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EEXXEECCUUTTIIVVEE  SSUUMMMMAARRYY    
 

The Thurston County Board of Health and the Thurston County Community Health Task Force 
hope to foster greater understanding of the problems associated with the fragmented system of 
health care delivery and find solutions to these problems. This report illustrates the problems that 
individuals and communities face with lack of access to medical, dental, and mental health care 
and offers solutions that must be pursued at the local, state, and federal levels. 

 
The Thurston County Community Health Task Force (Task Force) believes a long-term 
investment is needed to create and support improvement in the current health care delivery 
system.  There have been many Task Force efforts and successes over the past ten years; 
however, the local community cannot solve issues of access to care without the help and support 
of state and federal government agencies and the private sector.  One important factor in 
improving access to care is increasing reimbursements for providers, a factor that is not 
controlled at the local level.  Our history with prenatal care in the late 1980’s and children’s dental 
care in the late 1990’s proves that increasing reimbursement for targeted services has improved 
access. 

 
The Task Force recognizes the thousands of dedicated, caring and skilled providers who manage 
the service delivery system. The Task Force does not attribute the shortcomings of the current 
system to a lack of professionalism or compassion of health care workers. 

 
Four themes emerged as the Task Force prioritized solutions among the three discrete areas of 
medical, dental, and mental health.   

¾ First, Consumer stewardship and personal responsibility: individuals must be 
educated about appropriate health system use, and given incentives for positive 
behavior change, particularly changes that decrease risks for chronic physical and 
mental disease (e.g., stop tobacco use and violence, increase exercise, and improve 
nutrition).  This solution requires monetary investment and changes in policy and 
practice at the local, state, and federal levels.   

¾ Second, System scope: each individual must be treated in the whole body, not as 
separate medical, dental, or mental health issues; individuals must be afforded 
appropriate treatment across the lifespan, care should not be limited to discrete age 
groups; care must be provided by a diverse, culturally competent workforce to a 
culturally diverse community.  This solution requires primary policy and practice 
changes at the local level.   

¾ Third, invest state and federal resources in Reducing the number of uninsured 
individuals by increasing enrollment of eligible individuals in public insurances and 
improving the ability for small business to offer and support enrollment in private 
medical and dental insurance plans.   

¾ Fourth, we must change local practice and policies and invest state and federal 
resources to Increase the number of people that are cared for by increasing the 
number of providers in the community that accept public insurance (Medicaid, 
Medicare, Basic Health Plan) and sliding scale private payment for services, 
increasing the number of publicly insured individuals that providers accept as patients, 
improving reimbursement for services provided by public insurance such as Medicaid, 
Medicare, and Basic Health Plan, and increasing provider efficiency by focusing 
efforts on prevention and encouragement of positive behavior change (e.g., stop 
tobacco use, increase exercise, improve nutrition). 

 
Full text of the report can be obtained at www.co.thurston.wa.us/health/publications . 

http://www.co.thurston.wa.us/health/publications
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PPAARRTTIICCIIPPAANNTTSS::    WWHHOO  WWAASS  IINNVVOOLLVVEEDD??  
 

 
 
 

¾ Deborah Ahern, Thurston County Public 
Health and Social Services Department 

¾ Stephen Albrecht MD, Thurston/Mason 
Medical Society 

¾ Nancy Armstrong, ARNP, Eastside 
Women's Health 

¾ Linda Barrett, Olympia Union Gospel 
Mission 

¾ C. Scott Bond, Chief Executive/ 
Administrator, Providence Southwest WA 
Service Area/Providence St. Peter 
Hospital 

¾ Robyn Bradshaw, MPA Candidate, The 
Evergreen State College 

¾ Maureen Callaghan, MD 
¾ Charlotte Clark-Neitzel, MD, Sea Mar 

Community Health Clinic 
¾ Mariella Cummings, CEO, Physicians of 

SW Washington 
¾ Holly Detzler, Director/Business 

Development, CHOICE Regional Health 
Network 

¾ John Deviny, DDS 
¾ Gary Fredericksen, Clinical Social 

Worker, Behavioral Health Resources 
¾ Kevin Haugton, MD, St. Peter Family 

Practice 
¾ William Hurley, Medical Director/ER, 

Providence St. Peter Hospital 
¾ James Hutchinson, DDS 
¾ Lee Johnson 
¾ Lisa Johnson, MD, St. Peter Family 

Practice 
¾ Jane Jones, ACSW 
¾ Louise Kaplan, ARNP 
¾ Charlie Keck, MD 
¾ Mickel Kautsky, DDS/President, 

