher
population density. Increased density can lead to increased traffic and
longer commute fimes, which can increase stress and the amount of fime in-
dividuals spend inactive.® Increased fraffic can also result in more particulate
matter in the air contributing fo respiratory and cardiovascular symptoms.”-&?

New challenges
for housing

Larger population can increase the demand for safe, quality and afford-
able housing. Without an increase in affordable housing, we expect hous-
ing costs to continue to rise. This increase may have greater impact on
lower income Washingtonians, and may result in people moving further
from urban centers (with longer commutes), or to lower quality housing
with greater risk for injury, respiratory and cardiovascular disease.'

More economic
growth

Larger population from migration is due to a thriving economy and an
increase in available jobs for Washingtonians. Economic security may
decrease stress and promotes healthy behaviors, improving health in our
communities. Our challenge is to help all communities benefit from this
economic growth.
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Our population is becoming more racially and
ethnically diverse

What's happening?

Over the past two decades, the percentage of Washington residents who identify as Hispanic,
American Indian or Alaska Native (AIAN), Asian, black or African American, or Natfive Hawaiian
and other Pacific Islander (NHOPI) has been increasing. Specifically, in 2000 only 18% of Wash-
ington’s residents identified as belonging to any of these racial or ethnic groups whereas in 2015
30% identified as falling into one or more of these groups.' 1213

As of 2016, among individuals who identify with one of these racial or ethnic communities, 13%
identified as Hispanic, 8% as Asian, 4% as two or more races, 4% as black or African American,
1.3% as AIAN, and 0.7% as NHOPI. These estimates are based on mutually exclusive groups
following DOH guidelines.' The proportions may differ if groups overlap. For example, a recent
report from the Northwest Porfland Area Indian Health Board found 3% of Washington's popula-
tion was AIAN compared to the estimate of 1.3% above.'s ¢

While Washington is becoming more diverse, this diversity is not spread evenly throughout the
state, nor is it projected to do so in the future. Currently, over 80% of individuals who identify as
Asian, over 80% of individuals who identify as black or African American, and 70% of individuals
who identify as NHOPI reside in Pierce, Snohomish, and King counties.!”

This population concentration does not hold for Washington residents who identify as AIAN, or
Hispanic. Only 35% of individuals who identify as AIAN and only 40% of individuals who idenfify
as Hispanic live in Pierce, Snohomish, or King counties.!”

What are the health implications of becoming more racially and
ethnically diverse?

Increased
demand for
linguistically
and culturally
appropriate
health services

As our communities diversify, our social, health and preventive services
need to adapt with them. To be effective, service providers and orgo-
nizations need to be reflective of the communities they serve. They also
need to partner with communities to develop interventions, materials
and services that are accessible and culturally appropriate.

Greater need
for focus on
health equity

As we discuss later in this chapter, historic policies and practices have
contributed to racial and ethnic disparities in health behaviors and out-
comes. In improving health in Washington, we need to examine where
the greatest disparities exist and consider how they could be better ad-
dressed. The need to focus on achieving racial health equity will

only become more pressing as our state becomes more diverse.

Greater diversity
leads to more
innovation

Researchers have shown that socially diverse groups are more innovative
than homogeneous groups.'® This trend has important implications for
health. Greater innovation leads to economic growth, but also may lead
fo important developments in public health interventions, clinical care
models, and scientific discoveries.
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A greater proportion of our population is older
What's happening?

* Asseen nationally, Washington's population is becoming proportionately older. In 2016, more
than 1in 7 (15%) Washington residents were age 65 or older, by 2030 we expect that this num-
ber will be greater than 1in 5 (22%).4

* The rate and degree of this frend will not be consistent across the state. Projections suggest the
proportionate increase in older adults will happen first, and to a greater degree in rural communities.
Twelve rural counties are projected to have over 30% of their population older than 65 years by 2030."

Percent of the Population 65+
Washington State

s 7 - 14.9%
15-19.9%
20-24.9%

s 25 - 29 9%
e 30 - 43%

Source: Office of Financial Management

What are the health implications of our aging population?

More complex Older adults often have more complex medical needs and a greater

health conditions number of chronic conditions, and are more likely to experience de-
mentia, leading to greater demands on healthcare, care coordination,
and social services. This frend will have implications for the number and
distribution of services needed as well as the cost to the state for Medic-
aid dual eligible (residents who qualify for both Medicaid and Medicare
services) and for Aging and Long Term Support services.

Proportionately The aging of the population will lead to more people out of the work-
fewer working force supported by fewer working individuals.? This trend has both work-
people force and community implications. A greater percentage of the work-

force will likely be needed for caregiving; transportation and commerce
needs may shift, and stress may increase if services cannot meet the
growing demand, or are not affordable to those in need.

2018 Washington State Health Assessment 7



Life Expectancy & Leading Causes of Death

Life expectancy serves as a summary metric of overall health and reflects the average mortality of the
population. The life expectancy of a baby born in Washington in 2015 was just over 80 years. That means,
if that baby were to experience the same age-specific death rates as Washingtonians in 2015, on aver-
age, the baby would be expected to live to 80 years of age. However, the life expectancy of all Washing-
fonians is not the same. In Washington'’s counties, we see a range from 76 to 86 years—a full 10 years' dif-
ference. Racial and ethnic groups show similar dramatic differences. The life expectancy of an American
Indian baby or a Pacific Islander baby born in Washington in 2015 was 73 years, a full 12 years less than the
85-year life expectancy of an Asian baby born the same year in Washington.

To take a slightly more detailed look at the overall health of Washingtonians, we can look atf the leading
causes of death and the years of potential life lost (YPLL). YPLL 65?' is a measure of premature mortality
before age 65, much of which is considered preventable. To calculate it, the age at death for each
death prior to 65 years is subfracted from 65 and the resulting numbers are summed. We can calculate
YPLL 65 for all deaths, as well as for each specific cause of death fo see which conditions result in more
premature mortality. The chart below shows the 10 leading causes of death in 2015 in Washington and
the YPLL before age 65 for each specific cause. The leading causes of death skew foward chronic con-
ditions—cancer, heart disease, Alzheimer’s disease, chronic respiratory disease, stroke, diabetes and
liver disease. The remaining leading causes include unintentional injuries, suicide, and influenza and
pneumonia. Poisonings (largely drug overdoses), falls and transport injuries accounted for 81% of unin-
tentional injury deaths. Of the confributions to premature mortality, unintfentional injuries account for
the most YPLL, followed by cancer and suicide. As noted above, many of these deaths are considered
preventable. It is important fo note also that some causes of death, like Alzheimer's disease, primarily
affect people older than 65 years, so we do not show YPLL 65.

We calculated rates of YPLL 65 per 100,000 population to explore premature mortality by county, and
for racial and ethnic groups. The rate of YPLL 65 is 3,536 years per 100,000 population for the entire state.
County-specific rates ranged from 1,931/100,000 o 5,258/100,000 considering only counties with 5,000
or greater population. Counties with the highest (worst) YPLL 65 included Asotin, Mason, Grays Harbor,
Ferry, Lewis, Pacific and Clallam. Exploring racial and ethnic-specific rates of YPLL 65 shows that AIAN,
NHOPI and blacks in Washington disproportionately experience premature mortality.?

Top 10 Leading Causes of Death with Years of Potential Life Lost (YPLL) Before Age 65
Washington State Death Certificates, 2015

14,000 50,000
45,000
12,000
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*YPLL 65 is less than 0 due to most people dying after age 65 Death YPLL 65
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The experience of morbidity can be challenging to describe. While we have records and dis-
charge diagnoses for all non-federal acute care hospitalizations in Washington as well as for
residents hospitalized in Oregon, we do not have access to records for residents hospitalized in
military facilities. Furthermore, hospitalization records do not represent some prevalent conditions
like Alzheimer's disease and dementia which do not require hospitalization, nor many cancers for
which outpatient freatment is provided. Another challenge is the fact that primary diagnoses may
undercount the impact of a disease. For example, in 2016, there were 10,008 hospitalizations with
a primary diagnosis of diabetes, the 14" most common diagnosis not including childbirth. When
considering all 25 diagnostic fields, however, the number of hospitalizations increases to over
380,000.2° Recent coding changes have resulted in much more specific diagnoses, helping plan-
ning, research and identification of cost drivers. However, it is now more challenging to summarize
broad conditions that result in hospitalizations. Despite these challenges, the table below shows
the 10 most common reasons for inpatient hospitalization based on the primary diagnosis. This list
further demonstrates the skewed impact of chronic conditions on our healthcare system. Many of
these chronic conditions are potentially preventable. The leading causes of death, YPLL 65, and
most frequent inpatient diagnoses are critical for understanding the human and societal costs of
disease and health conditions, as well as the burden on healthcare delivery services and related
costs. This understanding is particularly critical as we work to align the work of public health and
primary care in order to prevent disease and address the friple aim for health: better health, better
care and lower costs, and ultimately, help people live longer, healthier lives.

Most Common Reasons for Hospitalization Based on Primary Discharge Diagnosis
Washington State CHARS*, 2016

e Septicemia (blood infection) e Spondylosis (spinal degenerative disease)
* QOsteoarthritis (degenerative arthritis) e Cardiac dysrhythmias (irregular heartbeat)
e Chest pain e Heart attack

¢ Congestive heart failure e Complication of device, implant or graft

* Stroke e Respiratory failure

*Comprehensive Hospital Abstract Reporting System, not including childbirth
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There is broad agreement on the factors that influence health and disease as genetics, health
behaviors, healthcare, the physical environment, and the social determinants or conditions in
which people are born, grow, live, work and age.?*2>2¢.27.28 These factors operate alone and
together to influence individual health, the health of selected communities, and the health of the
Washington population at large. With the exception of genetics, we can adapt and impact these
factors to prevent disease and improve the well-being of Washingtonians throughout their lives.
Some people consider the built environment—our man-made surroundings such as roads, hous-
ing, city planning and parks—to be a social determinant. For this report, we include the built en-
vironment with the physical environment because of the strong interplay between these factors.
Because of our desire to use this report to inform prevention and the development of strategies

to address priority health issues in Washington, we have used the four factors of health behaviors,
healthcare (which we have titled Healthcare Access and Preventive Care), physical and built
environments, and social determinants to organize this report.

While people generally understand that genetics, health behaviors and healthcare impact
health status and disease, there is less understanding of how the physical and built environment
and the social determinants impact health. The following sections explore important frends in
the physical and built environment, and in the social determinants of health and how they im-
pact health in Washington.

Physical & Built Environment

Every day, Washingtonians depend on their surroundings for health and well-being. We depend
on our geologic and geographic heritage to provide the abundant natural resources supporting
our economy, providing places for recreation and relaxation, and providing clean air and water
fo protect from disease. We also depend on the infrastructure supporting and fransporting these
resources, and the development of our roads, homes, schools, workplaces and communities to
provide the infrastructure where we live our lives. This infrastructure is a key influence on our over-
all favorable health status compared to the U.S. overall, and some key trends willimpact our health
over the coming decades.”
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Climate change will increasingly impact
our population

What's happening?

* Washington has seen increased temperatures, overall declines in glaciers and snowpack, earlier
peak stream flow in snowmelt-fed rivers, and sea level rise along some coastlines.®

* Excessive levels of carbon dioxide and other greenhouse gases will continue to cause the climate
system to warm and shift from historical climate normals in Washington and around the globe.®
Climate scientists predict further decline in Washington's snowpack, more frequent water short-
ages in some basins, ocean acidification, sea level rise, increasing flood risk, more acres burned
from wildfires, and changes in the range of plants and wildlife living in Washington.®

* These shifts will change the landscape of resources and risks society is accustomed to manag-
ing, with direct and indirect impacts on the well-being of people and communities.

What are the health implications of climate change?

Increased Climate change will increase risk of heat-related illiness and death, alter

morbidity risks for infectious conditions including some vector, food and waterborne
diseases, amplify pollen-driven allergies, heighten risk of respiratory and
cardiovascular illiness from exposure to poor air quality, increase risk of
injuries and deaths associated with severe weather events, and worsen
mental health.®

Impacts to Potential risks to health and safety will increase in areas where weath-
health and er-related natural disasters (e.g., storms, loods, drought, wildfire, and
safety landslides) disrupt infrastructure including transportation, power, water,
protections and communication systems, jeopardizing services like safe drinking wa-

ter, wastewater freatment, access to healthcare, and other services that
safeguard human health.®

Exacerbated Risks to health will vary greatly by climate-sensitive hazards specific to
health location, as well as individual and community adaptation steps taken to
disparities prevent risk. Risks will likely have a greater impact on populations already

carrying a disproportionate burden of disease.®
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Increasingly, we are understanding the built
environment’s role as a key determinant of health

What's happening?

The built environment (e.g., transportation systems, land use, and community design) is an
important modifiable component to promote health. Active transportation options for walking
and biking promote physical activity. Land use and community design elements such as parks,
streefts, trees, and recreation facilities, and mixed land use environments create destinations
that foster social cohesion and promote physical activity. These types of features are more
common in wealthier, whiter communities.3% 33 34.35.36

Suburban-style community design reduces opportunities for people to come together naturally,
encourages dependence on automobiles, and forces individuals to commute to work. This results
in decreased community cohesion, increased pollution, and increased sedentary behavior. %%

An individual’s risk of chronic disease is highly influenced by the environment one lives in. Re-
search shows a community’s infrastructure can impact one’s overall health, ability to engage
in physical activity, and ability to make healthful food choices.*

We're learning more about how our history of segregation highly influenced the built envi-
ronment of communities and greatly confributes to racial health disparities, which are further
impacted by unequal distribution of resources and opportunities.?” 4

What are the health implications of this frend?

Increased Built environment changes can make it easier for individuals to be more
opportunities for physically active, which can reduce one’s risk of cardiovascular and
physical activity chronic diseases.®

Reduced Communities near highly trafficked roads and urban areas have in-
exposure to creased exposure to air and noise pollution, putting people at increased
pollutants risk for cardiovascular and respiratory disease.”- % 4! Increasing active

fransportation opportunities provides an opportunity to decrease depen-
dence on automobiles. This may result in reduced motorized traffic, fraffic
congestion, and overall outdoor pollutants.#! Poor indoor air quality,
dampness, and fungal contamination in a home can increase a person’s
risk of asthma or make symptoms worse.*?

Improved The availability of green spaces in a community is associated with many
well-being different physical and mental health benefits, including better pregnancy
outcomes.”’

Decreased risk The presence of sidewalks, location of playgrounds, and increased light-
of child injury ing and visibility of intersections are examples of changes that can help
decrease crashes involving child pedestrians.*
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Social Determinants of Health

Social and economic conditions are often referred to as the social determinants of health. Across
the life span they impact people’s access to food, resources, medical care and preventive ser-
vices, and they operate on individual, community and societal levels. Consequently, they im-
pact health behaviors, future social and economic condifions, participation in government and
decision making, and access to community and societal resources. As evidenced by just a few of
the many important social determinants measures below, they are not distributed evenly across
Washington's population.

Washington’s communities of color and rural
communities are disproportionately impacted by poverty

What's happening?

e The proportion of people who live at or below the Federal Poverty Level (FPL) is often used as a
measure of economic well-being. In 2016, 11% (x<1%) of people lived below the FPL which was
not appreciably different from 2005 (12% +<1%), although poverty increased during the reces-
sion and has recently declined. The FPL for a family of four was $24,250 in 2016.44 45

e While overall rates of poverty have not increased, levels of poverty remain disproportionately
high among Washington's communities of color. Specifically, from 2011 - 2015, about one-quar-
ter of Washington'’s African American (24% +2%), AIAN (26% +2%), and Hispanic (25% +<1%)
populations had household incomes below the FPL—more than double the rate for whites (11%
+<1%) and Asians (12% +<1%).#

e Wealth is distributed more unequally. From 2011-2015 17% (£<1%) of whites and 13% (x<1%) of
Asians reported any rent, dividend or interest income compared to 4% (£<1%) of African Ameri-
cans, 9% (x<1%) of AIAN, and 4% (+<1%) of Hispanics.*

* Poverty also disproportionately affects Washington's towns and rural communities. From 2011-2015,
13% (£<1%) of the population in urban core areas in Washington, 11% (£<1%) in suburban areas, 19%
(x1%) in large towns, and 15% (£<1%) in small rural towns were living below the FPL.4 4

What are the health implications of this trend?

Access to Individuals experiencing economic hardship face barriers to accessing
services health services including preventive services, which can have negative
implications for their health.

Home and work Individuals who lack economic stability are more likely to experience
environments living situations that negatively impact their health, including unsafe hous-
ing or homelessness, dangerous working conditions, lack of access
to spaces like parks or sidewalks for physical activity, and limited access
to affordable healthy foods which can lead to chronic diseases, like dia-
betes and heart disease.'®

Toxic stress Lack of financial stability can increase toxic stress that can negatively impact
an individual’'s mental and physical well-being.# Additionally, intergenera-
tional cycles of poverty and racism can impact long term health and limit
access to resources such as education, housing stability, and future ability to
secure economic stability, all of which are social determinants of health.* 4
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Overall more Washingtonians are completing high
school but disparities remain particularly for the
Hispanic community

What's happening?

* Trend data show the proportion of residents without a high school degree significantly decreased
from 11% (£<1%) in 2005 to 9% (+<1%) in 2016.*

* Significant disparities exist between communities, however, in rates of graduation. From 2011-
2015, while 6% (x<1%) of individuals who identified as white had not completed high school,
almost twice as many individuals who identified as African American and more than twice as
many who identified as AIAN, Hispanic, or Asian had not completed a high school degree by
age 25. Among Hispanics, 37% (+1%) had not completed high school.*

What are the health implications of more education?

Increased life More education is associated with longer life expectancy, lower
expectancy mortality, and lower morbidity due to a variety of causes.> 3! 52

and decreased

morbidity

Better jobs and For many jobs, high school completion if not a higher education degree
higher income is a requirement. Lack of a high school degree often limits access to jobs

beyond unskilled labor, in turn limiting one’s earning potential and ability
to improve future social and economic conditions.

Increased skills Education is associated with skill development which can impact an
individual’'s or community's ability to access resources including medical
care, support services, or prevention programs, as well as the opportunity
to exert influence over the conditions which promote health.>
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Many Washingtonians struggle to afford housing
What's happening?

* In 2016, almost one-third of Washingtonians lived in households with unaffordable housing -
where more than 30% of income was spent on housing.*

e Individuals who rent continue to experience higher than average cost burden for housing.
In 2016, 46% (+1%) of Washington renters spent more than 30% of theirincome on housing.*

* Communities of color experience disproportionate difficulty with affordable housing. In 2016,
46% (£3%) of Africans Americans and 36% (£2%) of Hispanics spent more than 30% of their in-
come on housing compared with whites (27% +<1%) and Asians (28% +2%) .4

* Homelessness in Washington has increased since 2013, largely due to increasing rents. In 2017,
half of the homeless people in Washington were in King County. This is in contrast to the eco-
nomic boom and a down side to the migration into the Puget Sound region.>

What are the health implications of less affordable housing?

Less available When households spend more than 30% of their income on housing, it
income for limits the ability to afford other necessities such as food, transportation,
other needs and medical care. This dynamic can have acute health impacts by pre-

venting individuals from seeking medical care in a timely manner. It can
also contribute to long-tferm or chronic iliness by limiting access to healthy
foods or health behaviors.

Poorer Lack of affordable housing may lead individuals to purchase or rent poor-
quality er quality housing. From 2010-2014, 18% (+<1%) of Washington residents
housing and had severe housing problems such as an incomplete kitchen, incomplete
crowding plumbing, more than one person per room, or a cost burden greater

than 50%.% Poor quality housing can result in poor ventilation and mold or
lead exposures.>

Stress For individuals who lack stable housing, the threat of homelessness can con-
fribute to stress that can negatively impact mental and physical health.>
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Many other social determinants impact health

e Other social determinants that impact health include public safety and criminal justice, infra-
structure like utilities and technology, jobs, community goods and services, and institutions that
impact social engagement like religious, cultural, and educational institutions.

e Current and historical policies and practices also impact health. These include urban planning,
immigration and setftlement. Policies and practices rooted in prejudice, such as residential
segregation and systematic removal of AIAN children from tribes and sending them to boarding
schools, have caused intergenerational trauma.”’

e Social determinants provide the environments in which Washingtonians grow, live, work, play,
and worship, thereby impacting quality of life, health behaviors, and health outcomes. Im-
proving health requires us to work together with impacted communities to look at these envi-
ronments to identify the shared root causes of many health issues. Together, we can highlight
opportunities for impact and identify culturally appropriate and acceptable solutions.
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When we look at measures from all Washington residents averaged fogether, on many health measures we
rank higher than the national average. However, the statewide measures can hide important stories. Where
you live and what community you belong to impacts health. When we look at subgroups it becomes clear
that while some of Washington's communities experience some of the best health in the nation, others have
health outcomes that are quite poor. A recent paper showed that life expectancy in King County in 2014
varied by 18 years for men and 14 years for women between census fracts with the lowest and highest life
expectancies. In some instances, census fracts with very divergent life expectancies were located in close
proximity.® This makes sense because social determinants deeply influence our health. Not all social deter-
minants are distributed equally and, therefore, not all Washington residents start from an equal playing field.
As a result of generations of inequality, sone communities have a history of poorer health outcomes. Con-
finued disparities foday mean that some groups have more resources or resilience when confronting new
challenges. The diagram below demonstrates the impact of risk and protective factors, and how health
disparities can play out throughout the life course. The timing of exposures and experiences can impact an
individual’'s health leading them on a specific health trajectory across their life span.¥

This report breaks out health data to reflect different Washington subpopulations to the extent that
we are able. In many instances, we shed light on the disparities that exist between the state average
and the lived redalities for specific communities in our state. While the individuals or communities most
at risk vary, readers will nofice that certain communities—such as communities of color, individuals

of lower socio-economic status, and specific counties—often experience disproportionately poor
health outcomes across several health measures. This finding is often a reflection of inequalities in the
built environment and social determinants of health—both those currently experienced, like housing
and income, as well as intergenerational factors, like trauma, found across communities.

We present a simplified overview of disparities in this report to aid understanding. Our infention is to iden-
tify disparities so we are better positioned to address them together, and to help leverage the strengths
within communities to address their needs. Increasingly, we appreciate the role communities and cultures
have in identifying solutions that work and seek to collaborate on prevention alignment. We recognize
that individuals may belong to several communities or subpopulations experiencing increased health risks.
While we highlight disparities separately, exploration of the intersections between groups is also necessary
to better inform prevention and health interventions. We know that subpopulations and communities with
the greatest disparities are the ones with the greatest potential for health improvement. So identifying
disparities becomes an important first step for gaining clarity on where we should focus our work.

Toxic Stress
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Process and Stakeholder Engagement

We began our State Health Assessment process by compiling a list of indicators across five do-
mains including health outcomes and the four determinants of health highlighted previously:

e Health behaviors
e Healthcare access and preventive care
e Physical environment

e Social determinants

We reviewed state and national materials to compile the list, and assessed indicators based on
these criteria:

e High burden (morbidity/mortality or risk factors associated with multiple outcomes)
e High cost

e Acftionable at multiple levels (population, community, interpersonal, individual)

e Indicator shows variability

e Indicatoris easy to communicate

e Indicator aligns with other national and statewide initiatives

We selected indicators from valid and reliable sources, and wherever possible had county-level
data for more than 80 percent of counties. Our goal was to limit the list to about 50 indicators.

The Washington State materials we reviewed included the Health of Washington State, the Com-
mon Measure Set, the Public Health Improvement Plan, Local Public Health Indicators, the Wash-
ingfon Prevention Framework, the Governor's Results Washington measures, and program-level
performance measures from the Washington State Department of Health.

The national materials we reviewed included America’s Health Rankings, County Health Rankings,
Healthy People 2020, CDC's Community Health Status Indicators, the Institute of Medicine’s Vital
Signs: Core Metrics for Health and Healthcare Progress, and CDC's 6 | 18 Initiative.

From these resources, we compiled an initial list along with some core background indicators and
reviewed if to ensure it included measures across the life span and measures that could show
health disparities. We shared the list with state, local and tribal public health staff, and the state
Health Care Authority and other partners, and revised the list based on their feedback.

As we began our stakeholder engagement process, Washington was in the midst of health system
fransformation. This included establishment of nine regional Accountable Communities of Health
(ACHs) as part of Washington's State Innovation Model (SIM) Grant from the Centers for Medicare
and Medicaid Services. ACHs were established to bring together leaders from across sectors to
improve the health of their regional population. ACHs were developing robust partnerships with
business communities, social service agencies, nonprofit organizations, advocacy groups, local
public health, hospitals and healthcare systems. Many of the stakeholders we wanted to engage
were also intensely involved in establishing ACHs. Because of this, we conducted our stakeholder
engagement with several existing stakeholder groups. These groups included:
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Department of Health Community Health Advisory Commitiee (CHAC)
The CHAC works to align the strategic direction of chronic disease prevention work and supports
the development of healthy communities in Washington State. The committee includes state
agency partners, local health jurisdiction partners, stakeholders such as the American Academy
of Pediatrics, Foundation for a Healthier Generation, Washington State American Indian Health
Commission, and consumer representatives.

State Innovation Model Grant Plan for Improving Population Health

External Advisory Group

The Plan for Improving Population Health guides state and local communities in implementing
population health improvement strategies and ensuring Healthier Washington addresses preven-
fion, health equity and the social determinants of health. Group members came from across the
state representing Accountable Communities of Health, local health jurisdictions, healthcare pro-
viders, and community-based and cross-cultural organizations.

State Prevention Enhancement (SPE) Policy Consortium

The SPE Policy Consortium brings together key prevention partners including representatives from
26 state and tribal agencies and organizations. The SPE Policy Consortium’s goal is to enhance an
infegrated statewide system and infrastructure to better support high-need communities to ad-
dress substance abuse prevention, mental health promotion and related issues.

Washington State Association of Local Public Health Officials (WSALPHO)
WSALPHO brings together the leadership of local public health jurisdictions (LHJs) to provide a more
effective, efficient and consistent local public health infrastructure throughout the state. The Assess-
ment Committee and Health Reform Workgroup specifically provided input into the report process.

Washington State Environmental Health Directors (WSEHD)

WSEHD provides a unified voice and influence regarding environmental health policy in Washing-
ton State. The committee is comprised of Washington State Department of Health (Environmental
Public Health Division) leadership, Environmental Health Directors representing every county in
Washington State, the Washington State Board of Health and other federal and state agencies
engaged in environmental health.

Medical Quality Assurance Commission (MQAC)

MQAC establishes, monitors and enforces qualifications for physician and physician assistant licen-
sure, consistent standards of practice, and contfinuing competency to promote quality health-
care. Members are appointed by the governor.

We meft with each group and gave a 20-minute background presentation explaining our goals for
the State Health Assessment and the process we were using, and providing information on Wash-
ington’s population and high-level health status. After each presentation, we provided the indica-
for lists, organized by domain, showing the most recent Washington State data, the most recent
U.S. data, and whether Washington State was doing the same, better or worse than the U.S. We
asked each parficipant to select what they saw as the top 10 health issues. We also invited them
to add indicators we might have missed, and to tell us if they were particularly interested in

a population subgroup. We encouraged them to focus on the health issue rather than the indica-
tor. After the first presentation, we added about 20 indicators identified by stakeholders to our list,
and the remaining groups could also select those issues in their fop 10 issues. Appendix A shows
the final list of seventy issues and indicators.
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During the stakeholder engagement process, we also reviewed local documents including com-
munity health assessments, community health needs assessments, and community health improve-
ment plans recently completed by local health jurisdictions and hospitals. This review showed
where our list was missing important indicators, and whether communities were focused on similar
priority issues identified at our stakeholder workshops. Thirty of the 35 LHJs had completed a county
or regional health assessment, all but three within the past five years. An additional four LHJs had
not completed a community health assessment, so we reviewed the community health needs as-
sessment of the main hospital in their jurisdiction. Appendix B contains a description of the overall
findings of the review and a table maintained on the DOH website with links to the local assess-
ment reports. As new reports are completed, we make them available to state and local public
health, ACHs, healthcare organizations, nonprofit agencies, and community members to promote
collaboration on the priority health issues facing Washingtonians.

To prepare this report, we assembled background information on the population of Washington,
pertinent frends, life expectancy, and leading causes of death and hospitalization, as well as informa-
tion on the physical and built environment and social determinants of health. Using feedback from all
stakeholder groups, we finalized the list of priority stakeholder issues. We summed the issues prioritized
by each stakeholder group and ranked them. We also summed and ranked the issues across the
groups. The chart on the next page shows the top 10 issues from each stakeholder group, and across
all six stakeholder groups. In many instances, there are more than 10 issues due fo a fie in the rankings.
The column on the left includes the top 10 issues (12 issues due to ties) across all six stakeholder groups.
For each issue identified in the top 10 issues of one or more groups, we compiled frend information,
county-specific data, and data stratified by gender, age, race and ethnicity, income and education,
fo the extent data were available. Each of the issues identified by one or more stakeholder groups is
included as a section in the following key issues. Some issues we combined into one section. For exam-
ple, we grouped Homelessness and Inadequate Housing together. We also included sections (Breast
Cancer, HIV, and Prenatal Care) that were key issues for the Department of Health, but had not been
prioritized by the stakeholder groups. In total, the following sections highlight 27 key issues.

We reviewed the top issues across all stakeholder groups and combined some of these issues to
identify a more focused list of eight priority health issues for the state. Before finalizing the State
Health Assessment, we shared the results of the prioritization and the draft report with the stake-
holder groups and posted the draft report on our website in January 2018. We sent out emails to
partners and stakeholders notifying them that the Stafe Health Assessment was available for public
comment, mentfioned it on social media, wrofe a blog post about it, and sent out reminder emails.
As part of the public comment period, we invited stakeholders to complete a survey that asked
whether the issues in the State Health Assessment were important to them, whether we missed any
issues, whether they would like to be included in updates of the Stafe Health Assessment or the Stafe
Health Improvement Plan process, and whether they had any other comments. We received com-
pleted survey data from 176 stakeholders who included community members, healthcare providers,
and representatives from local health departments, state agencies, professional organizations, and
community-based organizations. We received valuable information from the survey and were able
to address several comments in the report. In addition, we have a list of issues and concerns raised
by stakeholders that we plan to review and address as part of our updates and future work.
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Top 10 Ranked Health Issues from Stakeholder Workgroups

All
Stakeholder CHAC P4IPH WSALPHO SPE EHD MQAC
Groups
. Tobacco . Tobacco Physical .
Obesity Homelessness Use Obesity Use Activity Obesity
" Childhood Oral - Excessive Outdoor s
Uo7 Immunizations Health e Alcohol Use Air Quality asliey
Phys.|(?ol Physpol Suicide Chlldhoqd E-Cigarette Obesity Ch||dhoqd
Activity Activity Immunizations Use IMmmunizations
Tob Access to SEVEIE
obdacco . Diabetes Housing Suicide Asthma Diabetes
Use Provider
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. Safe . Drug .
Chl|d.h00.d Firearms e Eee Nuftrition Overdose Diabetes ZEzmE
Immunizations Water Alcohol Use
Storage Deaths
.. . Mental Tobacco Marijuana . Physical
Suicide Obesity Health Use Use Nutrition Activity
Non-
. Mental . Physical Medical Health Domestic
Diabetes Health DIBEEly Activity Use of Pain Insurance Violence
Relievers
Severe COMEES Drug
Housing Asthma Nutrition Chllo!hOOd Prediabetes Indoot Alr Overdose
Probl Experiences Quality Deaths
roblems (ACEs)
Drug E-Cigarette Chlldhqod Prenatal Coronary Coronary Sevqre
Overdose Use Immuniza- Care Heart Heart Housing
Deaths fions Disease Disease Problems
. . Drug .
Mental Nutrition Physpol 2EEE Education Overdose ‘Chlldren
Health Activity Alcohol Use in Poverty
Deaths
£ X Severe Severe Tobacco
Al xcsssllve Housing Housing Use
cenel Uss Problems Problems
Indequate Access
Access to s av | to Mental Shellfish
Provider SUOC'ng Health el
PP Providers
Limited
Access to
Homelessness Healthy
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Note that there were several ties in ranking the issues which led to more than 10 issues listed for all the stakeholder groups combined, and for
several of the individual stakeholder groups. The stakeholder groups include: Community Health Advisory Committee (CHAC), Plan for Improving
Population Health (P4IPH) External Advisory Committee, Washington State Association for Local Public Health Officials (WSALPHO), State Preven-
fion Enhancement Policy Consortium (SPE), Local Environmental Health Directors (EHD), and the Medical Quality Assurance Commission (MQAC).
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Key Issues

The following section summarizes key issues identified by our stakeholder groups. These issues are
organized into five sections aligned with the four determinants of health:

* Health outcomes

* Health behaviors

e Healthcare access and preventive care
e Physical and built environments

¢ Social determinants

For each issue, we have highlighted its importance and pulled together available trend data and

variation by geography, gender, age, race and ethnicity, education and income to emphasize
and highlight disparities where present. We also provide a summary of statewide efforts across
Washington addressing these issues.
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Asthma

Asthma is a lung disease that inflames and nar-
rows the airways. It causes recurring periods of
wheezing, chest fightness, shortness of breath, and
coughing. Indoor and outdoor air pollutants, stress,
changes in temperature, colds and other infec-
fions, and exercise can trigger asthma aftacks.

In 2016, 10% (£ <1%) of Washington adults reported
having asthma. Asthma prevalence increased from
1999 to 2010, and has been stable since 2011. The
prevalence of current asthma among 10" graders
was 10% (£ 1%) in 2016, and has been stable.

Males, Asians, and Hispanics are less likely to have
asthma than are other Washingtonians.

Good asthma care must be coordinated across
many areas: healthcare, communities, schools,
homes, and worksites. People who have asthma
often have other chronic diseases. We know that
much of what causes and worsens heart disease,
stroke, diabetes, and some cancers also affects
asthma. Asthma treatment will be more successful
when Washington residents live in environments
that make it easier to breathe and live healthy,
active lives.

Currently, DOH lacks asthma-specific funding to
make statewide policy, environment, and systems
changes necessary to adequately and equitably
support people with asthma.

|i| |i| |i| |ﬁ| |ﬁ|
|i| |i| |i| |i| |i|
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their lifetime
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Time Trends

In the 2016 Behavioral Risk Factor
Surveillance System (BRFSS), the
prevalence of asthma among
Washington State adults was 10%
(+<1%).

Washington adults have a similar
prevalence of asthma compared
to U.S. adults.

The prevalence of asthma in
Washington has been stable from
2011-2016. Previously, it increased
from 7% (£ 1%) in 1999 to 10%

(£ <1%) in 2010.
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Geographic Variation

There are no counties with adult asthma
prevalence that is different than the state
prevalence.

Asthma
Washington Counties
BRFSS, 2014 & 2016
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Disparities

* Inthe 2014-2016 BRFSS, males had lower
asthma prevalence compared to females.

e Asthma prevalence was lower among
adults 25-44 years old.

e Non-Hispanic (NH) Asians had the lowest
asthma prevalence followed by Hispanics.

¢ The asthma prevalence among lesbian,
gay and bisexual (LGB) adults was higher
than the asthma prevalence among het-
erosexuals, 17% (£3%) vs 9% (£<1%) overalll,
23% (£4%) vs 12% (£<1%) among females,
and 11% (£4%) vs 7% (£<1%) among males,
respectively (data not shown).

Asthma
Washington State
BRFSS, 2014-2016

Female
Male

45+ years old
55-64 years old
45-54 years old
35-44 years old
25-34 years old
18-24 years old

Asian*
Hispanic
White*
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AIAN*

$75,000 or More
$50,000 to $74,999
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Less Than $25,000
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Some College
High School or Less
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Age-Adjusted Percent

*Non-Hispanic (all races) | AIAN: American Indian/Alaska
Native | NHOPI: Native Hawaiian/Other Pacific Islander
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Youth

Time Trends

In the 2016 Washington State Healthy
Youth Survey (HYS) among 10"
graders, the prevalence of lifetime
asthma was 21% (£ 1%), and current
asthma was 10% (£<1%).

Washington 10" grade students
reported a similar prevalence of asthma
compared to U.S. 10" graders.

The prevalence of asthma among
Washington 10™ graders has been
stable since 2008.
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Current Asthma, 10" Graders
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Geographic Variation

* Inthe combined 2014 & 2016 HYS, King
County 10" graders had a lower prev-
alence of asthma compared to 10™
graders in the state as a whole.

e There were no counties where the prev-
alence of asthma in 10" graders was
higher than the prevalence among 10"
graders in the state as a whole.

Youth Asthma, 10" Graders
Washington Counties
HYS, 2014 & 2016
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Disparities

¢ In the combined 2014 & 2016 HYS, asthma
prevalence was highest among 10" and
12t graders.

¢ Female 10™ graders had higher asthma
prevalence compared to males.

e Black 10" graders had the highest asthma
prevalence, and Asian students had the
lowest.

Current Asthma
Washington State
HYS, 2014 & 2016
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8t Grade
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Male
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*Non-Hispanic (allraces) | AIAN: American Indian/Alaska
Native | NHOPI: Native Hawaiian/Other Pacific Islander
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In 2016, DOH and partners updated the Wash-
ington State Asthma Plan and agreed that in
order to adequately improve the quality of life
for people with asthma in Washington, three
goals need to be met:

1. All people with asthma in Washingfton will
have access to, and receive, affordable,
high-quality care according to national
guidelines.

2. All people with asthma in Washington will
live in healthy homes and communities to
support effective self-management and
reduce exposure fo asthma triggers.

3. Allschools and early learning programs in
Washington will be asthma-friendly.

In the absence of a state asthma program

af the Department of Health, there confinue
to be some state-level efforts to work foward
these goals. For example, there are three per-

formance measures included in the Medicaid

Transformation Demonstration that Account-
able Communities of Health can choose o
focus on, that would impact people with
asthma:

¢ Medicafion management for people with
asthma (5-64 years)

See also Outdoor Air Quality

* Medication management for people with

asthma (5-64 years)

¢ Qutpatient emergency department visits
e Children’s and adolescents’ access to pri-

mary care practitioners

Additionally, in 2015, the Washington State
Legislature expanded its investment in healthy,
safe, and energy-efficient low-income weath-
erization o include improvements that help
children and adults combat asthma. The initia-
five is called Weatherization Plus Health. In ifs
pilot phase from 2016 to 2017, $2.3 million was
dedicated to eight grant projects around the
state. Pilot projects finished their initial work in
June 2017, with program evaluations expected
by the end of summer 2018.

Lastly, partners and local asthma coalitions
continue to invest their own resources into
activities such as:

Providing direct services for people with
asthma in their communities

Piloting innovative and collaborative pro-
grams to help reduce the burden of asthma

Testing new payment models

Working together to ensure quality asthma
care is accessible and equitable statewide.

Evidence-based interventions to address asthma are available in the CDC Community Guide.

Technical Notes

Confidence Intervals: Definition and examples are described in Appendix C

Current Asthma in Healthy Youth Survey: defined as those students who reported being told by a doctor or nurse that

they had asthma, and that they still have asthma.

Race and Ethnicity: Classification described in Appendix C

34

2018 Washington State Health Assessment


http://www.commerce.wa.gov/growing-the-economy/energy/weatherization-and-energy-efficiency/matchmaker/weatherization-plus-health-wxh/
https://www.doh.wa.gov/ForPublicHealthandHealthcareProviders/PublicHealthSystemResourcesandServices/LocalHealthResourcesandTools/LocalAsthmaCoalitions
http://www.doh.wa.gov/Portals/1/Documents/Pubs/345-290-WAStateAsthmaPlan.pdf
http://www.doh.wa.gov/Portals/1/Documents/Pubs/345-290-WAStateAsthmaPlan.pdf
https://www.hca.wa.gov/assets/program/project-metrics-appendix.pdf
https://www.hca.wa.gov/assets/program/project-metrics-appendix.pdf
https://www.hca.wa.gov/about-hca/healthier-washington/medicaid-transformation
https://www.hca.wa.gov/about-hca/healthier-washington/medicaid-transformation
https://www.hca.wa.gov/about-hca/healthier-washington/accountable-communities-health-ach
https://www.hca.wa.gov/about-hca/healthier-washington/accountable-communities-health-ach
https://www.thecommunityguide.org/topic/asthma

Female Breast Cancer

Breast cancer is the most frequently diagnosed
cancer and the second leading cause of cancer
death among Washington women. In Washington
State in 2014, there were 6,926 new cases of female
breast cancer (age-adjusted incidence rate; 169
per 100,000 women) and 8465 women died of breast
cancer (age-adjusted mortality rate: 20 per 100,000
women). In 2014, Washington's incidence rate was
higher than the U.S. rate.! Washington has consis-
tently ranked among the 10 states with the highest
rates of newly diagnosed invasive breast cancer.?

