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EXECUTIVE
SUMMARY

METHODS:

PURPOSE:
The Community Health Needs Assessment (CHNA) helps
determine which critical health needs the community will
focus on addressing over the next 3-5 years. It is a systematic
and shared process for identifying and analyzing community
needs and assets throughout Benton and Franklin counties,
from Prosser to Connell, from Hover to Hanford. The 2019
CHNA is the result of dozens of stakeholder interviews and
focus groups, hours upon hours of research, and multiple
community and partner surveys. Not to mention the magic of
two large-group exercises to identify and agree on three
priority health needs.
Just as our community is more than the sum total of residents
and visitors, the health of our community is more than just the
health of the individuals who live, work and play in Benton and
Franklin Counties. The health status of our residents is
important, but equally important is the strength of families
and the communities where they live.
Over the past several years, there have been some significant
changes in the way our community views itself and its
challenges and needs. Those changes are reflected in this
document. In 2012, for example, the two strategic priorities
were promoting healthy weight/reducing obesity and
improving access to health care services. The 2016 CHNA
added improving the mental/behavioral health system to the
priority needs for our two-county area. The Community Health
Improvement Plan (CHIP) was updated in 2017 and highlights
on the progress to address these issues are detailed on pages
5-6 of this document.

Behavioral Health
Challenges

The framework for the 2019 CHNA is based on a modified
version of the Mobilizing for Action through Planning and
Partnerships (MAPP) reflecting the model used in the prior
CHNAs and also provided by Providence St. Joseph Health (PSJH).
The CHNA Steering Committee began meeting in March, made
up of representatives of the Benton-Franklin Health District
(BFHD), Kadlec Regional Medical Center (Kadlec), Trios Health
(Trios), Lourdes Health (Lourdes), Prosser Memorial Health
(PMH), and the Benton-Franklin Community Health Alliance
(BFCHA). PSJH Community Health Investment staff provided
invaluable technical assistance including a Spanish-speaking
facilitator and qualitative data analysis.
As a result, the 2019 CHNA reflects the health of the community
in different ways. The numbers (quantitative data) often tell only
part of the story. We were able to flesh out our understanding of
the numbers with a formal analysis of the quality of the data by
reviewing body language, tone, and frequency of key
words/concepts in our interviews and listening sessions. This
gives us a much fuller understanding of the needs of our bicounty community.

RESULTS:
Over fifty representatives including public health, hospital and
health systems, behavioral health, community service
organizations, first responders, business and education gathered
for facilitated compression planning session to review and reflect
on the data, identify important issues and come to agreement
on the critical priorities for change. The three priorities are
behavioral health challenges, access and cost of all healthcare
and social determinants of health. Social determinants of health
are the conditions in the communities where people live, learn
work and play. Including them as a priority reflects the growing
recognition that factors such as housing, transportation, poverty
and even discrimination play an important role in overall health
and well-being.

Access and Cost of
All Health Care

Social Determinants
of Health
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HEALTH EQUITY
Health Equity works to optimize conditions so that everyone in the
community has the opportunity to attain their highest level of health
and achieve positive health outcomes. Health outcomes are
influenced by a multitude of factors other than genetics and biology,
including behavioral, environmental, and social factors. These external
factors, known as Social Determinants of Health (SDOH) include
housing, education, income, healthcare, public safety, and food
access. Race, culture, and gender identity are forces in determining
how these social determinants are distributed.

Certain population groups are disproportionately impacted by these
factors and are, therefore, at a higher risk of various negative health
outcomes and adverse health disparities. Health Disparities are
differences in health status between groups of people related to
factors such as race, gender, income, or geographic region. It is
important to recognize that differences in health status related to
race, culture, and gender identity may, in fact, reflect systematic
inequities in how social determinants like housing, food access, and
education are distributed.
The CHNA steering committee made intentional efforts to utilize
disparities data during the CHNA process. The steering committee
worked to ensure there were a variety of stakeholder interviews and
listening sessions for various demographic groups either highlighted
in the 2018 Disparities Report published by BFHD or recognized as
historically marginalized groups. Some of these priority populations
included the elderly, people of color, people who identify as LGBTQ+,
people with low-incomes, people experiencing homelessness, and
people living with disabilities. This also led to a greater effort to
increase the number of Spanish-speaking sessions offered which
resulted in three separate Spanish-speaking listening sessions with a
Spanish-speaking facilitator and notetakers present.

