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PARTNERING WITH A HOSPITAL TO IMPROVE
PATIENT OUTCOMES:

A CONVERSATIONWITH

PEACEHEALTH AND CLARK-
COWLITZ FIRE RESCUE - CARES
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Sam Lewis, Clark-Cowlitz Fire Rescue
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Tracey Jennings, PeaceHealth & Recovery Café Clark County
Brooke Malloy, PeaceHealth
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Where to start: |[dentify community interests, community
needs, common goals, community alighments, and specific
needs for each partner

Pitching the idea: Identify key players at a hospital or
partnered agency who will champion your program

Hospital perspective: Understand your hospital and
community needs related to mobile integrated health (MIH)
programs and ways they can address identified needs

Funding: Identify siloed funding sources and opportunities
for shared funding to help break down silos

Innovative ideas: Identify ways to think outside the box,
be creative in approaches, and adapt to meet common
interests and goals

LEARNING

OBJECTIVES




CARES
Community Assistance Referral and Education Services
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Mike Jackson, MPA
Assistant Chief / Fire Marshal

Sam Lewis, MSW
CARES Program Manager
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Behavioral Health Acute
Crisis Co-Response

Referral & Follow Up

Referral Sources:

Referral Sources: Fire Ops / Crew
Fire Ops / Crew Hospitals
CRESA - Dispatch AAADSW
Police Departments PeaceHﬁ'ag:gKalser -
Sheriff’s Department Other Fire/EMS
9-8-8/Crisis Line Self-Directed Follow Up

Community/Other



To Better Understanding:
* The Health System and its Shortfalls

Community Needs

THE CCFR

JOURNEY Breaking Down Silos

Building Partnerships and Collaborations

Effective and Efficient Program Design

Creative and “Braided” Funding Strategies




WHY THE FIRE DEPARTMENT?

Fire Districts share commmon goals
with the public

9-1-1 System Reliance

Resource Management — Using the right resource, at
the right time, at the right place

Public Safety

COWLITZ

CLARK-COV ccue .\ Community Risk Reduction

COMMUNITY RISK REDUG TION

Prevention

Community Health
Shared interests and goals
Public Trust




THE NEED TO PARTNER

Efficiency and effectiveness
Limited resources/ scare funding

Sustainability RESCUE

Value Proposition to Funders
Scale and Economy of Scale WASHOUGAL
Partner Service Areas/ effective reach and scope \ /

Small agency challenges

Fire, Police, Cities




YOUR MODEL?

* What is the need?
* Where to start?

Remarkable People

Remarkable Partners
Adaptability — Flexibility
Take Chances — Step Outside the Box




Volunteer
Only

Transportation
Only

Local Clinic
Partner

Shared EMS

Response Unit
/ Ambulance

Falls Only

PA / Physician

Hospital
District

Mobile Lab
Draws

Private EMS




CARES &
HOSPITAL

PARTNERSHIP

CARES provides mobile integrated health and
transitional care services to two hospitals

CARES can provide short term post-discharge
in-home follow-up and support as well as
facilitation of long-term solutions

CARES accepts referrals for all of Clark County
and Southern Cowlitz County (Woodland)
* Patients needing assistance with chronic disease
management
* Patients who are at risk of re-hospitalization or are a
fall risk
* Patients who are discharged with little to no social
supports
* Patients who need assist devices and installation
* Bridge the gap between discharge and start of medical
follow-up such as Home Health or PCP appointment



CARES & PEACEHEALTH: OUTCOMES

Number of referrals from PH
to the CARES Program

Partnership between Clark-Cowlitz Fire
Rescue and PeaceHealth Southwest

started in 2022.

CCFR started the partnership with
PHSWV due to the number of clients that
entered the system through shared ways

Number of successful home
visits

Readmission rate for patients
referred to CARES Program

Lessons learned: hospitals do not know
(June 2025 to October 2025)

Fire District boundaries, make it easy to
refer

234 Referrals
251 Home visits




Approximately 7,000 patients
visit the PeaceHealth Southwest
Emergency Department 5+ times
per year for non-medical needs,
not requiring a hospitalization.



PEACEHEALTH SOUTHWEST:
SOCIAL CARE PROGRAMS

Healthcare Reimagined

Emergency Psychiatric and Addiction Services (EPAS): mental health evaluations,
safety planning, inpatient psych bed search and placement

Opioid Treatment Network (OTN): SUD assessment, detox bed searches,
medication-assisted treatment (MAT), peer support, and connection to
community resources

Community Health Hub

* New model of care integrates social services into emergency care

* Community partners engage with patients in real-time

* Episode of care = 30-45 days

* Philanthropy funded

* Emphasis on whole person care (medical + non-medical)

* Community-based workforce, peer support, and lived experience




COMMUNITY HEALTH HUB:
OUTCOMES AND LESSONS LEARNED

Number of referrals to the
Community Health Hub
(October 2024 to March 2026)

Communities are more complex, so
innovative brainstorms across systems
can improve outcomes

Individuals experiencing
homelessness or housing
instability

Community-based workforce and lived
experience positively impact rapport
building and engagement in services

Individuals experiencing needs
related to mental health and/or
substance use

Challenges: system perspective and
culture, technology, data reporting and
outcomes, real-time needs vs. partner
availability

Individuals who identify 2+ social
needs they need support with




Recovery Café of Clark County
SCHOOL FOR RECOVERY

RECOVERY CAFE CLARK
COUNTY (RCCC)
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RECOVERY CAFE
Connection. Community.
Long-term recovery support.