DOH, along with partner agencies, is working to
promote cancer screening. Early detection is key,
and collaboration on policies and practices that
promote early detection and the implementa-
fion of evidence based interventions to increase
screening are underway. These interventions cen-
ter around client reminders, provider reminders,
reducing structural barriers to obtaining screening
(e.g. mobile mammography and increased clinic
hours), and provider assessment and feedback of
their client panel’s up-to-date screening rate.

4y
RSR
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U.S. women will
develop breast
cancer in their

lifetime

Washington is
among the 10
states with the
highest newly
diagnosed breast
cancer rates
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Time Trends

In 2014, there were 6,926 new cases of fe-
male breast cancer reported in Washington,
an age-adjusted incidence rate of 169 per
100,000 which is higher than the U.S. rate.

Washington has ranked among the 10 states
with the highest newly diagnosed invasive breast
cancer rates for all but two years since 1999.

Similar to the U.S. overall, female breast
cancer incidence rates in Washingfon have
remained level since 2006.

Washington has not yet achieved the
Healthy People 2020 goal to reduce the inci-
dence of late stage breast cancer in women
to 41 cases per 100,000 women. In 2014, 44
cases of late-stage breast cancer were diag-
nosed per 100,000 Washington women.

In 2014, 865 women died of breast cancer, an
age-adjusted mortality rate of 20 per 100,000.

The age-adjusted female breast cancer
mortality rate has decreased steadily
since 1992 when surveillance began, and
surpassed the Healthy People 2020 goal of
21 deaths per 100,000 women in 2012.

¢ The overall 2014 U.S. five-year relative sur-
vival rate for female breast cancer is 92%!.

e Survival increases with early diagnosis and in
2014, 71% of female breast cancers in Wash-
ington were diagnosed at the earliest stage
(in situ and localized), 26% at the latest stage
(regional and distant) and 4% unstaged.

Female Breast Cancer Incidence Rates
Washington State & US
Cancer Registry, 1992-2014
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Geographic Variation

e During 2012-2014 combined, King Coun-
ty had a higher incidence rate of female
breast cancer than the state as a whole.

e During 2012-2014 combined, Franklin,
Lewis, and Yakima counties had lower
incidence rates of female breast can-
cer than the state as a whole.

Female Breast Cancer Incidence Rates
Washington Counties
Cancer Registry, 2012-2014
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Disparities

e During 2012-2014 Washington women 65-
74 years had the highest incidence rate
of female breast cancer. Though import-
ant to address cancer incidence, inci-
dence is commonly higher in older adults
as cancer risk increases with age.

e During 2012-2014, Native Hawaiian and Pa-
cific Islander (NHOPI) women had a higher
rate of newly diagnosed breast cancer
than White women. Hispanic women in
Washington had the lowest rate com-
pared to all other racial and ethnic groups.

* In Washington, for 2010-2014 combined,
age-adjusted female breast cancer inci-
dence rates were highest for people living
in census tracts where less than 5% of the
population lived in poverty.

* In Washington, for 2010-2014 combined,
age-adjusted incidence rate for female
breast cancer increased as the proportion
of census fract residents with a college
degree increased.

Female Breast Cancer Incidence Rates
Washington State
Cancer Registry, 2012-2014
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State, local, and community partners are work- ¢ Monitor and track up-to-date screening rates.

ing fo reduce the burden of cancer. * Provide services for many of our state's most

vulnerable populations. Federally Quali-
fied Health Centers, a key element of the
healthcare safety net, are partnering with
Department of Health, American Cancer
Society, and the Susan G. Komen Founda-
tion to increase screening.

The Department of Health

e Administers the National Breast and Cer-
vical Cancer Early Detection Program for
Washington in partnership with regional
contractors. This program provides free
breast, cervical, and colon cancer screen-
ing to eligible people in Washington State, Community Based and Nonprofit Organizations
promotes cancer screening, diagnostics
and access to treatment, and partners with
health systems and payers to implement
evidence-based interventions to increase
cancer screening and policies that promote
cancer screening.

¢ The American Cancer Society (ACS) in
Washington advocates for funding and
policies that ensure access to high-qual-
ity breast cancer screening for all. They
bring fogether organizational leaders to
support cancer prevention, screening, and

¢ Implements the Comprehensive Cancer freatment with their CEOs Against Cancer
Control program that works with partners to program and their partnership with Delta,
promote the utilization of health plan bene- the National Football League, Kroger, and
fits and worksite wellness through HealthLinks. Chevrolet. They provide the Look Good Feel

Better, Reach to Recovery and patient navi-
gation programs to support people going
through freatment and into survivorship.

¢ Tracks and monitors the burden of cancerin
communitfies across the state.

Healthcare Systems in Washington  The Susan G. Komen Foundation advocates

e Increase access to breast cancer screening for funding, and provides for the promotion of
via mobile mammography and increased cancer prevention, screening and treatment.
clinic hours.

Evidence-based interventions to increase cancer screening are available in the CDC Community Guide.

Technical Notes

Breast Cancer Incidence: Breast cancer incidence was defined using ICD-O-3 codes C50.0-C50.9 excluding histology
codes 9140, 9050-2055, 9590-9992 for diagnosis years 1992-2014. This definition includes ductal and lobular carcinoma in
situ. When we compare Washington and national incidence, we include the in situ cases for both Washington and the na-
tion. Many national reports, such as those commonly published by the American Cancer Society and the National Cancer
Institute, do not include in sifu cases. Incidence rates are lower when in situ cases are not included.

Breast Cancer Mortality: Deaths due to breast cancer were defined using the underlying cause of death ICD-? codes 174.0-
174.9 (1992-1998) and ICD-10 codes C50 (1999-2014) reported on the Washington State death certificates.

Confidence Intervals: Definition and examples are described in Appendix C
Percent Living in Poverty and Percent College Graduates: Definition and use is described in Appendix C
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https://www.thecommunityguide.org/sites/default/files/assets/OnePager-CancerScreening-Multicomponent-BreastCancer.pdf
https://depts.washington.edu/hprc/research/our-focus-areas/workplace-health-promotion/healthlinks/

Race and Ethnicity: Classification described in Appendix C
Relative Standard Error: Definition and how it was used is described in Appendix C

Surveillance, Epidemiology, and End Results (SEER) Program: The National Cancer Institute established the SEER Program to
assist in the collection, analysis, and dissemination of data useful for the prevention, diagnosis, and treatment of cancer,
arequirement of the National Cancer Act of 1971. According to United State Cancer Statistics by the National Cancer
Insti-tute and the Centers for Disease Control and Prevention, there are 14 population-based cancer registries and 3 supple-
mental registries (which cover about 28% of the U.S. population) that collect data on cancer incidence and survival.

Washington State Cancer Registry (WSCR): Washington law (Revised Code of Washington 70.54.230), established the
cancer registry program (WSCR) at the Department of Health. WSCR collects data about cancer diagnosis, freatment, and
death in Washington State, as part of a national system. The data are used to identify better ways to prevent, diagnose,
and treat cancer, and to plan programs and policies.

Endnotes

'National Cancer Institute, Surveillance, Epidemiology, and End Results (SEER) Program. SEER*Stat Database: Incidence -
SEER 13 Regs Research Data, Nov 2016 Sub (1992-2014) <Katrina/Rita Population Adjustment> - Linked To County Attri-
butes - Total U.S., 1969-2015 Counties. https://seer.cancer.gov. Released April 2017, based on the November 2016 submis-
sion. Accessed September 7, 2017.

2U.S. Cancer Statistics Working Group, Centers for Disease Control and Prevention and National Cancer Institute. United States
Cancer Stafistics: 1999-2014 Incidence and Mortality Web-based Report. www.cdc.gov/uscs. Accessed September 7, 2017.
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Coronary Heart Disease
& Hynertension

Coronary heart disease is the second leading
cause of death in Washington State. Coronary
heart disease is usually caused by atherosclerosis
which can result in decreased blood flow through
the blood vessel. This results in decreased oxygen
supply to the heart muscle and can cause re-
duced heart muscle function and destruction of
heart muscle cells (myocardial infarction or ‘heart
aftack’). Deaths from coronary heart disease can
be prevented or delayed by modifying known risk
factors, such as high blood pressure, high blood
cholesterol, tobacco use, physical inactivity, obesi-
ty and diabetes.

In 2015, the coronary heart disease death rate in
Washington State was 80 per 100,000 people.

Males, Native Hawaiian and other Pacific Island-
ers (NHOPI), American Indians and Alaska Natives
(AIAN), blacks, people over 65 years old, and peo-
ple living in areas with low incomes or less educa-
fion had the highest coronary heart disease death
rates compared to other Washingtonians.

DOH, along with partner agencies, is working to
reduce modifiable risk factors, implementing the
Healthier Washingtfon Plan for Improving Popu-
lation Health and the Washington State Plan for
Healthier Communities, and working to improve
emergency cardiac care.

|i| |i| |ﬁ| |ﬁ|
1in4

Washington adults
has been told by

a health profes-
sional they have
high blood pressure,
a modifiable risk
factor for coronary
heart disease

Coronary heart
disease is the 2@
leading cause of
deathin
Washington
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Coronary Heart
Disease

Time Trends

e In 2015, the age-adjusted coronary
heart disease death rate in Washington
was 80 per 100,000 people.

e Washington has a lower rate of coronary
heart disease deaths compared to the U.S.

¢ The coronary heart disease death rate
in Washington has declined substantially
over the past 36 years, has met the
Healthy People 2020 goal, and likely will
confinue to meet it.

Age-Adjusted Rate per 100,000

Coronary Heart Disease Deaths
Washington State & US
Death Certificates, 1980-2015
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Geographic Variation

e |n2013-2015, coronary heart disease
death rates in Adams, Benton, Granf,
Grays Harbor, Lewis, Pacific, Pierce,
Stevens, Whitman, and Yakima counties
were higher than the state rate.

¢ King County had a lower rate than the
state.

Coronary Heart Disease Deaths
Washington Counties
Death Certificates, 2013-2015

Pacific
Adams —
Whitman
Yakima
Lincoln
Stevens
Lewis
Grays Harbor
Grant
Ferry
Benton
Wahkiakum
Pierce |
Kittitas |
Cowlitz | H
Clallam |
WA State
Douglas
Thurston
Snohomish
Columbia —
Spokane
Okanogan
Island
Asotin
Clark
Chelan
King
Franklin
Whatcom
Walla Walla
Skagit |
Kitsap |
Klickitat |
Mason |
Pend Oreille
Jefferson H—
Skamania ——
SanJuan [+
Garfield | NR

0 50 100 150 200

|
{

Age-Adjusted Rate per 100,000

B wastate

Same as WA State

|| Lower than WA state
I Higher than WA State

NR: Noft reported if RSE > 30% or to protect privacy

Disparities

¢ In 2013-2015, males had a higher coronary
heart disease death rate compared to
females.

e Coronary heart disease death rates were
highest among those 65 years and older,
and even higher among those 85 years
and older (1,944 per 100,000 people).

e NHOPI, AIAN, and blacks had the highest
coronary heart disease death rates.

e Coronary heart disease death rates in-
creased as residential area levels of edu-
cation and household income decreased.

Coronary Heart Disease Deaths
Washington State
Death Certificates, 2013-2015
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In 2015, 28% (x 1%) of Washington adults reported they had ever been told by a health professional
they had high blood pressure, also known as hypertension. Hypertension among Washington adults
slightly increased from 1990 — 2010, but has recently been stable. Males, blacks, adults over 65 years
old, and adults with low incomes and education are more likely fo report having hypertension than
other Washington adults.

Time Trends

¢ In the 2015 BRFSS, the age-adjusted
percent of Washington adults reporting
ever having hypertension was 28% (£1%).

* Washington has a lower percent of adults
reporting hypertension than the U.S.

o Self-reported hypertension among
Washington adults slightly increased from
1990-2010. These data are not directly
comparable with more recent data
due to a change in survey methods.
Data since 2011 show the percent to be
relatively stable.

Age-Adjusted Percent
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Geographic Variation

* Inthe 2013 and 2015 BRFSS combined,
self-reported hypertension was lower in
King County compared to the state.

e No county had a higher prevalence
than the state.

Self-Reported Hypertension
Washington Counties
BRFSS, 2013 & 2015
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Disparities

¢ Inthe 2013 and 2015 BRFSS combined,
more males reported having hypertension
than females.

o Self-reported hypertension was highest
among adults 65 years and older.

* A higher percent of black adults reported
hypertension than whites.

¢ Self-reported hypertension increased as lev-
els of income and education decreased.

Self-Reported Hypertension
Washington State
BRFSS, 2013 & 2015
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coronary heart disease & hypertension?

DOH and its partners are working to prevent
heart disease by addressing many of the
modifiable risk factors including high blood
pressure; using tobacco or being exposed o
secondhand smoke; diabetes, prediabetes, or
metabolic syndrome; high cholesterol; being
overweight or obese; and lack of physical ac-
fivity. This is being achieved by implementing
the Plan for Improving Population Health based
on the Prevention Framework; aligning with

the federal public-private Million Hearts part-
nership to prevent one million cardiovascular
events by 2022; and efforts to implement the
2014 Washington State Plan for Healthy Com-
munities. The overarching goals of the plan are:

* Increasing the number of Washingtonians
who are healthy at every stage of life

Strategies include:

o Increasing access to safe and affordable
physical activity where people learn, live,
play, work and worship.

o Reducing tobacco and alcohol adver-
fising, reducing promotions and product
placement, and enforcing youth access
laws for these products.

o Increasing the number of places that
protect employees, customers, patrons
and others from secondhand smoke.

o Increasing access to healthy foods and
beverages where people learn, live, play,
work and worship.

¢ Achieving health equity by eliminating
health disparities

Strategies include:

o Developing new assessments and systems,
so DOH can determine the need for sys-
tems to track progress of healthy commu-
nities’ activities, with a focus on data need-
ed to identify health disparities as well as
successful efforts to achieve health equity.

o Using data to monitor population health.

o Evaluating interventions, programs, and
activities for theirimpact on health equity.

o Obtaining and prioritizing sustainable
funding.

o Increasing the number of community-
based organizations—including local
health jurisdictions, tribal health services,
nongovernmental organizations and state
agencies—providing population-based
primary prevention services.

o Supporting linkage of clinical and com-
munity prevention efforts to mobilize ser-
vices, resources, and self-management
programs in community-based organiza-
tions that serve economically and socially
disadvantaged populations.

o Investing resources to build strong and
frusting relationships with communities.

Working to improve emergency cardiac
care by increasing the number of people
who obfain the correct treatment after a
cardiac event.

To achieve this goal, some important strate-
gies were identified to improve the effective
delivery and use of clinical and other pre-
ventive services to prevent disease, detect
disease early, reduce or eliminate risk fac-
fors, and mitigate or manage complications.

o Enhance and maintain health systems to
increase timely access to preventive care,
screening and treatment.

o Increase public and health professional
awareness of the importance of screen-
ing and follow-up.

o Promote and provide support to build
capacity and availability of healthcare,
education, resources and services.
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e Offering in-person blood pressure training to
individuals representing a variety of organi-

zations (i.e., community-based organizations,

Community Health Workers, Health Minis-
ters, and Community Health Representa-
tives), who work within diverse communities,
through funding from federal cooperative
agreements. This 2.5-hour inferactive hands-
on, in-person blood pressure training uses
automated monitoring devices. This training

provides key health messaging about measur-
ing blood pressure accurately, and the impor-

tance of sharing the measurements with

primary care using paper or electronic
tracking methods. Training participants
increases their health literacy regarding the
meaning of blood pressure readings, and
their relationship fo heart disease and stroke
risk. Participants who complete the fraining
promote control and management of blood
pressure in their communities.

Making a suite of materials available to
health systems, clinics and clinical team
members to support accurate and consis-
tent blood pressure self-management in
English and five additional languages.

See also Tobacco & Vapor Product Use, Binge Drinking & Excess Alcohol Use, Physical Activity,

Fruit & Vegetable Intake, and Diabetes & Prediabetes

Evidence-based interventions to address coronary heart disease and hypertension are available in

the CDC Community Guide.

Technical Notes

Confidence Intervals: Definition and examples are described in Appendix C

Percent Living in Poverty and Percent College Graduates: Definition and use is described in Appendix C

Race and Ethnicity: Classification described in Appendix C

Relative Standard Error: Definition and how it was used is described in Appendix C
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Diahetes & Prediahetes

Diabetes is a chronic condition characterized

by high blood glucose (sugar) resulting from the
body’s inability to use glucose for energy. When
foo much blood sugar stays in your bloodstream,
over fime it can cause serious health problems
like heart disease, vision loss and kidney disease.
Reducing known risk factors, such as fobacco use,
dietary patterns that lead to weight gain, physical
inactivity, high blood cholesterol, and high blood
pressure can prevent type 2 diabetes or delay its
onset. Reducing these risk factors in people with
diabetes also prevents or lessens the severity of
diabetes complications. Diabetes and its compli-
cations are leading causes of hospitalization and
the seventh leading cause of death.

In 2016, 9% of Washington adults reported they had
been told by a health professional they had diabe-
tes. Diabetes among Washington adults increased

from 1994 — 2010, but has recently been stable. The

prevalence of diabetes among Washington adults

is lower than in the U.S.

Males, blacks, Hispanics, American Indian and
Alaska Natives (AIAN), adults over 65 years old,
and adults with low incomes or less education are
more likely to have diabetes than are other Wash-
ington adults.

DOH, along with partner agencies, is working o imple-
ment the Diabetes Epidemic and Action Report, and
the Washington State Plan for Healthy Communities.

1in1t

Washington
adults has
diabetes

Diabetes is

the 7™ leading
cause of death
in Washington
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Time Trends

* In the 2016 Behavioral Risk Factor
Surveillance System (BRFSS), the
age-adjusted prevalence of
diabetes among Washington adults
was 9% (£1%).

e Washington has a lower prevalence
of diabetes compared to the U.S.

¢ Prevalence of diabetes among
Washington adulfs increased from
1995-2010. These data are not
directly comparable with more
recent data due to a change
in survey methods. Data since
2011 show the prevalence to be
relatively stable.

Age-Adjusted Percent
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Self-Reported Diabetes
Washington State & US
BRFSS, 1993-2016
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Geographic Variation

* Inthe 2014-2016 BRFSS, diabetes among
adults was higher in Adams County
compared to the state.

* No county had a lower prevalence
than the state.

Self-Reported Diabetes
Washington Counties
BRFSS, 2014-2016

Adams
Ferry#
Pacific#
Okanogan
Franklin
Yakima
Skagit
Grant
Walla Walla
Asotin
Stevens [ —H
lincoln [ —H
Clark [ FH
Douglas# [ —H
Cowlitz [ HH
Mason [ —H
Pierce [ HH
Spokane | HH
Thurston [ H
lewis [ 1
Grays Harbor —
Benton [
WA state |
Kitsap [
Jefferson [ ——
Whitman [ —3—
SanJuan# [ ———
Snohomish [ FH
Pend Oreille [ —3—
Whatcom [
Clallam [ 31—
King [ H
Kittitas [ —F—
Klickitat [ ——
Chelan [ —+—
Skamania [
Island [

Columbia |
Garfield | — NR
Wahkiakum

0 10 20 30

R N

=1 lll

Age-Adjusted Percent

B wastate || Lowerthan WA state
Same as WA State  [ll| Higher than WA State

NR: Not reported if RSE = 30% or to protect privacy
#Relative standard error (RSE) is between 25% and 29%

Disparities

* In the 2014-2016 BRFSS, males had a high-
er prevalence of diabetes compared to
females.

¢ Prevalence of diabetes increased with
age and was highest among adults 65
years and older.

e Blacks, Hispanics and AIAN had higher
prevalence of diabetes than whites.

¢ Prevalence of diabetes increased as lev-
els of education and household income
decreased.

Self-Reported Diabetes
Washington State
BRFSS, 2014-2016

Female
Male

65+ years old
55-64 years old
45-54 years old
35-44 years old
25-34 years old
18-24 years old

Asian*
White*
AIAN*
Black*
Hispanic
NHOPI*

$75,000 or More
$50,000 to $74,999
$25,000 to $49,999
Less Than $25,000

College Grad or More
Some College
High School or Less

30

Age-Adjusted Percent

*Non-Hispanic (allraces) | AIAN: American Indian/Alaska
Native | NHOPI: Native Hawaiian/Other Pacific Islander
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In 2014, 8% (£1%) of Washingfon adults reported they had been told by a health professional they had
prediabetes, which is elevated blood sugar, but not enough for a diagnosis of diabetes. Awareness
of prediabetes among Washington adults has been stable since 2011. Awareness of prediabetes is
highest among adults over 65 years old and those with low levels of income and education.

Prediaheles Self-Reported Prediabetes

Washington State

o BRFSS, 2011-2014
Time Trends

¢ In the 2014 BRFSS, the age-adjusted
percent of Washington adults reporting
prediabetes was 8% (£1%).

e Across states, self-reported awareness
of prediabetes was much lower than
the 2011-2012 national prevalence of
prediabetes which was 37% based on
adult fasting glucose or A1C level.!
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Geographic Variation

¢ Inthe 2012-2014 BRFSS, awareness of
prediabetes among adults was higher
in Garfield County than the state.

* No county had a lower prevalence
than the state.

Self-Reported Prediabetes
Washington Counties
BRFSS, 2012-2014
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College Grad or More

Disparities

e Inthe 2012-2014 BRFSS, awareness of
prediabetes increased with age and was
highest among adults 65 years and older.

* Awareness of prediabetes was higher
among adults with incomes less than
$25,000 compared to those with incomes
of $75,000 or more. It was also higher
among adults with a high school edu-
cation or less compared to those with a
college degree or more.

¢ No notable differences in prediabetes
awareness were seen across genders or
race and ethnic groups.

Self-Reported Prediabetes
Washington State
BRFSS, 2012-2014
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diabetes & prediabetes?

In 2015, the Legislature directed the Department ¢ Maintain and further expand access to

of Health, Department of Social and Health healthcare coverage.

Services, and Health Care Authority o jointly  Help make out-of-pocket costs more afford-
submit a report describing the burden of dia- able for patients with diabetes.

betes in Washington, efforts currently underway  Support Healthier Washington's movement
to address the burden, and additional resourc- toward value-based payment.

es nheeded. The 2017 Diabetes Epidemic and R

Continue efforts to integrate physical and

behavioral healthcare services.

* Encourage Accountable Communities of Heath
fo implement projects that impact diabetes.

e Ensure all health plans provide opfimal dia-

betes benefits.

¢ Fund recommendations from the Governor's
Council for the Healthiest Next Generation.

e Support students with chronic health conditions.

e Expand staffing and coordination resources for
evidence-based, community-based programs.

¢ Increase ufilization of Diabetes Self-Manage-
ment Education.

e Raise public awareness of diabetes preven-
fion and management.

¢ Train healthcare providers to screen for diabe-
tes and deliver high-quality diabetes care in

Action Report ([DEAR) is an update fo the first.

report submitted in 2014. It contains agency ac-

fion plans and considerations for the Legislature.

The agency action plans are organized around

six strategies that align with the Healthier Wash-

ingfon Initiative strategies and measures:

¢ Prevent type 2 diabetes.

e Seek adequate funding for diabetes pre-
vention and care.

e Support optimal self-management of diabetes.

¢ Include people affected by diabetes in
decisions.

e Use diabetes-specific data and information
to guide decisions.

¢ Promote improvements for diabetes pre-
vention and management.

To reduce the incidence of type 2 diabetes and culturally and linguistically appropriate ways.
fo Improve the lives of people with dIOb_eTeS, the ° Supporf Using data to drive decisions and
2017 DEAR strongly encourages the Legislature improve linkages between health systems
to consider taking the following actions: and community support services.

See also Tobacco & Vapor Product Use, Binge Drinking & Excess Alcohol Use, Physical Activity,
Fruit & Vegetable Intake, and Coronary Heart Disease & Hypertension

Evidence-based interventions to address diabetes are available in the CDC Community Guide.

Technical Notes

Confidence Intervals: Definition and examples are described in Appendix C

Diabetes Type 1 and 2: Diabetes is classified into different types. In type 1 diabetes (5-10% of diabetes), the pancreas no
longer makes insulin (which allows glucose to enter many cells); therefore, blood glucose cannot enter these cells to be used
for energy. In type 2 diabetes (?0-95% of diabetes), the pancreas does not make enough insulin or the body is unable to

use insulin correctly. Other types of diabetes might account for 1-5% of diabetes. Prediabetes is a condition in which blood
glucose levels are higher than normal but not high enough to be classified as diabetes. Gestational diabetes is a form of glu-
cose intolerance diagnosed during pregnancy. Diagnosis criteria for prediabetes and diabetes from the American Diabetes
Association.

Race and Ethnicity: Classification described in Appendix C

Relative Standard Error: Definition and how it was used is described in Appendix C
Endnotes

'Centers for Disease Control and Prevention. Diabetes Report Card 2014. www.cdc.gov/diabetes/pdfs/library/diabetes-
reportcard2014.pdf. Published 2015. Accessed September 11, 2017.
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In 2016, the rate of new HIV diagnoses in Washing-
ton State was 6.1 per 100,000 residents. This is much
lower than the national HIV diagnosis rate. Both
state and national rates have declined substantial-
ly since the early 1990s due to improved screening
and broad availability of effective treatment.

Gay and bisexual men account for roughly
three-quarters of people diagnosed with HIV infec-
tion in Washington. HIV rates are highest among
males, adults ages 25-44, transgender women, as
well as black residents and other persons of color.
Black rates are roughly six times higher compared
fo whites. However, more than half of newly diag-
nosed blacks were born and likely infected out-
side the U.S. HIV cases tend to be concentrated in
urban areas.

DOH estimates that there are nearly 14,000 people
living with HIV infection (PLWH) in Washington, of
whom 921% have been diagnosed. AlImost half of all
PLWH in Washington (48%) are over the age of 50.

In an effort to end the HIV epidemic, DOH is imple-
menting an HIV prevention campaign called End
AIDS Washington. This campaign focuses on building
partnerships between systems and organizations,
fostering community engagement, and empowering
people and communities disproportionately affect-
ed by HIV-related disparities and stigma.

Effective strategies for preventing HIV include the
consistent use of condoms during sex, ensuring
access to clean needles for injection drug users,
routine HIV screening, pre-exposure prophylaxis
(PrEP), and the early initiation of HIV treatment for
people living with HIV.

|i| |i| |i| |i| |i|
|i| |i| |i| |i| |i|
8 out
0f 10

new HIV
diagnoses
occur in King,
Pierce, Spokane,
Snohomish, and
Clark counties

Optimal HIV
medical care

not only improves
the health of
people living

with HIV, it also
prevents HIV
tfransmission
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Time Trends

¢ In 2016, there were 436 newly diagnosed
cases of HIV, resulting in a rate of 6.1 per
100,000 Washington residents.

¢ Similar to the U.S., the rate of new HIV
diagnoses has been slowly declining over
the past decade. HIV diagnosis rafes in
Washington are well below both the no-
fional rate and the Healthy People 2020
target of 9.8 cases per 100,000.

* The greatest decreases in new diagnoses
of HIV have taken place among white gay
and bisexual men. The numbers of new
diagnoses among persons of color remain
relafively stable.

* We have not yet achieved the End AIDS
Washington 2020 objective of 3.2 new
diagnoses per 100,000.

New HIV Diagnoses per 100,000

Rates of New HIV Diagnoses
Washington State & US
HIV/AIDS Reporting System (eHARS)
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A End AIDS 2020 Goal
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Geographic Variation

e Between 2012 and 2016, King County
had the highest HIV diagnosis rate:
12.5 cases per 100,000 residents.

e HIV cases are disproportionately con-
centrated within urban areas. As a
result, the five most urban counties in
Washington (King, Pierce, Snohomish,
Spokane and Clark), which collectively
account for 63% of the state’s popu-
lation, contained 84% of all new HIV
diagnoses from 2012-2016.

Rates of New HIV Diagnoses
Washington Counties*
eHARS, 2012-2016
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Disparities

DOH estimates that 8%-10% of gay and bi-
sexual men in Washington are HIV-positive.
The estimated rate of infection among
gay/bisexual men is more than 100 fimes
higher than among heterosexual men.

In 2012-2016, males had a higher rate of
new HIV diagnoses compared to females.

New HIV diagnoses were highest among
those 25-44 years old. However, nearly half
(48%) of all PLWH are age 50 and older.

Blacks had the highest rate of new HIV
diagnoses; approximately six fimes high-
er than the rate among white residents.
Although foreign-born blacks account for
only 14% of Washington's black popula-
fion, they made up more than half of new
diagnoses among blacks in Washington
from 2012-2016.

Compared to those born in the U.S., for-
eign-born cases are much more likely fo

be diagnosed late in the course of their HIV
illness. This delays potential freatment and
could put sexual partners at risk for infection.

U.S.-born blacks are less likely to be suc-
cessfully linked to HIV medical care within
one month of HIV diagnosis.

Viral load refers to the concentration of virus
circulating in a person'’s bloodstream. Ef-
fective HIV freatment suppresses viral load,
reduces risk of transmission, and improves
health. In Washington, viral load suppression
is lowest among HIV-positive young adults,
foreign-born Hispanics, fransgender wom-
en, and persons who inject drugs.

2018 Washington State Health Assessment

57



HIvV

Washington State
eHARS, 2012-2016
remaie. Continuum of Care
Mate : e Optimal HIV medical care, including freat-
ment with antiretroviral (ARV) medication,
85+ years old not only improves the health of people
55-64 years old living with HIV, it also represents one of the
45-54 years old most effective ways to prevent HIV frans-
35-44 years old mission. This strategy is sometimes referred
25-34 years old to as Treatment as Prevention (TasP).
TR E.: + The HIV Continuum of Care is a model that
<13years old describes the steps needed to achieve
optimal HIV medical care, from HIV diag-
White* nosis to viral load suppression, the result of
Asian* effective treatment. Recommended by the
AIAN * National HIV/AIDS Strategy, the Contfinuum
Hispanic of Care serves as a monitoring tool to de-
NHOP!* scribe gaps in care delivery within a popu-
Blacke . lation. Care continua can also be modified
| | | | to compare HIV care outcomes between
0 10 20 30 40 50

different subpopulations.
New HIV Diagnoses per 100,000

*Non-Hispanic (all races) | AIAN: American Indian/Alaska
Native | NHOPI: Native Hawaiian/Other Pacific Islander

HIV Care Continuum Among People
Living with or Diagnosed with HIV Infection
Washington State, 2016*
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*Based on HIV surveillance data reported through June 2017
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Evidence-based HIV prevention strategies in-
clude routine HIV screening, TasP, the consis-
tent use of condoms during sex, and ensuring
access to clean needles for injection drug
users. Each of these strategies have been in-
corporated into DOH’s HIV prevention frame-
work. In addition, DOH promotes and supports
the use of pre-exposure prophylaxis (PreP),
which involves prescribing HIV medication to
HIV-negative people with high-risk behaviors.
Washington was the first state in the nation fo
offer a drug assistance program for people
who meet clinical indications but can't afford
PrEP (PrEP DAP).

In 2016, DOH worked closely with community
partners to develop and implement the End
AIDS Washington Campaign. This campaign
emphasizes the importance of building part-
nerships between systems and organizations,
fostering community engagement, and em-
powering people and communities dispro-
portionately affected by HIV-related dispar-
ities and stigma. It includes five goals and 11
recommendations intended to both reduce
HIV incidence and improve the health and
well-being of PLWH.

End AIDS Washingfon has five goals to reach by 2020:

1. Reduce rate of new HIV diagnoses by 50%.

2. Increase to at least 80% the proportion of
PLWH who have a suppressed viral load.

3. Reduce age-adjusted mortality rates
among PLWH by 25%.

4. Reduce HIV-related health disparities
among PLWH.

5. Improve the quality of life among PLWH.

The 11 End AIDS Washington recommenda-
tions include:

1. Identify and reduce HIV stigma, including
internal and external stigmas related to
race/ethnicity, gender, HIV status, and/or
sexual orientation. DOH's new Stigma Re-
duction Coordinator is working with com-
munity members and stakeholders to devel-
op a statewide stigma reduction work plan.

2. Reduce HIV-related health disparities —
DOH is using data fo identify and better
serve populations who are disproportiona-
tely affected by HIV-related health dispari-
ties. DOH also supports trainings on reduc-
ing HIV-related health disparities for staff
members and contracted providers.

3. Implement routine HIV testing — DOH is pro-
viding fraining and resources to local health
providers to build HIV testing capacity. DOH
is also working to clarify testing policies and
remove barriers to routine testing.

4. Increase access to pre-exposure prophy-
laxis (PrEP) — In addition to PrEP DAP, DOH
supports the development and training of
PrEP navigators to assist people in need of
PreP. DOH is also working with local disease
investigation specialists to increase PreP
awareness and provide local referrals.

5. Create healthcare that meets the needs
of sexual minorities—DOH is working with
national experts to improve cultural com-
petency and improve both access to and
quality of healthcare for sexual minorities.
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6. Improve HIV prevention and care for dinator provides technical assistance tolocall
substance users—DOH supports syringe providers and case management agencies.
exchange programs, and is developing
patient navigation programs to support
the HIV care and freatment needs of
substance users.

9. Deliver whole-person healthcare to PLWH—
DOH has developed new acuity models
which will help case managers better assess

and serve the healthcare needs of PLWH.
7. Remove barriers to insurance and increase
healthcare affordability—DOH manages 10. Launch Healthier Washington for Youth—

an AIDS drug assistance program which DOH is working with state partners to im-
pays the health insurance premiums for prove education relafed fo HIV.and com-
PLWH who can't afford HIV tfreatment. DOH prehensive sexual health.

is also working with the Office of the Insur- 11. Include meaningful community engage-

ance Commissioner to improve healthcare
quality and reduce HIV-related discrimina-
tion for both PLWH and people at high risk

ment and empowerment for people who
are disproportionately affected by HIV stig-
ma and disparities—DOH has expanded

forinfection. the size of its workforce dedicated to com-

8. Increase access to safe, stable and afford- munity engagement. DOH is experimenting
able housing for PLWH—DOH is increasing with different ways to communicate with
the support available for HIV-related hous- local stakeholders, solicit feedback, and
ing services. DOH’s new HIV Housing Coor- strengthen community engagement.

Evidence-based strategies for reducing new cases of HIV and improving the quality of life of
people living with HIV infection are described in the End AIDS Washington Report!, as well as the
National HIV/AIDS Strategy.?

Technical Notes
Confidence Intervals: Definition and examples are described in Appendix C

eHARS: The Enhanced HIV/AIDS Reporting System (eHARS) is a Centers for Disease Control and Prevention (CDC)-devel-
oped database application that contains Washington State’s HIV surveillance registry. eHARS supports and standardizes
HIV surveillance activities such as disease reporting, data management, analysis, and the transfer of data to CDC. Each
CDC-funded surveillance jurisdiction maintains a separate eHARS installation and submits de-idenfified data monthly fo
CDC through a secure data network.

Race and Ethnicity: Classification described in Appendix C
Relative Standard Error: Definition and how it was used is described in Appendix C

Endnotes

'Washington State Department of Health. End AIDS Washington 2020. www.doh.wa.gov/Portals/1/Documents/
pubs/410-069-EndAIDSWashington201é6Recommendations.pdf. Published August, 2016. Accessed on September 12, 2017.

2White House Office on HIV/AIDS Policy. National HIV /AIDS Strategy: Updated to 2020. www.hiv.gov/federal-response/
national-hiv-aids-strategy/nhas-update. Published on July 30, 2015. Accessed on September 12, 2017.
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Infant Mortality

The infant mortality rate is the number of children
who died before their first birthday divided by
the number of live births during the year. This
rate is used as an indicator of the health and
well-being of populations throughout the world
and points to underlying issues like the quality

of healthcare, access to services, health inequi-
ty and individual behaviors. In Washington, the
leading causes of infant deaths are birth defects
(25% in 2015), Sudden Infant Death Syndrome
(SIDS) (13%) and being born too early or foo
small (13%), which includes preterm and low birth
weight infants.

In 2015, 431 of 89,000 Washington State residents
died in their first year of life (4.8 per 1,000 live births).

The highest rates of infant mortality occurred
among infants born fo women who were less
than 20 years old, black, American Indian or
Alaska Native (AIAN), receiving Temporary Assis-
tance for Needy Families (TANF), or who had a
high school education or less.

DOH, along with partner agencies, collaborates to
address both the conditions that put infants at high
risk for dying in the first year of life as well as activi-
ties to prevent specific causes of death, like SIDS.

4.8 per
1,000

Washington'’s
infant mortality
rate is among
the lowest in
the country

Washington's
total infant
mortality rate
hides racial and
socioeconomic
disparities
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Time Trends

In 2015, the infant mortality rate among
Washington State residents was 4.8

per 1,000 live births, below the Healthy
People 2020 goal of six infant deaths per
1,000 live births.

The infant mortality rate in Washington
State declined substantially from 10.8

in 1982 to 5.0in 1999. The rate has de-
creased more moderately since then.

Washington has a lower rate of infant
mortality compared to the U.S., and has
been among the states with the lowest
rates in the country for several years.

Infant Mortality
Washington State & US

Linked Birth Infant Death File, 1980-2015
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Geographic Variation

e During 2013-2015, for those counties with
more stable rates, the infant mortality rate
was similar to the state rate of 4.6 deaths
per 1,000 live births.

¢ Rates for counties with fewer than 10
infant deaths each during 2013-2015 are
not presented.

Infant Mortality Rates
Washington Counties**
Linked Birth Infant Death File, 2013-2015

Clallam | | ,—‘»%
Lewis | —
Walla Walla# | H
Cowlitz |
Pierce |
Spokane |
Thurston |
Kitsap |
Island# |
Benton | T
Yakima | S—«
Skagit 73—4
wasre [N
Franklin 7}%
Whatcom 7}%
Grant 7}%
Snohomish 7:—]—1
clark |
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Rate per 1,000 Live Births
- WA State |:| Lower than WA State

Same as WA State [l Higher than WA State

**Counties not reported here include counties with
fewer than 10 cases, RSE > 30% or zero cases

#Relative standard error (RSE) is between 25% and 29%

Impact

e The leading causes of infant death in Washing-
fon are birth defects (25% of deaths in 2015),
Sudden Infant Death Syndrome (SIDS) (13%) and
being born foo early or too small (13%), which
includes preterm and low birth weight infants.

¢ The contribution of these causes of death
differs by race and ethnicity.

Disparities

¢ Infants born to women under 18 years old
had the highest infant mortality rates, and
rates are elevated for women under 20.

e Blacks and AIAN had the highest infant
mortality rates and these inequities have
persisted over time.

e Infants born to women receiving TANF ex-
perienced the highest infant mortality rate
compared to infants of women on other
Medicaid programs and infants of women
who were not receiving Medicaid.

e Infants born to women with a high school
education or less had the highest infant
mortality rates.

Infant Mortality by Maternal Characteristics

Washington State
Linked Birth Infant Death File, 2013-2015

40+ years old
35-39 years old
30-34 years old
25-29 years old
20-24 years old
18-19 years old

< 18 years old

Asian*
White*
Hispanic
NHOPI*
AIAN*
Black*

Non-Medicaid
Undocumented
Pregancy Medical
TANFt

Medicaidt

College grad or more
Some college

High School grad or less

0 3 6 9 12 15
Rate per 1,000 Live Births

*Non-Hispanic (all races) | AIAN: American Indian/Alaska
Native | NHOPI: Native Hawaiian/Other Pacific Islander

tMedicaid Status Source: First Steps Database, DSHS
(2012-14 cohort)

TTANF: Temporary Assistance for Needy Families
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Infant mortality is death due to any cause during
the first year of life. The activities listed below are
a sample of statewide activities that focus both
on the prevention of specific causes of infant
death, as well as preventing the condifions which
put infants at high risk for death.

Family Planning. Babies born preterm are more
likely to have low birth weight. Women who have
already had a preterm birth are more likely to
have another one. Having at least one year
between pregnancies can reduce the chance

of having another preterm birth. In order fo

allow enough time before having another baby,
women need access fo reliable birth control.

DOH funds 12 family planning agencies across the
state.