.
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OUR COMMUNITY
Benton and Franklin Counties, located in south-central Washington,
have a total population of approximately 290,000 people. Each of the
three main municipalities that make up the Tri-Cities are located within
one of these two counties; Kennewick and Richland within Benton
County and Pasco within Franklin County. There are numerous other
smaller cities located within this jurisdiction including Prosser, Connell,
Eltopia, Benton City, West Richland, Finley, Mesa, Basin City, and
Kahlotus.
The population estimates for the cities and towns within Benton and
Franklin Counties in 2019:
Benton City: 3,520
Connell: 5,500
Kahlotus: 165
Kennewick: 83,670
Mesa: 495
Pasco: 75,290
Prosser: 6,145
Richland: 56,850
West Richland: 15,340
Given these numbers, the estimated population of residents living in
unincorporated areas in either county (ex: Finley, Eltopia, Basin City) is
43,000 people.
While the
population
remains
predominantly
white, there is a
substantial
Hispanic/Latinx
population that
has more than
doubled over the
past two decades.
Approximately 41,000 people living in the bi-county region are foreign
born, regardless of citizenship status, and 30% of households report
English is not the primary language spoken in the home.
The age distribution for Benton and Franklin Counties is approximately:
0-17 years: 28%
18-34 years: 22%
35-64 years: 37%
65+ years: 13%

Photo Credit: J.D.S/Shutterstock

Sources:
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Benton-Franklin Trends
Community Health Assessment Tool (CHAT)

OUR COMMUNITY CONT.
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The map below illustrates the approximate hospital service area of the four local
healthcare systems in the region: Kadlec Regional Medical Center (Kadlec), Trios
Health (Trios), Lourdes Health (Lourdes), and Prosser Memorial Health (PMH).
The bi-county region is also considered to be a health care provider shortage
area for primary care providers, mental health providers, and dental providers,
meaning there are not enough providers for the population size, geographic
location, or facility type. Franklin County is also considered to be a medically
underserved area which the federal government classifies as an area that has
too few primary care providers, high infant mortality, high poverty, or a high
elderly population. These definitions and more information can be found on
the website for the Health Resources & Services Administration (HRSA).

2019 CHNA
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2017 CHIP
ACCOMPLISHMENTS
The updated 2016 CHNA resulted in three priority issues to be
addressed by the 2017 Community Health Improvement Plan (CHIP).
These priorities were:
Improve access to health care
Reduce obesity and diabetes rates
Improve the mental/behavioral health system
Each priority issue was assigned related goals, along with SMART
objectives (Specific, Measurable, Achievable, Realistic, and TimeBound) to support those goals.

Improve Access to Health Care
The priority issue related to access to health care was broken up into
three goals:
Resources will be identified to reduce barriers and costs of
health care
The community will experience coordinated health care
The health care delivery system will have the capacity to meet
the needs of the community.
To achieve these goals, community partners surveyed the population
over the course of two years to fully understand the local barriers to
health care, increased the number of Community Health Workers
(CHW), expanded enrollment of uninsured citizens onto health care
coverage through the Washington Health Benefit Exchange,
increased the number of partners distributing community education
and engagement materials (rack cards, booklets, etc.), and increased
dentist interactions with providers and the community through the
annual Eastern Washington Medical-Dental Summit.
The goal of improved access also ties heavily into health equity. To
address this, Kadlec has expanded its Family Medicine Residency
Program that includes rotations with a local clinic that provides
primary care for the uninsured. Prosser Memorial Health (PMH)
made similar efforts to increase outreach to under-served
populations in need of primary health care with their Community
Paramedic Program that resulted in over 600 free home visits to
Photo Credit: Mary
Shutterstock
Lynn Merriman

community members in 2018 alone.

2017 CHIP
ACCOMPLISHMENTS CONT.

Reduce Obesity
The priority issue of reducing obesity and diabetes rates
was also divided into three goals:
Community members will be more physically active
Adults will make more nutritious food choices
Promote breastfeeding and improve child nutrition
To achieve these goals, the Benton-Franklin Health
District (BFHD) has been working in partnership with local
schools to implement Safe Routes to Schools programs
and support local cities with enacting Complete Streets
policies for new commercial and residential development.
Both of these programs are nationally recognized ways to
improve access and encourage more physical activity.
The Health District has also led the community in
breastfeeding best practices through partnerships with
local hospitals aimed at eventually applying for the
Breastfeeding Friendly Washington status and by
operating a peer counseling program through WIC that
has received state recognition and awards for excellence.
PMH has supported local farmer's market events to
promote healthy eating and hosted free events
promoting breastfeeding that provided in-person
provider support for breastfeeding patients. Kadlec has
partnered with more than 30 area schools to offer a free
program that teaches health and wellness information to
school-age children.