TEEN SPACE
Recovery support designed specifically for teens.

VHA PROGRAM

Recovery coaching in the community using the
Housing First model in partnership with Vancouver
Housing Authority.

RNP - RECOVERY NAVIGATOR PROGRAM
Rapid connection to recovery through crisis,
referral, and legal system entry points — meeting
individuals where they are and getting them into
care fast.

RECOVERY COACHING
One-on-one coaching that builds hope, skills, and
sustainable recovery.

ATR - ACCESS TO RECOVERY

Funding that removes barriers — helping people
access housing, treatment, transportation, and the
support they need to stay in recovery.



PARTNERSHIP WITH
PEACEHEALTH

il
&
5
|
1
b
4

.
= ) Ll [ [ - ~ = Y /

Recovery starts in the hospital. Hope continues in the community.

TWO PROGRAMS.
ONE PARTNERSHIP.

Recovery Cafe Coaches are embedded
within PeaceHealth Southwest to
connect patients to recovery support
while still in the hospital and beyond.

PeaceHealth-based Recovery Coaching
includes:
PeaceHealth-based Recovery Coaching
Community Health Hub (CHH)
Emergency Psychiatric and Addiction
Services (EPAS)
Opioid Treatment Network (OTN)



REAL-TIME RESPONSE

* We meet patients in the moment

WARM HANDOFF — NOT A REFERRAL

* We walk with patients into recovery

WHY THIS
PARTNERSHIP CONTINUITY AFTER DISCHARGE
CHANGES

OUTCOMES * Support continues beyond the hospital doors

* Fewer 9-1-1 calls. Reduces emergency department visits

RECOVERY STARTS INTHE HOSPITAL.
HOPE CONTINUES INTHE COMMUNITY.




PATIENT PATHWAY:THEN

Social worker
Presenting chief complaint: chronic completes mental
alcohol abuse, recurrent falls health evaluation and

Identified needs: challenges related to safety plan with
mental health and substance use, limited patient. Patient not
social support, fall-risk interested in detox.

Patient discharges from
emergency department.

v

. . Patient medically Patient handed resources and
:atlent arrives at the emergency cleared. MD places a advised to connect with
SR consult for mental community partners for help with
health and SUD social needs.
evaluation. CARES referral place for follow-up

in the community.



PATIENT PATHWAY: NOW

Peer support

specialist meets with Community

Presenting chief complaint: Mental health
chronic alcohol abuse, evaluation &
recurrent falls safety plan

Identified needs: challenges related completed with

patient to discuss partner meets
substance use. Patient with patient in

is interested in detox real-time’ assesses

and community-based needs. and offers
b
resources and resources

recovery support.

Patient

to mental health and substance use, patient. discharges to

limited social support, fall-risk

facility.

[
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Patient arrives at the Patient medically Peer support meets Peer support placed a
emergency department cleared. MD with patient, conducts referral to CHH and
places consult detox bed search, and CARES. Completed
for mental coordinates patient warm hand-off with a
health + SUD discharge. Community Partner ¥
evaluation.
CHH continues to engage
patient in the community to
* support continuity in care
I. What does having CARES onsite at the hospital look like? and services.
2. How does this impact follow-up care and outcomes for patients!? CARES receives referral and
3.  What are the benefits of integration into the hospital? Challenges? . o
follows up with patient in

the community.



CONTACT

INFORMATION

Chief Mike Jackson, MPA
Assistant Chief/ Fire Marshal, Clark-Cowlitz Fire Rescue
mike.Jackson@clarkfr.org

Sam Lewis, MPA
CARES Program Manager, Clark-Cowlitz Fire Rescue
sam.lewis@ccfr.org

Tracey Jennings

Recovery Café Clark County Director & Peer Support
Specialist at PeaceHealth
tjennings@recoverycafecc.org

Brooke Malloy, LICSW, MSWV, MPA
Program Manager Social Care Integration, PeaceHealth
bmalloy@peacehealth.org
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Your Feedback
is Requested!

https://redcap.link/wacrc

CRCA
BRORE BEHAVIORAL HEALTH
CRISIS OUTREACH RESPONSE AND EDUCATION CO-RESPONDER OUTREACH ALLIANCE
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