Folic Acid Prior to Pregnancy. Washington State
Medicaid now pays for prenatal vitamins with
folic acid for women of childbearing age and
pregnant women with a provider’s prescription.
First Steps Program. This program includes Mater-
nity Support Services (MSS), Infant Case Manage-
ment (ICM) and Childbirth Education (CBE) for
women up fo 198% of the federal poverty level.
Women, Infants, and Children (WIC) Nutrition
Program. WIC is a nuftrition program for pregnant
women, new and breastfeeding moms, and chil-
dren under five. WIC provides nutrition education,
breastfeeding promotion and support and vouch-
ers for a wide variety of nutritious foods, including
fresh fruits and vegetables. Pregnant, postpartum
and breastfeeding women, and children from
birth to five years old, who live below 185% of the
federal poverty level, are eligible for WIC.

Technical Notes
Confidence Intervals: Definition and examples are described in Appendix C

Tobacco Cessation. Smoking is a risk factor for
preterm birth. Washington also continues fo work fo
reduce the smoking rate by supporting Tobacco 21
legislation to raise the legal age of purchase of to-
bacco from 18 fo 21 years old. CDC funds the Wash-
ingfon State Tobacco Quitline 1-800-QUIT-NOW for
the uninsured and underinsured to help men and
women of Washington State to quit smoking.
Newborn Screening. DOH’s Office of Newborn
Screening tests babies born in Washington for
a number of rare but treatable disorders using
a dried blood spot specimen taken at the birth
site. Newborn screening is one of the most suc-
cessful public health initiatives in the U.S.
Washington Safe Haven Law. This law exists to
enable a person fo relinquish a newborn who
is up fo three days old, anonymously, and at

a safe drop-off location. Confidential toll-free
hotline 1-888-510-BABY (2229).

Infant Safe Sleep. DOH confinues to promote
safe sleep practices through Child Profile mail-
ings; the Safe to Sleep campaign and C.J. First
Candle. In addition, some hospitals in the state
have embraced the Cribs for Kids® National
Infant Safe Sleep Hospital Certification program.
Child Death Review. Child Death Review (CDR) is
a process through which some Local Health Ju-
risdictions (LHJs) bring together teams that review
deaths of children, under the age of 18, who
have unexpectedly lost their lives. Teams identify
preventable circumstances in these deaths and
consider strategies to improve health and safety
for all children.

See also Prenatal Care

Medicaid: Because we do not have a measure of income among mothers of newborn infants, we use the Medicaid program as a
proxy. To do this, we classified women whose pregnancies were covered by Medicaid info three subgroups (from highest to lowest
socioeconomic status) based on program eligibility. ‘Pregnancy Medical’ were women eligible for the pregnancy medical assis-
tance program. These women were U.S. citizens orlegal U.S. residents, and were eligible to receive Medicaid because they were
pregnant and had incomes at or below 193% of the federal poverty line. ‘TANF’ were women enrolled in the Temporary Assistance for
Needy Families (TANF) program. These women were very low income (generally < 50% the federal poverty level) and received cash
assistance (TANF) in addition o Medicaid. ‘Undocumented’ were women who were not legally admitted for permanent residence,
lacked temporary residence status, or were not lawfully present in the U.S. They were eligible fo receive Medicaid because they were
pregnant and had incomes at or below 193% federal poverty level. Undocumented women were not eligible for TANF although their
incomes were often lower than women on TANF. All three Medicaid groups had incomes below most non-Medicaid women.

Race and Ethnicity: Classification described in Appendix C
Relative Standard Error: Definition and how it was used is described in Appendix C
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https://www.doh.wa.gov/SmartQuit
http://www.doh.wa.gov/Portals/1/Documents/5220/nbsbrochure-eng.pdf
http://safehaven.tv/states/washington/
http://www.doh.wa.gov/YouandYourFamily/Immunization/ChildProfileHealthPromotion
http://www.doh.wa.gov/YouandYourFamily/Immunization/ChildProfileHealthPromotion
https://www.nichd.nih.gov/sts/Pages/default.aspx
http://cjfirstcandle.org/
http://cjfirstcandle.org/
https://cribsforkids.org/safe-sleep-hospital-certification/
https://cribsforkids.org/safe-sleep-hospital-certification/
http://www.doh.wa.gov/ForPublicHealthandHealthcareProviders/PublicHealthSystemResourcesandServices/LocalHealthResourcesandTools/ChildDeathReview
http://www.doh.wa.gov/YouandYourFamily/FamilyPlanning
https://www.hca.wa.gov/about-hca/women-need-folic-acid-vitamins-apple-health-medicaid-covers-prenatal-vitamins
https://www.hca.wa.gov/free-or-low-cost-health-care/apple-health-medicaid-coverage/first-steps-maternity-and-infant-care
http://www.doh.wa.gov/YouandYourFamily/WIC
http://www.doh.wa.gov/YouandYourFamily/WIC

Mental health is vital to overall health and well-be-
ing, and forms the foundation for learning, think-
ing, communicating, emotional growth, resilience
and self-esteem. One measure of mental health

in adults is self-reported symptoms or experiences
around stress, depression, and problems with emo-
tions. When an adult reports 14 or more days during
the past month with symptoms in these areas, this is
considered poor mental health status.

In 2016, 12% (£1%) of Washington adults self-report-
ed experiencing poor mental health for 14 or more
days during the month before interview on the
Behavioral Risk Factor Surveillance System (BRFSS)
survey. This prevalence has remained stable since
2011. Previous data are not directly comparable
due to a change in methods, but they also show
rates were relatively stable from 1995-2010. Washing-
fon's prevalence is similar to the U.S.

Among adults, self-reported poor mental health

was more prevalent among females, those under

24 years of age, and American Indian or Alaskan
Natives (AIAN). Self-reported poor mental health prev-
alence increased as levels of education and income
decreased. People reporting poor mental health also
reported higher rates of smoking, marijuana use and
excessive alcohol use compared to those not report-
ing poor mental health (data not shown).

Among youth, self-reported experience of extend-

ed sadness or hopelessness can be used as a proxy
measure for depressive feelings. On the Healthy Youth
Survey (HYS), students were asked if they stopped do-
ing usual activities because they felt so sad or hope-
less almost every day for two weeks or more during
the past 12 months. In 2016, 34% (+2%) of 10™ graders
reported experiencing depressive feelings. Depressive
feelings were more prevalent among females and
overall increased with higher grade level.

State agencies, along with partner agencies and
providers, are working to promote mental well-be-
ing by integrating physical and behavioral health
services, implementing the State 5-Year Strateqic
Plan for Substance Abuse Prevention and Mental
Health Promotion, and focusing on supporting safe,
stable and nurturing relationships and environments
for all children.

|i| |i| |i| |ﬁ|
|i| |i| |i| |i|
1in8

Washington
adults report
having poor
mental health

|i| |i| |i|
1in3

Washington
10" graders
report
experiencing
strongly
depressive
feelings
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Time Trends

In the 2016 BRFSS, the prevalence
of self-reported poor mental health
among Washington State adults
was 12% (£1%).

Washington had a similar
prevalence of poor mental health
compared to the U.S.

Poor mental health in Washington has
remained stable since 2011. Previous
data are not directly comparable
due to a change in methods, but
they also show rates were relatively
stable from 1995-2010.

Age-Adjusted Percent
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Geographic Variation

¢ In the 2014-2016 BRFSS, the prevalence
of self-reported poor mental health was
higher in Pierce County compared to
the state.

* King County had a lower prevalence
than the state.

Self-Reported Poor Mental Health
Washington Counties
BRFSS, 2014-2016
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Disparities

¢ Females had higher prevalence of self-re-
ported poor mental health than males,
14% (x1%) compared to 9% (£1%).

e Young adults ages 18-24 years of age
had a higher prevalence of self-reported
poor mental health than older age groups.
Adults aged 65 and older had the lowest
prevalence compared to young adults.

* AIAN had a higher prevalence of self-re-
ported poor mental health compared o
whites. Asians had a lower prevalence
compared to whites.

¢ The prevalence of self-reported poor
mental health increased as levels of edu-
cation and income decreased.

Self-Reported Poor Mental Health
Washington State
BRFSS, 2014-2016
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Youth

Time Trends

* In the 2016 Healthy Youth Survey
(HYS), the prevalence of depressive
feelings among Washington State
youth was 34% (+2%).

¢ Self-reported depressive feelings
among youth were stable in
Washington from 2006 through 2016.

Percent

Youth Depressive Feelings, 10" Graders
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Geographic Variation

* Inthe 2014 and 2016 HYS combined, the
prevalence of depressive feelings among
youth was higher in Grays Harbor and
Mason counties compared to the state.

* King County had a lower prevalence of
depressive feelings among youth than
the state.

Youth Depressive Feelings, 10" Graders
Washington Counties
HYS, 2014 & 2016
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Disparities

* Inthe 2014 & 2016 combined HYS, self-
reported depressive feelings were higher
among 10th grade females than males,
44% (£2%) compared to 24% (£1%).

e Prevalence of depressive feelings in-
creased with higher grade level.

e The prevalence of depressive feelings
was higher among AIAN and Hispanic
10" graders compared to whites.

Youth Depressive Feelings
Washington State
HYS, 2014 & 2016
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State agencies and partners are working to
promote mental well-being by integrating
physical and behavioral health clinical services,
implementing the State 5-Year Strategic Plan for
Substance Abuse Prevention and Mental Health
Promotion, and focusing on supporting safe, sta-

ble and nurturing relationships and environments

for all children. More specifically, state agen-
cies, local public health, education, and social
service agencies along with tribal, nonprofit and
community organizations have been collaborat-
ing fo promote mental well-being by:

¢ Integrating physical and behavioral health
services by developing a single system with
an integrated network of physical health ser-
vices, mental health services and substance
use disorder services in the Medicaid (Apple
Health) program. The system will enable
better coordinated care for patients, and
less fragmented access to needed services.
Care will be managed through a single ac-
countable insurance plan for the client.

* Funding behavioral health organizations to
ensure mental health services are available
across the state, and providing workforce
development and fraining for prevention
and freatment professionals.

e Pursuing initiatives such as the Practice
Transformation Support Hub and Pediatric
Transforming Clinical Practice Inifiative (pTC-
Pi) helping clinicians better use electronic
health records to identify populations of
interest, frack performance improvements,
put team-based care into place, and make
linkages to community-based services.

e Securing the Medicaid 1115 waiver to make
regional investments in integrated clinicall
models. Resources will support staffing and

workforce development to better provide
behavioral health services, development

of information technology infrastructure to
facilitate sharing across provider teams, and
increased availability of technology solutions,
such as telemedicine.

Implementing New Journeys programs state-
wide. The New Journeys Program provides ev-
idence-based early intervention for youth and
families who have experienced a first episode
of psychosis in order to interrupt the untreated
duration of psychosis and support recovery, in
addition fo symptom management.

Convening the Family Youth System Partner
Round Tables (FYSPRT) which bring together

all necessary parties to contribute to con-
tinuous improvement to children, youth and
family behavioral health services and supports.
FYSPRTs are convened at a regional level and
each region sends partners to the statewide
FYSPRT to share feedback and problem solving.

Requiring Accountable Communities of Health
work on Medicaid Transformation Demonstro-
tion Projects related to integration of physical
and behavioral health.

Prioritizing mental health promotion/suicide
prevention among many of the 64 Community
Prevention and Wellness Initiative communities
funded by DSHS/DBHR. Communities identify
risk and protective factors in their communi-

ty that relate to youth alcohol and drug use
and related issues such as mental health, and
address them locally with appropriate evi-
dence-based strategies.

Providing DSHS/DBHR funding fo 29 federally
recognized fribes to provide mental health
promotion/suicide prevention services. Tribes
develop and implement action plans to ad-
dress their most important needs.
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Providing training and technical assistance,
convening forums, and supporting communi-
cation to exchange best practices related to
promoting safe, stable, nurturing relationships
and environments for children among health
and social service providers and educa-

fors across the state. This includes sharing
research on brain science, resiliency, and
frauma-informed approaches.

Supporting cross-sector collaboration on
policy, systems and programs to support safe,
stable, nurturing relationships and environ-
ments for all children, including working to
develop an Infant Early Childhood Mental
Health Plan for Washington Stafte.

Working to promote social emotional de-
velopment and reduce suspension and
expulsion of children under eight years old
from child care and early learning settings
through workforce development efforts such
as increasing capacity for reflective supervi-
sion and provider access fo training.

Working with Medicaid Managed Care Or-
ganizations to increase the rates of covered
adults who fill their initial anfidepressant med-
ication prescriptions within 30 days, and con-
finue use of the medication as prescribed.
Washington data show that Spanish-speak-
ing patients fill their prescriptions at a rate of
35% compared with 53% of English-speaking,
and 14% compared with 35%, respectively,
continue to take their medication.

Promoting home visiting programs that
reach children and families in those crifical
first years of life, strengthening the par-
ent-child bond, developing more positive
parenting practices, improving school read-
iness, and connecting families to services—
through state agencies and public-private
partnerships.

Passing E2SHB 1713 in 2017 which:

Makes maternal depression screening a
covered benefit for mothers of children
birth to six months of age.

Requires provider payment for annual de-
pression screening for 12-18-year-old youth.

Calls for Department of Early Learning fo
establish a child care consultation pro-
gram linking child care providers with evi-
dence-based, frauma-informed and best
practice resources.

Requires behavioral health organizations
fo reimburse providers of behavioral health
services via telemedicine or store.

Establishes a pilot program in two educa-
tfional school districts to develop integrated
mental health and substance use disorder
shared service models.

Establishes a 24-month child and adoles-
cent psychiatry residency in Eastern Wash-
ington through Washington State University.

See also Adverse Childhood Events (ACEs), Suicide & Safe Storage of Firearms, and Access to
Behavioral Health Providers

Evidence-based interventions to promote mental well-being are available in
www.samhsa.gov/nrepp

Technical Notes

Confidence Intervals: Definition and examples are described in Appendix C

Race and Ethnicity: Classification described in Appendix C

Relative Standard Error: Definition and how it was used is described in Appendix C

Trauma Informed Approaches: The Federal Substance Abuse and Mental Health Services Administration (SAMHSA) defines
‘A program, organization, or a system that is trauma informed {as one that} 1. Realizes the widespread impact of frauma
and understands the potential paths for recovery; 2. Recognizes the signs and symptoms of trauma in clients, families, staff,
and other involved with the system; 3. Responds by fully integrating knowledge about trauma into policies, procedures, and
practices, and 4. Seeks to actively resist re-traumatization.” www.samhsa.gov/nctic/trauma-interventions
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Ohesity

Obesity in adults increases the risk of premature
death as well as the likelihood of developing hy-
pertension, elevated cholesterol, diabetes, some
types of cancer and other chronic ilinesses. The
U.S. Centers for Disease Control and Prevention
(CDC) defines obesity as ‘weight that is higher than
what is considered as a healthy weight for a given
height.! CDC defines adult obesity as a body mass
index (BMI) of 30 or higher. BMl is calculated by
dividing weight in kilograms by height in meters
squared. A child’'s weight status is determined
using age- and sex-specific BMI percentiles. Chil-
dren with BMIs at the 95" percentile or higher are
obese. BMI does not distinguish between fat and
lean body mass, so it may overestimate body fat in
people with a muscular build and underestimate
body fat in people with low muscle mass.?

In 2016, 29% (x1%) of Washington adults were
obese, and 12% (£1%) of Washington 10" grade
students were obese. Obesity among Washington
adults increased from 1990 — 2010, but has recently
been stable. Obesity among 10" grade students in-
creased slowly from 2002 — 2016. The prevalence of
obesity among Washington adults is similar to the
U.S., but a lower percentage of Washington 10th
graders are obese compared to the U.S.

Blacks, Hispanics, males, and adults with low
incomes or less education are more likely to be
obese compared to other Washingtonians. Among
youth, obesity was more common among 121"
graders and males. Native Hawaiian or Other
Pacific Islander (NHOPI), Hispanic, American Indian
and Alaskan Native (AIAN), and black 10" graders
had higher obesity prevalence compared to white
and Asian 10™ graders.

Partners from public health, healthcare, early learn-
ing, schools, and communities work together to
decrease risk of obesity among youth and adults.
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Time Trends

e Inthe 2016 Behavioral Risk Factor
Surveillance System (BRFSS), the
prevalence of obesity among
Washington State adults was 29% (£1%).

* In 2015, Washington had a similar
prevalence of obesity compared to
the U.S.

e Obesity among Washingfon adults

increased from 10% in 1990 to 26% in 2010,

and remained stable from 2011 to 2016.

Age-Adjusted Percent

Obesity Prevalence
Washington State & US
BRFSS, 1990-2016
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/. Healthy People 2020 Goal

Note: Washington and US data are based on self-re-

ported heights and weights that underestimate obesity;
Healthy People goals use measured heights and weights.
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Geographic Variation

Grays Harbor

B wastate

In the 2014-2016 BRFSS, obesity was low-
er among adults in King and San Juan
counties compared to the state.

Adams, Grant, Grays Harbor, Lewis and
Yakima county adults had a higher prev-

alence of obesity compared to the state.

Obesity Prevalence
Washington Counties
BRFSS, 2014-2016
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Disparities

* In the 2014-2016 BRFSS, males had a high-
er prevalence of obesity than females.

e Obesity prevalence was lowest among
young adults 18-24 years old.

e Black and Hispanic adults had a higher
obesity prevalence compared to white
adults, while Asian adults had a lower
prevalence of obesity.

¢ Inthe 2014-2016 BRFSS, obesity preva-
lence decreased as levels of education
and household income increased.

Adult Obesity
Washington State
BRFSS, 2014-2016

|
Female H

Male H
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55-64 years old
45-54 years old
35-44 years old
25-34 years old
18-24 years old
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Native | NHOPI: Native Hawaiian/Other Pacific Islander

2018 Washington State Health Assessment

75



Youth

Time Trends

* In the 2016 Healthy Youth Survey
(HYS), the prevalence of obesity
among Washington State 10" grade
students was 12% (£1%).

* Washington youth have a lower
prevalence of obesity compared to
U.S. youth.

¢ Obesity among Washington 10™ graders
increased slowly from 2002 to 2016.

Percent

20

15

10

Youth Obesity, 10" Graders
Washington State & US
HYS & YRBSS

N

A Healthy People 2020 Goal
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Geographic Variation

* Inthe 2014 and 2016 combined HYS,
obesity was lower in King County 10™
graders compared to the state.

e Grays Harbor and Yakima county 10"
graders had a higher prevalence of obe-
sity compared to 10" graders in the state.

Youth Obesity, 10" Graders
Washington Counties
HYS, 2014 & 2016
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12t Grade
10t Grade

A

In the 2014 and 2016 combined HYS,
males had a higher obesity prevalence
compared to females.

Obesity prevalence was at its highest
among 12" grade students compared to
8 and 10" grade students.

NHOPI, Hispanic, AIAN, and black 10™
graders had higher obesity prevalence
compared to white 10" graders.

Youth Obesity
Washington State
HYS, 2014 & 2016
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to decrease ohesity?

Organizations throughout the state, including
Department of Health, are working on a vast
array of approaches to decrease risk of obesity
across the life span. Many of these strategies
focus on policy, systems and environmental
changes to improve nutrition and physical ac-
tivity outcomes. These strategies can be found
in the Fruit and Vegetable Consumption chap-
ter and the Physical Activity chapter.

Partners throughout the state work to include
nutrition and physical activity in their policies,
systems and environments; and to collaborate
on projects that positively affect multiple goals
such as active fransportation, creating built en-
vironments that promote physical activity, and
healthy food system. For example:

¢ Childhood Obesity Prevention Coalition con-
venes partners to prioritize issues that our state
is facing. Recently, they have focused on
healthy fransportation options, and decreased
sugar sweetened beverage consumption.

e American Indian Health Commission supports
the Pulling Together for Wellness Framework

which promotes strategies to improve physical,

social, emotional and spiritual health through-
out the life span using a Native epistemology.

e University of Washington creates child care
learning modules to support healthy eating
and active living in early learning.

e Cenfter for Multicultural Health is working with
the African American community to promote
culturally created healthy eating guidelines.

¢ Local Health Jurisdictions lead or participate
in local codlitions aimed at preventing obesity.

Governor Jay Inslee launched the Healthi-
est Next Generafion Initiafive in 2014 to help
children maintain a healthy weight and enjoy
active lives. The Governor's Healthiest Next
Generation initiative is an innovative public-
private partnership that aims to create a mul-
tidisciplinary strategic work group focused on
health, early learning and K-12 environments.

The Healthy Eating Active Living Program
(HEAL) at the Department of Health strives to
reduce the burden of obesity and chronic
disease, and increase the proportion of Wash-
ingtonians with a healthy weight. Focusing

on equitable and sustainable solutions, HEAL
builds a healthier Washington through poli-
cy, systems and environmental changes that
make it easier for people to eat healthy and
be active—wherever they are.

Breastfeeding Friendly Washington (BEWA) is

a voluntary recognition program encouraging
clinics and hospitals to promote and support
breastfeeding through changes in their poli-
cies and procedures.

The Supplemental Nutrition Assistance Pro-
agram-Education (SNAP-Ed) program, an obesi-
ty prevention grant, serves low-income popu-
lations in Washington. SNAP-Ed includes direct
education along with policy, systems and
environmental changes focused on nuftrition
and physical activity.

See also Fruit & Vegetable Intake and Physical Activity

Evidence-based interventions to address obesity are available in the CDC Community Guide.

Technical Notes

Confidence Intervals: Definition and examples are described in Appendix C

Race and Ethnicity: Classification described in Appendix C

Relative Standard Error: Definition and how it was used is described in Appendix C

Endnotes

'Defining adult overweight and obesity. Centers for Disease Control and Prevention website.
www.cdc.gov/obesity/adult/defining.html. Accessed October 6, 2017.

2Assessing your weight and health risk. National Heart, Lung and Blood Institute website. www.nhlbi.nih.gov/health/edu-

cational/lose wi/risk.ntm. Accessed September 12, 2017.
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Oral Health (Tooth Decay)

Tooth decay is caused by the disease known as dental
caries, and it is one of the most prevalent chronic dis-
eases in children and adults.! Children who experience
tooth decay miss more school, have lower academic
success, and have an increased risk for lifelong den-
fal problems. Poor oral health can increase systemic
inflammation, which over time may limit growth and
development, as well as increase the risk of adverse
health outcomes including hypertension, cardiovascu-
lar disease, and cancer. Routine dental care, commu-
nity water fluoridation, topical fluoride freatments, and
dental sealants can prevent tooth decay.

In 2015, over half (53% +5%) of Washington State 3
grade students had any history of dental caries (i.e.,
caries experience, which means past or present cav-
ities, fillings, or missing teeth from tooth decay). For

the purposes of this section, dental caries refers to any
history of footh decay. The proportion of students with
dental caries has declined in Washington State, though
remains higher than the Healthy People 2020 goal of
49% for children ages 6-9.

The highest proportion of students with dental caries was
among American Indian/Alaskan Native (AIAN), Native
Hawaiian or Pacific Islander (NHOPI), and Hispanic; as
well as those receiving school meal assistance through
the National School Lunch Program; and those primarily
speaking a language other than English at home.

DOH collaborates with partner agencies to promote
evidence-based practices including community water
fluoridation, school-based dental sealants, and early
access to dental care and caries prevention.

|i| |i|
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Time Trends

In 2015, the dental caries rate among
3rd graders in Washington State resi-
dents was 53% (£5%).

Compared to 2005, the dental caries rate
among 3rd graders in Washington was
lower in 2015/2016.

Washington's dental caries rate of 53%
(+5%) among 3rd graders does not meet
the Healthy People 2020 goal of 49% for
children ages 6-9.

Percent
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Dental Caries® in 3" Graders
Washington State
Washington Smile Survey
2005, 2010, 2015/2016
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Geographic Variation

e Adams, Okanogan, Walla Walla and
Yakima counties had higher rates of
dental caries among 3rd graders
compared to the statewide rate.

e Ofher counties had rates similar to
the Washington state rate for the
2015/2016 survey.

Dental Caries® in 3 Graders
Washington & Individual County**
Smile Survey
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**Counties not displayed either did not conduct a County-
level survey or didn't have enough participating schools for
a representative sample.

Disparities

¢ Toreport findings for race and ethnicity,
data for 2@ and 3@ grade were combined.
Data for school meals and language spo-
ken at home were for 39 grade only.

e Race/ethnicity for 24 and 3 graders
combined in 2015/2016 found NHOPI, His-
panic, and AIAN with higher caries rates
than whites.

e Students receiving assistance for school
meals under the National School Lunch
Program had a higher rate of dental caries
than students not receiving assistance.

e Students whose primary language at
home was not English had a higher rate of
dental caries than students whose primary
language was English.

Dental Caries® in 3" Graders
Washington State
Washington Smile Survey, 2015/2016
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Dental Sealants

Dental sealants can prevent up to 80 percent of tooth decay in children and adolescents.2 When
provided in school settings, dental sealant programs offer a cost-effective, evidence-based public

health approach to preventing disease.

e Inthe 2015-2016 Smile Survey, 54% (+ 6%)
of Washington State 3rd grade students
surveyed had dental sealants, far more
than the Healthy People 2020 goal of
28% for children ages 6-9.

Access to Dental Services

Hispanic children were more likely to
have dental sealants compared to white
children.

Washington is geographically diverse, making access to dental services complicated for many
adults and children who live in vast, rural regions of the state. Dentists are in short supply in many
of these regions, which can be a barrier to preventive dental care and dental treatment for adults
as well as children. Additionally, in many counties, the ratio of Apple Health (i.e., Medicaid) den-
tal providers is small compared with the number of adults and children who need dental care

through Apple Health.

* In Washington, 34 of 39 counties are en-
firely or partly designated as dental Health
Professional Shortage Areas (HPSAs).

o Federal HPSA designations are made
for primary care, dental and mental
health services. The information gath-
ered in the HPSA designation process
can provide key insight about need for
providers. Areas designated as a HPSA
are able to access additional federal
resources, including loan repayment
for clinicians and enhanced reimburse-
ment.

o Dental HPSAs are determined by con-
sidering the ratio of population to
available dentfists, percent of the
populatfion below the federal poverty
level, water fluoridation status, and
fravel time to nearest services.

o The maijority of HPSA designations for
dental services in Washington are spe-
cific to people in low-income house-
holds earning 200 percent or less of
the federal poverty guidelines.

e Adults age 21 and over

Statewide, just over one-fifth (22 percent)
of Medicaid-eligible adults age 21 and
over accessed dental care in 2016 (i.e.,
had a Medicaid claim for dental services).
Counting just these adults, the average
caseload is 154 clients per dental provider
accepting Medicaid clients. In 2016, there
were 895 dental providers accepting adult
Medicaid clients, down from 942 in 2015.

Children and teens

Statewide, approximately 56 percent of
Medicaid eligible children ages 20 and
under accessed dental care in 2016 (i.e.,
had a Medicaid claim for dental services).
The average client caseload per dental
provider accepting Medicaid clients is 388.
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& addressing tooth decay in children?

Washington State has a strong track record of
policymakers, public health officials, commu-
nity advocates and providers collaboratfing to
implement policies and programs fo support

the oral health of Washington children. Exam-

¢ Community water fluoridation
Adjusting the level of naturally occurring fluo-
ride in drinking water is a proven, cost-effec-
five way to prevent tooth decay. Currently 56
percent of Washingtonians live in communities

ples of innovative and effective programs and
policies in Washington include:

Access to Baby and Child Dentistry (ABCD)
Young children ages 0-5 who are eligible
for Apple Health (Medicaid) are connect-
ed with dentists tfrained to freat young chil-
dren. The program includes oufreach and
education for families about the impor-
tance of oral health and how to get their
young children into care.

Preventive oral healthcare delivered in the
pediatrician’s office

More than 40% of Washington'’s physicians
serving children are trained to deliver
preventive oral health services, includ-

ing providing oral health education and
screenings, and applying fluoride varnish
during well-child visits.

School-based dental sealant programs

In Washington, state law allows registered
dental hygienists to provide preventive den-
tal services outside of dental offices (e.g.,
school-based settings).

Preventive oral health education in early
learning programs

Head Start and ECEAP programs, child care
providers, and home visitors throughout
Washington are frained fo identify children
at risk for oral health problems, connect
them to dental resources, and work with
families to prevent decay.

with optimized levels of water fluoridation.

Washington State Board of Health: Strate-
gies to Improve the Oral Health of Wash-
ington Residents.

Based on areview of established evidence
and best practice models, the Washington
State Board of Health approved seven strate-
gic recommendations to be considered by
communities, organizations, and agencies
seeking to improve the oral health of Wash-
ington residents.

New provider model

To help meet the dental needs of American
Indian/Alaska Native children and families
living in tribal communities, Washington
State passed legislation in 2017 that permits
fribes to hire mid-level dental providers,
called dental health aide therapists.

Regional initiatives in dental education
(RIDE) program

The RIDE program developed by the Universi-
ty of Washington School of Dentistry address-
es oral health workforce needs in rural and
underserved communities. RIDE is

a partnership with Eastern Washington Uni-
versity and the UW School of Medicine WWA-
MI (Washington, Wyoming, Alaska, Montana
and Idaho) program. RIDE was funded by
the Washington State Legislature in 2007.

See also Fluoridated Drinking Water
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Evidence- based interventions o promote oral health and reduce tooth decay in children are available
in the CDC Community Guide.

Technical Notes
Confidence Intervals: Definition and examples are described in Appendix C

Dental Health Professional Shorfage Area: Under certain circumstances, areas and populations in Washington are designated
by the federal government as having a shortage of healthcare providers. Health Professional Shortage Area designations are
available for primary medical care, primary dental care, and mental healthcare. For more information, visit the DOH Rural
Health webpage here.

Medicaid Eligibility: The various eligibility requirements for the Washington Apple Health program (Medicaid) can be found here.
Race and Ethnicity: Classification described in Appendix C
Relative Standard Error: Definition and how it was used is described in Appendix C

Smile Survey: The 2015-2016 Washington State Smile Survey collected information on decay experience, untreated decay, sever-
ity of the disease, urgency of need for dental care, and the presence of dental sealants. Specially trained dental practitioners
visually screened over 14,000 children in preschool, kindergarten, second and third grades from a statewide representative
sample of 76 elementary schools and 47 Head Start/ECEAP programs. For more information, access the full report here.

Endnotes

'Dental caries (Tooth Decay). National Institute of Dental and Craniofacial Research website. www.nidcr.nih.gov/Data-
Statistics/FindDataByTopic/DentalCaries/. Accessed October 26, 2017.

2Oral health topics: dental sealants. American Dental Association website. www.ada.org/en/member-center/oral-
health-topics/dental-sealants. Published October 19, 2016. Accessed September 28, 2017.

3Community Preventive Services Task Force. Dental caries (cavities): school-based dental sealant delivery programs. The
Guide to Community Preventive Services (The Community Guide) website. www.thecommunityguide.org/findings/den-
tal-caries-cavities-school-based-dental-sealant-delivery-programs. Published 2013. Accessed September 28, 2017.

84 2018 Washington State Health Assessment


https://www.doh.wa.gov/ForPublicHealthandHealthcareProviders/RuralHealth/DataandOtherResources/HealthProfessionalShortageAreas
https://www.hca.wa.gov/assets/free-or-low-cost/22-315.pdf
https://www.doh.wa.gov/Portals/1/Documents/Pubs/340-309-2016SmileSurvey.pdf
https://www.nidcr.nih.gov/DataStatistics/FindDataByTopic/DentalCaries/
https://www.nidcr.nih.gov/DataStatistics/FindDataByTopic/DentalCaries/
http://www.ada.org/en/member-center/oral-health-topics/dental-sealants
http://www.ada.org/en/member-center/oral-health-topics/dental-sealants
https://www.thecommunityguide.org/findings/dental-caries-cavities-school-based-dental-sealant-delivery-programs
https://www.thecommunityguide.org/findings/dental-caries-cavities-school-based-dental-sealant-delivery-programs
https://www.thecommunityguide.org/topic/oral-health

Suicide & Safe Storage
of Firearms

Suicide is a serious public health problem in Wash-
ington State. On average, three people die by
suicide every day. In 2016, 1,123 Washington State
residents died by suicide (the age-adjusted rate
was 15 per 100,000 people). In almost half of sui-
cides, a firearm was used.

The highest rates of suicide occur among men,
people 45 years old or older, American Indian
and Alaska Natives (AIAN), and among people
living in census tracts with a higher percentage
living in poverty and a lower percentage who
have a college degree.

In 2016, 38% (+2%) of adults with firearms in their
homes reported storing them safely. During 2015
and 2016, females, people 18-24 and 35-44 years
old, Asians, people with at least a college degree
and people with anincome less than $25,000 were
more likely to report having their firearms stored
safely at home.

DOH, along with partner agencies, is working to
implement the State Suicide Prevention Plan.

About half of
all suicides
are by
firearm

On average,
three
Washingtonians
died by

suicide each
day in 2016
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Time Trends

¢ In 2016, the suicide rate among
Washingfon State residents was
15 per 100,000 population.

* Washington has a higher rate of
suicide deaths compared to the
U.S. (13 per 100,000).

* Suicide rates in Washington
increased from 2000 to 2015.

Age-Adjusted Rate per 100,000

20

16

12

Suvicide Deaths
Washington State & US
Death Certificates
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Geographic Variation
For 2011-2015:

e King County had a suicide rate lower
than the overall state rate.

e Clallam, Grays Harbor, Okanogan,
Pierce, and Stevens counties had rates

higher than the overall state suicide rate.

Suicide Rates
Washington Counties
Death Certificates, 2011-2015
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Disparities

e For 2011-2015, males have higher suicide
rates compared to females across all age
groups (data not shown).

* The highest suicide rates among men are
those age 75 and older, while for women
the highest rates are among those 45 to 64.

* AIAN have the highest suicide rates fol-
lowed by whites.

¢ The highest number of suicides occur
among men and women between ages
45-54,

¢ While we don't have individual socio-
economic information, suicide rates are
higher in census tracts where 10% or more
of the residents lived in poverty, and in
census fracts where fewer than 25% of the
adult residents graduated from college.

Suicide
Washington State
Death Certificates, 2011-2015

Female H ‘ ‘
Male B

65+ years old
55-64 years old
45-54 years old
35-44 years old
25-34 years old
10-24 years old |
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AIAN*
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*Non-Hispanic (all races) | AIAN: American Indian/Alaska
Native | NHOPI: Native Hawaiian/Other Pacific Islander
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Impact

e There are about three hospitalizations for
self-inflicted injuries for every death due to

suicide.

For 2011-2015, almost half of those who
died by suicide used a firearm, 24% died by
suffocation, and 19% died by poisoning.

1.

2.

3

Suicide Burden
Washington State

245,000:

Deaths

Suicide listed as underlying cause of death. Washington State
Death Certificate Data, 2015.

Self Inflicted Harm Hospital Discharges

Washington Hospital Discharge Data, Comprehensive Hospitalizo-
fion Abstract Reporting System (CHARS) and Oregon State Hospi-
tal Discharge Data, 2015.

Adults with Serious Thoughts of Suicide
Estimated from National Survey on Drug Use and Health, 2014-15.
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Safe Storage of Firearms

* One way to prevent suicide is to safely
store and restrict access fo common
means of suicide, especially medica-
fions and firearms. Lockboxes can be
used to safely store both.

e Reported here are available data from
the Behavioral Risk Factor Surveillance
System (BRFSS) about the safe storage
of firearms, defined as keeping firearms
unloaded and locked up at home.
Data about safe storage of other means
of suicide are unavailable.

* In2016, 38% (x2%) of adults with firearms re-
ported keeping them stored safely at home.
Safe Storage of Firearms
Washington Counties

BRFSS, 2015 & 2016
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College Grad or More

In the 2015-2016 BRFSS, females were more
likely to report that firearms in their homes
were safely stored compared to males.

Survey respondents 18-24 and 35-44 years
old were more likely to safely store their
firearms at home compared to respon-
denfts of other ages.

Asians were most likely to safely store their
firearms.

Those with the lowest level of income and
the highest level of education were most
likely to safely store their firearm:s.

Promoting safe storage practices to reduce
suicide risk is included in the Washington
State Suicide Prevention Plan and the 2012
National Strategy for Suicide Prevention.

For 2015 and 2016, only residents in Doug-
las County reported less safe storage of
firearms compared to the state.

Safe Storage of Firearms
Washington State
BRFSS, 2015 & 2016

Female
Male

65+ years old
55-64 years old
45-54 years old
35-44 years old
25-34 years old
18-24 years old

NHOPI*
Black*
White*
AIAN*
Hispanic
Asian*

$75,000 or More
$50,000 to $74,999
$25,000 to $49,999
Less Than $25,000

Some College
High School or Less
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Percent

*Non-Hispanic (all races) | AIAN: American Indian/Alaska
Native | NHOPI: Native Hawaiian/Other Pacific Islander
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suicide & safe storage of firearms?

DOH, partner agencies, local health, tribes
and coalitions are working together to imple-
ment the Washington State Suicide Preven-
fion Plan, which is based on the National
Strateqgy for Suicide Prevention.

Washington’s Results WA Goal 4.1.2.A.g is to
reduce the 2015 suicide death rate of 15.6
per 100,000 to 14.0 per 100,000 by 2020.

To reach this goal, DOH and partner agencies
are strengthening the data on suicides and
firearm deaths, including through use of the
National Violent Death Reporting System to
provide a more complete picture of circum-
stances and risk factors surrounding the death.
This comprehensive data willimprove evi-
dence-based interventions fo reduce mortality.

DOH founded the Action Alliance for Suicide
Prevention fo implement the Governor's Ex-
ecutive Order 16-02: Firearm Fatality Preven-
fion — A Public Health Approach.

Washington legislation (E2SHB 1612) requires
certain health professionals licensed in Wash-
ington to take a suicide prevention course.
DOH is tasked with approving trainings that
meet time and content requirements out-
lined in legislation. Some healthcare pro-
fessionals are required to take training that
includes content on veterans and risk of
imminent harm by lethal means. For a com-
plete list of professions and approved train-
ings, see the 2017 Model List.

DOH is working with the National Suicide Pre-
vention Lifeline and Washington crisis centers
fo improve services and connect Washington
callers with local resources.

Through state funding and a SAMHSA youth
suicide prevention grant, DOH and DBHR sup-
port rural and tribal communities, and various
coalitions, with their youth suicide prevention
efforts. DOH contracts with the University of
Washington's Safer Homes Coalition to develop
suicide prevention and safe storage messages
and trainings for firearm retailers and pharma-
cists (for medications). The DOH SAMHSA grant
also confracts with UW for suicide prevention in
higher education.

DOH is collaborating with the Department of
Veterans Affairs to improve data collection
to better understand the burden of suicide
among military families and develop policies
to help military families in fimes of crisis.

Harborview Injury Prevention and Research Cen-
ter runs a campaign called #EndSuicide WA that
includes suicide data and information on safe
storage. Seattle Children’s Hospital supports a Gun.
Safety Program to promote safe storage of firearms.

The Office of Superintendent of Public Instruction
(OSPI) Suicide Prevention Program compiles online
resources for Local Education Agencies (LEAS)
and regional Educational Service Districts (ESDs)
to complete the required plan for responding to
emotional or behavioral distress in students. This
includes maintaining a model plan template and
approved fraining programs with the Professional
Educator Standards Board for school counselors,
psychologists, social workers, and nurses. Project
AWARE provides no cost Youth Mental Health First
Aid fraining and the Mental Health in High School
curriculum resource for schools as they develop
content that meets Health Education Standards
for social emotional health.
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http://depts.washington.edu/safehome/
http://www.dva.wa.gov/benefits/counseling
http://www.dva.wa.gov/benefits/counseling
http://depts.washington.edu/hiprc/suicide/firearms/
http://www.seattlechildrens.org/classes-community/community-programs/gun-safety/
http://www.seattlechildrens.org/classes-community/community-programs/gun-safety/
http://www.k12.wa.us/safetycenter/YouthSuicide/SuicidePrevention.aspx
http://app.leg.wa.gov/RCW/default.aspx?cite=28A.320.127
http://www.k12.wa.us/safetycenter/YouthSuicide/pubdocs/Emotional_Behavioral_Distress_Plan_Guide.docx
https://www.pesb.wa.gov/educator-pathways/current-washington-educators/suicide-prevention-training-providers/
https://www.pesb.wa.gov/educator-pathways/current-washington-educators/suicide-prevention-training-providers/
http://www.k12.wa.us/SecondaryEducation/AWARE.aspx
http://www.k12.wa.us/SecondaryEducation/AWARE.aspx
http://www.k12.wa.us/SecondaryEducation/AWARE/pubdocs/2017-01-ProjectAwareSpotlight.pdf
http://www.k12.wa.us/HealthFitness/Standards.aspx
http://www.doh.wa.gov/Portals/1/Documents/Pubs/631-058-SuicidePrevPlan.pdf
http://www.doh.wa.gov/Portals/1/Documents/Pubs/631-058-SuicidePrevPlan.pdf
http://actionallianceforsuicideprevention.org/national-strategy-suicide-prevention-0
http://actionallianceforsuicideprevention.org/national-strategy-suicide-prevention-0
https://www.cdc.gov/violenceprevention/nvdrs/index.html
http://www.doh.wa.gov/YouandYourFamily/InjuryandViolencePrevention/SuicidePrevention/StateActions/ActionAlliance
http://www.doh.wa.gov/YouandYourFamily/InjuryandViolencePrevention/SuicidePrevention/StateActions/ActionAlliance
http://www.governor.wa.gov/sites/default/files/exe_order/eo_16-02.pdf
http://www.governor.wa.gov/sites/default/files/exe_order/eo_16-02.pdf
http://www.governor.wa.gov/sites/default/files/exe_order/eo_16-02.pdf
http://app.leg.wa.gov/billsummary?BillNumber=1612&Year=2017
http://www.doh.wa.gov/ForPublicHealthandHealthcareProviders/HealthcareProfessionsandFacilities/SuicidePrevention/TrainingPrograms/2017ModelList

Department of Social and Health Services/
Division of Behavioral Health and Recovery

(DSHS/DBHR) and its partners are implement-

ing the goals of the State 5-Year Strategic
Plan for Substance Abuse Prevention and
Mental Health Promoftion. The strategic plan
strategies are collaborative policy develop-
ment, public education, and professional
workforce development and fraining for
each of the focus areas. Mental health pro-
motion is one of the focus areas in the plan.