PAGE | 06

Improve the Mental/Behavioral
Health System
The priority issue of improving the mental/behavioral
health system was assigned three goals:
Create more awareness about whole person health,
including behavioral/mental health
Work to eliminate gaps in the system
Improve integration and coordination of services
BFHD has partnered with Kadlec and other community
partners to host community events such as a lockbox
giveaway for storage of handguns. BFHD and Kadlec have
also been active in offering various community trainings
related to behavioral health including Signs of Suicide,
Youth Mental Health First Aid, and Adult Mental Health
First Aid. Local partners and businesses have worked hard
to stand up the first syringe exchange program in the bicounty region and expand treatment services for those
with substance use disorders. Lourdes began working with
local law enforcement in Richland, Kennewick, and Pasco
to establish mobile outreach teams. This program pairs
mental health professionals and counselors with local law
enforcement officers in order to respond immediately to
any calls with a mental health component. This innovative
approach is another example of health equity work in
action; a program specifically aimed at serving populations
who are often outside the traditional health care system,
or those who struggle with access to care.
BFHD also hosted a summit in 2018 that brought together
community partners to do compression planning around
the topic of youth suicide. Priority issues were identified
and potential solutions were outlined in the community
work plan.

Photo Credit: Tri-City Herald
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METHODOLOGY
The steering committee consisted of representatives from
all the local health care systems (Kadlec Regional Medical
Center, Trios Health, Lourdes Health, and Prosser Memorial
Health), the Benton-Franklin Community Health Alliance
(BFCHA), and the Benton-Franklin Health District (BFHD).
The steering committee was formed in March 2019 and
began meeting weekly shortly thereafter. From the
members on the steering committee, only one person, the
Health Officer from BFHD, had been involved in the
previous CHNA process from 2013 and the update in 2016.
The group decided to use a modified version of the
Mobilizing for Action through Planning and Partnerships
(MAPP) guidance model promoted by the National
Association of County and City Health Officials (NACCHO).

Local Health Status Indicators
Health related data points were identified using the list
from the stakeholder survey, the previous 2013 and 2016
CHNA data books, and based on priority issues highlighted
by community members and stakeholders. These data
points make up the Local Health Status Indicators. The
Performance Management team from BFHD then compiled
the list of desired data points and determined which ones
could be supported by a reliable source. Sources used
during this process included the Healthy Youth Survey
(HYS), Behavioral Risk Factor Surveillance System (BRFSS),
Community Health Assessment Tool (CHAT), Office of the
Superintendent of Public Instruction (OSPI), Department of
Education, American Community Survey (ACS), and partnercollected data from the local healthcare systems and
community organizations. Using all of these sources, the
BFHD epidemiologist compiled the most current data on
120 individual data points into a 2019 Data Workbook to
bring back to the steering committee for consideration.

Photo Credit: Shutterstock

METHODOLOGY CONT.

Community Input
Qualitative data, or data in the form of words instead of
numbers, provides additional context and depth to the
CHNA that may not be fully captured by quantitative data.
Qualitative data was gathered in an attempt to gain
insightful and equitable Community Input. This took a
significant amount of time and effort in the form of
listening sessions with members of priority populations
and stakeholder interviews and surveys with those who
serve these populations. Based on feedback from the
Public Health Officer who participated in the CHNA process
in 2016, the steering committee identified community
input and involvement as an area of opportunity for
improvement. The group wanted to be more intentional
about incorporating health equity into this engagement
process. One way in which this was accomplished was by
utilizing existing tools, like the 2018 Health Disparities
Report published by BFHD. This report helped to inform the
ultimate decisions on which priority population groups
would be a primary focus for the listening sessions,
specifically highlighting the Hispanic/Latinx and the
LGBTQ+ communities. Another way the group sought to be
more inclusive was to offer multiple listening sessions in
Spanish, the other predominant language in Benton and
Franklin Counties besides English. A facilitator provided by
PSJH was able to conduct three of the 10 listening sessions

Photo Credit: Prosser Memorial Health
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completely in Spanish with Spanish-speaking notetakers
present at all of them. Finally, the steering committee
worked diligently to ensure a wide variety of sectors and
populations were represented in the 16 stakeholder
interviews including representation from the following
population and sector categories: behavioral health,
homelessness, healthcare, senior population,
Hispanic/Latinx population, domestic and sexual violence,
first responders, substance abuse, Pre-K-12th grade
education, post-secondary education, LGTBQ+ population,
refugee population, and persons living with a disability
population. The sessions were typically recorded with
participant permission, and one or two notetakers were
present to capture response information. Data from all of
the stakeholder interviews and listening sessions was sent
to a qualitative data analyst provided by PSJH for review
and analysis.
In an effort to include input from as many community
partners as possible, the steering committee opted to
disseminate the stakeholder survey from the stakeholder
interview packets. An electronic copy was created to
distribute through email distribution lists from BFHD, the
hospital partners, and BFCHA. Paper surveys were also
distributed to 20 coalitions, boards, or community partner
agencies. Over 200 survey responses were received and
analyzed as part of the Community Input data section.