Thurston/Mason Dental Society 
¾ Vickie Kilgore, Executive Editor, The 

Olympian 
¾ Selena Kilmoyer, Administrator, Bread 

and Roses 
¾ Mary Anne Lindeblad, Westminster 

Presbyterian Church 
¾ Dennis Mahar, Director, Lewis, Mason, 

Thurston Area Agency on Aging 

¾ Mike Marsh, Chief Strategic Officer, 
Providence St. Peter Hospital 

¾ John Masterson, Executive Director, 
Behavioral Health Resources 

¾ Sherri McDonald, Director, Thurston 
County PHSS 

¾ Raymond Moeller, Medical Center Chief, 
Group Health Cooperative 

¾ Ann Neeld, Chief Operations Officer, 
Capital Medical Center 

¾ Kathleen O'Connor, MD, MPH, Sound 
Health Solutions 

¾ Bill Perkins, Owner, GHB Insurance 
¾ Bev Peterson, Director, Crisis Clinic 
¾ Susan Peterson, Executive Director, 

Thurston/Mason Medical Society 
¾ Bev Roder, RN, CCM, Manager, Quality 

Improvement/Utilization, Physicians of 
SW Washington 

¾ Joseph Sharp, Chief Executice Officer, 
Capital Medical Center 

¾ Loren Steffen, Executive Director, 
Olympia Union Gospel Mission 

¾ Pam Toal, Executive Director, United 
Way of Thurston County 

¾ Joe Wall, M.H.A., Providence St. Peter 
Hospital Family Practice 

¾ John Walsh, Executive Director, 
Thurston-Mason-Lewis Community 
Action Council 

¾ Bethany Weidner, Sea Mar Community 
Health Clinic 

¾ Kristen West, Executive Director, 
CHOICE Regional Health Network 

¾ Juno Whittaker, Community 
Development Consultant, DOH/Office of 
Community & Rural Health 

¾ Diana Yu, MD, MSPH, Health Officer, 
Thurston County PHSS 

 

Community Health Task Force 
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IINNTTRROODDUUCCTTIIOONN   
 
 
 
 

The Thurston County Board of Health and the Thurston County Community Health Task 
Force hope to foster greater understanding of the problems associated with the 
fragmented system of health care delivery and find solutions to these problems. This 
report seeks to illustrate the problems individuals and communities face with lack of 
access to medical, dental, and mental health care and offers solutions that must be 
pursued at the local, state, and federal levels. 
 
The Thurston County Community Health Task Force (Task Force) believes a long-term 
investment is needed to create and support improvement in the current health care 
delivery system.  The Task Force has worked for the past 10 years examining the issues 
facing Thurston County and to prioritize necessary local resources and target at-risk 
populations.  The Task Force is committed to improving and protecting the health of all 
people, regardless of their income, age, racial or ethnic background or particular health 
problems.  There have been many successes; however, the Task Force does not 
anticipate being able to solve issues of access to care without the help and support of 
state and federal government agencies and the private sector.  One important factor in 
improving access to care is increasing reimbursements for providers, a factor that is not 
controlled at the local level.  Our history with prenatal care in the late 1980’s and 
children’s dental care in the late 1990’s proves that increasing reimbursement for 
targeted services has improved access. 
 
In the United States, the public health model attends to the health of a population in its 
entirety and focuses on epidemiological surveillance, health promotion, disease 
prevention and access to services.  The Task Force believes that investment in 
prevention and early intervention is key to interrupting the cycle of increasing costs 
attributed to chronic conditions, experienced by more and more individuals in our society.  
It is important to remember that investments in prevention made in one part of the system 
will have returns in an entirely different part of our society.  For instance, investment in a 
public health nurse home visitation program for high risk, pregnant women will save costs 
to the education and juvenile justice systems.  Investment in appropriate treatment for 
chemical dependency problems will result in cost savings for the medical service delivery 
system. 
 
The US health care delivery system is multifaceted and complex, and includes the public 
and private sectors, general and specialty health providers, social services, housing, 
criminal justice, and educational agencies.  These agencies do not always function in a 
coordinated manner.  The configuration of the system reflects responses to a broad array 
of factors, including reform movements, financial incentives based on who pays for what 
kind of services, and advances in care and treatment technology.  The hybrid system that 
exists today serves diverse functions well for many people.  However, individuals often 
find the system fragmented and difficult to use.  These difficulties are compounded for 
members of the community who face language, transportation, financial, and other 
barriers. 