DSHS/DBHR supports the following:

e Mental health promotion/suicide preven-
fion is a prioritized outcome for many of
the 64 Community Prevention and Well-
ness Initiative communities funded by
DSHS/DBHR. Communities identify risk and
protective factors in their community that
relate to youth alcohol and drug use and
related issues such as mental health, and
address them locally with appropriate evi-
dence-based strategies.

* Provides funding to 29 federally recog-
nized tribes to provide mental health

promotion/suicide prevention services.
Tribes develop and implement action plans
fo address their most important needs.

* Behavioral health organizations are fund-
ed to ensure mental health services are
available across the state.

e Workforce development for prevention
and treatment professionals.

Washington State is also working to transform
healthcare services. The Health Care Authority,
DOH, DSHS/DBHR and partners including man-
aged care organizations, Accountable Commu-
nities of Health, local health, healthcare provid-
ers and others are working together to integrate
physical health services, mental health services
and substance use services. These efforts are
funded by grants and the Medicaid 1115 waiv-
er and include integrating clinical practices,
supporting providers in identifying, serving and
monitoring high need populations, developing
systems to support information sharing across
providers, and integrating payment systems.

See also Mental Health, Access to Behavioral Health Providers, Drug Overdose & Nonmedical

Use fo Pain Relievers, and Binge Drinking & Excess Alcohol Use

Evidence-based interventions to prevent suicide are in the Best Practices Registry: Suicide Preven-

tion Resource Center.

Technical Notes

Confidence Intervals: Definition and examples are described in Appendix C

Percent Living in Poverty and Percent College Graduates: Definition and use is described in Appendix C

Race and Ethnicity: Classification described in Appendix C

Relative Standard Error: Definition and how it was used is described in Appendix C

Safe Storage of Firearms: Safe storage of firearms is defined as keeping firearms unloaded and locked up at home.
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https://www.hca.wa.gov/assets/program/10-things.pdf
https://www.hca.wa.gov/assets/program/10-things.pdf
http://theathenaforum.org/sites/default/files/SPE%20Strategic%20Plan%202015%20Update%20FINAL%20for%20Athena.pdf
http://theathenaforum.org/sites/default/files/SPE%20Strategic%20Plan%202015%20Update%20FINAL%20for%20Athena.pdf
http://theathenaforum.org/sites/default/files/SPE%20Strategic%20Plan%202015%20Update%20FINAL%20for%20Athena.pdf
http://www.sprc.org/strategic-planning/finding-programs-practices
http://www.sprc.org/strategic-planning/finding-programs-practices










Fruit & Vegetahle Intake

Good nutrition is an important component of
health and well-being. Assessment of the nutri-
tional status of a population is challenging. While
it has limitations, we use fruit and vegetable intake
to represent the nutritional quality of the diets of
Washingtonians, and to assess whether our inter-
ventions are having an impact.

We define low vegetable consumption as those
individuals who report consuming vegetables less
than one time daily. Similarly, we define low fruit
consumption as those individuals who report con-
suming fruits less than one time daily. In 2015, 17%
(+1%) of Washington adults reported low vegeta-
ble consumption, and 37% (x1%) reported low fruit
consumption. Since 2011, the percentage of adults
with low vegetable consumption has decreased,
while the percentage of adults with low fruit
consumption remained stable. The percentage

of adults with both low vegetable and low fruit
consumption among Washington adults was lower
than adults in the U.S.

In 2016, 36% (£3%) of 10™ graders reported low veg-
etable consumption, and 38% (+2%) reported low
fruit consumption. For 10" graders, both low vegeta-
ble and low fruit intake remained stable since 2002.
The percentage of 10" graders with low vegetable
consumption was lower that the U.S. overall and low
fruit consumption was similar to the U.S.

Among adults (2013 and 2015 combined), both low
fruit and vegetable consumption were more preva-
lent in adults who were male or 18-24 years of age.
Low vegetable consumption was highest among
American Indian or Alaskan Native (AIAN), black
and Hispanic adults. The percentage of adults with
low vegetable or low fruit consumption decreased
as levels of education and income increased.

Among youth (2014 and 2016 combined), the per-
centage with low fruit consumption increased as
grade increased. Among 10" graders specifically,
low fruit consumption was more prevalent in 10"
grade females, while low vegetable consumption
was more prevalent in 10" grade black and His-
panic students.

Partners throughout the state are working to sup-
port community and stafe-level changes to im-
prove fruit and vegetable consumption, especially
among populations experiencing health disparities.

|i| |i| |i|
|i| |i| |i|
1in6

Washington
adults reported
consuming
vegetables

less than

once daily

|i| |ﬁ| |i|
1in3

Washington
adults reported
consuming

fruit less than
once daily
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Time Trends

Vegetables Low Vegetable Consumption (<1 x/day)
* Inthe 2015 Behavioral Risk Factor Washington State & US
Surveillance System (BRFSS), the BRFSS, 2011, 2013, 2015
prevalence of low vegetable 30 -
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Fruits Low Fruit Consumption (<1 x/day)
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Geographic Variation

Vegetables

In the 2013 and 2015 combined BRFSS, all
counties had a similar prevalence as the
state overall.

Low Vegetable Consumption (<1 x/day)
Washington Counties
BRFSS, 2013 & 2015
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Fruits

¢ Inthe 2013 and 2015 combined BRFSS,
Garfield and Lewis counties had a higher
prevalence of low fruit consumption com-
pared to the state.

¢ All other counties had a similar preva-
lence as the state overall.

Low Fruit Consumption (<1 x/day)
Washington Counties
BRFSS, 2013 & 2015
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Disparities
Vegetables

e Inthe 2013 and 2015 combined BRFSS,
the prevalence of low vegetable
consumption was higher among males
compared to females.

¢ The prevalence of low vegetable con-
sumption was highest among adults
18-24 years of age.

* Low vegetable consumption was highest
among AIAN, black and Hispanic adults.

¢ The prevalence of low vegetable con-
sumpftion decreased as levels of educao-
fion and income increased.

Low Vegetable Consumption (<1 x/day)
Washington State
BRFSS, 2013 & 2015

Female
Male

65+ years old
55-64 years old
45-54 years old
35-44 years old
25-34 years old
18-24 years old

Asian*
White*
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Hispanic
Black*
AIAN*

$75,000 or More
$50,000 to $74,999

$25,000 to $49,999
Less Than $25,000

College Grad or More
Some College
High School or Less
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Fruits

In the 2013 and 2015 combined BRFSS, the
prevalence of low fruit consumption was

higher among males compared to females.

The prevalence of low fruit consumption was
highest among adults 18-24 years of age.

Low fruit consumption was similar for all
racial/ethnic groups.

The prevalence of low fruit consumption
decreased as levels of education and
income increased.

Low Fruit Consumption (<1 x/day)
Washington State
BRFSS, 2013 & 2015
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60

28

2018 Washington State Health Assessment



Youth

Time Trends
Vegetables

* Inthe 2016 Healthy Youth Survey (HYS),
the prevalence of low vegetable
consumption among Washington State
10" graders was 36% (£3%).

* Washington had a lower prevalence
of low vegetable consumption
compared to the U.S.

* The prevalence of low vegetable
consumption has been stable since 2002.

Fruits

* Inthe 2016 HYS, the prevalence of low
fruit consumption among Washington
State 10" graders was 38% (£2%).

* Washington had a similar prevalence
compared to the U.S.

e The prevalence of low fruit consump-
tion among 10™ graders has been
stable since 2002.
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Geographic Variation

Vegetables Fruits

* Inthe 2014 and 2016 combined HYS, * Inthe 2014 and 2016 combined HYS, low
low vegetable consumption was high- fruit consumption was higher in 10" grad-
er among 10 graders in Grant, Walla ers in Lewis and Pierce counties com-
Walla, and Yakima counties compared pared to the state.

to the state.  King County 10" graders had a lower

¢ King County 10" graders had a lower prevalence compared to the state.

prevalence compared fo the stafe. « All other counties had a similar preva-

¢ All other counties had a similar preva- lence as the state overall.
lence to the state overall.

Low Vegetable Consumption (<1 x/day), Low Fruit Consumption (<1 x/day),
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Disparities

Vegetables

¢ Inthe 2014 and 2016 combined HYS,
the prevalence of low vegetable con-
sumption was similar between 10" grade
females compared to males.

e The prevalence of low vegetable con-
sumption was similar across 8™, 10" and
12 grade.

¢ The prevalence of low vegetable con-
sumption was highest among Hispanic
and black 10" graders.

Low Vegetable Consumption (<1 x/day)
Washington State
HYS, 2014 & 2016

10" Grade

12t Grade
10t Grade
8t Grade

— Female
Male

Asian*
NHOPI*
White*
AIAN*
Black*

— Hispanic

|

10 20 30 40 50 60
Percent

Access to Healthy Foods

Fruits

10t Grade

In the 2014 and 2016 combined HYS, the
prevalence low fruit consumption was
higher among 10™ grade females com-
pared to males.

The prevalence of low fruit consumption
was higher for 10" and 12" grade students
compared to 8" grade students.

The prevalence of low fruit consumption
was similar across race/ethnicity among
10™ graders.

Low Fruit Consumption (<1 x/day)
Washington State
HYS, 2014 & 2016

12t Grade
10t Grade
8t Grade

— Female —

Male -

Black*
White*

A

==

Asian*
Hispanic
NHOPI*

—
— AIAN* —i

20 40 60

o

Percent

« Several factors affect residents’ access fo healthy foods, including proximity fo healthy
food retailers, cost, convenience, and access to transportation.

¢ |In Washington State, the majority of urban populations live within a 10-minute drive of
a healthy food retailer (i.e., one that participates in the Special Supplemental Nutri-
tion Program for Women, Infant, and Children [WIC]). Nearly all population centers
in Washington State live within a 20-minute drive of a healthy food retailer. However,
disparities exist in different neighborhoods, including for racial/ethnic mincorities and

low-income populations.

*Non-Hispanic (allraces) | AIAN: American Indian/Alaska Native | NHOPI: Native Hawaiian/Other Pacific Islander
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fruit & vegetable intake?

The Department of Health and organizations
throughout the state work on strategies including
education as well as policy, systems, and environ-
mental approaches to increase fruit and vege-
table consumption across the life span. Many of
these strategies address increasing accessibility
and affordability of fruits and vegetables.

* Early Learning
Partners throughout the state work with early
learning programs and systems to help imple-
ment best practices in nutrition and physical
activity. DOH works with University of Washing-
fon’s (UW) Center for Public Health Nutrition
fo develop and host free, accredited, on-line
fraining for early learning providers.

* Schools
Office of Superintendent of Public Instruction
works with schools to implement wellness
policies and the nutrition standards outlined
in the federal Healthy, Hunger Free Kids Act.
Recently the legislature funded $5 million for
schools to improve physical activity infrastruc-
ture/equipment, water bottle filling stations,
and equipment related to healthy food.

¢ Worksites/Institutional
DOH supports executive state agencies fo
adopt Healthy Nutrition Guidelines related to
Executive Order 13-06. UW Health Promotion
Research Center continues fo work with DOH
to oversee a healthy worksite inifiative that
promotes access fo fruits and vegetables. De-
partment of Agriculture continues to work on
farm-to-institution initiatives to increase access
to local fruits and vegetables.

e Community
With support from the Food Insecurity Nutrition
Incentives Grant from USDA, DOH leads dozens

See also Obesity

of partners o incentivize fruit and vegetable
purchases in grocery stores and farmers mar-
kets among Supplemental Nutrition Assistance
Program (SNAP) customers (formerly called
Food Stamps for customers with limited income).
DOH’s WIC program provides vouchers for fruits
and vegetables for women and children five
and under who qualify. Community organiza-
fions and Local Health Jurisdictions throughout
the state are working to improve access 1o fruifs
and vegetables through a variety of commu-
nity initiatives and funding sources, including
nutrition guidelines in community centers and
faith based organizations, farmers markets,
grocery stores, food banks, institutional food-
service, restaurants and community gardens.
Organizations such as DOH and Washington
State University Extension teach consumers on
limited budgets how to shop wisely and prepare
healthy foods in programs such as Expanded
Food and Nutrition Education Program (EFNEP)
and Supplemental Nutrition Assistance Program
Education Program (SNAP Ed). The Governor's
Healthiest Next Generation initiative seeks to
increase access to fruits and vegetables as well.

Healthcare

DOH works with several healthcare organizations
to provide fruit and vegetable cash voucher
prescriptions to low-income clients. Several major
hospitals are working to improve cafeteria op-
tions, and some host or fund onsite or local farm-
ers markefs. Some insurance programs incentivize
or reward fruit and vegetable consumption.

This is a sampling of some of the activities around
this issue. Because many initiatives take place
throughout the state, only a small collection of
projects are represented in this document.

Evidence-based Interventions to promote healthy eating are listed in the CDC Community Guide.

Technical Notes

Confidence Intervals: Definition and examples are described in Appendix C

Race and Ethnicity: Classification described in Appendix C

Relative Standard Error: Definition and how it was used is described in Appendix C
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http://depts.washington.edu/uwcphn/work/ece.shtml
http://depts.washington.edu/uwcphn/work/ece.shtml
https://www.fns.usda.gov/school-meals/healthy-hunger-free-kids-act
http://www.governor.wa.gov/sites/default/files/exe_order/eo_13-06.pdf
https://www.doh.wa.gov/ForPublicHealthandHealthcareProviders/PublicHealthSystemResourcesandServices/Funding/FINI
https://www.doh.wa.gov/ForPublicHealthandHealthcareProviders/PublicHealthSystemResourcesandServices/Funding/FINI
https://www.thecommunityguide.org/topic/nutrition
http://www.governor.wa.gov/issues/issues/health-care/healthiest-next-generation-initiative
https://www.doh.wa.gov/Portals/1/Documents/Pubs/340-293-FINIFruitandVegetablePrescriptionProgram.pdf
https://www.doh.wa.gov/Portals/1/Documents/Pubs/340-293-FINIFruitandVegetablePrescriptionProgram.pdf

Physical Activity

Physical activity improves health for people of all
ages. Physical activity is bodily movement that
expends energy. Adults should get 150 minutes of
moderate or 75 minutes of vigorous physical activ-
ity weekly and muscle strengthening activity two
or more days a week. Youth should be physically
active for at least 60 minutes on most days.

In 2015, 58% (+1%) of Washington adults met natfion-
al recommendations for aerobic physical activity,
and in 2016, 24% (x2%) of 10" graders met national
recommendations for aerobic physical activity.
Prevalence rates for adults and youth have re-
mained relatively stable over fime. The percentage
of Washington adults who met recommendations
was higher than the overall U.S. percentage; how-
ever, the percentage of Washington youth meet-
ing recommendations was lower than youth in the
U.S. overall.

Compared to young adults 18-24 years old, a
higher percentage of adults 65 years or older met
aerobic physical activity recommendations. The
percentage of adults who met recommenda-
tions was highest among white adults and overall
increased as levels of education and income
increased. Among youth, a higher percentage of
youth in younger grades (6™ and 8") met recom-
mendations for aerobic physical activity. Among
10" graders, the highest percentages of students
meeting physical activity recommendations were
observed in males, and both Asian and Hispanic
students compared with white students.

|i| |i|
1in2

Washington

adults met
national
recommendations
for aerobic
physical

activity

|i| |i| |i| |i|
1in4

Washington
10" graders
met national

Partners ‘rhroughguf the state are working fo recommendations
support community and state-level changes to f bi
improve physical activity, especially among popu- or O_ero IC
lations experiencing health disparities. thSICOﬂ
activity
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Time Trends

In the 2015 Behavioral Risk Factor
Surveillance System (BRFSS), the
percentage of adults meeting
aerobic physical activity
recommendations in Washington
State was 58% (£1%).

Washington had a higher prevalence
of adults who met recommendations
compared to the U.S.

Over recent years, the percentage
of adults meeting aerobic physical
activity recommendations in
Washington was stable.

Age-Adjusted Percent

Meets Aerobic Physical Activity
Recommendations*
Washington State & US
BRFSS, 2011-2015

70 A
60 -
50 -
40 -
30 -
20 -
10 -
0 T T T
-— N (el w0
o o o o
N N N N
B o5

*150+ minutes of moderate or 75+ minutes of vigorous
aerobic physical activity each week
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Geographic Variation

* Inthe 2013 and 2015 BRFSS combined,
the percentage of adults who met rec-
ommendations for aerobic physical ac-
fivity was lower in Garfield and Yakima
counties compared to the state.

e San Juan County had a higher percent-
age than the state.

Meets Aerobic Physical Activity
Recommendations**
Washington Counties

BRFSS, 2013 & 2015

Son svon | |

Pend Oreille | [

Pacific | ‘ ‘ >—‘§—<
Skamania | ‘ ‘ >—‘§—<
Mason 1 ‘ ‘ »‘—}—1
Kitiitas | ‘ ‘ e
Kiickitat | ‘ ‘ s —
Jefferson | ‘ ‘ >—‘}—<
Kitsap | ‘ ‘ i
Whatcom | ‘ ‘ >—‘}—<
Chelan | ‘ ‘ >—‘}—<
Okanogan 1 ‘ ‘ 1
King 1 ‘ ‘ H
Thurston | ‘ ‘ [l
Island 1 ‘ ‘ »—’»—1
Clark | ‘ ‘ Hi
Pierce 1 ‘ ‘ »—F
wastote |
spokane | —H
Whitman | ‘ —
Wahkiakum | ‘ e
Snohomish | ‘ ‘ HH
Lewis | ‘ ‘ [
Walla Walla | ‘ ‘ ——
Clallam | ‘ [
Stevens 1 —
Benton 1

Asofin 1 —
Skagit 1
Grant 1
Frankiin |
Grays Harbor 1
Cowiitz |
Lincoln |
Douglas 1
Adams 1
Ferry 1
Yakima 1
. 4

Garfield# 4:’—‘4
0 Zb 4‘0 60 80 100
Age-Adjusted Percent
- WA State |:| Lower than WA State

Same as WA State ] Higher than WA State

#Relative standard error (RSE) is between 25% and 29%

Disparities

¢ Inthe 2013 and 2015 BRFSS combined,
the percentage of adults meeting aer-
obic physical activity recommendations
was similar between males and females

¢ The percentage of adults who met aer-
obic physical activity recommendations
was lower in adults between 25 and 44
years old and higher in adults 65 years
and older compared to young adults
18-24 years old.

* The percentage was lower in Hispanic,
black, American Indian or Alaska Native
(AIAN), or Asian adults compared to
white adults.

¢ The percentage increased as levels of
education and income increased.

Meets Aerobic Physical Activity
Recommendations**
Washington State
BRFSS, 2013 & 2015

Female
Male

65+ years old
55-64 years old
45-54 years old
35-44 years old
25-34 years old
18-24 years old

Hispanic
Black*
AIAN*
Asian*

NHOPI*
White*

$75,000 or More
$50,000 to $74,999
$25,000 to $49,999
Less Than $25,000

College Grad or More
Some College
High School or Less

80

Age-Adjusted Percent

*Non-Hispanic (all races) | AIAN: American Indian/Alaska
Native | NHOPI: Native Hawaiian/Other Pacific Islander
**150+ minutes of moderate of 75+ minutes of vigorous
aerobic physical activity each week
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Youth

Time Trends

* In the 2016 Healthy Youth Survey
(HYS), the percentage of 10" grade
youth meeting aerobic physical
activity recommendations in
Washington State was 24% (£2%).

e Washington had a lower prevalence
of 10" graders who met physical
activity recommendations when
compared to the U.S.

* Overrecent years, the percentage
of 10" graders meeting aerobic
physical activity recommendations
in Washington was stable.

Percent

40

30

20

10

Meets Physical Activity
Recommendations*, 10" Graders
Washington State & US
HYS & YRBSS

N

v

A Healthy People 2020 Goal

*Reporting at least 60 minutes of aerobic
physical activity every day
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Geographic Variation

e Inthe 2014 and 2016 combined HYS, the
percentage of 10" graders who met recom-
mendations for aerobic physical activity was
lower in King County compared to the state.

e Benton, Grays Harbor, Lincoln, Okanogan,
Pacific, Skamania, Stevens and Walla
Walla counties’ 10" graders had higher
percentages compared to the state.

Meets Physical Activity
Recommendations**, 10" Graders
Washington Counties
HYS, 2014 & 2016

Skamania —
Lincoln I —— —
Pacific | |
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Walla Walla  —
Douglas l
Lewis |
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Jefferson 1
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Chelan |
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Yakima |
Spokane 1
Ferry# 7
Clark |
Mason |
Thurston |
Skagit 1
WA state |
Whatcom i
Island |
Snohomish |
Kitsap 1
Pierce |
King 1
Clallam | —
san Juan | —f—

Columbia |
Franklin | }
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Garfield
Wahkiakum |

o 20 40 60 80
Percent
- WA State |:| Lower than WA State

Same as WA State [l Higher than WA State

NR: Not reported if RSE = 30% or to protect privacy
#Relative standard error (RSE) is between 25% and 29%

10t Graders

Disparities

* Inthe 2014 and 2016 HYS combined,
among 10" graders, a higher percentage
of males than females reportedly met rec-
ommendations for physical activity.

¢ The percentage of youth who met recom-
mendations for physical activity was higher
among younger grades (6" and 8™) com-
pared to higher grades (10 and 121).

¢ The percentage of youth who met recom-
mendations for physical activity was lower
among Asian and Hispanic 10" graders
compared to white 10" graders.

Meets Physical Activity
Recommendations**
Washington State
HYS, 2014 & 2016

12 Grade
10" Grade
8t Grade
6" Grade

— Female
Male

Asian*

= Hispanic
White*
NHOPI*
AIAN*

~  Black*

40

Percent

*Non-Hispanic (all races) | AIAN: American Indian/Alaska
Native | NHOPI: Native Hawaiian/Other Pacific Islander

**Reporting at least 60 minutes of aerobic
physical activity every day
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physical activity?

Organizations throughout the state, including
Department of Health, are working on a vast
array of approaches o increase physical activity
across the life span. Many of these strategies fo-
cus on policy, systems and environmental chang-
es that make it easier to be physically active.

¢ Early Learning
DOH works with University of Washington'’s
Center for Public Health Nutrition to develop
and host free, accredited, online fraining on
best practices to increase physical activity—
including screen time reduction.

* Schools
Office of Superintendent of Public Instruction
works with schools to implement wellness
policies and physical education/physical
activity in schools. Recently, the legislature
funded $5 million for schools to improve
physical activity infrastructure/equipment,
water bottle filling stations, and equipment
related to healthy food. DOH and many
partners work to increase Safe Routes to
School programs statewide.

¢ Worksites/Institutional
University of Washington Health Promotion Re-
search Center continues to work with DOH to
oversee a healthy worksite initiative that pro-
motes access to physical activity in worksites.

See also Obesity and Fruit & Vegetable Intake

¢ Community
DOH co-leads a Complete Streets project
to make the built environment accessible
to all users—including bicycles, pedestri-
ans, and people of all ages and abilities.
Community organizations and Local Health
Jurisdictions throughout the state are work-
ing fo improve access to physical acfivity
through a variety of community initiatives
and funding sources, including Complete
Streets, developing shared use agreements
for physical activity, incorporating physical
activity info Comprehensive Plans, and
coordinating social support. The Governor's
Healthiest Next Generafion inifiative seeks
fo increase physical activity as well.

* Healthcare
Healthcare organizations provide physical
activity prescriptions, coordinate walking
groups or free physical activity opportuni-
fies, and incentivize gym memberships or
other means of physical activity.

This is a sampling of some of the activities
around this issue. Because many initiatives
take place at the organization and communi-
ty level, not all projects are represented in this
document.

Evidence-based interventions to promote physical activity are available in the CDC Community

Guide.

Technical Notes

Confidence Intervals: Definition and examples are described in Appendix C

Race and Ethnicity: Classification described in Appendix C

Relative Standard Error: Definition and how it was used is described in Appendix C
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http://www.saferoutesinfo.org/
http://www.saferoutesinfo.org/
https://www.thecommunityguide.org/topic/physical-activity
https://www.thecommunityguide.org/topic/physical-activity
https://smartgrowthamerica.org/program/national-complete-streets-coalition/
http://www.governor.wa.gov/issues/issues/health-care/healthiest-next-generation-initiative

Tobacco & Vapor
Product Use

Tobacco/nicotine use is the leading cause of pre-
ventable death in the United States, and is respon-
sible for about 17-19% of all deaths in Washington.
Cigarette smoking in Washington has declined,
but about 14% (£1%) of Washington adults contfinue
to smoke. The prevalence of electronic cigarette,
e-cigarette, or vapor product use is about 6% (£1%).

In Washington State, the total cost of healthcare
directly caused by cigarette smoking is estimated
to be $2.8 billion annually." Cigarette smoking also
leads to costs such as workplace productivity loss-
es. Additionally, there are costs related to second-
hand smoke exposure, smoking-caused fires, and
use of other tobacco products.

Males, American Indians and Alaska Natives

(AIAN) and people with low incomes or less educa-
tion are more likely to smoke and use e-cigarettes
than are other Washingtonians. AIAN as well as
people with lower income have both higher smok-
ing rates and higher level of exposure to second-
hand smoke.

Encouraging and helping tobacco users to quit
is essential to reducing tobacco-related disease,
death, and healthcare costs. In Washington in
2016, about 54% (£3%) of smoking adults reported
having made a quit attempt in the past year.

DOH, along with state, local, tribal and commu-
nity partners, is working to implement the 2017-
2021 Washington Tobacco Prevention and Control

Statewide Strategic Plan.

|i| |i| |ﬁ| |i|
|ﬁ| |i| |ﬁ|
1in7

Washington
adults continue
to smoke
although
cigarette
smoking has
declined

Tobacco use
is the leading
preventable
cause of
death and
disease
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https://www.doh.wa.gov/Portals/1/Documents/Pubs/340-131-2017TobaccoStrategicPlan.pdf
https://www.doh.wa.gov/Portals/1/Documents/Pubs/340-131-2017TobaccoStrategicPlan.pdf
https://www.doh.wa.gov/Portals/1/Documents/Pubs/340-131-2017TobaccoStrategicPlan.pdf

Time Trends

Current Smoking

In the 2016 Behavioral Risk Factor
Surveillance System (BRFSS), the
prevalence of current smoking among
Washington State adults was 14% (+1%).

Washington had a lower age-adjusted
prevalence of current smoking
compared to the U.S., although both
have been declining.

From, 2011-2016, smoking among
Hispanic and white adults decreased.

In 2016, 4% (+1%) of adults used
smokeless tobacco and 8% (+1%)
were exposed to secondhand smoke.

Age-Adjusted Percent
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Current Cigarette Smoking Prevalence
Washington State & US
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A Healthy People 2020 Goal
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E-Cigarette Use

e Vapor products are devices that use a
heating element to produce vapor from
a liquid solution or other substance that is
then inhaled. They include e-cigarettes as
well as vape pens, mods and e-hookahs.

e Vapor products often but not always
contain nicotine. They may also contain
flavored liquids, marijuana products, or
other drugs.

* Inthe 2016 BRFSS, the prevalence of current
electronic cigarette, e-cigarette, or vapor
product use among Washington State
adults was 6% (£1%). Data collection began
in 2014, so a time trend is not available.

Geographic Variation

Current Smoking

¢ In the 2014-2016 BRFSS, the prevalence
of smoking in King County was lower
than the state.

e Columbia, Cowlitz, Ferry, Garfield, Grays
Harbor, Jefferson, Okanogan, Pierce and
Stevens counties had a higher prevalence
than the state.

Current Cigarette Smoking
Washington Counties
BRFSS, 2014-2016
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Disparities
Current Smoking

In the 2014-2016 BRFSS, males had higher
smoking prevalence compared to females.

Smoking prevalence was at its highest in
early adulthood, peaking at 19% (£2%)
among 25-34 year olds.

AIAN had the highest smoking prevalence
followed by Native Hawaiian and other
Pacific Islanders (NHOPI) and blacks.

The smoking prevalence among lesbian,
gay and bisexual (LGB) people was 21%
(£3%). which is higher than the smoking
prevalence among heterosexuals (14% *
<1%) (data not shown).

In the 2014-2016 BRFSS, current smoking
prevalence increased as levels of educa-
fion and household income decreased.

Nationally, people with behavioral health
conditions represent about 25% of the
total adult population but account for
about 40% of all cigarettes smoked.?

Smokeless tobacco use was higher among
men, younger adults, AIAN, veterans and
those with less education (data not shown).

Secondhand smoke exposure was higher
among younger adults, AIAN, LGB, those
with lower annual household income and
those with less education (data not shown).

E-Cigarette/Vapor Product Use

In the 2014-2015 BRFSS, males had higher
e-cigaretfte use compared to females.

In conftrast to reported current smoking,
e-cigarette use was at its highest in early
adulthood among 18-24 year olds.

AIAN had the highest e-cigarette use.

The prevalence of e-cigarette use among
those who are lesbian, gay or bisexual (8%
+ 3%), was higher than among heterosexu-
als (6% = 1%).

In the 2014-2015 BRFSS, current e-cigarette
use increased as levels of education and
household income decreased.

E-cigarette use was more common
among current cigarette smokers 22%
(£3%), compared to nonsmokers 3% (£1%).

Current Cigarette Smoking
Washington State
BRFSS, 2014-2016

Female
Male

65+ years old
55-64 years old
45-54 years old
35-44 years old
25-34 years old
18-24 years old

Asian*
Hispanic
White*
Black*
NHOPI*
AIAN*

$75,000 or More
$50,000 to $74,999
$25,000 to $49,999
Less Than $25,000

College Grad or More
Some College
High School or Less
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Age-Adjusted Percent

Self-Reported E-Cigarette Use
Washington State
BRFSS, 2014 & 2015
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*Non-Hispanic (all races) | AIAN: American Indian/Alaska
Native | NHOPI: Native Hawaiian/Other Pacific Islander

#Relative standard error (RSE) is between 25% and 29%
NR: Not reported if RSE = 30% or to protect privacy
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Youth

Time Trends

Current Smoking

¢ Inthe 2016 Healthy Youth Survey (HYS),
6% (£1%) of 10" graders reported smoking
cigarettes in the past month.

e Fewer Washington youth reported
cigaretfte smoking compared to U.S. youth.

e Youth cigarette smoking in Washington has
been declining.

E-Cigarette Use

e Inthe 2016 HYS, 13% (£1%) of 10™ graders
reported using e-cigarettes or vapor
products in the past month.

e In2016, 71% (£5%) 10" graders who
smoked cigarettes also used e-cigarettes
or vapor products.

Percent
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Youth Smoking, 10" Graders
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Geographic Variation

Current Smoking

¢ In the combined 2014 and 2016 HYS, the
prevalence of smoking in 10" graders
in King County was lower than the state
prevalence.

* Among 10th grade students, the preva-
lence of past 30-day smoking in Clallam,
Clark, Lewis, Grays Harbor, Spokane,
and Thurston counties was higher than
the state prevalence.

Youth Smoking, 10" Graders
Washington Counties
HYS, 2014-2016
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E-Cigarette Use

¢ In the combined 2014 and 2016 HYS, re-
ported use of e-cigarettes or vapor prod-
ucts among 10™ graders in Whitman and
King counties was lower than the state.

e Tenth graders in Douglas, Spokane and Thur-
ston counties reported higher use of e-ciga-
rettes or vapor products than the state.

Youth E-Cigarette Use, 10" Graders
Washington Counties
HYS, 2014 & 2016
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10t Graders

Disparities

Current Smoking E-Cigarette Use

e Inthe combined 2014 and 2016 HYS, smok- ¢ In the combined 2014 and 2016 HYS,
ing prevalence increased with grade. e-cigarefte use increased with grade.

* Male 10" graders had slightly higher smok- * Male 10" graders had higher e-cigarette
ing prevalence compared to females. use compared to females.

e AIAN 10" graders had the highest smok- ¢ AIAN 10™ graders had the highest e-ciga-
ing prevalence, and Asian students had rette use, and Asian students had the lowest.
the lowest.

Current Smoking Current E-Cigarette Use
Washington State Washington State
HYS, 2014 & 2016 HYS, 2014 & 2016
12t Grade 12t Grade
10" Grade 10t Grade
8t Grade 8" Grade
6t Grade
6" Grade
Female
[ Female Male
Male %)
] Asian*
© A .
. o Hispanic
Asian* &0 White*
4 Hispanic £g NHOPI*
White* Black*
NHOPI* L AIAN*
Black* 40
AIAN* Percent
20
Percent
Impact

» Tobacco use is the leading preventable
cause of death and disease in Washington.
Cigarette use is responsible for about 17-19%
of all deaths in Washington.

e About 95% of adult tobacco users started
using before they furned 21.

* 3,900 Washington youth (under 18) are esti-
mated to become daily smokers each year.

*Non-Hispanic (allraces) | AIAN: American Indian/Alaska Nafive | NHOPI: Native Hawaiian/Other Pacific Islander
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tobacco & vapor product use?

DOH and state, local, community and fribal-relat- free environments and increasing compliance
ed partners are implementing the four goals of the with the smoking in public places law.
2017-2021 Washington Tobacco Prevention and Con- State policy priorities include:

tfrol Statewide Strateqgic Plan. The four goals include:
< 9 ¢ Reducing youth access to tobacco and vapor

knowledge and understanding of tobacco-re-

lated disparities, and educating about these
disparities and how best to address them.

e Educating policymakers and stakeholders
on the value of local control to allow for

local regulation of combustible and other
2. Prevent yOUTh and young adults from be- tobacco and vapor producfs‘

ginning fo use fobacco with an emphasis

on nicotfine consumed through electronic
cigarettes and vapor products. This includes
efforts to raise the minimum age for purchas-
ing tobacco and vapor products to 21 and
supporting the development of local bans on
vaping in public places. * Developing partnerships with healthcare
providers to:

¢ Demonstrating the importance of restoring
appropriate funding level for a comprehen-
sive, evidence-based, statewide and local
tobacco prevention and control program
according fo CDC Best Practices guidelines.

3. Leverage resources for promoting and support-
ing fobacco cessation. This includes consistent 0 Enhance screening for tobacco use and
diagnosis and treatment of fobacco use and referrals to cessation resources
e o e o™ o Addresshealih muronce reguiations s
telephone-based interventions or;d all seven that al Ilc_ensed heol’rhcore. p_rowders
FDA-approved medications fo quit can be re]mbursgd for providing tobac-

) co cessation services.

4. Eliminate exposure to secondhand smoke.
This includes increasing tobacco- and vape- See also Marijuana Use

Evidence-based interventions to decrease tobacco use are available in the 2014 CDC Best Prac-
tices for Comprehensive Tobacco Control Program

Comprehensive tobacco control and prevention strategies for youth and young adults should
address all tobacco/ nicotine products, including e-cigarettes/vapor products. The 2016 Surgeon
General's Report: E-Cigarette Use Among Youth and Young Adults provides additional information
on these evidence-based interventions

Technical Notes

Confidence Intervals: Definition and examples are described in Appendix C

Race and Ethnicity: Classification described in Appendix C

Relative Standard Error: Definition and how it was used is described in Appendix C

Tobacco Use: The focus of fobacco use throughout this chapter is commercial tobacco use.

Endnotes

'Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, Office on Smoking and
Health. Best Practices for Comprehensive Tobacco Control Programs—2014. www.cdc.gov/tobacco/stateandcommunity/best practices/
index.htm. Published January 30, 2014. Accessed August 15, 2017.

2Substance Abuse and Mental Health Services Administration. Adults with Mental lliness or Sulbstance Use Disorder Account for 40 Percent of
All Cigarettes Smoked. The NSDUH Report. www.samhsa.gov/data/sites/default/files/spot104-cigarettes-mental-ilness-substance-use-disor-
der/spot104-cigarettes-mental-iliness-substance-use-disorder.pdf .Published on March 20, 2013. Accessed September 12, 2017.
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Binge Drinking &
Excess Alcohol Use

Excessive alcohol use, including underage drinking
and binge drinking, is the third leading preventable
cause of death in the U.S." It can lead to increased
risk of injuries, violence, liver disease, and some
cancers. Excessive alcohol use is one of the most
prevalent substance use problems in Washington
and has been estimated to cost Washington State
about $5.3 billion annually.? In 2016, 17% (x<1%) of
Washington adults reported binge drinking in the
past month. Binge drinking is defined for men as
having five or more drinks, and for women as four
or more drinks at one time. Binge drinking preva-
lence has declined since 2011 after being relatively
stable from 1990 to 2010. Males, whites and Amer-
ican Indian and Alaska Natives (AIAN) are more
likely to report binge drinking than are other Wash-
ingtonians. Those with a college education report-
ed slightly lower rates of binge drinking, as did the
group with household incomes below $25,000.

While illegal, alcohol use among high school stu-
dents is common and often consists of binge drink-
ing. In 2016, the prevalence of past 30-day use of
alcohol among 10" graders was 20% (+ 1%) and
binge drinking in the past two weeks was 11% (+ 1%,
data not shown). Both alcohol use and binge drink-
ing among youth have been declining. Still, youth
who begin drinking before age 15 are six fimes more
likely to develop alcohol dependence than those
who start after age 21.3 Females, AIAN and Hispanics
reported higher use of alcohol in the past month.
Youth alcohol use also increased with grade.

The Department of Social and Health Services Divi-
sion of Behavioral Health and Recovery (DSHS/DBHR),
along with partner agencies, is working to implement
the State 5-Year Strategic Plan for Substance Abuse
Prevention and Mental Health Promotion, one focus of
which is reducing underage drinking.

|i| |i| |i|
|i| |i| |i|
1in6

Washington
adults reported
binge drinking
in the past
month

|i| |i| |i| |i| |i|
1Ind

Washington
10" graders
used alcohol
in the past
month
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Time Trends

* In the 2016 Behavioral Risk Factor
Surveillance System (BRFSS), the
prevalence of binge drinking among
Washington State adults was 17%
(£<1%).

e For the past 20 years, Washington
adults have had a similar prevalence of
binge drinking compared to U.S. adults.

¢ The prevalence of binge drinking
in Washington has decreased from
19% (£1%) in 2011. Earlier data are
not directly comparable due fo a
change in survey methods. However,
the prevalence of binge drinking was
stable from 1990 to 2010.

Age-Adjusted Percent

Prevalence of Binge Drinking
Washington State & US
BRFSS, 1990-2016
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Geographic Variation

There are no counties with a binge drinking
prevalence among adults that is different
than the state prevalence.

Self-Reported Binge Drinking
Washington Counties
BRFSS, 2014-2016

Garfield | 1
Stevens A
Wahkiakum# |
san Juan |
Walla Walla |
Klickitat | —
Whatcom | 1

1
4{
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Franklin | ——F—+
Spokane |
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Okanogan [ ————
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Pacific# | —F—H
Grant | —F+—
Adams# [ ——F—
Skamania# [ ——F—

Columbia |
Ferry | NR
Jefferson

0 20 40

Age-Adjusted Percent
B WA state
Same as WA State

NR: Not reported if RSE > 30% or to protect privacy
#Relative standard error (RSE) is between 25% and 29%

| Lowerthan WA state
I Higher than WA State

Disparities

e Inthe 2014-2016 BRFSS, males had a
higher prevalence of binge drinking
compared to females.