2019 CHNA
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LOCAL HEALTH STATUS INDICATORS
Since the Steering Committee chose to utilize the survey provided in the stakeholder interview packet, the Performance
Management Department at BFHD identified 120 individual indicators that fit within one of the 26 categories outlined in the survey.
From there, the Steering Committee compared those 120 indicators with the state numbers and kept only the data points for which
the local numbers were performing worse than Washington state as a whole. Members then compared this list of remaining data
points to the overarching qualitative data themes from the community input and included a handful of indicators where local
performance was better than the state's overall, but still a concern to this community. This resulted in approximately 70 indicators
that fit within nine overarching topic areas. The following tables list these indicators, followed by a (B), (F), or (B&F) to indicate if the
data point is specific to Benton, Franklin, or both Benton and Franklin Counties.

Obesity

Physical Health

HEALTH STATUS
INDICATORS CONT.

Suicide and Mental Health

Sexual and Reproductive Health
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HEALTH STATUS
INDICATORS CONT.

Violence and Community Safety

Substance Abuse
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HEALTH STATUS
INDICATORS CONT.

Homelessness and Poverty

Access to Health Care

Aging Issues
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Community Stakeholder Surveys
The CHNA steering committee wanted to include as many

The CHNA steering committee recognizes the value in having
community members and community stakeholders participate in
the CHNA process and share their perspectives. As the people
who live and work in the counties, they have firsthand knowledge
of the needs and strengths of their community. To gather these
perspectives, the steering committee conducted listening sessions
with community members and surveyed or interviewed
community stakeholders.

opportunities for input from stakeholders as possible.

Listening Sessions

more needs were given high priority and tied for

Ten listening sessions were completed with a total of 96
community members. Participants shared their vision for a healthy
community, the health-related needs of their community, and the
assets that currently help their community be healthy. Following
are the dominant themes from the sessions:
Community members' vision for a healthy community

homelessness and housing instability. These top three

People are outside playing, walking, and being active
The community is diverse and inclusive, where all people can live
well
Community members feel safe and kids can play freely
People spend time together and take part in social events
Local health care services are accessible and affordable
People take care of one another, especially those who most need
support

Health-related needs of the community

Affordable medical care, dental care, and prescriptions,
specifically low-cost or free
Timely, convenient, and local medical care
Resources for people who need help and increase knowledge of
local resources
Affordable mental health services that are responsive to people’s
unique needs
Shelters and services for individuals experiencing homelessness
Safe, affordable, clean housing, especially for individuals with lowincomes
Increased community safety

Community strengths and assets

Community resource fairs and financial assistance programs
Multiple local hospitals and access to free medical services
Educational opportunities for adults and children
Access to healthy and fresh food
Community openness to diversity and people’s unique needs
Close proximity to natural resources and activities
Opportunities for people to exercise outdoors and be physically
fit
Good transportation services

They surveyed 256 stakeholders to provide additional
insight into the prioritization of health-related needs.
Stakeholders were asked to identify their top five healthrelated needs in the community. Stakeholders prioritized
one health-related need substantially above the others:
behavioral health challenges, including both mental
health and substance use disorder. After this need, two
importance: access to behavioral health services and
health-related needs mirror those of the stakeholders
who completed interviews. The top three health-related
needs are summarized as follows:
Behavioral health challenges
Access to behavioral health
Homelessness and housing insecurity

Community Stakeholder Interviews
The steering committee completed 16 community
stakeholder interviews, including 40 stakeholders, or
people who are invested in the well-being of the
community and have firsthand knowledge of community
needs and strengths. Stakeholders were asked to rank
the unmet health-related needs of their communities. For
those identified needs, stakeholders shared which
populations are most affected by the needs, gaps in
community services to address the need, and barriers to
services for community members. The top three unmet
health-related needs identified by stakeholders were
classified as high priority. The next three unmet-health
related needs were classified as medium priority.
Stakeholders were also asked to identify community
assets that help make the community healthier and
opportunities they see for community organizations to
better work together.