Strategies to Improve Access to Care- A 
Plan for the Thurston County Community 
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Based on US Census, between 1990 and 2000, Thurston County experienced an 83% 
increase in the number of community members who speak a language other than English 
at home.  As our society and community becomes more and more diverse, it is important 
for us to address the various aspects of culture and its effect on service delivery.   
Culturally competent services incorporate understanding of racial and ethnic groups, their 
histories, traditions, beliefs, and value systems.  Culturally competent care also 
addresses issues of lifestyle choices and differences in health and health care.  With a 
fundamental respect for clients, any professional can be trained to provide culturally 
competent services that reflect sensitivity to individual differences, while assigning validity 
to an individual’s group identity. Nonetheless, the preference of many members of ethnic 
and racial minority groups is to be treated by health professionals of similar background. 
This preference underscores the need to remedy the current insufficient supply of health 
professionals who are members of minority groups.  In addition, increasing the number of 
competent medical interpreters can decrease the number of medical errors due to lack of 
communication between providers and patients.   
 
The Task Force recognizes the thousands of dedicated, caring and skilled providers that 
manage the service delivery system. The Task Force does not attribute the shortcomings 
of the current system to a lack of professionalism or compassion of health care workers. 
We are experiencing a failure of the US health care delivery system as it has evolved 
over the past four to five decades.  We need to integrate programs that are fragmented 
across levels of government and among many agencies.  We need to stop duplicating 
services and tracking in order to satisfy unnecessary regulation.  We must treat 
individuals as a whole rather than as discrete body parts.  In short, the US must replace 
the currently failing system with efficient, effective services that people can count on.  
There are many examples of local investments in improving the service delivery system.  
For instance, the Cities of Olympia, Lacey, and Tumwater and Thurston County, through 
a pooling of human services money, have contributed $100,000 to bringing the SeaMar 
Community Health Center to Thurston County; $50,000 to creating a technology resource 
for improving coordination and referral mechanisms for medical and social service 
providers; committed to support for pharmaceutical assistance as a vital mechanism for 
the success of Project Access. 
 
Community Health Management Districts can be created under existing law (RCW 
70.44) that authorizes the formation of county public health care service districts to better 
organize and connect existing services into a coordinated health care system with taxing 
authority to build more local capacity for serving low-income people. A group of 
community leaders can apply through county commissioners (or a petition of 10% of 
registered voters) at the next general or special election. Governance is local and will 
reflect community values in terms of: 1) what care everyone in the community should 
have access to, 2) how to improve service delivery, and 3) managing and leveraging 
funds to ensure everybody has a medical home.   
 
This report is organized into three sections: medical, dental, and mental health issues. 
Within each section we strive to illustrate the issues using an overview, description of 
current community efforts, local stories, data, barriers identified, and short and long term 
solutions.  Integration of medical, dental, and mental health services will decrease cost 
and barriers to necessary care.  These individual, broken systems of care negatively 
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impact the ability of all providers to do their jobs.  Precious time is consumed when 
primary care providers must care for individuals with complex and severe problems, 
without the benefit of specialist consultation or support.   
 
Four themes emerged as the Task Force prioritized solutions among the three discrete 
areas of medical, dental, and mental health.  First, Consumer stewardship and 
personal responsibility: individuals must be educated about appropriate health system 
use, and given incentives for positive behavior change, particularly changes that 
decrease risks for chronic physical and mental disease (e.g., stop tobacco use and 
violence, increase exercise, and improve nutrition).  This solution requires monetary 
investment and changes in policy and practice at the local, state, and federal levels.  
Second, System scope: each individual must be treated in the whole body, not as 
separate medical, dental, or mental health issues; individuals must be afforded 
appropriate treatment across the lifespan, care must not be limited to discreet age 
groups; care must be provided by a diverse, culturally competent workforce to a culturally 
diverse community.  This solution requires primary policy and practice changes at the 
local level.  Third, invest state and federal resources in Reducing the number of 
uninsured individuals by increasing enrollment of eligible individuals in public insurances 
and improving the ability for small business to offer and support enrollment in private 
medical and dental insurance plans.  Fourth,  we must change local practice and policies 
and invest state and federal resources to Increase the number of people that are 
cared for by increasing the number of providers in the community that accept public 
insurance (Medicaid, Medicare, Basic Health Plan) and sliding scale private payment for 
services, increasing the number of publicly insured individuals that providers accept as 
patients, improving reimbursement for services provided by public insurance such as 
Medicaid, Medicare, and Basic Health Plan, and increasing provider efficiency by 
focusing efforts on prevention and encouragement of positive behavior change (e.g., stop 
tobacco use, increase exercise, improve nutrition). 
 