* Binge drinking was highest among those

25-34 years old.
¢ Hispanics, blacks and Asians reported

lower binge drinking compared to whites.

e Rates of binge drinking were slightly lower
among college graduates compared to
those with high school or less education.
Rates were also lower among the group

with household incomes below $25,000

compared to higher income groups.

Binge Drinking
Washington State
BRFSS, 2014-2016

Female
Male

65+ years old
55-64 years old
45-54 years old
35-44 years old
25-34 years old
18-24 years old

Asian*
Black*
Hispanic
NHOPI*#
White*
AIAN*

$75,000 or More
$50,000 to $74,999
$25,000 to $49,999
Less Than $25,000

College Grad or More | | o
Some College I I —
High School or Less | | il
0 5 10 15 20 25

Age-Adjusted Percent

30

*Non-Hispanic (all races) | AIAN: American Indian/Alaska
Native | NHOPI: Native Hawaiian/Other Pacific Islander
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Youth

Time Trends

* Inthe 2016 HYS, 20% (x1%) of
Washington State 10" graders
reported using alcohol in the past
month.

¢ Past month alcohol use reported
by Washington 10" grade students
(20% +1%) is lower than the 29%
reported by U.S. 10" graders.

¢ The prevalence of drinking
alcohol in the past month among

Washington 10™ graders is declining.

Percent

Alcohol Use in Past Month, 10" Graders
Washington State & US, HYS & YRBSS
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Geographic Variation

* In2014 and 2016 HYS combined, 10"
graders in Douglas and Skamania
counties had a higher prevalence of
past month alcohol use compared to
10" graders in the state as a whole.

e There was no county with lower preva-
lence compared to the state.

Alcohol Use in Past Month, 10" Graders
Washington Counties

HYS, 2014 & 2016

Skamania b
Ferry i —
Garfield i
San Juan
Klickitat
Jefferson
Douglas
Stevens
Columbia
Walla Walla
Lewis
Clallam
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Grays Harbor
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Wahkiakum
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Skagit
Cowilitz
Yakima
Asotin
Pend Oreille
Spokane
Benton
Thurston
WA State
Kittitas
Pacific
Clark
Pierce H
Kitsap I
Snohomish Hr
King [ #
Whatcom [ Hi
Island [ HH
Adams [ —}H
Whitman [ —H
lincoln [
Franklin NR

0 20 40 60
Percent

B wa state

Same as WA State

|:| Lower than WA State
- Higher than WA State

NR: Not reported if RSE > 30% or to protect privacy
#Relative standard error (RSE) is between 25% and 29%

Disparities

¢ |In the combined 2014 and 2016 HYS, past
month alcohol use increased by grade.

e Female 10" graders had higher past
month alcohol use compared to males.

¢ AIAN and Hispanic 10" graders reported
higher past month alcohol use compared
to white students. Asian students reported
lower past month alcohol use.

Alcohol Use in Past Month
Washington State
HYS, 2014 & 2016

12" Grade
10t Grade
8t Grade
6" Grade

— Female =

Male =a

Asian*
5 Black*
White*
NHOPI*
Hispanic

—  AIAN*

10" Graders

0 10 20 30 40

Percent

*Non-Hispanic (all races) | AIAN: American Indian/Alaska
Native | NHOPI: Native Hawaiian/Other Pacific Islander
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DSHS/DBHR and its partners are implementing
the goals of the State 5-Year Strategic Plan
for Substance Abuse Prevention and Mental
Health Promotion. The plan’s strategies are
collaborative policy development, public
education, and professional workforce de-
velopment and training for each of the focus
areas. Reducing underage drinking is one of
the focus areas in the strategic plan.

DSHS/DBHR staffs the Washington Healthy
Youth Coadalition (WHY). WHY is an interagency
workgroup dedicated to addressing under-
age alcohol and marijuana use. They work

on statewide policy impacts and communi-
cation. DBHR and its partner agencies im-
plemented a statewide social norms media
campaign targeted to youth ages 12-18 in fall
2017. The goal of the campaign was to correct
youth misperception of peer use. The cam-
paign focused on providing information that
demonstrated most young people don't drink.

DSHS/DBHR:

¢ Provides funding to 64 Community Preven-
fion and Wellness Initiative communities that
prioritize reduction in underage alcohol use.
Communities identify risk and protective fac-
tors in their community that relate to youth
alcohol use and address them locally with
appropriate evidence-based strategies.

Technical Notes

* Provides funding to 29 federally recognized
fribes to provide prevention and treatment
services. Tribes develop and implement action
plans to address their most important needs.

e Supports behavioral health organizations to
ensure substance use disorder services are
available to youth and adults across the state.

* Provides workforce development for preven-
tion and treatment professionals.

¢ Funds www.starttalkingnow.org.

Washington State is also working to transform
healthcare services. The Health Care Author-

ity, DOH, DSHS/DBHR and partners including
managed care organizations, Accountable
Communities of Health, local health, healthcare
providers and others are working together to
intfegrate physical health services, mental health
services and substance use services. These efforts
are funded by grants and the Medicaid 1115
waiver and include integrating clinical practices,
supporting providers in identifying, serving and
monitoring high-need populations, developing
systems to support information sharing across
providers, and integrating payment systems.

See also Mental Health

Confidence Intervals: Definition and examples are described in Appendix C

Race and Ethnicity: Classification described in Appendix C

Relative Standard Error: Definition and how it was used is described in Appendix C

Endnotes

'"Mokdad AH, Marks JS, Stroup DF, Gerberding JL. Actual causes of death in the United States, 2000. JAMA 2004 Mar 10;291(10):1238-45.
2Sacks JJ, Roeber J, Bouchery EE, et al. State costs of excessive alcohol consumption, 2006. Am J Prev Med. 2013;45:474-85.
3Center for Behavioral Health Statistics and Quality, Substance Abuse and Mental Health Services Administration. 2015
National Survey on Drug Use and Health: Detailed Tables. www.samhsa.gov/data/population-data-nsduh/reports2tab=38.

Published September 8, 2016. Accessed September 29, 2017.
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Marijuana use, defined here as any use within

the past 30 days, is being closely watched in
Washington following legalization of recreational
use in 2012. In 2016, the prevalence of marijuana use
within the past 30 days among Washington adults
was 14% (£1%). The prevalence among adults has
increased since 2011. For youth, 17% (x1%) of

10" graders reported using marijuana in the past

30 days and was stable from previous years.

Among adults, marijuana use prevalence was
higher among males and younger adults under

35 years of age. White, black, and American Indi-
an or Alaskan Native (AIAN) had the highest preva-
lence of marijuana use. Prevalence increased

as levels of education and income decreased.

Among youth, marijuana use prevalence in-
creased with grade level. Among 10" graders,
there was no difference in marijuana prevalence
between male and females. Marijuana use preva-
lence was highest among AIAN, black or Hispanic
10" graders.

DOH, along with partner agencies including De-
partment of Social and Health Services/Division of
Behavioral Health Recovery (DSHS/DBHR), is work-
ing to prevent the initiation and use of marijuana
by youth ages 12-20 throughout Washingfon State.

|i| |i| |i|
|i| |i| |i|
1in6

Washington

10" graders
used marijuana
in the past
month

One-third

of Washington
teens perceive
little risk of
weekly
marijuana

use
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Time Trends

* In the 2016 Behavioral Risk Factor
Surveillance System (BRFSS), the
prevalence of marijuana use
among Washington State adults
was 14% (£1%).

* Marijuana use among adults has

increased in Washington since 2011.

Age-Adjusted Percent

20

15

10

Marijuana Use
Washington State
BRFSS, 2011-2016
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Geographic Variation

¢ In the 2014-2016 BRFSS, prevalence of
marijuana use was higher in King Coun-
ty compared to the state.

e Prevalence of marijuana use was low-
er in Yakima County compared o the
state.

Self-reported Marijuana Use
Washington Counties
BRFSS, 2014-2016
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Disparities
¢ Inthe 2014-2016 BRFSS, males had higher

prevalence of marijuana use than fe-
males, 15% (x1%) compared to 11% (£1%).

* Marijuana use prevalence was highest
among adults 18-24 years of age and
decreased with age. Adults aged 65 and
older had the lowest prevalence.

* AIAN had a higher prevalence of marijuana
use compared fo whites. Asians and His-
panics had a lower prevalence than whites.

¢ The prevalence of marijuana use in-
creased as levels of education and
income decreased

Marijuana Use
Washington State
BRFSS, 2014-2016

Female
Male

65+ years old
55-64 years old
45-54 years old
35-44 years old
25-34 years old
18-24 years old

Asian*
Hispanic
White*
Black*
AIAN*
NHOPI*

$75,000 or More
$50,000 to $74,999
$25,000 to $49,999
Less Than $25,000

College Grad or More
Some College
High School or Less

\
\
f
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Age-Adjusted Percent

*Non-Hispanic (allraces) | AIAN: American Indian/Alaska
Native | NHOPI: Native Hawaiian/Other Pacific Islander
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Youth

Time Trends

* In the 2016 Healthy Youth Survey
(HYS), the prevalence of marijuana
use among Washington State 10"
graders was 17% (£1%).

e Marijuana use among 10" graders
has been stable since 2002.

Percent

Youth Marijuana Use, 10" Graders
Washington State & US
HYS & YRBSS
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Geographic Variation

* |In the combined 2014 and 2016 HYS,
Douglas, Jefferson and Walla Walla
counties had a higher prevalence of
marijuana use among 10™ graders com-
pared to the state.

e Prevalence of marijuana use was lower
in Lincoln and Whitman counties com-
pared to the state.

Youth Marijuana Use, 10" Graders
Washington Counties
HYS, 2014 & 2016
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Disparities

e Inthe combined 2014 and 2016 HYS,
marijuana use prevalence increased with
grade level. Students in 12" grade had the
highest prevalence at 27% (£1%).

¢ Among 10" graders, males and females
had a similar prevalence of marijuana use,
18% (£1%) and 17% (+1%), respectively.

¢ AlAN, black, and Hispanic 10" graders
had a higher marijuana use prevalence
than white 10" graders, and Asian stu-
dents had a lower prevalence.

Current Marijuana Use
Washington State
HYS, 2014 & 2016

12t Grade
10t Grade
8 Grade
4" Grade

_ Female =
Male =

Asian*

White*

NHOPI* —
Hispanic
Black*
AIAN*
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Risk Perception & Impact

* Many teens perceive little risk of regular
(at least once or twice a week) marijuana
use. In 2016, 33% (£3%) of 10" graders in the
state perceived no/slight risk to regular use.

e Half (51% +4%) of the 12" graders in the state
who reported using marijuana in the past 30
days reported driving within three hours of using
marijuana af least once in the past 30 days.

*Non-Hispanic (all races) | AIAN: American Indian/Alaska
Native | NHOPI: Native Hawaiian/Other Pacific Islander
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marijuana misuse & ahuse?

HB 2136 passed in 2016 mandates that Depart-
ment of Health (DOH) and the Department of
Social Health Services, Division of Behavioral
Health and Recovery (DSHS/DBHR) take respon-
sibility for several activities to prevent the misuse
and abuse of marijuana, including establishing
a public health hotline to provide support and
referral fo freatment, expanding youth treat-
ment options, implementing evidence and
research-based prevention strategies, estalb-
lishing a media-based public education cam-
paigns for youth and adults separately, funding
a community grants program to prevent youth
marijuana use and abuse, and funding for the
Healthy Youth Survey.

In response, DOH, DSHS/DBHR and other state-
wide partners with a vested interest in sub-
sfance use prevention, work to implement the
goals of the State 5-Year Strategic Plan for Sub-
stance Abuse Prevention and Mental Health
Promotion. The plan’s strategies are collabo-
rative policy development, public education,
and professional workforce development and
training for each of the focus areas. Reduc-
ing marijuana misuse and abuse is one of the
focus areas in the strategic plan.

In addition to the above collaborations, DSHS/
DBHR staffs the Washington Healthy Youth

Coalition (WHY) with Coalition Chairs repre-
sented from DSHS/DBHR and the Liquor and
Cannabis Board (LCB). WHY is an interagency
workgroup dedicated to addressing underage
alcohol and marijuana use. They work on state-
wide policy impacts and communication. DOH
serves on the WHY Coalition and has rolled out
mulfiple marijuana prevention education cam-
paigns with consultation from the WHY Coali-
tion’s Communication Impact Team.

Specific to allocations from HB 2136, DSHS/DBHR:

e Provides funding to 64 Community Preven-
tion and Wellness Initiative communities that
prioritize reduction in underage marijuana
use. Communities identify risk and protective
factors in their community that relate to youth
substance use and address them locally with
appropriate evidence-based strategies.

e Provides funding to 29 federally recognized
fribes fo provide prevention and treatment
services. Tribes develop and implement action
plans to address their most important needs.

e Supports behavioral health organizations to
ensure substance use disorder services are
available to youth and adults across the state.

* Provides workforce development for preven-
fion and treatment professionals.

¢ Funds www.starttalkingnow.org.
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Specific to allocations from HB 2136, DOH:

e Provides funding to the Recovery Helpline,
which provides referrals to substance abuse
freatment using evidence-based public
health approaches and does not solely
advocate an abstinence-only approach.

e Provides funding to nine Regional Youth
Marijuana Prevention and Education
Programs, aligned with the Accountable
Communities of Health (ACH) Regions.
Each region implements coordinated envi-
ronmental, policy and systems change pre-
vention strategies, geared to reduce the
initiation and use of marijuana by youth.

e Provides funding to five communi-
ty-based organizations representing
priority populations o implement tailored
prevention strategies to reduce marijua-
na use by youth in their respective com-
munities. These contractors assist the DOH
Marijuana Prevention and Education
Program and its regional and media con-
fractors by collaborating and providing
expert consultation and technical assis-
fance on promising and proven practic-
es. The following priority populations were
selected based on the prevalence of
higher marijuana-related disparities:

o Black/African American

Asian/Pacific Islander/Native Hawaiian
Hispanic/Latino

American Indian/Alaska Native

Lesbian/Gay/Bi-Sexual/Transgender/
Queer

0O O O ©O

* Executes media-based education cam-
paigns, separately targeting youth and
adults with scientifically accurate infor-

See also Tobacco & Vapor Product Use

maftion about the health and safety risks
posed by marijuana use.

o For a statewide youth-focused marijua-
na prevention campaign, DOH devel-
oped Listen2YourSelfie. Through focus
groups across the state, youth selected
the campaign concept and design.
The campaign generated more than
165 million impressions, 455,000 website
visits, and nine million video views.

o In addition, DOH contracted with five
tailored media vendors, who repre-
sent and serve prioritized populations.
These contractors crafted individualized
campaigns and messages for the youth
populations they serve.

o For a statewide parent and influential
adult-focused campaign, DOH de-
veloped Under the influence...of you.
Adults from across the state informed the
development of this campaign. It was in
the field until mid-December 2017.

Washington State is also working to transform
healthcare services. The Health Care Author-
ity, DOH, DSHS/DBHR and partners including
managed care organizations, Accountable
Communities of Health, local health, health-
care providers and others are working to-
gether to integrate physical health services,
mental health services and substance use
services in the Medicaid (Apple Health) pro-
gram. These efforts are funded by grants and
the Medicaid 1115 waiver and include inte-
grating clinical practices, supporting provid-
ers in identifying, serving and monitoring high
need populations, developing systems to
support information sharing across providers,
and infegrating payment systems.

Evidence-based interventions to prevent marijuana use among youth are available from the
Substance Abuse and Mental Health Services Administration (SAMHSA) here.

Technical Notes

Confidence Intervals: Definition and examples are described in Appendix C

Race and Ethnicity: Classification described in Appendix C

Relative Standard Error: Definition and how it was used is described in Appendix C
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https://www.hca.wa.gov/assets/program/10-things.pdf
https://www.samhsa.gov/capt/sites/default/files/resources/prevention-youth-marijuana-use.pdf




Drug Overdose &
Nonmedical Use
of Pain Relievers

Since 2000, the rate of use of opioid pain relievers
has increased dramatically, leading to an increase
in opioid addiction and related morbidity and
mortality.! In recent years heroin use has been in-
creasing in most demographic groups. Drug over-
dose deaths involve prescription opioids, heroin,
tfranquilizers, methamphetamine and other sub-
stances. Not uncommonly, multiple drugs and/or
drugs and alcohol are identified at death. Trends
in the substances involved in overdose deaths
change with drug use frends. In 2016, 1,033 Wash-
ington State residents died from drug overdose, an
age-adjusted rate of 14 per 100,000 people, and
64% of drug overdose deaths in Washington in-
volved an opioid (heroin or prescription opioid).

The highest rates of drug overdose death in Wash-
ington occur among men, those 45-54 years old,
and American Indian and Alaskan Natives (AIAN).

Data from the 2013-14 National Survey on Drug

Use and Health (NSDUH) show that 4% (£ 1%) of
Washingtonians 12 years old or older have used
pain relievers nonmedically, which is similar to the
nation. NSDUH also shows young adults 18-25 years
old have the highest use (9% + 2%).2

DOH, along with partner agencies, is working
fo implement the Washington State Opioid Re-
sponse Plan.

On average,
three
Washingtonians
died of drug
overdose

each day

in 2016

Edry

For every
overdose
death, there
were 4.5
hospitalizations
and 11

ER visits
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Time Trends

¢ In 2016, the drug overdose death
rate among Washington State
residents was 14 per 100,000
population.

e While historically Washington's drug
overdose death rate has been
higher than the national rate, in the
past three years the national rate
has surpassed our state’s rate.

e Drug overdose death rates in
Washington have remained
relatively stable since 2007.

Age-Adjusted Rate per 100,000
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Geographic Variation

e For 2012-2016, Franklin, King and Whit-
man counties had drug overdose death
rates lower than the state.

e Clallam, Grays Harbor, and Spokane
counties had higher drug overdose
death rates than the state.

Drug Overdose Rates
Washington Counties

Death Certificates, 2012-2016

Grays Harbor
Clallam
Mason
Cowlitz
Asotin
Skagit
Ferry#
Spokane
Walla Walla
Snohomish
Stevens
Lewis
Pierce
Pacific
Douglas
Island

WA State
Benton

San Juan#
Clark
Jefferson
King
Okanogan
Chelan
Kitsap
Thurston
Yakima
Whitman
Kittitas
Grant
Whatcom
Franklin
Klickitat
Skamania
Pend Oreille
Lincoln
Adams
Wahkiakum
Garfield
Columbia
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Same as WA State
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Age-Adjusted Rate per 100,000

30

40

|| Lower than WA state
I Higher than WA State

NR: Not reported if RSE > 30% or to protect privacy
#Relative standard error (RSE) is between 25% and 29%

Disparities
e During 2012-2016, males had higher drug
overdose death rates compared to females.

e Those 45-54 years old had the highest
drug overdose death rates.

¢ AIAN had the highest drug overdose
death rates. Blacks and whites had the
next highest rates.

Drug Overdose
Washington State
Death Certificates, 2012-2016

Female

Male

65+ years old

55-64 years old
45-54 years old
35-44 years old
25-34 years old

15-24 years old

Asian*

NHOPI*#

Hispanic

White*

Black*

AIAN*

0 10 20 30 40 50
Age-Adjusted Percent

*Non-Hispanic (all races) | AIAN: American Indian/Alaska
Native | NHOPI: Native Hawaiian/Other Pacific Islander
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Non-Medical Use of

Pain Relievers

e According to the NSDUH, in 2013-2014
the percentage of Washingtonians 12
years and older that have used pain
relievers not medically--that is, without
a prescription or for reasons other than
they were intended—was 4% (+ 1%).

*  While Washington had historically slightly
higher nonmedical use of pain relievers
compared to the U.S., since 2010-2011
the prevalence has been similar to the
nation as a whole.

Non-Medical Use of Pain Relievers
Washington State & US
NSDUH*, 12+ years old
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Non-Medical Use of Pain Relievers
Washington State
NSDUH*, 2013-2014

26+ years old h—{

18-25 years old

12-17 years old H
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Percentage of Use in Past Year

Drug Overdose Burden
Washington State, 2016

4,813

11321

. Deaths

Drug overdose listed as underlying cause of
death. Washington State Death Certificate
Data, 2016.

. Drug Overdose Hospitalizations

Washington Hospital Discharge Data, Com-
prehensive Hospitalization Abstract Reporting
System (CHARS), 2016.

. Drug Overdose ED** Visits

Analyzed and provided by the Emergency De-
partment Information Exchange, 2016. Includes
data from 96 out of the 100 Washington emer-
gency departments.

Impact

The burden of overdoses is significantly underesti-
mated when only deaths are considered. In 2016,
there were 4.5 times as many hospitalizations and
nearly 11 fimes the number of visits fo emergency
departments for drug overdose compared fo the
number of deaths. In addition, many nonfatal over-
doses are not freated af a hospital and, therefore,
are not counted in curently available data.

*National Survey of Drug Use and Health
**ED: Emergency Department
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Washington State has been focused on re-
ducing opioid deaths. To reach this goal, state
government agencies have been collaborating
with local health departments, the University of
Washington, professional groups and communi-
ty organizations across Washington State.

DOH and its partner agencies are implement-
ing the Governor's Executive Order 16-09:
Addressing the Opioid Use Public Health Cirisis.
The Executive Order directs state agencies to
work with partners across the state to imple-
ment the Washington State Opioid Response
Plan. The plan outlines four goals and related
strategies that are being implemented by a
number of stakeholders across diverse profes-
sional disciplines and communities:

Goal 1
Prevent inappropriate opioid prescribing and
reducing opioid misuse and abuse.

Goal 2
Treat individuals with opioid use disorder and
link them to support services, including housing.

Goal 3
Intervene in opioid overdoses to prevent death.

Goal 4

Use data and information to detect opioid
misuse/abuse, monitor morbidity and mortali-
ty, and evaluate inferventions.

Collectively, the strategies and specific ac-
tions o achieve these goals target individuals,
professionals, communities and systems. Four
workgroups focused on prevention, treatment,
criminal justice, naloxone distribution (drug used
to rapidly reverse opioid overdose) and data
meet regularly to coordinate the work toward
these goals and communicate progress and
needs across partners.

Washington State legislation passed in 2017 to
assist in addressing opioid overdoses includes:

e HB 1427 will assist with opioid tfreatment, ex-
pand the prescription monitoring program,
and create new rules for prescribing opioids.

e SB 5514 willimprove the Department of Health's
ability fo monitor drug overdoses by collecting
data from emergency departments.

Department of Social and Health Services/
Division of Behavioral Health and Recovery
(DSHS/DBHR) and its partners are implement-
ing the goals of the State 5-Year Strategic Plan

for Substance Abuse Prevention and Mental
Health Promofion. The plan’s strategies are
collaborative policy development, public
education, and professional workforce de-
velopment and fraining for each of the focus
areas. Reducing opioid and prescriptfion drug
misuse and abuse is one of the focus areas in
the strategic plan.
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http://app.leg.wa.gov/billsummary?BillNumber=1427&Year=2017
http://app.leg.wa.gov/billsummary?BillNumber=5514&Year=2017
http://theathenaforum.org/sites/default/files/SPE%20Strategic%20Plan%202015%20Update%20FINAL%20for%20Athena.pdf
http://theathenaforum.org/sites/default/files/SPE%20Strategic%20Plan%202015%20Update%20FINAL%20for%20Athena.pdf
http://theathenaforum.org/sites/default/files/SPE%20Strategic%20Plan%202015%20Update%20FINAL%20for%20Athena.pdf
http://www.governor.wa.gov/sites/default/files/16-09OpioidPreventionE.pdf
http://www.governor.wa.gov/sites/default/files/16-09OpioidPreventionE.pdf
http://www.stopoverdose.org/stateresponseplan.pdf
http://www.stopoverdose.org/stateresponseplan.pdf

DSHS/DBHR supports the following: e Workforce development for prevention and

* Reduction of opioid and prescription drug freafment professionals.

misuse and abuse is a priori’r‘ized ou’rcgme Washington State is also working fo trans-
formany of the 64 community prevention form healthcare services. The Health Care

and wellness initiative co.rr.wmtl_lniﬁe.s fupded Authority, DOH, DSHS/DBHR and partners
by DSHS/DBHR. Communities identify risk including managed care organizations,

and protective factors in their community Accountable Communities of Health, local
fhat relate to youth alcohol and drug use, health, healthcare providers and others

on'd address them Iocoll}/ with appropriate are working together to integrate physi-
evidence-based strategies. cal health services, mental health services

e Provides funding to 29 federally recognized and substance use services. These efforts
tribes to provide prevention and freatment are funded by grants and the Medicaid
services. Tribes develop and implement action 1115 waiver and include integrating clinical
plans to address their most important needs. practices, supporting providers in identi-

fying, serving and monitoring high need
populations, developing systems to support
information sharing across providers, and
infegrating payment systems.

* Behavioral health organizations are funded
fo ensure substance use disorder freatment
services are available fo youth and adults
across the state.

See also Suicide & Safe Storage of Firearms and Mental Health

Technical Notes

Confidence Intervals: Definition and examples are described in Appendix C

Race and Ethnicity: Classification described in Appendix C

Relative Standard Error: Definition and how it was used is described in Appendix C

Endnotes

'Kolodny A, Courtwright DT, Hwang CS, Kreiner P, Eadie JL, Clark TW and Alexander GC. The Prescription Opioid and Heroin
Crisis: A Public Health Approach to an Epidemic of Addiction. 2015 Annu Rev Public Health. 36:559-74.
www.annualreviews.org/doi/pdf/10.1146/annurev-publhealth-031914-122957

2Center for Behavioral Health Statistics and Quality. National Survey on Drug Use and Health, 2003-2014. Substance
Abuse and Mental Health Services Administration, Rockville, MD. www.samhsa.gov/data/population-data-nsduh/re-
ports2tab=38. Accessed September 29, 2017.
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https://www.hca.wa.gov/assets/program/10-things.pdf
https://www.hca.wa.gov/assets/program/10-things.pdf
http://www.annualreviews.org/doi/pdf/10.1146/annurev-publhealth-031914-122957
https://www.samhsa.gov/data/population-data-nsduh/reports?tab=38
https://www.samhsa.gov/data/population-data-nsduh/reports?tab=38

Healthcare Access &
Preventive Care
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Access to healthcare is multifaceted, involving
aspects such as the availability and location of
healthcare providers, health coverage and afford-
ability of services. The Affordable Care Act brought
important increases in the number of residents

with health insurance coverage beginning in 2014.
Health insurance, while vitally important, does not
guarantee access. Patient deductible and co-
pays may not be affordable or patients may be
unable to find a provider who has capacity and
accepfts their health plan. Health systems lacking
capacity due to workforce challenges is a promi-
nent rural issue. While only part of the issue, health
insurance coverage and having a personal health-
care provider are key to access.

In 2015, 91% (x1%) of Washington adults 18-64 years
old had health insurance coverage. The percent-
age of adults with health insurance coverage was
stable from 2008-2013, and then increased.

In 2016, 74% (x1%) of Washington adults had a
personal healthcare provider. The percentage of
adults having a personal healthcare provider was
stable from 2011 to 2015. The percentage of adults
having a personal healthcare provider in Washing-
fon is similar to that in the U.S.

Fewer males, Hispanic adults, younger adults,
and adults with low incomes or less education
reported having health insurance coverage or a
personal healthcare provider compared to other
Washingtonians.

DOH, along with partner agencies, is working to
improve access to health insurance and primary
healthcare providers.

|i| |i| |i| |i| |i|
|i| |i| |i| |i| |i|
9in10

Washington
adults have
health
insurance
coverage

Healthcare

ACCEeSS -
measured
by health
insurance

or having

a healthcare
provider - is
worse in rural
areas of
Washington
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The Nutrition Facts Label-
Your Guide to Better
Food Choices

Time Trends

Health Insurance

¢ |In the 2015 American Community Survey
(ACS), 21% (£1%) of Washington adults
18-64 years old reported health insurance
coverage.

¢ The 2015 proportion of adults with health
insurance (91% £1%) reflects an increase
following the implementation of the
Affordable Care Actin 2014. Prior to
this, health insurance coverage among
Washington adults 18-64 years old was
stable at about 80% (£1%) from 2008-2013.!

e ACS data from 2008-2013 showed a
similar percentage of Washington adults
18-64 years old reported having health
insurance coverage compared to the U.S.
In 2014 and 2015, a higher percentage of
Washington adults reported having health
insurance coverage compared to the U.S.

Percent

INIl'l'l.lllll.lll-lllllll.bll

|

Health Insurance Coverage (age 18-64)
Washington State & US
ACS, 2008-2015
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Percent

Important Consideration

Multiple years of data are needed to explore
geographic variation and disparities. Because
changes due to the implementation of the Af-
fordable Care Act may have differed across
geographic areas or demographics, patterns
reported in the following sections may not
entirely reflect the current state.

Geographic Variation

Health Insurance by

Rural-Urban Geography*

* In2012-2015 ACS, the percent reporting
health insurance coverage in large town

and small town/rural areas was lower
than in urban and suburban areas.

¢ While the percent reporting health
insurance coverage increased for both
urban and rural areas after 2013, the
urban-rural coverage gap remained.

Health Insurance Coverage (age 18-64)
Washington State
ACS PUMS, 2012-2015

100
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Urban Suburban Large town

rural

*Geography is classified using a modified scheme, based
on Rural Urban Commuting Area (RUCA) codes, version
3.1; into urban, (e.g., Seattle), suburban (e.g., North
Bend), large town (e.g., Oak Harbor), and small fown/
rural (e.g., Port Stanley).

Small town/

Health Insurance

* In2011-2015 ACS, the percentage of
adults reporting health insurance cover-
age was lower in Adams, Benton, Clallam,
Chelan, Douglas, Franklin, Grant, Grays
Harbor, Lewis, Mason, Okanogan, Pacific,
San Juan, Skagit, and Yakima counties
compared to the state.

¢ The percentage of adults reporting health
insurance coverage was higher in Island,
King, Kitsap, Snohomish, Thurston and
Whitman counties compared to the state.

Health Insurance Coverage (age 18-64)
Washington Counties
ACS, 2011-2015
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Disparities
Health Insurance Health Insurance Coverage (age 18-64)

« Inthe 2011-2015 ACS, a higher percent- Washington State
age of females reported health insur- ACS PUMS, 2011-2015

ance coverage compared to males.

* Reported health insurance coverage AZelE C
increased with age among adults 18-64 paile !
years old.

55-64 years old

* Hispanic, American Indian or Alaskan 45-54 years old
Native (AIAN), Native Hawaiian or Other 35-44 years old
Pacific Islander (NHOPI), black, and 25-34 years old
Asian adults 18-64 years old reported 18-24 years old
lower health insurance coverage com-
pared to white adults. Hispanic

) AIAN*

* Reported health insurance coverage NHOPI*
increased as levels of education and Black*
household income increased. Asian*

White*
$75,000 or More
$50,000 to $74,999

$25,000 to $49,999
Less Than $25,000

College Grad or More 1
Some College
High School or Less

Percent

*Non-Hispanic (allraces) | AIAN: American Indian/Alaska Native | NHOPI: Native Hawaiian/Other Pacific Islander
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Time Trends

Personal Healthcare Provider

e Washington has historically had a lower
percentage of adults reporting a per-
sonal healthcare provider compared to
U.S. adults in the Behavioral Risk Factor
Surveillance System (BRFSS).

* Inthe 2016 BRFSS, the percent reporting
a personal healthcare provider among
Washington State adults was 74% (£1%).

Adults with Personal Healthcare Provider
Washington State & US
BRFSS, 2000-2016
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Geographic Variation

Personal Healthcare Provider Personal Healthcare Provider by
* Inthe 2014-2016 BRFSS, Lincoln and Pend Rural-Urban Geography*
Oreille counties had a higher percentage _ _
of adults who reported having a personal * The percent of the population with a per-
healthcare provider compared to the state. sonal healfhcare provider in small town/

rural areas was lower than in urban and

* Klickitaf County had a lower percentage suburban areas, between 2012 and 2015.

of adults who reported having a personal
healthcare provider compared to the stafe.

Adults with Personal Healthcare Provider Adults with Personal Healthcare Provider
Washington Counties Washington State
BRFSS, 2014-2016 BRFSS, 2012-2015
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Age-Adjusted Percent based on Rural Urban Commuting Area (RUCA) codes,

version 3.1; into urban (e.g., Seattle), suburban (e.g.,
- WA State |:| Lower than WA State North Bend), large town (e.g., Oak Harbor), and small
Same as WA State - Higher than WA State town/rural (e.g., Port Stanley).
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Disparities

Personal Healthcare Provider Adults with Personal Healthcare Provider
* In the 2014-2016 BRFSS, a higher per- Washington State

centage of females reported having a BRFSS. 2014-2016

personal healthcare provider compared ’

fo males. Female

* Having a personal healthcare provider Male

increased with age among adulfs.
. 65+ years old
e Alower percentage of adults reporting 55-64 years old

Hispanic ethnicity had a personal health- 45-54 years old
care provider compared to white adults. 35-44 years old

« Having a personal healthcare provider 25-34 years old
increased as levels of education and HEREn el ele

household income increased. . .
Hispanic

AIAN*
Black*
Asian*
White*
NHOPI*

$75,000 or More
$50,000 to $74,999
$25,000 to $49,999
Less Than $25,000

College Grad or More
Some College
High School or Less

0 20 40 60 80 100
Age-Adjusted Percent

*Non-Hispanic (all races) | AIAN: American Indian/Alaska Native | NHOPI: Native Hawaiian/Other Pacific Islander
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DOH and its partner agencies are working
to improve access to health insurance and
primary healthcare providers in order to im-
prove healthcare access.

Sustained access to high quality care re-
quires a focus on primary care providers as
the center of the health system, reducing use
of hospitals and emergency departments.
Workforce is a key to access, which requires
an emphasis on recruitment and retention

of physicians, nurse practitioners and phy-
sician assistants, as well as other members

of the care team (such as registered nurses,
social workers, physical therapists, and phar-
macists). Communities also need a range of
available services such as home health and
hospice, obstetric care and supports that
enable people with chronic illnesses to retain
independence. Rural and urban medically
underserved communities have more signifi-
cant access challenges and therefore receive
more focused interventions.

The following strategies are used to sustain and
improve healthcare access across the state:

e Education and incentives to facilitate re-
cruitment and retention for the healthcare
workforce, for example loan repayment in-
centives tied to service obligations to work
in rural and urban underserved locations.

See also Access to Behavioral Health Providers

Payment model innovations and practice trans-
formation supports o transition to value-based
payment and care systems, including redesign
of the Medicaid system as part of the Healthier
Washington initiative (under the State Inno-
vation Model (SIM) grant and the Medicaid
Transformation Project Demonstration).

Stabilization of safety net, tribal and rural
healthcare organizations through technical
assistance, grant-writing and provider net-
work development.

Improved integration of behavioral health
and oral care with physical health to move
toward whole person care, with an empha-
sis on medical homes.

Identification of care system gaps and de-
velopment of community-based solutions.

More than 100 free clinics and charitable
medical events help fill the gap for medical,
dental and behavioral health services for
people with low incomes or without health in-
surance. DOH funds the Volunteer and Retired
Provider (VRP) program, contracted through
Washington Healthcare Access Alliance
(WHAA). The VRP program covers malpractice
insurance for professional volunteers and for
those who are not using their license for any
paid work, and also pays for license renewal.
WHAA approves qualified volunteers and sites
for the VRP program.

Evidence-based interventions to improve access to healthcare are available from the Rural Health

Information Hub and Rural Hedlth Research Centers.

Technical Notes

Confidence Intervals: Definition and examples are described in Appendix C

Health Insurance Coverage: The percentage of adults 18-64 years of age was measured by the following question in
the American Community Survey: ‘Is this person CURRENTLY covered by any of the following types of health insurance or
health coverage planse¢’ Respondents that answered ‘yes’ fo any coverage type option were considered to have health

insurance coverage.
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https://www.hca.wa.gov/about-hca/healthier-washington
https://www.hca.wa.gov/about-hca/healthier-washington
https://www.ruralhealthinfo.org/
https://www.ruralhealthinfo.org/
https://www.ruralhealthresearch.org/centers

Personal Healthcare Provider: The percentage of adults with a personal healthcare provider was measured by the fol-
lowing question in the Behavioral Risk Factor Surveillance System: ‘Do you have one person you think of as your personal
doctor or healthcare provider?2’ Respondents that answered ‘yes, only one’ or ‘more than one’ were considered fo have
a personal healthcare provider.

Race and Ethnicity: Classification described in Appendix C

Rural Urban Geography Classification: The Washington State Department of Health (DOH) Rural-Urban Classification
Scheme is derived from the Rural Urban Commuting Areas (RUCA) codes created for the Federal Office of Rural Health
and Policy (OFRHP) based on Census 2010 data and information for all census tracts (and approximation of the RUCA
codes for all ZIP codes) in the United States. The basic framework of RUCA codes is grouped into four levels based mainly
on population size and patterns of primary commuting flow. The DOH Rural-Urban Classification Scheme put the basic
framework of the census 2010 based RUCA codes in context and created a modified four-tier rural-urban classification
scheme at the sub-county level (census tracts and ZIP codes) of geography. This modified scheme refocused on popula-
tion size and population density. The four categories include: Urban core (larger populations of 50,000 or more and pri-
mary flow within the urbanized area), Suburban (moderate population of 10,000-49,999; primary flow within large urban
cluster; population density over 100 per square mile), Large town (population of 2,500-9,999; primary flow with in small
urban clusters; population density over 100 per square mile), and Small town/Rural (population under 2,500; primary flow
outside an urbanized area/urban cluster; population density less than 100 per square mile).The DOH rural-urban classifi-
cation guideline document is available from: www.doh.wa.gov/Portals/1/Documents/1500/RUCAGuiIde.pdf.

Endnotes

'Yen W. Uninsured Rate Changes in Washington State’s Population Groups 2013-14. The Washington State Office of Financial
Management website. www.ofm.wa.gov/researchbriefs/2015/brief074.pdf. Washington State Health Services Research Proj-
ect: Research Brief No. 074. Published December 2015. Accessed October 19, 2017.
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Access to Behavioral
Health Providers

Mental health is vital to overall health and well-be-
ing. Those who experience mental health symp-
foms may be more likely to qualify for disability
benefits, and may also be more suscepftible to
suicidal thoughts or actions.' In 2016, 12% (£1%)

of Washington adults self-reported experiencing
poor mental health for 14 or more days during the
month prior to interview. Washington also has a
higher rate of suicide death compared to the U.S.
and suicide rates have been increasing.

Access to behavioral healthcare can be an im-
portant aspect of improving mental health and
preventing suicide. This section focuses on the
number and distribution of providers which is a
key component of access to behavioral health-
care, along with insurance coverage and afford-
ability. While Washington State as a whole has

a higher rate of behavioral health providers per
population than the U.S., these clinicians are not
equally distributed through the state. Some coun-
ties have greatly restricted access to psychiaftrists
and other behavioral health providers and 35 of
39 counties are federally designated as Mental
Health Professional Shortage Areas.

DOH, along with partner agencies, is working to
assess the types of clinicians providing behav-
ioral health services and their distribution within
the state. Areas of greatest need are targeted for
workforce interventions such as loan repayment
for providers and enhanced technical assistance.
Overall, behavioral health providers encompass
mental health and substance use disorder provid-
ers. Currently available data is limited to mental
health providers specifically.

In Washington,
there is 1
mental health
provider for
every 360
people

By county,

the ratio of
behavioral
health providers
ranges from

1 for every 262
people to

1 for every
3,378 people
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Provider Rate

¢ In the County Health Rankings, the
rate of mental health providers in
Washington was 278 per 100,000 during
2016 representing one provider serving
about 360 people.

* Washington had a much better provider
rate than the U.S. overall (200 per
100,000 overall with the U.S. median of
90 per 100,000).

¢ Overall, Washington's mental health
provider rate improved between 2013
and 2016.

Mental Health Provider, rate per 100,000
Washington State & US
County Health Rankings, 2013-2016

Year us WA WA County
(overall) Rates Range
2013 132 184 20 to 279
2014 189 244 36 to 362
2015 204 263 35 to 385
2016 200 278 30 to 385

Geographic Variation

¢ The rate of mental health providers per
100,000 population varied by county.

¢ In the County Health Rankings, the
rate of mental health providers in King,
Pierce, and Whatcom counties was
greater than the state rate during 2016.

¢ The rate was lower than the state rate in
Adams, Benton, Douglas, Franklin, Grant,
Grays Harbor, Kitsap, Kittitas, Klickitat,
Lewis, Mason, Spokane, Thurston, Whit-
man and Yakima counties.

Mental Health Provider Rate
Washington Counties
County Health Rankings, 2016
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Access to Psychiatrists

Access to psychiatrists varies greatly across
the state. An analysis by the University of
Washington Center for Health Workforce
Studies found large between-county
differences in the available psychiatric
physician workforce.?