COMMUNITY INPUT CONT.
High Priority Unmet Health-Related Needs
Behavioral health challenges (includes both mental health and
substance use disorder): Stakeholders were concerned about
the high amount of substance abuse in the community and
lack of treatment options. Additionally, they were concerned
about youth mental health and rising youth suicide. They
identified people experiencing homelessness, young people,
older adults, veterans, and individuals who identify as LGBTQ+
as more affected by behavioral health challenges.
Stakeholders named stigma and a lack of funding for
treatment as barriers to addressing this issue. They saw
mental health services in schools and integration of behavioral
health screenings in primary care as gaps in services.
Homelessness/lack of safe, affordable housing: Stakeholders
identified housing as foundational to addressing all other
health-related needs. They spoke to needing more shelters,
affordable housing, transitional housing, and resources to
support people experiencing homelessness. They specifically
identified young parents, transgender people, women, people
with substance abuse disorder, people leaving domestic
violence, young people, and families with low-incomes as
particularly affected.
Access to behavioral health care: Stakeholders were
particularly concerned about not having a detox center or an
inpatient treatment center in Benton and Franklin Counties.
Additionally, they shared that a lack of mental health providers
and lack of affordable mental health care contributes to the
behavioral health challenges.

Photo Credit: Megan Fullmer and Kadlec
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Medium Priority Unmet Health-Related Needs
Access to medical care: Stakeholders shared that the
complexity of the healthcare system is a barrier to people
getting the medical care they need. They stated there are
currently not enough providers in the area, particularly
specialists, contributing to long wait times for appointments.
Specifically, there are gaps in medical care for veterans,
people identifying as LGBTQ+, and people who are
undocumented.
Domestic violence, child abuse/neglect: Stakeholders were
concerned about the long-term impact child abuse has on
children’s healthy development, as well as the interaction
between domestic violence and other issues such as
substance abuse and homelessness. Teen girls, individuals
identifying as LGBTQ+ and/or people with disabilities were
identified as groups disproportionately affected by violence.
Stakeholders saw safe places for children currently in danger
and community spaces for survivors of domestic violence to
support one another as gaps in community services.
Aging problems (such as memory, hearing, and vision loss):
Stakeholders felt their community is aging and the current
support services are not sufficient to meet the growing need.
To better meet this need, stakeholders stated Benton and
Franklin Counties need a memory care unit, more geriatric
providers, and more caregiver support groups. Additionally,
stakeholders shared there needs to be more education
around healthy aging, dementia, and Alzheimer’s for the
general community and providers.

COMMUNITY INPUT CONT.

“We got a lot of organizations in town that, while
they're doing great things, they think they're the only
kids on the block or are the only ones that can do it
or they're doing it the most perfect way and it ends
up siloing everybody involved, whether it's
community members or other organizations.”
– Community Stakeholder
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Stakeholders were asked, “What existing community health
initiatives or programs in your community are helpful in
addressing the health-related needs of the persons you serve?”
Participants named a variety of organizations, programs, and
local services they see as a community strength (See
Appendices for a full list). The most shared themes were as
follows:
Opportunities for Community Organizations to Work
Together
More collaboration and less competition: Stakeholders
shared they need more opportunities to collaborate with
one another. They see the current coalitions as a strength
and think there need to be more opportunities to learn
from one another and collaborate on solutions.
Communication and relationship building: Stakeholders
named numerous community organizations and programs
that are currently working to meet health-related needs, but
there is little communication between them. They would like
to see more relationship building among organizations and
sharing of up-to-date information and resources.
Community Strengths and Assets
Collaboration between organizations and coalitions to
address needs: Opportunities for organizations to work
together and leverage their unique strengths were
highlighted as a community asset.
Innovative approaches to addressing behavioral health
challenges: Programs such as the Trueblood Program and
the Mental Health Court are working to provide support to
individuals whose mental health impacts their criminal
behavior.
Providing services in schools: 3 Rivers Wraparound with
Intensive Services (WISe) and Communities in Schools are
providing supports and access to services to students in
schools, addressing behavioral health challenges and other
needs.

Photo Credit:
Canva

“We also have a couple of really great community organizations that are doing a lot of that
coordination and laying over like Communities in Schools. That's been a tremendous boon to all
of our school districts that have access there. And every school in the district wants a site
coordinator because it allows education folks to do education and then all of those systemic
barriers that our families in poverty are often facing, there is somebody that can help coordinate
those community services for them. ” – Community stakeholder

COMMUNITY INPUT CONT.