The Task Force offers this report to policy makers and our community in the hope that 
examination of these issues will lead to solutions.  We have a long history of working 
together and making great improvements in our community.  We hope to use this 
momentum to improve the currently complex systems of medical, dental, and mental 
health care available to our families, our community, and us. 
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AACCCCEESSSS  TTOO  MMEEDDIICCAALL  CCAARREE  
 
 
 

The medical service delivery system continues to be in disarray.  The medical care 
“safety net” for individuals without a usual source of care or a regular health care provider 
is particularly fragile in Thurston County.  This fragile system is illustrated by the number 
of patients who are unable to access basic primary care through private practices and 
have become increasingly reliant on emergency departments for these needs.  The 
Institute of Medicine’s 2001 Crossing the Quality Chasm articulates four key aspects of 
the current health care delivery system that help explain problems with the system: (1) 
the growing complexity of science and technology; (2) the increase in chronic conditions; 
(3) a poorly organized delivery system; and (4) constraints on exploiting the revolution in 
information technology.1

 
In addition to the above issues, the 
financial crisis in our state has 
created a health care crisis.  
Washington State faced a budget 
shortfall of $2.4 billion for the 2003-
05 biennium.  In order to balance 
this deficit, the Governor and 
Legislature cut $2.1 billion  from 
the General Fund, including  $275 
million reduction in the Health 
Services Account, which funds part of Medicaid and the Basic Health Plan.2  To 
accommodate this cut, the state has increased the frequency of eligibility reviews and 
added documentation requirements for Medicaid eligibility.  These changes are 
increasing exits from the Medicaid program and have contributed to a substantial 
enrollment reduction of more than 20,000 enrollees between April 2003 and December 
2003.  Implications of these policies include3: 

¾ Increases in the number of uninsured, who represent a higher cost to the 
health care system overall. 

¾ There is an estimated 506,261 Washington residents age 0-64 without 
health insurance; approximately 16,370 reside in Thurston County.4 

¾ The cost of providing care for the uninsured in Thurston County is 
$9,053,974 annually.5 

¾ A shift of costs to other parts of the health care system, including 
hospitals and community health centers. 

                                                 
1 Institute of Medicine, Crossing the Quality Chasm,  National Academy of Sciences, 2001 
2 Governor Gary Locke’s Remarks Budget Proposal News Conference.  December 17, 2002.  State of Washington.  
October 20, 2004 <http://www.governor.wa.gov/speeches/speech-view.asp?SpeechSeq=363> 
3 Health Policy Analysis Program University of Washington. 2004. “The Costs of Enrollment Instability in 
Washington State’s Medicaid Program.” Spokane, WA: Health Improvement Partnership Spokane, Retrieved 
October 20, 2004 <http://depts.washington.edu/hpap/Publications/medicaid_cycling.html>
4 State of Washington, Office of Financial Management, State Population Survey, 2002 
5 Office of Insurance Commissioner, What the Uninsured are Costing You:  Puget Sound Metro Regional Report, 
August 2004.  Department of Health Data, CHARS, and Hospital Financials.   

Overview of Problem 

2003-05 Budget Overview 
(General Fund & Health Services Account)

Health Care: 
15.4% ($3.7 

billion)

84.6% 
Remainder of 

$24 billion

http://www.governor.wa.gov/speeches/speech-view.asp?SpeechSeq=363
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In addition, language that tightened eligibility requirements for children’s Medicaid and 
the Children’s Health Insurance Program (CHIP) was passed during the 2003 legislative 
session.  This resulted in the elimination of continuous eligibility, a provision that allowed 
children’s eligibility for 12 months following enrollment or recertification, regardless of 
family income.  Legislators expect these administrative changes to result in 14,000 newly 
uninsured children in Washington State.6

 
In addition to the cuts to publicly supported programs, fewer large group market 
employers (employers with 50 or more employees) are able to provide medical or dental 
insurance due to double digit insurance premium increases ranging from 14% in 2001 to  
19% in 2003, 7 thus making Washington’s business climate less desirable and 
competitive.  Access to a private health care provider for those with public insurance such 
as Medicaid, Medicare or Basic Health is a growing concern.  
 