King County had the greatest number of
psychiatrists per 100,000 population, almost
double that of Spokane, the county with

the next greatest number of psychiatrists per
100,000 population. In 2016, 17 counties did
not have a psychiatrist reporting direct patient
care. Individuals living in some rural counties
may access psychiatrists’ care through part-
time visiting providers or telepsychiatry services.

Health Professional
Shortage Areas

Federal designations of health professional
shortage areas (HPSA) are made for primary
care, dental and mental healthcare services.
The information gathered in the HPSA desig-
nation process can provide key insight about
need for providers. Areas designated as a
HPSA are able to access additional federal re-
sources, including loan repayment for clinicians
and enhanced reimbursement.

Mental healthcare HPSAs are determined by
considering the ratio of population to available
psychiatrists, percent of the population below
the federal poverty level, ratio of individuals
over age 65 or under age 18 in the popula-
tion, alcohol abuse prevalence, substance
abuse prevalence, and fravel fime to reach
the next closest services. A HPSA designation
for a geographic area requires a population
to psychiatry ratio of greater than 30,000:1. A
HPSA designation for a specific population re-
quires a ratio greater than 20,000:1.Travel fime
must be at least 20 minutes to be considered.

¢ In 2017, King, Pierce, Snohomish and Thur-
ston counties did not have a mental health
HPSA designation.

*  Many counties had a geographic designa-
fion for the entire county population.

e Cowlitz, part of Spokane, Wahkiakum, and
Whatcom counties had a designation for
their low-income population.

e Clark County had a designation specifically
for their migrant population.
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to hehavioral health providers & care?

DOH, Health Care Authority, Department of
Social and Health Services and partner agen-
cies are working fo improve access to behav-
joral health providers and behavioral health-
care through the following activities:

Integration of physical and behavioral health
services:

* Integrating payment
Washington is changing how it pays for
delivery of physical health services, mental
health services, and substance use disorder
services in the Medicaid (Apple Health)
program. Payment systems are being
infegrated to create one system that offers
an integrated network of providers, better
coordinated care for patients, and less
fragmented access to services they need.
Care will be managed through a single
accountable insurance plan for the client.

¢ Integrating clinical practice
Integrating payment systems is necessary
for integration of service delivery, but it is
not enough. Across Washington, clinicians
have access to practice transformation
support through the Practice Transforma-
tion Support Hub and initiatives such as the
Pediatric Transforming Clinical Practice Ini-
tiative (pTCPi). This support helps clinicians
better use their electronic health records
to identify their populations of interest and
frack performance improvements, put
team-based care into place utilizing a vari-
ety of providers, and more effectively make
linkages to community-based services.

Working to address gaps in availability of be-
havioral health providers/services:

Identification of the types of clinicians pro-
viding behavioral health services and their
distribution across the state. Areas of great-
est need across the state are targeted for
workforce interventions such as loan repay-
ment for providers and technical assistance
addressing workforce topics for behavioral
health employers.

Completing the data collection process for
the Health Professional Shortage Area des-
ignatfions and submitting applications to

the U.S. Department of Health and Human
Services. These designations are important
for employers and clinicians to be able to
access additional federal workforce resourc-
es and are used for program eligibility across
many federal programs. DOH staff also
provide technical assistance on a variety of
workforce topics to behavioral health em-
ployers across the state.

The recent Medicaid 1115 waiver will comple-
ment the transition to infegrated managed
care by making significant regional invest-
ments in infegrated clinical models. Resourc-
es will support staffing and workforce devel-
opment to address provision of behavioral
health services. They will also support devel-
opment of information technology infrastruc-
ture that allows for better sharing of informa-
fion between provider teams about patients
and increased availability of technology
solutions to access, such as telemedicine.
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https://www.hca.wa.gov/assets/program/10-things.pdf

Leveraging work on Medicaid Demonstration vioral health and opioids. Significant re-

projects through the Accountable Communi- gional resources will be available to devel-
ties of Health: op workforce, information, and payment
infrastructure that supports delivery of
e All Accountable Communities of Health are whole person healthcare and strengthens
required to work on demonstration projects the system of community services available
related to intfegration of physical and beha- outside of clinic walls.

See also Mental Health, Suicide & Safe Storage of Firearms, and Healthcare Access

Technical Notes

Access to Psychiatrists: The University of Washington Center for Workforce Studies analysis of the available psychiatric
physician workforce included physicians with a psychiatric specialty, an in-state practice address, who were age 74
or younger, and who provided direct patient care and were not a federal employee. This analysis used data from the
American Medical Associations Physician Masterfile from 2016.

Behavioral Health Provider: Behavioral health providers encompass mental health (such as psychiatrists, psychologists,
and social workers) and substance use disorder providers (such as chemical dependency professionals and physicians
with addiction specialty).

Confidence Intervals: Definition and examples are described in Appendix C

County Health Rankings’ Mental Health Providers: The County Health Rankings focus on mental health providers includ-
ing psychiatrists, psychologists, licensed clinical social workers, counselors, marriage and family therapists, mental health
providers that freat alcohol and other drug abuse, and advanced practice nurses specializing in mental healthcare

Relative Standard Error: Definition and how it was used is described in Appendix C

Endnotes

'Bilder S, Mechanic D. Navigating the disability process: persons with mental disorders applying for and receiving disabili-
ty benefits. The Millbank Quarterly, 2003;81(1):75-106.

2American Medical Association Physician Masterfile, 2016. Analysis by University of Washington Center for Health Work
force Studies. June 2017 (map).

3Mental health providers. County Health Rankings website. www.countyhealthrankings.org/measure/mental-health-providers.
Accessed October 20, 2017.

2018 Washington State Health Assessment 153


http://www.countyhealthrankings.org/measure/mental-health-providers




Vaccination saves lives and has substantially
reduced iliness, disability, and death from several
childhood diseases such as measles, mumps, and
pertussis. The National Immunization Survey (NIS)
provides important information on vaccine cov-
erage af the state and national levels', and the
Washington State Immunization Information System
(WA 1IS) captures geographic variations in vaccine
coverage within the state.?

Among children 19-35 months old in Washington
State, the NIS-estimated vaccination coverage
rate for the 4:3:1:3:3:1:4 series (see Technical Notes)
in 2015 was 77% (£6%), statistically similar to the
2015 national coverage rate of 72% (£1%). Washing-
fon's estimated childhood vaccination estimates
were similar for children in families with incomes
above and below the poverty level.

DOH, along with state, local, tribal, community and
legislative partners, is working to increase childhood
vaccination coverage through universal access to
immunizations, fracking immunizations, collaborat-
ing with healthcare plans, and providing informa-
fion and resources to parents and providers.

L
ding

Washington
children
19-35 months
old receive
required
vaccinations

In Washington,
vaccine
coverage for
19-35 month
olds has been
increasing
since 2010
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Time Trends

¢ Similar to the United States,
Washington's coverage rate for the
4:3:1:3:3:1:4 vaccine series has shown
an upward trend since 2010.

¢ Despite improvements, neither
Washington nor the U.S. overall has
met the Healthy People 2020 target
of 80% coverage.

Percentage of children 19-35 months who

received recommended vaccines for 4:3:1:3:3:1:4
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Geographic Variation

+ Because NIS relies on small samples Percentage of children 19-35 months

(n=200-300 in WA), it can provide cov- who received recommended
erage at the state level but not at the vaccines for 4:3:1:3:3:1:4

county level. WA IIS tracks immunization .
status by patient for Washington resi- Washington State, IS, 2015

dents. The coverage from the WA IIS

is lower than the true population cov- D‘:‘;::
erage because reporting is hot man- -
dated. The degree of underreporting is Chelan
similar across counties, so WA IIS can be Grant
used to report coverage by county. Youme
e In 2015, the WA IIS 4:3:1:3:3:1:4 coverage o
rate was significantly lower in Asotin, Snohomish |
Clallam, Clark, Cowlitz, Island, Kitsap, Ferry | ; %
Klickitat, Mason, Pacific, Pend Oreille, e e : HF
Pierce, Skagit, Skamania, Spokane, Okanogan | [
Stevens, Thurston, Walla Walla and Whit- Jefferson | [—
man counties and significantly higher wastote | S
. Whatcom —H
in Adams, Benton, Chelan, Douglas, Kittitas | ‘ ——
Franklin, Grant, King, Lewis, Snohomish Thurston | A
and Yakima counties as compared to Clark | : H
the state. Rates of the 7-vaccine series w::':;: . — {
ranged from 29% (+6%) in Klickitat to Kitsap | ‘ H
75% (£3%) in Adams. Some of this dif- Walla Walla | I ——
ference may be due to differences in <:o|:::: : ;ﬁ
provider reporting to WA IIS. e —
Cowlitz i
Wahkiakum %
° ege Pacific
Disparities skogi |
San Juan
e The 2015 NIS data show there was no Stevenspy
difference in the 7-vaccine series be- sp;\';::: i
tween Washington children living below Skamania | ———f
poverty and children living at or above Pend Oreille |
the poverty level. :s'::: I
e |In addition, Hispanic children in Wash- Kicidtat [ —F—
ington had similar coverage compared * © ¢ &
to non-Hispanic white children. Due to Percent
the small NIS sample size, coverage es-
timates are not available for other race
or ethnicity subgroups in Washington.
- WA State |:| Lower than WA State

Same as WA State - Higher than WA State
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Public health officials at the state and local * Maintaining state-level immunization require-

levels are working hard to increase childhood ments for child care facilities.

vaccine coverage, by: e Offering online education about school and

e Creating, promoting and distributing ma- child care requirements, vaccine storage
terials teaching parents about the benefits and handling, IIS use, and more.

and risks of vaccination.

* Maintaining webpages and social media Other statewide efforts include:

for parents and similar audiences. * Offering no-cost vaccinations to all children

 Encouraging providers to recommend vac- fhrough age 18.

cination at every opportunity. ¢ ‘Immunize Washingfon,” a partnership which
* Promoting provider reminder/recall efforts. retcogmzes providers with high vaccination
rates.

* Increasing awareness of vaccine coverage

through data webpages. ¢ Incorporating childhood immunization goals

] ] in Medicaid managed care contracts.
* Hosting and promoting MyIR, a web portal

where parents and families can access
their own immunization records.

¢ Pulling health plans together in a partnership
to improve strategies that increase vaccina-

) . , tion throughout the lifespan.
e Supporting the Immunity Community cam-

paign to address vaccine hesitancy.

Evidence-based interventions to improve childhood immunization rates are available in the
CDC Community Guide.

Technical Notes

4:3:1:3:3:1:4 vaccine series: The 4:3:1:3:3:1:4 vaccine series is defined as four doses DTaP; three doses polio; one dose MMR;
three or four doses. Haemophilus influenza type b [Hib], depending on product type; three doses hepatitis B; one dose
varicella; and four doses pneumococcal conjugate vaccines.

Confidence Intervals: Definition and examples are described in Appendix C

Immunization Data Sources: The National Immunization Survey and the Washington Immunization Information System
are described here.

Endnotes

'National Immunization Surveys. Centers for Disease Control and Prevention. www.cdc.gov/vaccines/imz-managers/nis/
index.html. Accessed on August 10, 2017.

2Immunization Data. Washington State Department of Health, Office of Immunization and Child Profile. www.doh.wa.gov/Data-
andStatisticalReports/HealthBehaviors/Immunization/ImmunizationinformationSystem. Accessed on March 15, 2017.
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Prenatal Care

Early initiation of prenatal care is an important
way to improve maternal and infant health out-
comes. Women who receive delayed (after first
12 weeks of pregnancy) or no prenatal care are
aft risk for having undetected complications of
pregnancy that can result in severe maternal

or infant morbidity or death.

Prenatal care improves birth outcomes, but
how many visits and when is not as well estab-
lished. Ideally women would access medical
care before getting pregnant so they can get
any chronic iliness stabilized, adjust medications
and begin taking daily folic acid.

In 2016, 74% of Washington State resident wom-
en who gave birth received prenatal care du-
ring their first trimester of pregnancy. This is be-
low the Healthy People 2020 goal of increasing
the proportion of pregnant women who receive
prenatal care beginning in the

first tfrimester to 77.9%.

Women who were less than 25 years old, Native
Hawaiian and Pacific Islander (NHOPI) wom-
en, women receiving Temporary Assistance for
Needy Families (TANF) and women with a high
school education or less had the lowest percent
of first tfrimester prenatal care.

Many different agencies across the state are
engaged in the work of improving prenatal care
and birth outcomes.

DAGA
3in4

Washington
women who
give birth
begin prenatal
care in the

first frimester

S

In Washington,
fewer women
under 25
begin prenatal
care in the

first frimester
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Time Trends

e In 2016, the first frimester prenatal care
rate among Washington State women
who gave birth was 74%, lower than the
Healthy People 2020 goal of 77.9%, but
anincrease in recent years.

¢ Following a revision to the U.S. standard
birth certificate in 2003, there is limited
national data for comparison. The stan-
dard certificate changed how prenatal
care was reported and not all states
have adopted the new certificate.

Percent

First Trimester Prenatal Care
Washington State & US
WA Birth Certificate, 1980-2016
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Geographic Variation

e For 2014-2016, Douglas, King, Kittitas, and
Spokane counties had a first frimester pre-
natal care rate higher than the state.

e Clallam, Clark, Ferry, Franklin, Grays Har-
bor, Mason, Okanogan, Pierce, San Juan,
Stevens, Whatcom, and Whitman counties

had a lower rate.

First Trimester Prenatal Care
Washington Counties
Birth Certificates, 2014-2016
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Disparities
¢ Women under 25 years old had the low-
est first timester prenatal care rates.

* NHOPI, American Indian and Alaska
Native (AIAN), black and Hispanic women
all had lower first frimester prenatal care
initiation rates than white women.

¢ Pregnant women under each program of
Medicaid—Temporary Assistance for Needy
Families (TANF), Pregnancy Medical and
Undocumented women—had lower first
trimester prenatal care rates compared to
women who were not receiving Medicaid.

Women with a high school education or less
had the lowest first imester prenatal care rates.

First Trimester Prenatal Care
Washington State
Birth Certificates, 2014-2016

40+ years old #4
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20-24 years old ﬂ«
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<15 years old :

White* |
Asian* |
Hispanic

Black* *

AIAN*

o m

Non-Medicaid
Pregancy Medical

Medicaid

TANFf |
Undocumented |

College grad or more : ]
Some college
High School grad or less

Percent

Impact

e Early initiation of prenatal care can be ham-
pered or improved by system, provider and
individual practices.

e Availability and accessibility of appointments,
insurance coverage and provider practices, as
well as unintended or lafe recognition of preg-
nancy, financial constraints, alcohol and sub-
stance use, and personal and cultural beliefs
can influence early initiation of prenatal care.

T Medicaid Status Source: First Steps Database, DSHS

*Non-Hispanic (all races) | AIAN: American Indian/Alaska
Native | NHOPI: Native Hawaiian/Other Pacific Islander

TTANF: Temporary Assistance for Needy Families
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early & continous prenatal care?

Many different agencies across the state are ¢ The Health Care Authority provides the First Steps
engaged in the work of improving prenatal Maternity Support Service program which targets
care and birth outcomes. women at risk for poor birth outcomes and pays

. . for additional prenatal interventions.
¢ The March of Dimes has been working to

increase the number of providers who offer * Department of Health is a large contributor to the
evidence-based group prenatal care as this Family Health Hotline which helps women get con-
method of care has been shown to decrease nected with health insurance and prenatal care
both low birth weight and preterm births. resources.

e WIC and family planning contractors refer women

* The Washington State Hospital Association .
fo prenatal care providers.

has created the Safe Deliveries Roadmap

and has a section on prenatal care that is ¢ Department of Health and the Health Care Au-
free to all providers in the state for a refer- thority partner to improve first frimester prenatall
ence on offering quality prenatal care. care for women on Medicaid.

See also Infant Mortality

Technical Notes

Confidence Intervals: Definition and examples are described in Appendix C

Medicaid: Because we do not have a measure of income among mothers of newborn infants, we use the Medicaid pro-
gram as a proxy. To do this, we classified women whose pregnancies were covered by Medicaid info three subgroups
(from highest to lowest socioeconomic status) based on program eligibility. ‘Pregnancy Medical’ were women eligible
for the pregnancy medical assistance program. These women were U.S. citizens or legal US residents, and were eligible
to receive Medicaid because they were pregnant and had incomes at or below 193% of the federal poverty line. ‘TANF’
were women enrolled in the Temporary Assistance for Needy Families (TANF) program. These women were very low in-
come (generally < 50% the federal poverty level) and received cash assistance (TANF) in addition to Medicaid. ‘Undoc-
umented’ were women who were not legally admitted for permanent residence, lacked temporary residence status,

or were not lawfully present in the U.S. They were eligible to receive Medicaid because they were pregnant and had in-
comes at or below 193% federal poverty level. Undocumented women were not eligible for TANF although theirincomes
were often lower than women on TANF. All three Medicaid groups had incomes below most non-Medicaid women.

Race and Ethnicity: Classification described in Appendix C
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Fluoridated Drinking Water

Fluoridating drinking water is one strategy used to
improve oral health outcomes. In Washington, 46%
of the population (approximately 3.3 million) re-
ceived fluoride-treated drinking water. Some areas
in Washington have naturally occurring fluoride,
and some Group A public water systems fluoridate
drinking water (see figures). Group A water systems
are regulated public systems serving 25 people or
more. An individual’s exposure to fluoride in drink-
ing water may be uncertain due to their consump-
tion of bottled water and beverages or consump-
tion from a nonfluoridated water supply.

DOH, along with partner agencies, is working

to promote the individual and community-wide
health benefits along with cost savings from drink-
ing water with fluoride. These include reduced
health inequities associated with dental caries,
and health benefits regardless of age, income,
race or geographic location.

46%

of Washington
residents receive
fluoride freated
drinking water

By county, the
range of
Washington
residents recei-
ving fluoride
treated drinking
water is from
2% to 80%
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Fluoridated Water

¢ The map below shows Group A public
water systems that supply 100% of their
service area with water treated with flu-
oride and the percent of the population
in each county served by these systems.

This map does not represent the approx-
imately 20% of the total state population
that is not served by Group A systems,
those populations that live in coun-

ties with significant naturally occurring
fluoride in groundwater (Adams, Aso-
tin, Benton, Franklin [included below
because it also fluoridates Group A
systems], Grant, Klickitat, Lincoln, and
Walla Wallao—see map of Naturally
Occurring Fluoride Average by County)
or Group A systems with less than 100%
of their population receiving treated
water (often because of connections
between water systems that may allow
for a mixture of fluoridated and unfluori-
dated water).

Percent of Population Fluoridated Water

at Dentally Significant Levels (0.6 - 2.0 mg/L)

Washington State
Sentry Database, 2000-2016

<33%
33-60%
> 66%

@ Fluoridating systems

e The map below shows counfies that
have sources with significant naturally
occurring fluoride. In these counties,
the average fluoride levels of tested
Group A public water systems are at
dentally significant levels (0.6 — 2.0
mg/L) (data from samples between
Jan. 2000 and May 2015).

Naturally Occurring Fluoride
Average by County
Washington State
Sentry Database, 2000-2015

Less than 0.6 mg/L
0.6 -2.0mg/L
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Geographic Variation

e Across counties in Washington State
during 2016, 2 to 80 percent of the pop-
ulation on Group A systems received
fluoride-treated water. Approximately
half of our counties have at least one
Group A system that freats with fluoride
(N=19 counties).

* In 2016, Clark, Cowlitz, Franklin, King,
Snohomish, Wahkiakum and Whitman
counties had a higher percentage of
the population receiving fluoridated
drinking water from Group A systems
compared to the state.

e Clallam, Grays Harbor, Island, Kitsap, Kitti-
tas, Lewis, Pacific, Pierce, Skagit, Spokane,
Whatcom and Yakima counties had
a lower percentage of the population
receiving fluoridated drinking water from
Group A systems compared to the state.

Disparities

* Counties with high percentages of
priority populations such as people of
color, children under 19, or people with
low income or limited English proficiency
may not have fluoride available to them
in their tap water (i.e., Adams, Grant,
Okanogan and Chelan).

* The 2012 and 2014 BRFSS telephone sur-
vey questions that provide an indication
of the prevalence of oral disease include:
‘Have you had any permanent teeth re-
moved because of footh decay or gum
disease?’ and ‘Do you have a painful or
aching mouth?' Residents of Garfield,
Mason and Skamania counties do not
have access to fluoridated tap water;
and BRFSS results indicated higher rates of
oral disease for adulfs in these counties.

Percent of County Population that
Received Fluoridated Drinking Water
from Group A Systems
Washington Counties
Sentry Database, 2016

Franklin
King
Snohomish
Cowilitz
Wahkiakum
Clark
Whitman

WA State

Kittitas

Pierce

Yakima I

Grays Harbor
Lewis 1
Island 1
Pacific 1

Kitsap

Skagit D

Whatcom D

Clallam D

Spokane H
0

1

20 40 60 80 100
Percent

- WA State || Lower than WA state
Same as WA State [l Higher than WA State

Note: Chart displays data for Group A public water
systems delivering fluoridated water to 100% of service
area. Systems that are either not fluoridated or not at
100% of service area are not included in numerator.
Denominator is entire population of county/state.
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DOH and partners work to improve overall ¢ Providing information support fo community

oral health outcomes. Availability of fluoridat- leaders addressing water system fluoridation

ed drinking water is one method that leads to concerns.

petter outcomes. Agency activities promot- Further actions to improve oral health in Wash-

ing the inclusion of fluoride in drinking water ington can focus on cities or counties that do not

include: currently fluoridate their public water systems.

» Review and promotion of established evi- Outreach could include facilitating routine den-
dence-based best practice models. tal visits, the promotion of the benefits of water

fluoridation by dentists, recommendation of oth-
er sources for fluoride (toothpaste), or assistance
with establishing and monitoring fluoride in their
public water system. Culturally aware messaging

e Support to the Washington State Board of
Health on their recommendation to support
and promote community water fluoridation.

¢ Training of water system operators and in additional languages such as Spanish, Viet-
engineers in the safe delivery of optimally namese and Russian would reach populations
fluoridated water, along with the public with limited English Proficiency on the value of
health benefits of water fluoridation. fluoride for improved oral health.

See also Oral Health (Tooth Decay)

Evidence-based interventions to promote oral health including community water fluoridation are
available from in the CDC Community Guide.

Technical Notes
Confidence Intervals: Definition and examples are described in Appendix C
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Outdoor Air Quality

Particulate matter (PM, ;) is a measure of outdoor
air quality. Exposures to PM, , are associated with
adverse cardiovascular and respiratory health ef-
fects. People with pre-existing conditions, children
and the elderly have increased risk of adverse
health effects from breathing PM, ..

For most areas in Washington, PM, , levels are not
considered fo contribute to an elevated risk to
health. In some areas, however, with higher levels
or that have isolated daily events of high PM, ,
concentrations, PM, ; levels do pose an increased
health risk to local residents.

DOH, along with partner agencies, is working to
evaluate risks from air pollution across the state so
that we can identify at-risk populations and pro-
vide recommendations to reduce exposure.

Since 2000,
levels of fine
particulate
maftter

(PM, , or less)
have generally
declined in
Washington

f

Residential

wood burning,
vehicle emissions,
road dust and
wildfires are

major contributors
to particulate
matter
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Particulate Matter

e Levels of fine particulate matter (parti-
cles with a diameter less than 2.5 um, or
PM?23) generally declined in Washington
State since 2000.

¢ The U.S. had a similar decreasing
tfrend—credited to previous reductions
in industrial emissions as well as more
recent reductions in vehicle emissions
and increased adoption of improved
woodstoves.

Peak 24-hour PM, ; Concentrations
Regulatory Monitoring Network
Washington State

@ Median
@ 10th-90th Percentiles
== 24-Hour Standard

T T T T T T T T T T T
2000 2002 2004 2006 2008 2010 2012 2014 2016

Source: Department of Ecology, Air Quality Program

Geographic Variation

* Most areas in Washington had annual
PM2.5 concentrations that are well below
the federal standard. However, even in
areas with relafively low annual PM, , lev-
els, on a short-term basis air pollution can
reach levels that are unhealthy for sensi-
five groups and the general public.

e Different sources contribute to elevated
PM, ; levels. In 2011 for example, the top
two sources of emissions varied by county:

o King County - residential wood burn-
ing and vehicle emissions

o Yakima County - residential wood
burning and road dust

o Okanogan County - road dust and
agricultural/forest prescribed burns (fol-
lowed closely by smoke from wildfires)

¢ The composition of PM, .changes
throughout the year as many sources
have a seasonal component. Wildfires
generally occur in summer months. Road
dust concentrations are higher when the
ground is drier, typically in the summer.
Residential wood burning occurs in the
fall, winter and spring.

Modeled/Monitored Annual
Average PM, . Concentrations
Washington State
Regulatory Monitoring Network, 2010-2014

d
s

!

N
¥
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Annual Mean PM, ¢ (ug/md):

|
Low (0-6) Meidum (6-12) Federal
Standard (12)

A 0 25 50
@ 2010-2014 Design value (network site)
%k Non-netowrk site used for map development
Note: The shading reflect the range of average concentra-
tions from O fo the federal standard for annual mean PM,
Source: Department of Ecology, Air Quality Program
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* The highest 24-hour PM, . levels are
mainly attributed to residential wood
burning and wildfires. In part, residential
wood burning levels are higher be-
cause people burn wood for heat in the
colder months when there is more air
stagnation and less mixing of air, lead-
ing tfo greater build-up of pollutants. In
contrast, wildfires typically occurin the
summer and there can be very high
levels of smoke that last for a relatively
short time.

Acres Burned

200000 /\/\/ /\
0

Smoke from Wildfires

e Smoke from wildfires contains many differ-

ent pollutants, including PM, ..

Wildfires have increased in size and inten-
sity in Washington, as in other parts of the
western United States over the past de-
cades. The increasing intensity of wildfires
is thought to be due mainly to a combina-
fion of forest management practices and
climate change.!

o Historically, forest management prac-
fices have suppressed wildfires. More
recent practices recognize that allow-
ing for more regular small wildfires and
controlled burns is needed to prevent
large scale wildfires.?

o Climate change is bringing drier, warm-
er conditions that are increasing the
size of total area burned by forest fires
most years.®#

During the 2012 wildfires in central Wash-
ington, PM, ; concentrations were haz-
ardous as defined by the Washington Air
Quality Advisory. An evaluation found
increased hospital and outpatient clinic
visits for asthma, respiratory and chest
symptoms, especially among children.®

Land Burned by Wildfires
Washington State

Washington Tracking Network, 2000-2016

QO = &N W ¥ W VW N © 60 O ~ T v o
© O O O O O © ©6 O O m = = = = = =
O O O © O O 9 © ©O © ©Q © © © © O ©
N N N & 6 N & N & & N N N N N N AN

Source: Department of Health, Washington Tracking
Network, ‘wildfires'. Data obtained from the Northwest
Interagency Coordination Center, July 10, 2017.
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improved outdoor air quality?

DOH works with local health jurisdictions
(LHJs), Washington State Department of Ecol-
ogy, Local Air Authorities, and others to iden-
tify when and where ambient air pollution
reaches levels of concern, and to identify and
alert populations that are most affected. DOH
infegrates these data with scientific evidence
fo provide several services, including:

Maintaining updated welbsites about air
quality that provide descriptions and health
guidelines such as steps individuals can take
fo reduce exposure to air pollution.

Providing air quality and health data on the
Washington Tracking Network for public use.

Collaborating with LHJs to develop health
messaging about air pollution that is rele-
vant at a local level.

Responding to citizen complaints and
emerging issue concerns about air pollution
with evaluations that identify a level of risk
(when possible), and options for mitigation.

Technical Notes

e Coordinating with climate change special-
ists to identify and prepare forimpacts on
health due to changes in air quality.

Ambient PM?2? levels are regulated at the
federal level by the Environmental Protection
Agency, the state level by the Washington De-
partment of Ecology, and regionally by clean
air authorities. Numerous strategies are em-
ployed to address various sources of PM, . such
as vehicle emissions testing and standards, and
requirements to use technological controls to
reduce industrial emissions.

The public can also help reduce ambient PM, ,
levels by taking steps like reducing vehicle use,
replacing uncertified woodstoves, not burning
yard waste, and using electric yard equipment
as an alternative to gas-powered equipment.

Through each of these activities at the local, state
and federal level, we contribute to efforts to re-
duce air pollution for the protection public health.

Confidence Intervals: Definition and examples are described in Appendix C

Parficulate Matter. Particulate matter refers fo fine particles in the air. PM, , refers to airborne particles that are 2.5 mi-
crometers or smaller in size. These particles are so small they can be inhaled deep into the lungs and cause a variety of
serious health problems. PM, , is measured at point sources throughout Washington.

Endnotes

'"McKenzie D, and Littell JS. Climate change and the eco-hydrology of fire: will area burned increase in a warming
western USA? Ecol Appl 2016; 27(1):26-36. doi: 10.1002/eap.1420

2Vegetation and Fuels. The Science Analysis of the National Cohesive Wildland Fire Management Strategy Web site.
https://cohesivefire.nemac.org/vegetation-fuels. Accessed September 1, 2017.

3Snover AK Mauger GS, Whitely Binder LC, Krosby M, and Tohver |. Climate Change Impacts and Adaptation in Wash-
ington State: Technical Summaries for Decision Makers. State of Knowledge Report prepared for the Washington State
Department of Ecology. Climate Impacts Group, University of Washington, Seattle; 2013.

“Littell, JS et al. Forest Ecosystems: Vegetation, Disturbance, and Economics. Chapter 5 in Dalton MM, Mote PW, and
Snover AK, eds. Climate Change in the Northwest: Implications for Our Landscapes, Waters, and Communities. Washing-
fon, D.C.: Island Press; 2013.

Washington State Department of Health. Surveillance Investigation of the Cardiopulmonary Health Effects of the 2012
Wildfires in North Central Washington State. www.doh.wa.gov/Portals/1/Documents/Pubs/334-385.pdf. Published De-
cember 2015. Accessed September 1, 2017.
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Open shellfish harvesting areas are an indicator of
good water quality. Washington State monitors ma-
rine water quality at more than 1,700 marine water
sampling sites and evaluates potential pollution
sources along shorelines to assure safe shellfish for
the consumer. While mandatory for commercially
harvested shellfish, stringent water quality require-
ments also assure public health is protected for
other water recreation uses.

DOH works with local, state, federal, tribal and
nongovernmental organizations to identify and
mitigate pollution that leads to unsafe marine en-
vironments, food and recreation. These efforts pro-
tect public health, result in a cleaner Puget Sound,
and increase access to beaches for recreational
and commercial shellfish harvesting.

4,803

Washington
commercial
shellfish
harvesting
acres have
had net
improvement
since 2007

Stringent
water quality
requirements
assure safe
shellfish and
protect public
health for
other water
recreatfion
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Harvestable Shellfish Acreage = Safer Puget Sound

¢ DOH collects and evaluates marine water quality, inspects potential shoreline pollution sources,
and manages the classification (i.e., Approved, Conditionally Approved, Restricted, or Prohibited)
of more than 200,000 acres in Puget Sound. The program depends on the success of local, state,
federal and fribal agencies to identify and correct pollution problem:s.

¢ In 2007, DOH adopted a stretch-goal of a net 10,000-acre improvement (e.g., approved or with
fewer restrictions) for Puget Sound shellfish harvesting areas by 2020. Other state and federal agen-
cies and the Governor's Office subsequently adopted similar stretch-goals. An increase in the num-
ber of harvestable acres indicates the correction of pollution sources, increased shellfish harvesting
opportunities, and the protection of public health.

¢ Since 2007, DOH has seen a net improvement to 4,803 harvestable shellfish acres (through 2016),
with positive gains each year. An exception was in 2011 when 4,000 acres of the Samish Bay Shell-
fish Growing Area were downgraded. During the same time period, DOH made 83 shellfish growing
area classification changes (e.g., shellfish bed upgrades, downgrades); approximately 75% of which
were due to improved marine water quality.

Commercial Shellfish Harvesting

¢ The improvement and decline of water qudlity in shellfish harvesting areas is used as a measure of
the health of Puget Sound.

e Between 2007 and 2016, there was a net improvement to 4,803 commercial shellfish harvesting acres.

¢ There was a steady increase in acreage available for harvesting since 2011.

Change to Shellfish Harvesting Areas
Washington State, Puget Sound Area
DOH Shellfish Program, 2007-2016
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Overcoming Barriers

To be successful, DOH and ifs partners must overcome the barriers to maintaining safe marine water. Engage-
ment of stakeholders, development of actions, and implementation of projects ensure this success.

Actions needed to overcome barriers include:

* Implement practices that eliminate polluted runoff from agricultural activities.

e Creafe effective and sustainable pollution identification and correction programs.

¢ Develop and implement onsite sewage system management plans.

e Effectively manage waste from boaters.

e Develop a wastewater treatment plant outfall strategy for Puget Sound.
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Puget Sound water quality?

DOH continues to work with its partners to
identify and mitigate pollution sources around
recreational and commercial shellfish harvest-
ing areas. DOH partnership actions include:

e Participating in stakeholder groups aimed
at the development of partnerships and the
implementation of projects related to non-
point pollution correction and prevention,
including but not limited to:

o Results Washington, Goal 3, Goal Council.

o Results Washington, Shellfish Coordina-
fion Group.

o Department of Agriculture’s Dairy Nutri-
ent Advisory Committee.

o Clean Samish Initiative, Executive
Committee.

Technical Notes

o Whatcom Clean Water Program.

o Puget Sound-wide Shellfish Protection
Districts.

Investing Environmental Protection Agency,
National Estuary Program funds in Puget
Sound projects to further pollution identifica-
tion and correction (PIC) programs, man-
aging onsite sewage systems, implementing
agricultural best management practices
(BMPs), and controlling boaters’ waste.

Engaging local governments, state agen-
cies, and tribes in coordinated projects that
improve marine water quality.

Classification Options: Approved — Open, except during emergency conditions. Conditionally Approved — Open, except
during predictable conditions that cause higher bacteria levels in the marine water (rainfall, season, river flow related
temporary closures). Restricted — Closed to direct harvest. Shellfish must be moved to an Approved or Conditionally
Approved area and allowed to purge before harvest. Prohibited — Closed.
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Severe or repeated exposure to harmful experiences
without the support of caring adults can cause toxic
stress responses in children, which puts them at risk
for arange of health, learning and behavior prob-
lems across their life span.’? Adverse childhood ex-
periences (ACEs) reported by adults include verbal,
physical or sexual abuse and measures of family dys-
function that have occurred over the course of their
lives. The ACE score has been used as a measure of
cumulative exposure to traumatic stress in childhood.
ACEs have been associated with increased mortality
and morbidity due to a variety of causes, with risk
increasing with the number of ACEs experienced.?

In 2011, 26% (£ 1%) of Washington adults reported
having had three or more adverse childhood experi-
ences (ACEs).

Females, American Indian and Alaska Natives
(AIAN), young adults 18-34 years old, and people
with low incomes or less education were more likely
to report having had three or more ACEs compared
to other Washingtonians.

DOH, along with partner agencies, is working to pre-
vent and mitigate the impact of childhood trauma
and create safe, stable, nurturing relationships and
environments for children.

26%

Washington
adults have
experienced
3 or more
ACEs

& 5

ACEs have

been associated
with increased
mortality and
morbidity due

to a variety of
causes

2018 Washington State Health Assessment

179



Time Trends
° In2011, 26% (+ 2%) of Washington adults reported having had three or more ACEs.

¢ In 2010, questions were added to the Behavioral Risk Factor Surveillance System (BRFSS)
addressing adverse childhood experiences in 10 states (including Washington). In these states,
22% of adults reported having had three or more ACEs.

e With only three years of data, we are not able to measure trends over time in the percent of
adults with ACEs in Washington.
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Geographic Variation

* In2009-2011, Mason County was the only
county where adults reported a higher
prevalence of having three or more ACEs
compared to the state.

¢ |In Columbia, Garfield and King counties,
adults reported a lower prevalence of
having had three or more ACEs compared
to the state.

Prevalence of 3+ ACEs
Washington Counties
BRFSS, 2009-2011
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Disparities

¢ In the 2009-2011 BRFSS, females were
more likely to report having three or more
ACEs compared to males.

¢ Having had three or more ACEs was simi-
lar among those 18-54 years old, lower for
those 55-64 years old, and lowest among
those 65 years old and older.

* AIAN had the highest prevalence of hav-
ing had three or more ACEs, and Asians
had the lowest prevalence.

¢ Having had three or more ACEs increased
as levels of education and household
income decreased.

Prevalence of 3+ ACEs
Washington State

BRFSS, 2009-2011
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55-64 years old
45-54 years old
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18-24 years old
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*Non-Hispanic (all races) | AIAN: American Indian/Alaska
Native | NHOPI: Native Hawaiian/Other Pacific Islander
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DOH and other state agencies are working with
partners to prevent and mitigate ACEs through
home visiting and trauma-informed approach-
es in schools. Many local communities also
have cross-sector groups that provide educa-
tional opportunities and coordinate initiatives
to prevent ACEs and promote trauma-informed
approaches across their communities.

DOH and its partner agencies are imple-
menting the Essentials for Childhood Inifiative,
which supports cross-sector collaboration to
support safe, stable, nurturing relationships
and environments for all children by enhanc-
ing parents’ capacity to promote healthy
child and youth development, strengthening
family economic security, and preventing and
mitigating the impact of frauma. DOH also
provides Title V Maternal and Child Health
Services funding fo local health jurisdictions
to address ACEs and promote resiliency.

The Office of Superintendent of Public Instruc-
fion (OSPI) convenes the Social Emotional
Learning Benchmarks workgroup to implement
the Social Emotional Learning Framework for alll

Washington children enrolled in K-12 education.

OSPlis implementing the Compassionate
Schools Initiative by providing training and
technical assistance to schools on developing
compassionate classrooms and staff atfitudes
to promote learning and engagement for all
children, with a focus on those chronically ex-
posed to stress and trauma in their lives.

Pediatric Transforming Clinical Practices Initia-
five (pTCPI), a partnership between DOH, Mo-
lina Healthcare and the Washington Chapter

of the American Academy of Pediatrics, links

clinicians with behavioral health professionals
to address ACEs.

Community Based Child Abuse Prevention
grants are administered by Department of Early
Learning to address child abuse prevention by
strengthening and supporting families. Efforts
focus on comprehensive supports for families,
promoting the development of parenting skills,
improving access to formal and informal re-
sources and promoting meaningful parent lead-
ership using the Protective Factors Framework.

Department of Social and Health Services/Divi-
sion of Behavioral Health and Recovery (DSHS/
DBHR) and its partners are implementing the goals
of the State 5-Year Strategic Plan for Substance
Abuse Prevention and Mental Health Promotion.
While reducing ACEs is not one of the focus areas
in the strategic plan, ACEs data was considered

in the prioritization along with other behavioral
health data. Efforts include funding 64 Commu-
nity Prevention and Wellness Initiative community
codlitions, Tribal mental health promotion projects
among 29 federally recognized fribes fo adopt ev-
idence-based approaches to address their most
important needs, and workforce development for
prevention and tfreatment professionals, including
frauma informed care and trauma-focused cogni-
five behavioral therapy fraining.
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https://www.doh.wa.gov/CommunityandEnvironment/EssentialsforChildhoodInitiative
http://www.k12.wa.us/CompassionateSchools/
http://www.k12.wa.us/CompassionateSchools/

State agencies and public-private partner-
ships promote home visiting programs that
reach children and families in those critical
first years of life, strengthening the parent-
child bond, developing more positive parent-

ing practices, and improving school readiness.

Washington State is also working to infe-
grate physical health services, mental health
services and substance use services in the
Medicaid (Apple Health) program. These ef-

forts are funded by grants and the Medicaid

1115 waiver and include integrating clinical
practices, supporting providers in identifying,
serving and monitoring high need popula-
fions, developing systems to support informa-
tion sharing across providers, and integrating
payment systems.

Blue Ribbon Commission on the Delivery of
Services to Children and Families. On Feb. 18,
2016, Gov. Inslee issued an executive order
establishing the Washington State Blue Ribbon
Commission on Delivery of Services to Children
and Families. His executive order directs the
Commission to recommend the organizational
structure for a new department focused solely
on children and families. HB1661 (signed into
law on July 6) follows the suggestions of the
Blue Ribbon Commission and established the
Department of Children, Youth and Families
(DCYF), which will restructure how the state
serves at-risk children and youth with the goal
of producing better outcomes in all Washington
communities. DCYF is charged to focus on sup-
porting and strengthening families before crises
occur and leveraging every contact with fam-
ilies as an opportunity to improve the course of
a child’s life and help to minimize further harm.