Data Blending
Community members and stakeholders identified many of
the same health-related needs as priorities. The specifics
of the need may have varied slightly. An overview of the
health-related needs of both community members and
stakeholders blended together is as follows (in no
particular order):
Behavioral Health Care (access to and challenges)
Both groups identified the importance of having affordable
mental health services available, particularly for youth and
people identifying as LGBTQ+. Both groups identified
stigma as a barrier to addressing behavioral health
challenges and noted a need for more mental health
providers. Stakeholders emphasized a need for substance
use disorder treatment and a detox center.
Homelessness/Safe, Affordable Housing
Both groups shared a need for more shelters, more lowincome housing for families, more affordable housing for
older adults, and more resources (such as showers and
laundry facilities) for people experiencing homelessness.
Community members emphasized wanting good quality,
clean homes. Stakeholders identified a need for more
transitional housing and wet shelters.

Photo Credit: Canva
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Access to Medical Care
Both groups identified a need for more specialists and
primary care providers to increase access to appointments.
Both groups identified a need for more accepting medical
services for LGBTQ+ individuals and more affordable
services for people who are undocumented. Stakeholders
emphasized the need for patient advocates to help navigate
the complexity of the health care system, while community
members emphasized the need for more affordable care,
including dental care.
Community Safety and Child Well-Being
Both groups were concerned with the well-being of children
and their safety, as well as the importance of schools in
meeting children’s social-emotional needs. Community
members were most concerned with gang violence in their
community, while stakeholders emphasized a concern for
domestic violence.
Aging Problems
Both groups acknowledged a need for more specialists and
services for older adults, especially those living alone in
their homes. Stakeholders were especially concerned about
access to services for people with varying forms of
dementia, such as Alzheimer's disease, and saw a need to
better educate community members on local resources
related to aging issues.

2019 CHNA

PRIORITIZATION
PROCESS & CRITERIA
The steering committee chose to evaluate the Local Health
Status Indicators by comparing them to Washington State
rates. Data points that were worse than the state numbers for
Benton, Franklin, or Benton and Franklin combined were
identified first. The data points were then narrowed down
further by the steering committee by considering other factors
like change over time, comparison to target numbers outlined
by Healthy People 2020, and the severity of the difference
between the local and state numbers. These data points were
then grouped into like categories of overarching topics and
the steering committee added additional data points related
to each topic and based on the priority issues highlighted
through Community Input, regardless of local numbers vs
state numbers, to present a more complete picture. This
resulted in a list of approximately 70 data points categorized
into nine topic areas: obesity, physical health, mental health
and suicide, substance abuse, homelessness and poverty,
aging issues, community violence and safety, access to health
care, and sexual and reproductive health.

Community Compression Planning
The steering committee then scheduled a community partner
compression planning session to which they invited agencies
and partners from their respective distribution lists and
specifically invited partners who participated in listening
sessions and stakeholder interviews. The compression

Photo Credit: Benton-Franklin Health District
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planning session was held in July 2019 at the location of the
normally occurring BFCHA meetings with a professional
facilitator. Over 50 representatives from community partners
and agencies attended the compression planning session and
participated in prioritization activities. Participants included
representation from health care networks, local clinics, public
health, first responders, behavioral health, long term care
facilities, local chambers of commerce, student nursing
programs, and other service-oriented community-based
organizations. Participants reviewed the 70 data points in a
small group discussion format. Participants were also provided
visual aids that indicated whether a data point was worse than
the state number, identified by community members and
partners as an issue, or selected previously as a health priority
in the prior CHNAs from 2013 and 2016. Each group shared the
data points that were significant to their group and lumped like
data points together based on overarching themes, resulting in
seven priority health issue topics: obesity, youth sexual and
reproductive health, violence and community safety, social
determinants of health, behavioral health challenges, access
and cost of all health care, and aging and long term care issues.
Participants then proceeded to select their top three priorities.
This resulted in three issues rising to the top as clear priorities,
three falling to the bottom, and one mid-range priority.
Participants selected the top three priority issue topics:
Behavioral Health Challenges
Access and Cost of All Health Care
Social Determinants of Health

PRIORITIZATION CONT.

Disparities Data
One thing that was clear from the majority of stakeholder
interviews, community listening sessions, data review, and
compression planning discussions was that not all population
groups are affected by these health issues equally. Some
population groups, specifically the elderly, youth, and LGBTQ+,
experience additional barriers, challenges, or negative health
outcomes related to the top three health needs.
Some of these challenges were brought to light in qualitative
data from the listening sessions or stakeholder interviews. For
example, access to healthcare is an issue for many residents
regardless of demographic group, as evident by the provider
to population ratios in the area. If someone requires more
specialized care, like members of the LGBTQ+ community,
living in an area that is already experiencing a healthcare
provider shortage makes finding someone who is qualified
and able to provide services to them even more difficult.
Other challenges and outcomes were quite apparent in the
quantitative data from the local health status indicators. For
example, young adults and, even more so, the elderly
population, show alarming rates of suicide deaths when
compared to other age groups.
These kind of clear disparities in health outcomes and
challenges should not be ignored and need to be addressed
with targeted interventions. The steering committee,
therefore, intends to incorporate these population groups

Photo Credit:
Shutterstock
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into the upcoming Community Health Improvement Plan, with
focused objectives and activities aimed at better addressing
the needs of these specific demographic groups.