 The number of physicians practicing medicine in Washington continues to decline in 
relation to population.  Physicians leave or decline recruitment to Washington in favor of 
states with higher reimbursement rates for medical care and lower medical malpractice 
insurance premium costs.  The Thurston County Primary Care Medical Provider Survey, 
1999 and 2002, indicates that since 1999 the number of primary care physicians dropped 
5%, primary care FTEs dropped 7%, and physician capacity for Medicaid patients 
declined 12%.8 Fewer practices are accepting new public insurance patients due to low 
reimbursement rates.  Based on the 2002 Thurston County Primary Care Medical 
Provider Survey 46% of physicians, urgent care clinics, nurse practitioners, and 
physician’s assistants were accepting new Medicaid patients, 51% were accepting new 
Medicare patients, and 36% were accepting new Basic Health patients. 
 
Hospitals are unable to respond to 
current needs, much less address 
the growing needs of their 
communities. The Washington State 
Department of Health reports that 
overall operating margins for 
Washington’s hospitals remained 
relatively low- 3.8% in 2003.  In 
1997, the figure was 2.9%, a 31% 
increase.9  Increasing operating  
margins impact the hospital’s ability 
to maintain equipment and facilities.   
Increased visits to hospital emergency rooms have placed a burden on the emergency 
care system, thus increasing the number of times patients are diverted to an emergency 

                                                 
6 Children’s Alliance.  2003. “Changes to Children’s Health Programs Enacted in the 2003 Legislative Session.” 
Retrieved October 20, 2004 <http://childrensalliance.org/4Download/health_report_2003FIN.pdf>
7 Michael Arnis, Office of the Insurance Commissioner, October 7, 2004. 
8 Access to Primary Care Providers For Medicaid and Medicare Patients In Thurston County, Washington 
Department of Health, Office of Community and Rural Health, May 9, 2003. 
 
9 hospTRENDS, Washington State, Hospital Financial and Utilization Trend Update, Quarter Ended December 31, 
2003 and Quarter Ended December 31, 1999. 

Overall Operating Margins for Washington 
State Hospitals, 1997 and 2003
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care facility further from the initial site, potentially compromising the outcome of the 
individual’s care. 
 
 
 
The Clinic at West Olympia- Increase Primary Care Capacity: 
Capital Medical Center (CMC) made a major contribution to access to care in our 
community by operating the Clinic at West Olympia from 2002 through 2004.   This nurse 
practitioner clinic served primarily Medicaid, Medicare, and uninsured patients. 

 
Flux in the health care system presents significant challenges to health care 
organizations.  In order to maintain services essential to our community, CMC 
administration made the difficult decision to close both the Clinic at West Olympia and 
Clinic at Elma.  After exploration of several options, the staff at the Clinic at West Olympia 
determined that there was no viable option that would allow the clinic to continue to 
function as a nurse practitioner clinic.   

 
In its two years of operation, Clinic at West Olympia has served nearly 3,000 patients.  
Health plan representatives,  CHOICE staff and other community resources worked to 
reassign Clinic at West Olympia managed care patients to other clinics.   
 
The Thurston County Community Health Task Force thanks CMC for its commitment to 
the community and access to care.  The Task Force also thanks the providers at the 
clinic who dedicated themselves to serving the patients, some of whom are among the 
most challenging and complex in our community.  The nurse practitioners, nurses, and 
office staff have gone above and beyond expectations to provide comprehensive, quality, 
and compassionate care to people who are often disenfranchised.   
 
SeaMar Community Health Center –  Increase the Effectiveness and Efficiency of 
Care Through Coordination of Services: 
In January 2000, the Thurston County Community Health Task Force succeeded in 
bringing a Federally Qualified Health Center into Thurston County to help serve the un- 
and under-insured population.  SeaMar Community Health Center at the end of 2004 has 
nearly six full-time providers seeing patients, of whom 20-30% are uninsured.  This 
relatively low percentage of uninsured is due, in part, to the high number of Medicaid 
patients that make up the bulk of SeaMar’s client base that are not seen elsewhere in the 
community.  With a sliding-fee scale and five Spanish-speaking providers, the health 
center has already improved access for the low-income as well as the local Hispanic 
community.  SeaMar has become the primary care provider for many patients referred 
from the emergency rooms, the Neighborhood Free Medical Clinic, and local social 
service agencies.   

 
The need now is to increase coordination with other agencies and medical providers in 
ways that make more efficient use of this resource both to integrate health service 
delivery, and to provide increased access without increased expense.  SeaMar is working 
with CHOICE Regional Health Network on a volunteer-staffed, computer-based 
Pharmacy Assistance Program to streamline access to no-cost prescription drugs.  
Project Access, a local initiative to organize donated care by the medical community, 
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