See also Mental Health, Access to Behavioral Health Providers, and Domestic Violence &

Sexudl Violence

Evidence-Based Interventions to address ACEs are available in the CDC Preventing Child Abuse
and Neglect: A Technical Package for Policy, Norm, and Programmatic Activities.

Technical Notes

Confidence Intervals: Definition and examples are described in Appendix C

Race and Ethnicity: Classification described in Appendix C
Relative Standard Error: Definition and how it was used is described in Appendix C

Trauma Informed Approach: A program, organization or system that is frauma informed, which means that it realizes the
widespread impact of frauma and understands potfential paths for recovery; recognizes the signs and symptoms of frauma
in clients, families, staff, and others involved with the system; responds by fully integrating knowledge about trauma into
policies, procedures, and practices; and seeks to actively resist re-fraumatization.*

Endnotes

'Harvard University, Center on the Developing Child. The Foundations of Lifelong Health Are Built in Early Childhood.
https://developingchild.harvard.edu/. Published July 2010. Accessed August 9, 2017.

?Institute of Medicine. From Neurons to Neighborhoods: The Science of Early Childhood Development. Washington, DC:
The National Academies; 2000. https://doi.org/10.17226/9824.

SFelitti VJ, Anda RF, Nordenberg et al. Relationship of childhood abuse and household dysfunction fo many of the leading
causes of death in adults. The Adverse Childhood Experiences (ACE) Study. Am J Prev Med 1998; 14(4):245-258.

“Trauma-informed approach and trauma-specific interventions. Substance Abuse and Mental Health Services Adminis-
fration Web site. www.samhsa.gov/nctic/frauma-interventions. Published August 14, 2015. Accessed September 8, 2017.
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http://www.governor.wa.gov/issues/issues/health-care-human-services/blue-ribbon-commission-children-and-families
http://www.governor.wa.gov/sites/default/files/exe_order/eo_16-03.pdf
https://www.hca.wa.gov/assets/program/10-things.pdf
https://www.hca.wa.gov/assets/program/10-things.pdf
https://developingchild.harvard.edu/resources/the-foundations-of-lifelong-health-are-built-in-early-childhood/
https://doi.org/10.17226/9824
https://www.samhsa.gov/nctic/trauma-interventions
https://www.cdc.gov/violenceprevention/pdf/can-prevention-technical-package.pdf
https://www.cdc.gov/violenceprevention/pdf/can-prevention-technical-package.pdf
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Domestic Violence &
sexual Violence

Domestic violence is any type of physical, sexual,
or psychological harm done by a current or former
partner or spouse (both heterosexual and same-
sex); it also includes stalking, and loss of repro-
ductive control such as refusal o use a condom.
Domestic violence that includes abusive sexual
behavior which take place within the context of

a current or former infimate relationship is also
referred to as intimate partner sexual violence.

About 12% (x1%) of respondents reported ever hav-
ing been injured by an intimate partner, accord-
ing to the 2011 Behavioral Risk Factor Surveillance
System (BRFSS). Injuries by intimate partners were
highest among females, those 25-64 years of age,
those with household incomes less than $50,000,
and those who did not earn a college degree.

In the 2016 Healthy Youth Survey, 18% (£2%) of 10"
graders in Washington reported that they had
been made to engage in unwanted kissing, sexual
touch or intercourse.

DOH and partner agencies are focused on re-
ducing domestic violence and sexual violence by
implementing comprehensive primary prevention
and intervention strategies. Some of these strat-
egies include addressing the needs of pregnant
and parenting survivors of violence, training home
visiting professionals in screening for domestic vio-
lence, and facilitating youth mentoring programs
to develop skills for healthy relationships.

|i| |i| |ﬁ| |i|
|ﬁ| |i| |i| |i|
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Time Trends

¢ In 2015, the domestic violence offenses
rate in Washington State was 737 per
100,000 population (representing 51,491
offenses).’

e Washington's rate of domestic violence
offenses increased in 2015 after several
stable years.

Reported Domestic Violence Offenses

Rate per 100,000 Persons
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800 -
600 -
400 -

200 -

Washington State
CORE*, 1996-2015

N~/

1995

2000
2005
2010
2015

*DSHS CORE: Department of Social and Health Services, Com-
munity Outcome and Risk Evaluation Information System.
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Geographic Variation

* In2011-2015, domestic violence offense
rates varied dramatically by county,
from 220 per 100,000 in San Juan to 1057
per 100,000 in Pend Oreille County.

e Adams, Asoftin, Clallam, Cowlitz, Grant,
Grays Harbor, Lewis, Pend Oreille,
Pierce, Skagit, Spokane, Stevens, and
Yakima counties had higher domestic
violence offense rates compared to
the state rate.

e Bentfon, Douglas, Island, King, Kitsap,
San Juan, Snohomish, Thurston, and
Whitman counties had lower domestic
violence offense rates than the state.

Reported Domestic Violence Offenses
Washington Counties,
DSHS CORE, 2011-2015
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*DSHS CORE: Department of Social and Health Services,
Community Outcome and Risk Evaluation Information System.

NR: Not reported if RSE = 30% or to protect privacy
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Disparities

The most current self-reported domestic vio-

lence datais from the 2011 BRFSS.

e Overall about 15% (x1%) of Washington
adults reported experiencing domestic
violence in their lifetime — 19% (x1%) of
females and 10% (£1%) of males.

e About 12% (+1%) of Washington adults report-
ed ever being injured by an intimate partner:
17% (£1%) of females and 7% (+1%) of males.

e Adults 25-64 years old had the highest
rates of injury by an intimate partner.

* American Indian or Alaska Native (AIAN)
adults reported a higher prevalence of inju-
ries by an intimate partner compared
to white adults.

¢ Individuals with lower household income
were more likely to report injuries by an
infimate partner (<$50,000) compared to
individuals with higher income.

¢ Injuries by intimate partners were higher among
individuals who did not earn a college degree.

Note: Domestic violence offenses reported

to the police are not available by selected

demographics (e.g., age, gender).

Injured by Partner During Lifetime
Washington State
BRFSS, 2011

Female =
Male =

65+ years old |

55-64 years old ;—«
45-54 years old | ]
35-44 years old |
25-34 years old |

18-24 years old#

Hispanic —
White*
Black*#
AIAN*#
Asian* 7}
NHopi || NR
$75,000 or More |
$50,000 to $74,999
$25,000 to $49,999 —
Less Than $25,000 |
College Grad or More | =
Some College | —
High School or Less | 1 —
1] 10 20 30

Age-Adjusted Rate per 100,000
*Non-Hispanic (allraces) | AIAN: American Indian/Alaska
Native | NHOPI: Native Hawaiian/Other Pacific Islander
NR: Not reported if RSE = 30% or to protect privacy
#Relative standard error (RSE) is between 25% and 29%

Sexual Violence

Sexual violence includes rape, being made

to penetrate someone else, sexual coercion,
unwanted sexual contact, and unwanted
noncontact sexual experience such as harass-
ment and flashing.

Sexual violence can happen to anyone re-
gardless of ethnicity, race, religion, profession,
gender, sexual orientation or income. Sexual
violence can occur in any type of relationship
or be perpetrated by a stranger. Most perpe-
frators of sexual violence are known to their
victims, but the type of relationship varies.

For example, acts of sexual violence are often
perpetrated by acquaintances and non-
spouse relatives.

Intimate Partner Sexual Violence (IPSV) is one
term used to refer to all forms of sexual assault
that take place within the context of a current
or former intimate relationship. IPSV is a form
of domestic violence.

Sexual violence data in Washington that ad-
dress time trends, and geographic and demo-
graphic variations are limited. DOH is working
to strengthen state-level surveillance data.

The 2010-12 National Intimate Partner and
Sexual Violence Survey (released 2017) gives
insight into experiences of intimate partner
sexual violence in Washington.

* A higher rate of women in Washington
had experienced contact sexual violence
in their lifetime compared to U.S. women,
45% (£6%) and 36% (+1%) respectively. This
would mean that, on average, approxi-
mately 1,168,000 women in Washington
had been victims of sexual violence during
their lifetime.2

* In Washington, a current or former intimate
partner was reported to be the perpetrator
of sexual violence about 40% of the fime.

e Twice as many women (45%)compared to
men (22%) in Washington reported experi-
encing sexual violence in their lifetime.

The most recent youth data in Washington
(2016) found that 18% (£2%) of 10" graders in
Washington reported in the Healthy Youth Sur-
vey that they had been made fo engage in
unwanted kissing, sexual fouch or intercourse.
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sexual & intimate partner violence?

DOH and partner agencies are implementing
domestic, sexual and infimate partner vio-
lence prevention and infervention strategies
that include:

Addressing the needs of pregnant and par-
enting survivors of violence (such as through
the Enlace Project).

Providing training to implement universal
screening (using fools such as Futures With-
out Violence Safety Cards) and adapting
guidelines for healthcare providers.

Training home visiting professionals to in-
crease comfort and skill level in screening
for domestic violence, including advanced
training to offer safety planning services to
their clients as needed.

Promoting healthy relationship skills, social
norms change, and youth-facilitated

mentoring fo connect youth with their peers.
These efforts promote attitude and behavior
change by falking about topics connected to
intimate partner and sexual violence such as
rigid gender roles, consent and respect.

In Washington, two projects funded by the Cen-
ters for Disease Control and Prevention are under-
wayy. The first, the Rape Prevention and Educa-
tion (RPE) program, implements comprehensive
strategies focused on the primary prevention of
sexual violence in multiple communities across
Washington. The second project supports DOH's
efforts to strengthen its capacity to track and
monitor sexual violence indicator data. State-level
datais important to better understand the burden
of sexual violence perpetration in Washington and
better inform prevention and infervention efforts to
respond fo this public health problem.

Evidence-based interventions to address domestic, sexual and intimate partner violence are avail-
able in the CDC Technical Packages for Violence Prevention.

Technical Notes
Confidence Intervals: Definition and examples are described in Appendix C

Contact Sexual Violence. The National Intfimate Partner and Sexual Violence Survey describes contact sexual violence
as rape, being made to penetrate someone else, sexual coercion, and/or unwanted sexual contact.

Intimate Partner Violence. Intimate partner violence (IPV) is ‘any type of physical, sexual, or psychological harm done
by a current or former partner or spouse (both heterosexual and same-sex)’; IPV includes abusive behavior and is some-
times called domestic violence.?

Race and Ethnicity: Classification described in_ Appendix C

Relative Standard Error: Definition and how it was used is described in Appendix C

Sexual Violence. The National Infimate Partner and Sexual Violence Survey measures five types of sexual violence
including rape, being made to penetrate someone else, sexual coercion, unwanted sexual contact, and unwanted
non-contact sexual experiences such as harassment and flashing.?

Endnotes

'Washington State Department of Social and Health Services. Risk and Protection Profile for Substance Abuse Prevention in
Washington State. www.dshs.wa.gov/data/research/research-4.47-state.pdf. Published July 2017. Accessed September 11, 2017.

2Washington State Department of Health. Intimate Partner Violence has Serious Health Impacts in Washington State.
www.doh.wa.gov/Portals/1/Documents/140-166-IntimatePartnerViolence-Factsheet.pdf. Accessed October 12, 2017.
3Smith, S.G., Chen, J., Basile, K.C., Gilbert, L.K., Merrick, M.T., Patel, N., Walling, M., & Jain, A. The National Intimate Partner and

Sexual Violence Survey (NISVS): 2010-2012 State Report. Atlanta, GA: National Center for Injury Prevention and Control, Centers
for Disease Control and Prevention. US Dept. of Health and Human Services. www.cdc.gov/violenceprevention/pdf/NISVS-Sta-

teReportBook.pdf. Published April 2017. Accessed October 12, 2017.
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Homelessness &
Inadequate Housing

Homelessness is often caused by a complex com-
bination of interwoven social and health factors.
Poor physical and mental health can both cause
and result in homelessness. lliness or injury can
lead to lost income, the loss of a job and health
insurance leading to a downward spiral in health.
Homelessness can result in iliness due to exposure
to the elements outdoors, communicable disease
exposures, violence, and poor nutrition. Homeless-
ness has been defined as existing when people
lack ‘a fixed, regular, and adequate nighttime res-
idence’.! They may be in sheltered (e.g., emergen-
cy shelter or transitional housing) or unsheltered
(e.g., outside or in vehicles) situations, and may

e single adults, families, and youth.

Washington conducts an annual point in fime
count of sheltered and unsheltered people expe-
riencing homelessness in each county. This count
does not include people in supported housing.

In 2017, there were an estimated 21,112 homeless
people living in Washington for a rate of 289 per
100,000 people. Overall, the rate decreased from
2005 to 2013, and has been increasing since, large-
ly due to increased rents, low vacancy rates and
slow wage growth.

To address this increase, the state is working with
stakeholders to improve general housing afford-
ability by improving zoning and planning, permit-
fing, development and financing, and construc-
fion processes.?

The state confinues to improve the efficiency of the
existing homeless crisis response system investments
through implementation of additional performance
benchmark and planning requirements.?

&
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Time Trends

In 2017, there were 21,112 people in
Washington experiencing homelessness.
In 2005 there were more people expe-
riencing homelessness (23,970), and in
2013 there were fewer people experienc-
ing homelessness (17,760).

There were 12,521 people sheltered and
8.591 unsheltered in 2017.

The overall rate of homelessness in 2017
was 289 per 100,000 people. The rate of
sheltered people was 171 per 100,000,
down from 185 in 2013. The rate of un-
sheltered people was 118 per 100,000,
up from 73 in 2013.

Rate per 100,000
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Geographic Variation

* Inthe 2017 Point in Time Count (PIT),
one-half of the people experiencing
homelessness in Washington were in
King County (11,643 people). King
County comprises about 30% of the
state population.

e Counties with between 500 and 2,000
people experiencing homelessness
included Clark, Kitsap, Pierce, Snohom-
ish, Spokane, Thurston, Whatcom and
Yakima counties.

e Clallam, Jefferson, King, and Whatcom
counties had rates of homelessness that
were greater than the state rate. In two
counties, Jefferson and King, the home-
lessness rate was more than 500 per
100,000.

e There were multiple counties where
the rate of homelessness was less than
the state rate including Asotin, Ben-
ton-Franklin, Clark, Grant, Island, Kitsap,
Kittatas, Klickitat, Lewis, Okanogan,
Pacific, Pend Oreille, Pierce, Snohomish,
Spokane, Stevens, Thurston, Whitman,
and Yakima counties.

Homelessness
Washington Counties,
Point in Time Count, 2017
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Disparities

e Inthe 2017 Point in Time count, young

adults 18-24 years of age had the high-
est rate of homelessness.

Males experienced homelessness at a
higher rate than females.

Black, American Indian or Alaskan Na-
tive (AIAN), Native Hawaiian or Other
Pacific Islanders (NHOPI), and those in-
dividuals of multiple races experienced
homelessness at higher rates than white
individuals. Asian individuals had a lower
rate of homelessness compared to
white individuals.

The rate of homelessness was higher
among Hispanics.

Homelessness (Sheltered & Unsheltered)

Under 18 years old

Race**

Ethnicityt

Over 24 years old

Washington State
Point in Time Count, 2017

Female ]

Male H

18-24 years old

Asian

White

Multiple races

NHOPI
AIAN

Black

Non-Hispanic

Hispanic

0 500 1000 1500 2000
Rate per 100,000

tEthnicity includes all races combined

*AIAN: American Indian/Alaska Native | NHOPI: Native
Hawaiian/Other Pacific Islander

**Race includes all ethnicities combined

Inadequate Housing

Getting homeless people and families into
any permanent housing will have long-last-
ing benefits to their health. However, there
are health risks and hazards associated
with inadequate housing that should be
considered when addressing this problem.
Common issues in inadequate housing are:

e Lead hazards from chipping and peeling
paint in pre-1979 housing and lead risks in
drinking water from onsite plumbing.

e Lack of functioning fire and carbon
monoxide alarms.

e Trip and fall hazards like unsafe stairs,
missing handrails, and uneven flooring.

e Indoor air quality problems from mold,
moisture, radon, or particulate matter
from wood burning stoves.

These issues can cause lead or carbon
monoxide poisonings, cause or exacerbate
chronic respiratory problems, and con-
fribute to lung cancer or cardiovascular
disease risk, and injuries from falls.

People living in inadequate housing often
don’t have the control and/or the financial
means to improve their living conditions

by addressing the quality of their home or
shelter. The CDC has identified home im-
provement loans and grants as one of their
HI-5 strategies to improve Health Impacts in
five years by addressing social determinants
of health. Home improvements that address
dampness, temperature and energy effi-
ciency have been shown to improve respira-
tory and mental health, and reduce doctors’
visits. Home health interventions can also
reduce the risk of exposure to lead, radon,
asbestos, carbon monoxide and mold, and
reduce risks for frips and falls. The Washington
State Department of Commerce completed
a $2.3 million Weatherization Plus Health pilot
program in the summer of 2017 to address
some of these needs.
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homelessness & inadequate housing?

¢ The recently updated Homeless Housing

Strateqgic Plan® describes how the homeless
crisis response system plans to confinue im-
proving the 1) identification, assessment, and
prioritization of people facing homelessness;
2) effectiveness and efficiency of housing in-
terventions; 3) and identification of the policy
changes and resources necessary to house all
people living unsheltered.

The Washington State Department of Com-
merce issues grants fo county governments
and ofher designees through the Consolidate
Homeless Grant (CHG). As part of the Strategic
Plan, the department has added to and re-
fined confract performance benchmarks and
technical assistance fo better guide the use of
available housing resources foward those most
in need using the most efficient interventions.

The Washington State Department of Com-
merce has a special focus on homeless
youth. The Office of Homeless Youth Preven-
tion and Protection Programs (OHY) works
statewide to reduce and prevent youth and
young adults from experiencing homeless-
ness. The five areas of focus include: stable
housing, family reconciliation, permanent
connections, education and employment,
and social and emotional well-being.

The Washington State Department of Com-
merce Weatherization Plus Health pilot pro-
gram focused on reducing asthma friggers by
controlling moisture, mold and dust. They also
provided carbon monoxide detectors and
downspout repair. These are the ‘plus health’
components of a weatherization program that
already increases energy efficiency and warmth
in the homes of low-income homeowners.

As part of Results Washington Goal 4 (healthy
and safe communities/supported people), Goal
3.1.c aims to decrease the number of homeless
people from the anticipated increase fo 25,221
in 2018 to 24,222 by 2020.

As part of Washington State’s Medicaid transfor-
mation, the Foundational Community Supports
program recently launched. This program cre-
ates two new fargeted benefits that include ser-
vices that help the most vulnerable beneficiaries
get and keep stable housing and employment,
in support of their broader health needs.

As part of the End AIDS in Washingfon State
initiative, Goal 8 is to increase access to safe,
stable, and affordable housing for people liv-
ing with and af risk for HIV.

See also HI

Technical Notes

Confidence Intervals: Definition and examples are described in Appendix C

Counts of Homelessness: A description of different methods for counting homelessness and what they mean is described here.
Homelessness Point in Time Count: Methods for the annual Point in Time Count are described here.

Race and Ethnicity: Classification described in Appendix C

Relative Standard Error: Definition and how it was used is described in Appendix C

Endnotes

'Homeless Emergency Assistance and Rapid Transition to Housing: Defining ‘Homeless'. 24 CFR Parts 91, 582, and 583 (page 76013). www.hudex-
change.info/resources/documents/HEARTH HomelessDefinition FinalRule.pdf. Published December 5, 2011. Accessed September 11, 2017.

2Washington Department of Commerce. 2017 Housing Affordability Response Team (HART) Recommendations. www.commerce.wa.gov/
wp-content/uploads/2016/10/ahab-hart-affordablehousing-report-2017.pdf. Published June 2017. Accessed September 11, 2017.
SWashington Department of Commerce. Homeless Housing Strategic Plan. www.commerce.wa.gov/wp-content/up-
loads/2017/01/V3-hau-hlp-final-homeless-strategic-plan-2017.pdf. Published January 2017. Accessed September 11, 2017.

2018 Washington State Health Assessment 195


http://www.commerce.wa.gov/growing-the-economy/energy/weatherization-and-energy-efficiency/matchmaker/weatherization-plus-health-wxh/
http://www.results.wa.gov/goals-progress/goals/healthy-safe-communities/goal-map
https://www.hca.wa.gov/assets/program/medicaid-demonstration-i3-factsheet.pdf
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https://www.hudexchange.info/resources/documents/HEARTH_HomelessDefinition_FinalRule.pdf
https://www.hudexchange.info/resources/documents/HEARTH_HomelessDefinition_FinalRule.pdf
http://www.commerce.wa.gov/wp-content/uploads/2016/10/ahab-hart-affordablehousing-report-2017.pdf
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http://www.commerce.wa.gov/wp-content/uploads/2017/01/V3-hau-hlp-final-homeless-strategic-plan-2017.pdf
http://www.commerce.wa.gov/wp-content/uploads/2017/01/V3-hau-hlp-final-homeless-strategic-plan-2017.pdf




In 2012, 22% (£1%) of Washington adults reported
inadequate social support—that is, they reported
never, rarely or only sometimes getting the social
and emotional support they need on the Behavior-
al Risk Factor Surveillance System (BRFSS).

Among adults, self-reported inadequate social
support was more prevalent among males and
those adults who were Native Hawaiian or Other
Pacific Islander (NHOPI), Hispanic, black, or Asian.
Self-reported inadequate social support preva-
lence increased as levels of education and in-
come decreased.

State agencies, along with partner agencies and
providers, are working to integrate clinical physical
health, mental health and substance use services.

|i| |i| |i| |i| |i|
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Time Trends

Only data from the 2012 BRFSS are
available for this indicator.

¢ In 2012, the prevalence of inadequate
social support among Washington
adults was 22% (£1%).

Geographic Variation

¢ Inthe 2012 BRFSS, self-reported inad-
equate social support was lower in
Klickitat and Mason counties compared
fo the state.

¢ The prevalence for all other counties
was similar fo the state prevalence.

Self-reported Inadequate Social Support
Washington Counties, BRFSS, 2012
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Disparities

¢ |In the 2012 BRFSS, self-reported inade-
quate social support was higher in males
compared with females.

¢ There were no major difference based
uUpon age group.

e NHOPI, Hispanic, black, and Asian adulfs
reported higher prevalence of inadequate
social support compared to white adults.

¢ The prevalence of inadequate social sup-
port increased as levels of education and
income decreased.

Self-reported Inadequate Social Support
Washington State, BRFSS, 2012
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The Health Care Authority, Department of
Social and Health Services, DOH and part-
ners including Managed Care Organizations,
Accountable Communities of Health, local
health, healthcare providers and others are
working together to transform healthcare by
infegrating physical health services, mental
health services and substance use services in
the Medicaid (Apple Health) program.

Washington is integrating physical and behav-
ioral health services by developing a single
system that offers an integrated network of
services within the Medicaid (Apple Health)
program. The system will enable improved
coordinated care for patients, and less frag-
mented access to needed services. Care will
be managed through a single accountable
insurance plan for the client.

See also Mental Health

Technical Notes

Initiatives such as the Practice Transformation
Support Hub and Pediatric Transforming Clinical
Practice Initiafive (pTCPI) are helping clinicians
better use electronic health records to identify
populations of interest, track performance im-
provements, put team-based care into place,
and make linkages to community-based services.

The Medicaid 1115 waiver will make regional invest-
ments in infegrated clinical models. Resources will
support staffing and workforce development to bet-
ter provide behavioral health services, development
of information technology infrastructure to facilitate
sharing across provider tfeams and increased avail-
ability of technology solutions, such as telemedicine.

Accountable Communities of Health are required
to work on Medicaid Demonstration Projects relat-
ed to integration of physical and behavioral health.

Confidence Intervals: Definition and examples are described in Appendix C

Race and Ethnicity: Classification described in Appendix C

Relative Standard Error: Definition and how it was used is described in Appendix C

2018 Washington State Health Assessment

199


http://www.waportal.org/

https://wcaap.org/pediatrictcpi

https://wcaap.org/pediatrictcpi

https://www.hca.wa.gov/assets/program/10-things.pdf
www.waportal.org




Summary of Key Issues

The data presented on these 27 key issues for Washington State yield important patterns and
frends. The list of key issues selected by stakeholders reveals an emphasis on behavioral health
and a priority placed on ‘upstream’ and root causes that influence health. In addition to several
leading causes of morbidity and mortality, including coronary heart disease, diabetes, suicide and
asthma, stakeholders seemed to emphasize substance use (tobacco and vapor product use, ex-
cess alcohol use, marijuana use and drug overdoses) and mental health needs (self-reported poor
mental health and access to behavioral providers). They further identified important social deter-
minants as priorities, notably housing and homelessness, nutrition and limited access to healthy
foods, poverty, and inadequate social support.

The data show that with few exceptions, Washington State has similar or better health outcomes,
similar or lower risk factor prevalence, and similar or higher protective factor prevalence com-
pared to the United States. Notable exceptions to this include Washington's higher breast can-
cer incidence, higher suicide rate, lower percent of population reporting a personal healthcare
provider, and higher percent of women reporting lifetime sexual violence. Further investigation of
these particular health issues to understand why Washington appears to fare worse than the coun-
fry may shed light on opportunities for prevention, policy, or system change.

Looking across these key issues uncovers important health disparities in our state. Across the ma-
jority of indicators, American Indians and Alaska Natives are reported to experience worse health
than other racial and ethnic groups. Blacks and Hispanics also experience poorer health com-
pared to whites across several indicators. The data also show Native Hawaiians and Pacific Island-
ers frequently have elevated rates, but they also have large variability in their rates, likely due o
small sample sizes, so we cannot conclude these are true differences. Across these key issues, we
also observe a gradient across education and income, where those with the lowest education or
lowest income experience worse health than those with more education or income.

Lastly, a number of patterns are revealed from exploring the data by county. Some of our small-
er counties like Columbia, Ferry, Garfield and Wahkiakum frequently do not have enough data

to reliably report, even after aggregating several years' of data, hampering assessment in these
counties. Among counties with data, Grays Harbor, Lewis and Yakima counties frequently have
poorer health compared to the state, while King County experiences some of the most favorable
health outcomes and behaviors. The range in values across counties can be quite large. But so,
too, can the range within a single county, although we often lack adequate data to explore this.
For example, a recent study reported life expectancy across neighborhoods in King County varied
by 18 years for men, further underscoring the need to explore differences within counties.’

This profile provides a high-level overview of important health issues in Washington State and ef-
forts underway to address them. The patterns described above highlight the need to work togeth-
er as an aligned health system engaging the full complement of multi-sector partners to address
the root causes of our most pressing health issues.

To make real progress, we must focus on a more defined list of issues, and support and build on ex-
isting efforts. To that end, we reviewed the top issues across all stakeholder groups and combined
some of the issues to identify a more focused list of priority health issues for the state. These priority
health issues are:
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Child immunization

Diabetes

Drug and alcohol abuse

Healthcare access

Healthy weight with a focus on healthy eating and active living
Housing and homelessness

Mental health

Tobacco use

These priority health issues lay the foundation for our next Stafe Health Improvement Plan. We
hope to establish a framework for reducing health inequities, address these priorities with partners
from multiple sectors, and work with impacted communities to identify solutions. In the next sec-
fion, we outline statewide assets and resources we can mobilize in this effort. By addressing these
priority issues, we ultimately seek to reduce the vast differences in life expectancy across neighbor-
hoods, and by race and ethnicity.
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Statewide Assets & Resources

As noted earlier, our population faces serious challenges—our population is aging, climate
change is predicted to present new threats to our health, and we experience a number of health
disparities. We are better able to address these challenges when we can marshal the strengths
and assets that exist across the state to facilitate and align the development of state and locall
community solutions to these health challenges. This chapter provides a high-level assessment of
the state’s stfrengths and assets that support improvements in our population’s health. This includes
assets within the public health system, the healthcare system, state, tribal, and local governments,
community partners, and advocacy organizations.

Using Public Health as Chief Health Strategist model, we begin this chapter with a discussion of the
resources and assefs in the governmental public health system. This system includes state, tribal,
and local entities. In its role as the Chief Health Strategist, the governmental public health system
supports the collection and sharing of data, convenes community partners around key health
issues, and leads or assists in policy development. As the Chief Health Strategist, the governmen-
tal public health system must work with many disparate partners to improve population health.
Health happens beyond the public health and healthcare delivery systems, so we have organized
this chapter to reflect the breadth of work that impacts health. Like earlier chapters, this section is
framed by the determinants of health with sections on:

e Governmental public health

e Healthcare access, clinical and preventive care

e Physical and built environments

e Social determinants

We highlight the work of key statewide partners in healthcare but also in areas ranging from educao-
tfion fo housing, employment and fransportation. These issues have as great an influence on health
outcomes as the traditional public health and healthcare sectors. This is not an exhaustive list of
partners, rather it is a synthesis of partners that DOH frequently convenes and collaborates with as

we work to improve population health. Highlighted programs represent work of these partners that
relates to health and is broader than current collaborations with the Department of Health.

In addition to the overarching agencies, partners, and programs listed below, other partnerships and
programs associated with each key health issue are described in those specific areas of the Stafe
Health Assessment. To find resources and assefts related fo suicide prevention, for example, one would
look on page 90 for specific programs and partnerships working to address suicide in Washington State.

‘Health cannot be bought at the supermarket.
You have to invest in health. You have to get
kids into schooling. You have to train health
staff. You have to educate the population.’

— Hans Rosling
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Governmental Public Health System

Governmental public health is unique in its direct obligation to all of Washington's residents. From
ensuring safe drinking water, to tracking disease outbreaks, to regulating healthcare providers, we
provide foundational services communities rely on every minute of every day.

Along with the state Department of Health, Washington's governmental public health system consists
of the State Board of Health, 35 local health departments, and tribal governments and organizations.

Washington State Departiment of Health

The Washington State Department of
Health responds to population health 2017-19 Operating Budget
needs based on input from the Gover- by Object Expenditure
nor's office, the state legislature, the
federal government, other state
agencies, local health jurisdictions, 394 million
fribes, communities and community
partners.

All Other Objects Salaries & Benefits

$315 million

DOH has about 1,800 employees who:
e Track communicable disease outbreaks
e Collect, assess and share health data

e Lead efforts on health policy develop-

ment and implementation Investments

e Develop health information and disseminate health Through Partners

messages 3192 mi"ion

e Regulate drinking water, ensure food safety, and protect communities
from other environmental health threats

* License healthcare providers and regulate facilities
e Prepare for and respond to emergencies and potential health disasters

Washington State Board of Health

The Washington State Board of Health (SBOH) helps to prevent disease and profect the health of
all Washingtonians by developing rules and policy recommendations for a broad range of health
issues. SBOH also helps coordinate the Governor's Interagency Council on Health Disparities and

develops legislative health impact reviews. The Board strives to promote health equity and elimi-

nate health disparities.

Local Public Health Organizations

Thirty-five local health jurisdictions (LHJs) across Washington carry out programs at the local level to
promote health, prevent disease and build healthy communities. LHJs are local government agen-
cies, often tied to county governments. They are independent from the state. The state Depart-
ment of Health and the LHJs partner on health improvement planning, implementing federal grants
and inifiatives, and building foundational public health services across the state. LHJs partner with
local community service and health organizations, hospital and health systems, nonprofits, and
community members fo influence population health within their community. The table below lists
the size and resources for each LHJ.
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Total Expenditures for Local Health Jurisdictions
Washington State, 2016

LHJ OFM 2016 FTEs Population Total Expenditures
Population per FTE Expenditure per Capita
Estimate
Adams 19,510 9 2,230 $692,042 35
Asotin 22,150 6 3,977 $552,922 25
Benton-Franklin 279,170 90 3,089 $9,156,804 &3
Chelan-Douglas 116,630 37 3,152 $3,485,508 30
Clallam 73,410 28 2,594 $3,114,788 42
Clark 461,010 87 5,299 $11,146,479 24
Columbia 4,050 4 1,000 $378,096 93
Cowlitz 104,850 28 3.712 $2,912,131 28
Garfield 2,200 8 705 $250,307 114
Grant 94,610 28 8885 $2,708,728 29
Grays Harbor 72,820 24 2,992 $2,686,069 37
Island 82,910 36 2,335 $3,861,518 47
Jefferson 31,090 B8 934 $4,090,476 132
Kitsap 262,590 103 2,559 $12,929.476 49
Kittitas 43,710 18 2,442 $1,474,354 34
Klickitat 21,270 16 1,363 $1,499,901 71
Lewis 76.890 37 2,067 $4,949,308 64
Lincoln 10,640 6 1,935 $498,384 47
Mason 62,320 19 3,237 $2,081,026 38
NE Tri-County 65,090 21 3,119 $2,022,128 31
Okanogan 41,730 11 3,703 $1,041,036 25
Pacific 21,180 16 1,359 $731,231 5
San Juan 16,320 26 638 $3,788,889 232
Seattle-King 2,105,100 1,344 1,566 $212,422,248 101
Skagit 122,270 26 4,732 $4,123,462 34
Skamania 11,500 2 5,583 $1,573,376 137
Snohomish 772,860 129 6,000 $15,936,556 21
Spokane 492,530 218 2,261 $25,829,624 52
Tacoma-Pierce 844,490 261 3,231 $32,132,242 38
Thurston 272,690 77 3,532 $7.860,331 29
Wahkiakum 4,000 3 1,231 $313,229 78
Walla Walla 60,730 18 3,328 $1,340,304 22
Whatcom 212,540 75 2,821 $19,043,338 90
Whtiman 47,940 11 4,523 $835,598 17
Yakima 250,900 25 10,072 $5,209,951 21
Total 7,183,700 2,875 n/a $402,671,859 n/a

Source: 2016 Budget Accounting and Reporting System (BARS) Report
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Tribes and Tribal Health Organizations

As independent sovereign nations, tribal governments also have their own unique governmental pub-
lic health systems. On tribal lands, public health service delivery varies from nation to nation. In some
cases, the tribe provides a wide variety of public health services to its people. In other situations, tribes
partner with LHJs for the provision of public health. Other tribes rely on the federal Indian Health Service
to address their public health needs. Work is underway to improve governmental public health linkages
between the fribes, local health jurisdictions, and the state to assure core services are available for all
Washington residents and that tribes are determining which of these services are important in their com-
munities. This map displays the locations of fribal lands and tribal health clinics throughout Washington.

Beyond the 29 federally recognized fribes in Washington, the American Indian Health Commission
(AIHC), the Northwest Portland Area Indian Health Board (NPAIHB), and the Urban Indian Health
Institute (UIHI) are important parts of tribal public health infrastructure. The NPAIHB and the UIHI are
two of the 12 Tribal Epidemiology Centers in the country and are deemed Tribal Public Health Au-
thorities, providing key surveillance, assessment, and public health research for and with the fribes
and urban Indian health programs. AIHC and NPAIHB are unique in that all fribal governments in
Washington appoint delegates to represent their nations on these boards, and health issues are
prioritized and driven by the tribes across the state. Two additional urban Indian health organi-
zations, Seattle Indian Health Board and the NATIVE Project of Spokane, are large agencies that
serve all American Indians and Alaska Natives (AIANs) in their catchment areas.

Washington State Office of Financial Management

The Washingfon State Office of Financial Management (OFM), while not technically part of govern-
mental public health, produces data integral o public health work. These data include population and
demographic data, educational research data, healthcare access, utilization and capacity data, and
criminal justice, labor force and economic data.

Washington State
Federally Recognized Tribes
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Healthcare Access, Glinical, and Preventive Gare

The assets and resources highlighted below make up the infrastructure for providing healthcare
in Washington, address access to healthcare by regulating and providing health insurance, and
promote healthcare quality.

In Washington, the majority of our healthcare delivery system is located in urban areas along the
I-5 corridor and in Spokane on the Idaho border. The map below shows the 103 acute care hos-
pitals and 1,419 primary care clinics across Washington. Among these, the large rural areas of
the state are served by 39 critical access hospitals and more than 110 Rural Health Clinics. DOH
licensed approximately 430,000 health practitioners in 2017 from a variety of disciplines including
physicians, nurses, dentists, pharmacists, emergency medical technicians, mental health counsel-
ors, massage therapists and many more health professionals.

Washington State
Acute Care Hospitals and Primary Care Clinics, 2017
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The passage of the Affordable Care Act (ACA) led to several statewide inifiatives to improve
healthcare. In 2014, Washington received a 5-year State Innovation Model grant from the Centers
for Medicaid and Medicare. The grant seeks to achieve better quality of care, lower costs, and
improved health for the population of Washington. Washington also expanded Medicaid cov-
erage, created Accountable Communities of Health (ACHs), built a state Healthcare Exchange,
improved data systems, and is currently integrating physical and behavioral healthcare. The
fransformation initiative, called Healthier Washington, uses policy and regulatory levers to improve
population health and build healthier communities through regional collaborations, and to im-
prove healthcare services by promoting quality over quantity.

2018 Washington State Health Assessment 207


https://www.hca.wa.gov/about-hca/healthier-washington

Washington State Health Care Authority

The Washington State Health Care Authority (HCA) administers both the Medicaid program and
the Public Employees Benefit Board (PEBB). Under the Affordable Care Act, HCA has implemented
Medicaid expansion in Washington, and leads Washington's health system transformation initia-
tive, Healthier Washingtfon, described above.

Washington State Office of the Insurance Commissioner

The Washington State Office of the Insurance Commissioner (OIC) regulates and ensures consumer
protection for all insurance products in Washington State, including private health insurance.

Washington Health Benefit Exchange

The Washington Health Benefit Exchange manages a marketplace where residents of Washington
are able to obtain health insurance (both Medicaid and private options). More than 225,000 peo-
ple in Washington used the exchange to enroll in health insurance for 2017.

Access to healthcare services that allow individuals to prevent disease and receive treatment
when they become il is critical to the health of Washingtonians. DOH partners with a wide variety
of agencies and organizations to improve the healthcare system, and increase access to critical
health services including acute care, emergency medical, frauma and obstetric services across
the state. These include the agencies listed above as well as DOH’s 28 boards, commissions and
advisory committees.

Ofther partners include, but are not limited to:

* Washington State Hospital Association (WSHA)

* Washington State Medical Association (WSMA)

* Washington State Nursing Association (WSNA)

* VA Puget Sound Health Care System

* Washington State Department of Social and Health Services (DSHS)
e The Bree Collaborative

» Foundation for Healthcare Quality

¢ Washington State Perinatal Quality Collaborative

* Washington Association of Community and Migrant Health Centers
e Washington Rural Health Collaborative

e Northwest Rural Health Network

e Rural Health Clinic Association of Washington

e Washington Rural Health Association

* Home Care Association of Washington

* Washington State Hospice and Palliative Care Organization
* Washington Health Alliance

e Washington Healthcare Access Alliance

e Volunteer and Retired Providers Program

* Healthcare professional organizations

e Patient advocacy organizations

Washington also has a number of coalitions made up of hospitals, clinics, home care providers,
local government, emergency medical services and trauma care councils, fribes and others that
work tfogether to help plan a coordinated regional healthcare response for emergencies. The
codlitions’ work includes helping healthcare systems to create, exercise and update their response
plans, and participating in emergency response training.
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Physical and Built Environment

Several state agencies work to protect our state’s natural resources and work to ensure the built
environment — the roads, housing, workplaces, city planning and parks — and their interactions with
our natural environment promote clean air and water and support health and well-being.

Key statewide partners are described below:

Washington State Department of Ecology

The Washington State Department of Ecology is Washington's environmental protection agency. Their
mission is to protect, preserve and enhance Washington's land, air and water for current and future
generations. They were founded in 1970 as the first agency in the nation dedicated to environmental
protection. Nearly 70 percent of their budget is passed through o local communities to pay for proj-
ecfts that benefit the environment. Major health-related improvements this agency works on include:

e Water qudlity assessments

e Wastewater treatment

e Reducing toxic chemicals and hazardous waste
e Protecting clean air and addressing climate change
e Cleaning up toxic spills and nuclear waste

Washington State Department of Agriculture

The Washington State Department of Agriculture oversees everything related to agricultural
production in Washington with programs related to animal and livestock treatment and health,
inspection of commodities produced in Washington, food safety, and plant protection. Health-re-
lated issues this agency addresses include:

e Food safety
e Pesticide regulation

Washington State Department of Labor and Industries

The Washington State Department of Labor and Industries is dedicated to the safety, health and
security of Washington's 2.5 million workers. They help employers meet safety and health standards
and inspect workplaces when alerted to hazards. As administrators of the state’s workers’ com-
pensation system, they are similar to a large insurance company, providing medical and limited
wage-replacement coverage to workers who suffer job-related injuries and illness. Rules and
enforcement programs also help ensure workers are paid what they are owed, that children’s and
teens’ work hours are limited, and that consumers are protected from unsound building practices.
Labor and Industries also houses the Safety and Health Assessment & Research for Prevention pro-
gram which conducts occupational health surveillance and research.