Public Discussion
The steering committee also wanted to include the general
public in the CHNA process and health priorities discussion.
They chose to host a Facebook Live event with Dr. Amy
Person, a member of the steering committee, to review the
three priority health issues and answer questions from
community members. Leading up to the event, the steering
committee shared advertisements on their social media
platforms and sent out invitations to community partners. A
summary of the top three health priorities was published on
the BFHD website for the community to view before the event
and a link was provided for the public to submit questions
ahead of time.
The Facebook Live event was held in August 2019 and was
viewed and shared from the Benton-Franklin Health District's
Facebook page. It also included an incentive for community
members to share the video, resulting in 25 shares and over
850 views from just BFHD's Facebook page. Dr. Person
answered several submitted questions from the public and
walked the audience through the selection process and results
with help from visual aids and a Kadlec staff member
conducting the interview.

2019 CHNA
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FINDINGS: 2019 PRIORITY
HEALTH NEEDS
The priority health needs identified through the 2019 CHNA
process are as follows:

Behavioral
Health
Challenges

Access and
Cost of all
Health Care

Social
Determinants
of Health

Behavioral Health Challenges
The compression planning group identified this topic as one of the
most important unmet health-related needs in the community.
Local health status indicators support this as a community issue,
as well community input from the Stakeholder Interviews and
Listening Sessions. The compression planning participants
grouped mental health, suicide, and substance use disorder under
this topic.

“I would just be repetitive in saying that
addiction is a real disease and yet we
don't treat people who are addicted
like we treat other sick people. We treat
them like outcasts and throwaways
and bad people.”
– Community Stakeholder
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Stakeholders agreed that mental health needs are so important
because they affect almost every population. Groups named as
being especially affected by mental health challenges were the
following:
People experiencing homelessness (adults and youth)
Young people (ranging from elementary school through high
school)
Older adults
Veterans
Individuals who identify as LGBTQ+
Participants highlighted the complexity of this issue, stating that
these groups often overlap with one another. For example, a
person may be experiencing homelessness and also be a veteran
or LGBTQ+. Youth were specifically mentioned by multiple
stakeholders as a group that has unmet mental health challenges
due to exposure to violence and content related to suicide online.
Adverse Childhood Experiences (ACEs), such as abuse and neglect,
were also cited as strong contributors to mental health issues and
substance use disorder later in life. Many stakeholders also
mentioned the lack of treatment options and detox facilities, as
well as the continuing stigma towards people who use drugs, as a
gap in the community that has perpetuated the issue of substance
use disorder.

FINDINGS CONT.
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Access and Cost of all Health Care

Social Determinants of Health

The compression planning group identified this topic as a
priority issue from the previous CHNA that needed to be
continued and expanded in this iteration. In the 2013 CHNA,
insurance enrollment was a focus under the access priority, but
after systematic changes at the federal level that resulted in
higher insured rates, the focus for the 2019 CHNA has been
shifted. The compression planning participants chose to
combine the issues of behavioral health care access and access
to medical care, since both components are experiencing
similar issues. Another area of focus related to access that was
highlighted both through community input and the
compression planning session was the cost of health care, even
with insurance, and how it can be too much of a financial
burden for struggling residents. Finally, another significant area
of concern for
those at the
compression
planning meeting
was the provider to
population ratios
for the bi-county
region. This
concern was
echoed in the
listening sessions

Social Determinants of Health (SDOH) was identified as the
third priority issue by the compression planning group. SDOH
are external factors that affect one's health besides biology and
genetics. Examples of SDOH include housing, education,
income, healthcare, public safety, and food access. The
compression planning group referenced Maslow's Hierarchy of
human needs which asserts that physiological and safety needs
like a home, food, water, and employment are the most basic,
fundamental needs a person requires to survive. Similarly, as
the group discussed, these needs are necessary to ensure a
person can achieve their greatest level of health and a lack of
resources related to these needs affects a person's ability to
meet the other health needs addressed in the CHNA.
Stakeholders held these same sentiments, arguing that a
person who has no home or no food is not going to be able to
effectively focus on addressing their mental health challenges
or treating their chronic disease. Understanding how these
factors are so interconnected to all other health priorities and
how broad of a scope
SDOH truly is, the
compression planning
group chose to focus
on poverty, housing
and homelessness,
and food
insecurity.

with community members expressing frustration and concern
about the wait times to see a provider or access to a provider
who also has specialization in the unique needs of specific
population groups like LGBTQ+ or adults living with disabilities.