Washington State Department of Transportation

The Washington State Department of Transportation leads statewide and local efforts developing
roads, public fransit, sidewalks, walking paths, bike lanes and alternative fransportation. Major
health-related improvements this agency works on include:

e Pedestrian and bicycle program
e Safe Routes to School program
e Complete Streets

* Improving public fransportation
e Rural public fransportation

e Vanpool investments
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Washington Traffic Safety Commission

The Washington Traffic Safety Commission is our state’s designated highway safety office. They
share a vision with numerous other state and local public agencies to reduce traffic fatalities and
serious injuries to zero by 2030. They lead statewide efforts and build partnerships to save lives and
prevent injuries on our roadways for the health, safety, and benefit of our communities. Major
health-related improvements this agency works on include:

* Impaired and distracted driving
e Speed
* Young drivers

* Seat belts & occupant protection

In addition, DOH partners with a number of research centers, community-based organizations and
coalitions who also work to promote the health and safety of our natural and built environments.

Community Development and Economic Factors

Economic factors such as economic stability, employment rates, incomes, the cost of living and
community resources and investments significantly influence the health of individuals and com-
munities. Lack of economic stability and resources has immediate impacts on individuals’ ability

to access adequate food, shelter, and healthcare. Impoverished communities are less likely to be
able to provide support or resources for their members, and may experience more crime and in-
creasing community instability.? Beyond these tangible impacts, living in extreme poverty has been
shown to increase toxic stress which can lead to negative health impacts and increase in chronic
disease.® To improve economic stability across the state, we collaborate with partners who work

fo increase employment, incomes, community resources and investments in communities:

Washington State Department of Commerce

The Washington State Department of Commerce touches every aspect of community and eco-
nomic development: planning, infrastructure, energy, public facilities, housing, public safety and
crime victims, international trade, business services and more. They work with local governments,
businesses and civic leaders throughout the state to strengthen communities so all residents may
thrive and prosper. Major health-related improvements this agency works on include:

¢ Homelessness

o Affordable housing

¢ Strengthening rural communities

e Energy assistance

e Advocacy for crime victims
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Washington State Employment Security

The Washington State Employment Security focuses on supporting people who are unemployed or
looking for work. They work to close skills gaps of employees and employers, ensure that all workers
find jobs, explore new apprenticeships and expand support for career-connected learning. Major

health-related improvements this agency works on include:

¢ Unemployment benefits

¢ Finding employment

e Job training
e Pqaid family and medical leave

e Youth Service Corp

Education

Researchers have developed strong evidence supporting the link between education and long-
term health outcomes. A lack of education is associated with poorer health, lower life expectancy
and poverty.* Improving education is key to improving health for the next generation of Washing-
fonians. We work closely with partners to help ensure that all of our youngest Washingtonians are
healthy and ready to learn when they reach school age, have access to an excellent education,
and to improve educational attainment for all students. Our partners include:

Office of the Superintendent of Public Instruction

The Office of the Superintendent of Public Instruction (OSPI) oversees K-12 education in Washington.
They support 1.1 million children in Washington to lead healthy lives, make healthy choices, graduate
from high school, and be ready for career, college and life. OSPI works on a number of areas to sup-
port the healthy development of students.

¢ Child nutrition

¢ Health and fitness

¢ Sexudl health
e Graduation a Team Effort (GATE)

e Building Bridges: Dropout Prevention, Intervention and Reengagement

e Healthy Youth Survey?®
e Mental health

Department of Early Learning

The Department of Early Learning (DEL) offers programs and services that support healthy child de-
velopment and school readiness for the approximately 892,000 children born in Washington each
year. They focus on children from birth to 5 years. They help ensure high-quality, safe and healthy
learning environments, offer comprehensive preschool education to vulnerable children, provide
family support and information. They also oversee services for infants and toddlers with disabilities
or developmental delays. Here are some of their health-related programs:

e Child care

e Disabilities or developmental delays

e Strengthening families

e Home visiting
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Washington State Department of Children, Youth and Families

In July 2017, Governor Inslee signed HB 1661 creating the Washington State Department of Children,
Youth and Families to restructure how the state serves at-risk children and youth with a goal of better
outcomes across Washington. The agency will have a yearlong transition and will then offer services
now provided by the Department of Social and Health Services and Department of Early Learning.

State Board of Community and Technical Colleges

The State Board of Community and Technical Colleges advocates, coordinates and directs Wash-
ington State’s system of 34 public community and technical colleges. Each year, about 381,000
students train for the workforce, prepare to transfer to a university, gain basic math and English
skills, or pursue continuing education.

Washington Student Achievement Council

The Washington Student Achievement Council provides strategic planning, oversight, advocacy,
and programs to support increased student success and higher levels of education in Washing-
ton. They facilitate analysis and research to increase educational attainment and system devel-
opment, provide college savings opportunities through the Guaranteed Education Tuition (GET)
program, and prepare underrepresented middle and high school students for postsecondary ed-
ucation through early outreach and success programs such as College Bound and GEAR UP. They
connect and align the work of educational programs, schools, and insfitutions to support student
fransitions from secondary and postsecondary education to the workforce.

Washington State Public Universities

Washington State is home to six publicly funded 4-year universities, including: University of Wash-
ington, Washington State University, Western Washington University, Eastern Washington University,
Central Washington University and the Evergreen State College. These universities have a num-

ber of programs and schools which educate the next generation of healthcare providers, public
health and social service workers, policy makers, engineers, and other students who will go on to
work on health-related programs. They also house faculty research grants and dedicated research
centers across a variety of disciplines that impact health, healthcare, social welfare and the physi-
cal and built environment.

Social Services

Many social services are crifical to providing supports that individuals and families need to live
healthy lives. These include food and cash assistance, children’s and youth services, adult care,
mental health and addiction services, and disability support.

Washington State Department of Social and Health Services

The Washington State Department of Social and Health Services (DSHS) administers many of these
social and health service programs in Washington State, and partners with several other state
agencies. Some specific services include:

e Basic Food program

e Temporary Aid to Needy Families (TANF)
e Child Welfare

e Long-Term Care Services

e Children’s Behavioral Health

e Substance Use Treatment Services

e Disability Support

e Juvenile Rehabilitation
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Social and Community Context

Social and community context encompasses a broad array of influences on healthy communities.
Healthy communities are those that have: a sense of identity, a sense of social cohesion, and a
sense of belonging. Increasingly, researchers are exploring whether and how these community
characteristics improve health and wellbeing.

A number of philanthropic, nonprofit, education-based, religious, commerce-connected partner-
ships work to enhance the health and connectedness of communities. DOH helps support many of
these partnerships with prevention and education grants that these groups and local communities
braid together to support local inifiatives. Washington has a number of statewide collaborations
that work to build healthier communities, including but not limited fo:

e Children’s Alliance
¢ Foundation for Healthy Generations

e Washington State Community Action Partnership

e Strengthening Communities

e Thrive Washington

¢ Washington Nonprofit Institute

¢ United Ways of the Pacific Northwest
e Washington 2-1-1

e Within Reach

Washington also has a number of large philanthropies that support multiple projects to address
health issues, health equity, and social welfare, and to enhance social and community cohesion.
These include the Bill and Melinda Gates Foundation, Thomas V. Giddens Jr. Foundation, the Ball-
mer Group, Marguerite Casey Foundation, Annie E. Casey Foundation, the Bezos Family Founda-
fion, Group Health Foundation, and others. Philanthropy Northwest is a powerful regional network
for philanthropists of all types who are committed to Alaska, Idaho, Montana, Oregon, Washington
and Wyoming. They promote, facilitate and drive collaborative action by community investors to
build resilient, equitable and inclusive communities.

Summary

Washington State has a large number of resources and assets to improve health; however, they are
spread across a number of groups and organizations. This creates an environment that is very condu-
cive fo innovation, but makes it challenging fo sustain, spread, and share resources and knowledge
statewide. DOH's Chief Health Strategist role coordinates across partners of this decentralized system.

While our state has many resources and partnerships, we also have disparities in access to services
and resources. Most healthcare and preventive services are aligned with the larger urban areas of
the state, such as along the |-5 corridor and in Spokane. Some neighborhoods have little access to
fresh healthy foods or safe places to exercise. Neighborhoods, especially marginalized neighbor-
hoods, are impacted by environmental pollutants left from military and industrial activities. Much
of our state economy is agricultural, both on land and in the ocean. Climate change poses serious
threats to our economy, agriculture, and infrastructure.

As stewards of population health, DOH will continue to provide foundational public health services
to safeguard the public’s health, provide data to communities and partners to support them in
developing solutions to local health issues, and convene partners fo address systemic issues and
policies needed to improve the overall health of Washington State.
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Gaps & Opportunities

Throughout the development of this State Health Assessment, stakeholders identified both needs
and opportunities as we collectively move forward to address the most pressing health issues in
our state. What follows is a brief description of the issues raised for us to keep in mind as we com-
plete the State Health Assessment and transition to work on the state health improvement plan.

Data Gaps and Opportunities

In developing indicators to explore for the State Health Assessment as well as during our stakeholder
workshops, people asked about a number of health conditions and risk behaviors for which we do
not currently have data. These include important health conditions that don't necessarily result in
hospitalization, such as Alzheimer’s disease and dementia, mental health symptoms and disorders,
substance use disorders, and neurodegenerative and autoimmune diseases. Our current statewide
data sources depend largely on death and in-patient hospitalization data, which influences the
conversation around critical health topics. We are developing a system with emergency depart-
ment and sentinel outpatient data, which will broaden the perspective, but remain limited in the
depth of information we have on health behaviors and healthcare access. In addition, access to
information on the Washington population served by Medicaid and how their health status and be-
haviors compare to all Washingtonians has not been well integrated into our reporting systems and
is not reported here. One goal of our State Innovations Model grant has been on building alignment
across health data systems, and we have begun working more closely with our peers in other state
agencies to share strategies and definitions as we all work foward an overarching view of health in
Washington.

Stakeholders also highlighted gaps in health data across the life span. While we have excellent in-
formation on newborns, we have little data on children under 11, relying predominantly on nation-
al surveys that can provide state-level estimates at best. As we confinue to work more closely with
our peers in early learning and education, the importance of information on early child develop-
ment is clear. We need data on younger children in order to assess development and appropriate
linkage to health, education and preventive services, as well as to evaluate interventions aimed
at promoting healthy child and youth development. In addition, for issues such as child abuse

and neglect, we lack data that cover the entire Washington population.

Most of our data are quantitative, relying on administrative data, surveys, and disease surveillance
systems. These data are critical for describing the health of Washingtonians but are much richer
when combined with qualitative data. The quantitative data answer how much of an issue we
have and who is affected, but qualitative data can address why certain groups are more impact-
ed, how people access services, and what barriers people face. We do not currently have mech-
anisms for integrating qualitative information into our assessment in a holistic way.

The granularity of data also remains challenging. We report on data across six racial and ethnic
categories; however, our stakeholders are interested in greater breakdowns of this data as each
category comprises several populations with differing cultures, fraditions, identities and health
needs. In Washington, we group all Asian populations together, but we have several sizable Asian
subpopulations, including Chinese, Filipinos, Asian Indians, Vietnamese and Koreans. Many of our
health data sources can and do collect this information, but population denominators do not exist
below the state level, preventing calculation of accurate rates. Similarly, stakeholders are interest-
ed in fribal information, which is often not available. Data on other important groups at increased
risk are also inconsistently collected. For example, we need more data on the Lesbian, Gay, Bisex-
ual, Transgender and Queer (LGBTQ) populations as well as the population with disabilities and
chronic conditions. And these data are needed not just at the state or county level, but at

the census tract level to allow for evaluation of targeted health strategies.

We also lack data and valid and reliable measures on several topics important o communities
and coadlition groups. Issues such as Adverse Childhood Experiences are not commonly collected
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and reported from health encounter data. Nor are data on resiliency, social support, family and
school connectedness, self-determination, or trust included. As we become more dependent on
electronic health records, this shortfall may become more pronounced and we need to determine
ways to gather this information.

Infegrating data across multiple levels of the social ecological model remains a struggle for us. Our
fendency is to resort to individual level indicators, but as we acknowledge and develop our under-
standing of the influences of the physical and built environment and social determinants on health,
we need to develop frameworks that incorporate measures not only of individual health and behav-
jors, but also measures of family, community and whole society assets and well-being. Such meao-
sures can help us monitor needs and evaluate health promoting interventions at these levels.

Finally, we need to determine how to integrate important health concerns from our historicall
medical model with measures and indicators advanced by communities. The Swinomish Tribe has
developed health indicators reflective of their history and cultural values and vital to their commu-
nity and sense of well-being.” These indicators do assess health on several levels—individual, family
and community. This is critical work that we can envision being repeated among other tfribes and
communities in Washington. Integrating these indicators and perspectives into a picture of health
of all Washingtonians remains challenging. We need to do more work in this area both to elevate
local concerns, as well as to better integrate state and federal resources available to address
local concerns.

Process Gaps and Opportunities

In addition to important data gaps and opportunities, conducting this assessment has also brought
fo light process gaps and opportunities. With the renewed emphasis on better aligning public
health and primary care to work toward the triple aim of better health, better care and lower cost,
the role of public health as Chief Health Strategist and the pace of change in healthcare, the im-
portance of more timely data cannot be overestimated. Increasingly, we feel the need for a state
health assessment that is continuous, with up-to-the-minute data reflective of interventions in the
field, rather than a static report which may be out of date by the time it is complete. We seek an
assessment that can better leverage in an ongoing way the important work conducted for com-
munity needs assessments, community health needs assessments, tfribal health assessments and
issue-specific assessments to identify gaps across the state and beftter align our intferventions.

To better serve these assessments as well as better integrate their learnings, we need to develop
systems that can better provide data for their use and better capture ongoing input and feed-
back, regarding important indicators, concerns, strategies, interventions, successes and shortfalls.
Currently, we have some opportunities o make progress in developing these desired systems.

The Office of Financial Management is overseeing the development of the All Payer Claims Da-
tabase to promote healthcare price tfransparency. Healthier Washington with its focus on health-
care transformation is working to better integrate public health and primary care data systems for
decision support, care coordination and health surveillance. In addition, DOH is working on better
infegration of health surveillance systems to streamline the data collection, data preparation,
data sharing and data visualization process to more efficiently use resources and better support
the data needs of our programs and stakeholders. We are also beginning to partner with the
Northwest Center for Public Health Practice at the University of Washington, which recently re-
ceived a grant focused on identifying, gathering and visualizing data to more effectively address
rural health disparities in Washington, Idaho and Oregon.

As we fransition foward work on our state health improvement plan, these partnerships as well as
the many partnerships highlighted throughout this document will be critical in addressing these
data and process gaps. Addressing the data and process gaps are a vital part of moving ahead
in addressing the priority health issues identified through this assessment, and working across all of
our systems on the social determinants of health and root causes in order to address longstanding
inequities and improve the health of Washingtonians.
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Gonclusions & Next Steps

This assessment highlights the population changes, changing environment, and important contexts
for understanding the health of Washingtonians in the 21st century. While as a whole Washington
experiences better health than the country, this picture hides disturbing disparities in life expectan-
cy. Together with our stakeholders, we have identified priority health issues for our focus in order to
address these disparities, including:

e Child immunization

* Diabetes

e Drug and alcohol abuse

* Healthcare access

¢ Healthy weight with a focus on healthy eating and active living
¢ Housing and homelessness

* Mental health

* Tobacco use

To make progress in addressing these issues and the longstanding disparities in health will involve
committed leadership. Our state values collaboration and partnerships are numerous, but mar-
shalling our collective efforts and resources to truly make a difference will require us to develop a
shared vision and framework to move forward tfogether as one Washington. Our hope is that as
we transition to work on the state health improvement plan, we will be developing that framework
on which to align existing efforts, work together to sustain what works, and develop approaches
and strategies to address newly identified needs and gaps. That framework will also need to help
us fransition to a 21st century infrastructure to support this work, including more timely, flexible and
improved data systems and tools to help us better frack efforts and progress across partners, to
share learning and resources, and be more strategic in our efforts.

Work on the state health improvement plan has already begun with identifying existing statewide
initiatives and plans focused on our priority health issues and the social determinants underlying
them. Our next step is o map these efforts across partners by their focus and reach to set the
stage for more detailed planning conversations. We look forward to working with our many exist-
ing cross-agency state, local and tribal workgroups to develop a plan that reflects all of the work
being done and identifies where as a state we will focus on addressing gaps.

We invite you to join us!
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Appendix A: Health Indicators

The following table includes the indicators considered in the development of the State Health As-
sessment. Data are organized into a background section and into five domains: health outcomes,
health behaviors, healthcare access and preventive care, physical and built environment, and so-
cial determinants. The table includes population estimates for Washington State, the United States,
and a comparison between the two for the most recent data available as of the Spring of 2016
when stakeholder engagement activities occurred. Data years available were dependent on the
data source and ranged from 2008 to 2015 (with most being 2013 and 2014). Additional informa-
fion is available upon request. Data for some indicators were not available at time of stakeholder
meetings or in some instances indicators were suggested by stakeholders.

Ll identifies indicators that were selected as key issues and for which data sections were complet-
ed. Within the report, related indicators were combined into common sections (e.g., diabetes and
prediabetes).

Health Topic Indicators WA Data National WA vs
(95% CI) Data us
Context of Population growth; age and - =
Health gender composition, race/
ethnicity, education level,
income distribution,
unemployment, wealth
Mortality Life expectancy at birth 80.4 years 78.8 years better
Mortality Leading causes of death = =
Hospitalization Leading causes of = -
hospitalization
Hospitalization Age-adjusted hospitalization 8,452.3 N/A
rate per 100,000 (8,430.8-8,473.9)
Infant Infant death rate per 1,000 4.5 5.8 better
Morfq“fy live births (4.1-5.0)
Self Reported Age-adjusted percent of 11.0 11.5
Mental Health adults who report 14+ days (10.1-12.0)
poor mental health in past
month
Self Reported Age-adjusted percent with 14.6 15.7 better
Health Status fair or poor self reported (13.6-15.7)
general health
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Health Outcomes

Health Topic Indicators WA Data National WA vs
(95% CI) Data us
Coronary Age-adjusted coronary 86 99 better
Heart Disease heart disease death rate
per 100,000
Stroke Age-adjusted stroke death 34.7 35.6 better
rate per 100,000 (33.4-36.1)
Hypertension Age-adjusted percent of 29.1 30.7 better
adults who have ever been (28.0-30.1)
told by a doctor they had
high blood pressure
Diabetes Age-adjusted percent of 8.3 9.7 better
adults who have ever been (7.7-9.0)
told by a doctor they had
diabetes
Prediabetes Age-adjusted percent of 8.2 8.2
adults without diabetes (7.5,8.9)
who have ever been fold
they have prediabetes
Obesity Age-adjusted percent of 27.1 28.9 better
adults with self reported (25.8-28.4)
BMI =230
Asthma Age-adjusted % of adults 9.2 8.9
who have ever been told (8.4-10.1)
by a doctor they had asth-
ma and sfill have asthma
Lung Cancer Age-adjusted lung cancer 61.6 63.7 better
incidence rate per 100,000 (60.7 - 62.4)
Breast Cancer Female age-adjusted breast 135.0 123 worse
cancer incidence rate per (133.3-136.7)
100,000
Colon Cancer Age-adjusted colorectal 38.7 41.9 better
cancer incidence rate (38.1 -39.4)
per 100,000
Suicide Age-adjusted suicide 15.4 12.9 worse
death rate per 100,000 (14.5-16.3)
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Health Topic Indicators WA Data National WA vs
(95% CI) Data us
_____________________________________________________________________________________________________________________________________________|

Drug Age-adjusted drug overdose 13.3 14.6 better
Overdose death rate per 100,000 (12.4-14.1)
Deaths
Motor Vehicle Age-adjusted motor vehicle 7.6 10.3 better
Crash Related traffic death rate per 100,000 (6.9-8.3)
Deaths
Falls Age-adjusted fall hospital- 1,619.5 N/A

ization rate among those (1,593.4-1,645.9)

65 years old and older per

100,000
Low Birth % of live singleton births with 6.4 8 better
Weight a birth weight less than 2,500 (6.3-6.6)

grams
Unintended % of pregnancies that were 41 N/A
Pregnancy unintended (38-45)
Child Abuse Rate of child protective 26.6 43.7 worse

services reported children

who received an investiga-

fion per 1,000
HIV HIV incidence rate per 6.3 12.5 better

100,000 (5.9-7.1)
Hepatitis Hepatitis C (chronic) inci- 94.64 N/A

dence rate per 100,000 (92.3-96.9)
Tuberculosis Tuberculosis incidence rate 2.8 3

per 100,000 (2.4-3.2)
Sexually Chlamydia, gonorrhea, Chlamydia - 376.7 Chlamydia - better
Transmitted and syphilis incidence rates (372.1-381.2) 456.1
Infections per 100,000 Gonorrhea - 88.1 Gonorrhea -

(85.9-90.3) 110.7
Syphilis - 4.8 Syphilis -
(4.3-5.4) 6.3
Oral Health Dental caries in 3 graders 57.9 N/A
(54.0-61.7)

Pertussis Pertussis incidence rate 8.6 10.4

per 100,000 (7.9-9.3)
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Health Behaviors

Health Topic Indicators WA Data National WA vs
(95% ClI) Data us
Alcohol/ Age-adjusted % of adults 17.7 16.7 worse
Excessive who binge drank (5+ drinks (16.6-18.9)
Drinking in one sitting for men, 4+ for
women) in the past month
Tobacco Age-adjusted % of adults 15,5 17.7 better
who are current smokers (14.4-16.7)
(smoked at least 100 cigo-
rettes in life and currently
smokes every day or some
days)
Physical Age-adjusted % of adults 56.3 50.2 better
Activity that met aerobic physical (55.0-57.6)
activity guidelines
Safe Storage Percent of adults with fire- 35.5 N/A N/A
of Firearms arm present af home who (33.4-37.8)
keep it locked and
unloaded
Nutrition Age-adjusted % of adults 36.0 37.0
who consumed < 1 servings (34.7-37.4)
of fruits per day
Nutrition Age-adjusted % adults who 18.2 22.4 better
consumed < 1 servings of (17.2-19.3)
vegetables per day
Marijuana Age-adjusted % of adults 10.6 N/A N/A
who have used marijuana (9.5-11.7)
in the past 30 days
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Health Topic Indicators WA Data National WA vs
(95% CI) Data us
|
E-Cigarette Age-adjusted % of adults 5.8 N/A N/A
Use who have used e-cigarettes (5.1 -6.6)
in the past 30 days
lllicit Drug Use % of adults (18+) who have 2.0 1.8
used cocaine in past year (1.5-2.8)
lllicit Drug Use % of adults (18+) with A4 4.0
non-medical use of pain (3.5-5.4)
relievers in past year
Immunizations % of children 19-35 months 67.4 71.6 worse
who received recommend- (59.3-75.5)
ed vaccines for 4:3:1:4:3:1:4
Immunizations % of adults 65 years old 59.2 59.4
and older who received (57.1-61.3)
flu vaccination
Immunizations % of adults 65 years old and 73.4 69.3 better
older who received pneu- (71.4-75.5)

monia vaccination
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Healthcare Access and Preventive Care

Health Topic Indicators WA Data National WA vs
(95% CI) Data us
Healthcare % of adults 18-64 years old 87 84 better
Access that have health insurance (85.8-88.2)
Healthcare Age-adjusted % of adults 73.4 76.1 worse
Access that have a personal health (71.5-75.4)
care provider
Mammo- % of women 50-74 years old 77.5 78.5
graphy that had mammogram in (75.4-79.4)
Screening last 2 years
Colorectal % of those 50-75 years old 69.7 66.1 better
Screening that had recommended (67.9-71.4)
colorectal cancer screening
Prenatal Care % of women who receive first 73.0 74.1 worse
trimester prenatal care (72.7-73.3)
Developmen- % of children 10 months to 29.9 30.8
tal Screening 5 years with standardized (24.0 - 35.9)
developmental screening
Healthcare % of persons with chemical - - N/A
Access dependence who have ac-
cess to freatment services
Healthcare Access to behavioral health ; =
Access provider
Multiple % of Medicare enrollees 65 28 35.8 better
Chronic years old or older with 4 or
Conditions more chronic conditions
Among
Older Adults
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Physical and Built Environments

Health Topic Indicators WA Data National WA vs
(95% CI) Data us
Outdoor Air Percent of days that air county only N/A N/A
Quality pollution from particulate
maftter less than 2.5 microns
in diameter (PM2.5) did not
meet EPA standard
Indoor Air Percent of 10™ graders 28.0 N/A N/A
Quality reporting second-hand (25.2, 30.8)
smoke exposure
Shellfish Percent of commercial 78% N/A N/A
shellfish areas approved
for harvesting
Drinking Water Percent of population on 85% N/A N/A
Quality Group A water systems
Drinking Water Percent of population with TBD N/A N/A
Quality fluoridated drinking water
system
Access to % living within a half a mile 49 39 better
Parks of a park
Limited % low income and not living TBD N/A
Access to close to a store
Healthy Foods
Living Near a % living within 150 meters of 2.9 3.7 better
Highway a highway
Environmental Lead screening rate in - =
Lead children < 6 years
Exposure
School/ Child care programs meet- - - N/A
Childcare ing best practice standards
Environment for healthy eating, physical
activity
Climate Number of extremely hot 4 N/A N/A
Change days
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Social Determinants

Health Topic Indicators WA Data National WA vs
(95% ClI) Data us
Socioechomic % 25 years old or older with 32.3 29.3 better
Position college education or more (32.1 - 32.5)
Violent Crime Violent crime offenses 225.7 365.5 better
per 100,000
Domestic Percent of women who 42.6 35.6 worse
Violence have experienced sexual (34.7 - 50.9) (34.1-37.1)
violence in their lifetime
Long % of commuters who drive 33.3 33.8
Commute - alone more than 30 minutes (32.6 - 33.8)
Driving Alone each day to work
Severe Housing lacks kitchen or 18.1 19.4 better
Housing plumbing, severely over-
Problems crowded, or cost exceeds
50% of income
Inadequate % of adults reporting inade- 22.7 19.6 worse
Social Support quate social support
Children in % of persons < 18 below 18.1 21.9 better
Poverty poverty (17.7 - 18.5)
Linguistic Population 5+ who speaks 7.8 8.6 better
Isolation English less than very well (7.7-7.9)
Transportation Percent of income spent by 18.8 N/A N/A
median income family on
fransportation
Severe Homelessness . =
Housing
Problems

Adverse Child
Experiences

Adverse child
experiences
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Appendix B: Comparison of State &
Local Key Issues

During the development of the State Health Assessment (SHA), we reviewed local health jurisdic-
fion (LHJ) key health issues and compared them to those in the SHA. The goals were o identify
important issues missing in the SHA and to better understand the alignment between community
and SHA identified issues.

Many of the 35 LHJs in Washington State conduct health assessments to better understand locall
health issues. These assessments provide valuable insight into the local population’s health status
and help direct available resources to address community health needs. Thirty-two LHJs complet-
ed Community Health Assessments (CHA, led by the LHJ), Community Health Needs Assessments
(CHNA, in partnership with local hospitals), Community Health Improvement Plans (CHIP, with local
community partner agencies or organizations), or summaries of community health based on the
County Health Rankings.

Of the State Health Assessment key issues, 12 issues were shared by more than half of the LHJs.

Key issues shared by state and local assessments # of LHJs
|
Obesity 31
Healthcare access (those with/without health insurance) 27
Tobacco 25
Alcohol/excessive drinking 24
Mental health 23
Diabetes 22
Oral health 18
Nutrition — vegetable consumption 18
Nutrition — fruit consumpftion 17
Prenatal care 17
Poverty 17
Suicide 17
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In addition to the State Health Assessment key issues, many LHJs highlighted other key health is-
sues. Of these additional issues, five were shared by 25% or more of the LHJs.

Issues identified in local assessments only # of LHJs
_________________________________________________________________________________________________________________________________________________________________

Birth and abortion-related: teen birth rate, teen pregnancy, birth rate, births 15

to smoking moms, and abortions

Provider to patient ratio (and shortage) 15

On-time graduation rate 11

Avoidable emergency department visits or preventable hospital stays 8

Could not afford to see usual source of care or personal doctor or did not see 8

a doctor or receive needed care due to cost

There were also key issues identified for the State Health Assessment that were not identified in any
of the LHJ assessments.

Issues identified in state assessment only

Fluoridated drinking water

Prediabetes

Safe storage of firearms

The complete list of local assessment reports is available on the DOH website. The list may assist
state and local public health, Accountable Communities of Health, healthcare organizations,
non-profit agencies, and community members to better understand community health and may
promote collaboration on the key issues facing Washingtonians.
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Appendix G: Data Sources & Technical Notes

Primary Data Sources

Brief descriptions of the major data systems used in this State Health Assessment follow. Additionall
information is available here.

e Behavioral Risk Factor Surveillance System

e Birth Certificate System

e Cancer Registry

e Census Population Counts and Intercensal and Postcensal Estimates
e Death Certificate System

* Healthy Youth Survey

Behavioral Risk Factor Surveillance System (BRFSS)

Purpose

BRFSS provides indicators of health-risk behavior, preventive practices, healthcare use and ac-
cess, knowledge and attitudes about health-related behaviors and practices, and prevalence of
selected diseases in Washington.

Coverage
BRFSS surveys adults ages 18 and older living in non-institutional settings in Washington.

* Since 2003, it has been offered in English and Spanish.

e From 1987-2010, BRFSS included adults living in households with landline telephones. In 2011,
the survey began including a sample of cell phones. The proportion of surveys completed on
cell phones has increased from 5% of calls in 2011 to 47% in 2016.

* |In addition to the statewide sample, since 2003, BRFSS has oversampled small counties fo allow
reporting of BRFSS information by county.

Data Reporting

To maximize the ability to generalize from the sample to Washington State residents, CDC weights
respondents’ answers based on probability of selection into the sample and demographic char-
acteristics of Washington's population. With the incorporation of cell phone respondentsin 2011,
the weighting methods changed to a method often referred to as ‘raked weighting.’ Because of
this change in methods, data from 2011 on are not comparable to data in 2010 and earlier. We
show this discontinuity with a break in the trend line on graphs.

Limitations
e BRFSS does not represent people who do not speak English or Spanish. Estimates for Washington
residents of Asian heritage are especially likely to be biased due to language barriers.

* BRFSS does not represent people who live in institutions or other group settings, such as dormito-
ries, group homes, hospitals, in-patient drug freatment facilities, jails or prisons.
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Birth Certificate System

Purpose
Birth certificates establish legal rights associated with birth, paternity and adoption, and provide
public health information about births and newborns.

Coverage

The birth certfificate system covers all births to Washington State residents, including those for resi-
dents who give birth in other states; the Washington State Department of Health Center for Health
Statistics estimates the system to be more than 99% complete.

Limitations
High unknowns in some fields (such as the month prenatal care began and pre-pregnancy obesi-
ty) may make pattemns and trends difficult to interpret.

Cancer Registry

Purpose
The Washington State Cancer Registry (WSCR) monitors the incidence of cancer to understand,
control and reduce the occurrence and burden of cancer in Washington (RCW 70.54.230).

Coverage

WSCR includes information on residents of Washington, including those diagnosed and freated in
other states; the Department of Health WSCR program estimates that WSCR includes more than
95% of cancer cases in Washington residents.

Limitations

Those reporting cancer cases to WSCR record information on race and Hispanic origin from the
medical record or other reliable sources available at the time. Using information from the medical
record alone historically resulted in underreporting of American Indian and Alaska Native (AIAN)
and Hispanic people with cancer.

Census Population Counts and Intercensal and Postcensal Estimates

Purpose

The U.S. Constitution mandates a count of people living in the United States (the U.S. Decennial
Census) every 10 years to determine how many seats each state will have in the U.S. House of Rep-
resentatives. Locally developed intercensal and postcensal estimates provide population counts
for noncensus years. Department of Health uses these data as denominators for calculating rates
of health events.

Limitations

Although the Census Bureau attempts to obtain information from every known household, home-
less people, undocumented people who deliberately avoided the census for fear of disclosure
to the Immigration and Naturalization Service, urban poor living over commercial addresses, and
others may not be counted by the census.
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Death Certificate System

Purpose
Death certificates establish legal benefits and provide information about causes of death and
characteristics of decedents.

Coverage

The death certificate system covers all deaths in Washington and those of Washington residents
who die in other states; the Washington State Department of Health Center for Health Statistics
estimates that the system includes 99% of deaths to Washington residents.

Limitations
e Reported deaths in this report use the underlying cause of death.

e Underreporting of specific race and ethnicity classifications (such as among American Indian
or Alaska Natives) may underestimate death rates for these groups.

e Death rates can underestimate the magnitude of health problems for deaths that might be
underreported due to social stigma (such as AIDS and suicide) and for conditions that diminish
the quality of life but are not fatal (such as chronic alcoholism).

Healthy Youth Survey (HYS)

Purpose
The HYS provides indicators of health-related risk and protective factors and health status
among youth.

Coverage

State and county samples and county censuses include public school students in grades 6, 8, 10
and 12. The survey is offered in English and Spanish and administered in even years since 2002.
The Youth Risk Behavioral Surveillance System of the Centers for Disease Control and Prevention
was also used for national rates.

Limitations
* Data are self-reported and not otherwise verified.

¢ Most data reported are limited to 10" graders due to sample size and survey completion rates.
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Additional Data Sources

Brief descriptions of the additional data systems used in specific sections of this State Health
Assessment follow.

Air Quality

Section
Outdoor Air Quality

Purpose

The Air Quality Program is a source for air quality information in Washington that tracks air quality,
determines if air quality meets standards, and evaluates health impacts (Washington State Depart-
ment of Ecology).

More information

American Community Survey (ACS)

Section
Healthcare Access

Purpose

The ACS in an annual survey of population, social, economic, and housing characteristics con-
ducted throughout the U.S. by the Census Bureau with estimates down to census fract and block
group level.

More information

Community Outcome and Risk Evaluation (CORE) Information System

Section
Domestic Violence & Sexudal Violence

Purpose

The Community Risk Profiles details the risk and protection profiles for substance abuse prevention
planning using the Community Outcome and Risk Evaluation (CORE) Information System. CORE
obtains and integrates data annually from the Washington Association of Sheriffs and Police
Chiefs (WASPC): Uniform Crime Report (UCR), National Incident-Based Reporting System (NIBRS),
and Population Estimates: Washington State Office of Financial Management, Forecasting Division
(Washington State Department of Social and Health Services).

More information

County Health Rankings

Section
Access to Behavioral Health Providers

Purpose
The County Health Rankings detail factors that influence health and show that health experience
varies from area to area (Robert Wood Johnson Foundation and the University of Wisconsin).

More information
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Technical Notes

Technical notes pertinent to multiple sections are described below. Technical notes that are spe-
cific to individual sections are described in those sections.

Area-Based Measures
Percent living in poverty and percent college students

Sections that provide data from the Death Certificate System or the Washington State Cancer
Registry use area-based measures of economic resources and educational attainment be-
cause records in these systems do not contain relevant individual-level measures. We use two
area-based measures in a few sections of the Stafe Health Assessment, 1) the percent living in
poverty and 2) the percent of college graduates among census tract residents.

The percent of the population with a given characteristic such as living in poverty or graduating
college describes the general economic or educational level of people in one’s nearby commu-
nity. The measures describe individuals themselves to some extent because people living in neigh-
borhoods where, for instance, a high percentage of residents are poor are more likely to be poor
themselves compared to people in neighborhoods where there is less poverty (and the same with
college graduates). For reference, the federal poverty level in 2016 for a single person was $11,880
and for a family of four was $24,300.

The U.S. Census Bureau uses census fracts (with 2,500-8,000 residents) fo collect, tabulate and pres-
ent census information. The American Community Survey (ACS), a part of the U.S. Census, provides
information on poverty and educational level by census tract. We grouped census tracts into four
categories for poverty (less than 5%, 5%-9.9%, 10%—19.9% and 20% or more of census fract residents
living in poverty) and five categories for educational attainment (less than 15%, 15%—24.9%, 25%-—
34.9%, 35%-44.9% and 45% or more of census tract residents with college degree). Multiple years

of ACS data were aggregated (e.g., 5 years) to produce census fract level estimates. We then
assigned these values to the deaths and population to develop death rates and rates of cancer
incidence by census tract category.

Confidence Intervals

Confidence intervals provide a measure of how much a rate, percent or other estimate might vary
due to random factors or chance. They are used with survey data to account for the difference
between a sample from a population and the population itself. A 95% confidence interval cap-
tures the frue value of the estimate in 95 out of 100 cases. Confidence intervals are generally large
for small sample sizes and decrease as the sample size increases. Confidence intervals do not
account for variation due to missing, incomplete, or inaccurate data.

For this report, the 95% confidence intervals are portrayed on line graphs with shading around the
Washington State line, on bar and column charts with error bars, and in text as a number spread
around an estimate (e.g., £ 1%) similar fo the graphs on the next page.
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Race and Ethnicity

Race and ethnicity categories follow the federal standards for reporting on race and ethnicity
and reflect self-identified race and ethnicity, with the exception of death data. In analysis, Hispan-
ic or Latino ethnicity was considered before race. Data presented for Hispanics includes Hispanics
of any race. Data presented for the five race categories: American Indian or Alaska Native (AIAN),
Asian, black or African American, Native Hawaiian or Pacific Islander (NHOPI) and white includes
only non-Hispanics. In addition, these race categories include people who identify with a single
race only. The 4% of Washingtonians who identify with multiple races are not presented. This will
have a greater impact on younger populations who are more likely fo identify with multiple races.
We have not included multiple races as we don't currently have denominators for all people who
identify with a given race. In addition, this group represents people with a variety of different iden-
tities. A higher proportion of people identifying as AIAN and black identify with multiple races and
are more impacted by this exclusion. It is also important to note the single race only categories
(e.g.. American Indian or Alaska Native, Asian, black, Hispanic, Native Hawaiian or Other Pacific
Islander, white) presented throughout the State Health Assessment include aggregate groups of
people and may obscure differences in health status and risk or protective behaviors of subpopu-
lations. For example, subpopulations of Asians, such as Chinese, Filipino, Asian Indian, Viethamese,
Korean and other groups may have different health status from what is presented for Asians. Simi-
larly, African born black populations may have different health status from U.S. born blacks and
what is presented for blacks. Because people identifying with multiple races make up a larger pro-
portion of those idenftifying as AIAN and black, caution should be used in inferpretation. Also note
that race and ethnicity categories are aggregate groupings and may obscure differing health
status and risk behaviors of sub-populations.

Relative Standard Error

The relative standard error (RSE) provides a measure of reliability (also termed ‘statistical stability’)
for statistical estimates. When the RSE is large, the estimate is imprecise and we term such rates or
proportions ‘unstable’ or ‘not reliable.’ In these instances, the data analyst needs to balance issues
of the right-to-know with presenting data that might be misleading.

For this report, any data element where the RSE was 30% or greater was suppressed due to the
unreliability of the estimate. Data elements where the RSE was between 25% and 29% were anno-
tated with a flag (#) to suggest using caution with the potentially unreliable estimate.

Rural Urban Geography Classification

The Washington State Department of Health (DOH) Rural-Urban Classification Scheme is derived
from the Rural Urban Commuting Areas (RUCA) codes created for the Federal Office of Rural
Health and Policy (OFRHP) based on Census 2010 data and information for all census tracts (and
approximation of the RUCA codes for all ZIP codes) in the United States. The basic framework of
RUCA codes is grouped into four levels based mainly on population size and patterns of prima-

ry commuting flow. The DOH Rural-Urban Classification Scheme put the basic framework of the
census 2010 based RUCA codes in context and created a modified four-fier rural-urban classifi-
cation scheme at the sub-county level (census tracts and ZIP codes) of geography. This modified
scheme refocused on population size and population density. The four categories include: Urban
core (larger populations of 50,000 or more and primary flow within the urbanized area), Suburban
(moderate population of 10,000-49,999; primary flow within large urban cluster; population density
over 100 per square mile), Large town (population of 2,500-2,999; primary flow with in small urban
clusters; population density over 100 per square mile), and Small fown/Rural (population under
2,500; primary flow outside an urbanized area/urban cluster; population density less than 100 per
square mile).The DOH rural-urban classification guideline document is available from
www.doh.wa.gov/Portals/1/Documents/1500/RUCAGuide.pdf.
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