“The key to getting people healthy, is keeping
them stable and in one location so that they're
not, you know, if I have to worry about where
I'm going to sleep tonight, probably going to be
less concerned about taking that medication or
having the ability to go to that doctor to get
that medication that I need.”
– Community Stakeholder
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COMMUNITY ASSETS &
RESOURCES
The listening sessions and stakeholder interviews also gave
the steering committee the chance to identify community
assets and resources that currently help address these health
priorities.
Participants in the listening sessions identified the following
aspects of their community as a strength or asset:
Community resource fairs and financial assistance
programs
Multiple local hospitals and access to free medical
services
Educational opportunities for adults and children
Access to healthy and fresh food
Community openness to diversity and people’s unique
needs
Close proximity to natural resources and activities
Opportunities for people to exercise outdoors and be
physically fit
Good transportation services

Participants in the stakeholder interviews identified the
following aspects of their community as a strength or asset:
Collaboration between organizations and coalitions to
address needs: Opportunities for organizations to work
together and leverage their unique strengths were
highlighted as a community asset.
Innovative approaches to addressing behavioral health
challenges: Programs such as the Trueblood Program
and the Mental Health Court are working to provide
support to individuals whose mental health impacts their
criminal behavior.
Providing services in schools: 3 Rivers Wraparound with
Intensive Services (WISe) and Communities in Schools
are providing supports and access to services to
students in schools, addressing behavioral health
challenges and other needs.
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COMMUNITY ASSETS &
RESOURCES CONT.
Community partnerships are essential in implementing a
collective action approach for any community wide level
efforts. This CHNA was only possible thanks to the
dedication from numerous sectors, agencies, and partners
spanning both counties. This list identifies the partner
organizations who assisted in the CHNA process through
stakeholder interviews, listening sessions, data sharing,
compression planning, or completion of the stakeholder
survey:
Adverse Childhood Experiences (ACEs) Collaborative
Aging and Long Term Care
Alzheimer's Association
Amistad Elementary
A New Start in Life (ANSIL)
Behavioral Health Committee
Ben Franklin Transit
Benton Franklin Community Health Alliance
Benton Franklin Early Learning Alliance (BFELA)
Benton-Franklin Health District
Benton Franklin Recovery Coalition
Benton Franklin Youth Suicide Prevention Coalition
Boys and Girls Club of Benton and Franklin Counties
Chaplaincy Healthcare
Columbia Basin College (CBC)
Columbia Basin Veteran's Center
Community in Schools Benton-Franklin
Domestic Violence Services of Benton and Franklin
Counties (DVS)
Educational Service District 123 (ESD123)
Emergency Medical Services (EMS)
Grace Clinic
Human Services Coalition
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Kadlec Regional Medical Center
Law Enforcement/Police Chiefs
Lourdes Health
Lower Valley Kiwanis
My Friend's Place; Safe Harbor
Parents and Families of Lesbians and Gays (PFLAG)
People for People; 2-1-1
Planned Parenthood of Greater Washington and North
Idaho (PPGWNI)
Prosser Memorial Health
Prosser School District
Prosser Thrive Coalition
Senior Life Resources; Meals on Wheels
Support, Resource, and Advocacy Center (SARC)
Tierra Vida
Tri-Cities Cancer Center
Tri-Cities Community Health (TCCH)
Tri-Cities Food Bank
Tri-Cities Residential Services (TCRS)
Tri-City Regional Chamber of Commerce
Trios Health
Lourdes Mobile Outreach Team
Tri-City Union Gospel Mission
United Way of Benton and Franklin Counties
Vintage at Richland
Washington State University Tri-Cities (WSUTC)
World Relief
You Medical
Thank you to all the dedicated members of these agencies
and coalitions for their assistance on this project.
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GOVERNING APPROVAL
Kadlec Regional Medical Center

Reza Kaleel, Chief Executive

Trios Health

John Solheim, Chief Executive Officer

Lourdes Health
Jerry Roach, Community Board Chair

Rob Monical, Chief Executive Officer

Joel Gilberston, Senior Vice President
Community Partnerships, Providence St. Joseph Health

Prosser Memorial Health

Benton-Franklin Health District
Craig J. Marks, Chief Executive Officer

Jason Zaccaria, District Administrator

Benton Franklin Community Health
Alliance
Dr. Amy Person, Health Officer
Kirk Williamson, Program Manager
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