


 
 

2027-2030 Proposed Area Plan, Aging & Long Term Care of Eastern WA Page 2 

Table of Contents 

Table of Contents ........................................................................................................................................... 2 

Section 1: Executive Summary....................................................................................................................... 5 
Section 2: Stewardship & Oversight .............................................................................................................. 9 

2.1 Mission, Vision, Values Statement ...................................................................................................... 9 

Mission Statement ................................................................................................................................. 9 
Vision Statement.................................................................................................................................. 10 

Our Values............................................................................................................................................ 10 

2.2 Stewardship & Oversight ................................................................................................................... 11 

2.3 Stewardship in Populations Served ................................................................................................... 12 
2.4 Services Provided and Impact on Systems of Care ............................................................................ 13 

2.5 Community Living Connections ......................................................................................................... 15 

2.6 Aging Network Service Descriptions .................................................................................................. 15 
2.7 Subregions and Programs .................................................................................................................. 21 

Section 3: Context ........................................................................................................................................ 23 

3.1 Overview & Alignment ....................................................................................................................... 23 

3.2 Planning Process ................................................................................................................................ 24 
3.3 Comprehensive Needs Assessment - Key Domains of Focus ............................................................ 28 

Central System Drivers: Availability, Awareness, and Navigation ....................................................... 28 

Interconnected Domains of Need ....................................................................................................... 29 
Integration and Implications for Planning ........................................................................................... 33 

Foundational Framework for the Future ............................................................................................. 34 

3.4 Profile of PSA & Demographics.......................................................................................................... 35 

County Overviews ................................................................................................................................ 36 
Planning & Service Area 11 Summary ................................................................................................. 44 

3.5 Greatest Economic Need and Greatest Social Need ......................................................................... 45 

Greatest Economic Need ..................................................................................................................... 45 
Greatest Social Need ........................................................................................................................... 47 

Section 4: Key Issue Areas ........................................................................................................................... 49 

4.1 Key Issue Area: Reaching those in Greatest Economic Need (GEN) and Greatest Social Need (GSN)
 ................................................................................................................................................................. 49 

Issue Context ....................................................................................................................................... 49 

Goal ...................................................................................................................................................... 51 

Objective 1 ........................................................................................................................................... 51 



 
 

2027-2030 Proposed Area Plan, Aging & Long Term Care of Eastern WA Page 3 

Objective 2 ........................................................................................................................................... 51 

Objective 3 ........................................................................................................................................... 52 
Objective 4 ........................................................................................................................................... 52 

4.2 Key Issue Area: Healthy Aging and Older Americans Act Core Programs ......................................... 53 

Issue Context ....................................................................................................................................... 53 

Goal ...................................................................................................................................................... 55 
Objective 1 ........................................................................................................................................... 55 

Objective 2 ........................................................................................................................................... 56 

Objective 3 ........................................................................................................................................... 56 
Objective 4 ........................................................................................................................................... 57 

Objective 5 ........................................................................................................................................... 57 

4.3 Key Issue Area: Expanding Access to Home & Community Based Services  (HCBS) ......................... 59 

Issue Context ....................................................................................................................................... 59 
Goal ...................................................................................................................................................... 60 

Objective 1 ........................................................................................................................................... 60 

Objective 2 ........................................................................................................................................... 60 
Objective 3 ........................................................................................................................................... 61 

Objective 4 ........................................................................................................................................... 61 

Objective 5 ........................................................................................................................................... 62 

4.4 Key Issue Area: Caregiving ................................................................................................................. 63 
Issue Context ....................................................................................................................................... 63 

Goal ...................................................................................................................................................... 65 

Objective 1 ........................................................................................................................................... 65 
Improve access to information, education, and system navigation for caregivers across PSA 11. .... 65 

Objective 2 ........................................................................................................................................... 65 

Objective 3 ........................................................................................................................................... 66 

Objective 4 ........................................................................................................................................... 66 
4.5  7.01 Planning with Native American Tribes and Tribal Organizations ............................................. 68 

Appendix ...................................................................................................................................................... 69 

Appendix A: Emergency and Business Response Plan ............................................................................ 69 
Appendix B: Governing Board & Advisory Council .................................................................................. 82 

Appendix C.1: Area Plan Survey and Focus Group Press Release ........................................................... 84 

Appendix C.2: ALTCEW Area Plan Flyer for Focus Groups and the Survey ............................................. 85 
Appendix C.3: Focus Group Questions Final 2027-2030 ......................................................................... 86 

Appendix C.4: Focus Group Flyer Stevens ............................................................................................... 87 

Appendix C.5: Focus Group Flyer Ferry County ....................................................................................... 88 



 
 

2027-2030 Proposed Area Plan, Aging & Long Term Care of Eastern WA Page 4 

Appendix C.6: Focus Group Flyer Spokane County ................................................................................. 89 

Appendix C.7: Focus Group Flyer Whitman ............................................................................................. 90 
Appendix C.8: Focus Group Flyer Pend Oreille ........................................................................................ 91 

Appendix C.9: Community Needs Assessment Online Survey Comprehensive Results.......................... 92 

Appendix C.10: COMBINED - ALTCEW Area Plan - Community Feedback Forum Flyer ........................ 102 

Appendix C.11: MS FORMS - CFF Online Feedback Questions .............................................................. 103 
Appendix C.12: Public Hearing Flyer All Counties ................................................................................. 108 

Appendix D: Report on Accomplishments for 2024-2027 Area Plan .................................................... 109 

Appendix E: DRAFT Statement of Assurances and Verification on Intent............................................. 126 
Appendix F.1: Charts 2025 PSA 11_Demographics_All Counties .......................................................... 128 

Appendix F.2: Charts 2025 PSA 11 Services _All Counties Revised ....................................................... 134 

 
 
 



 
 

2027-2030 Proposed Area Plan, Aging & Long Term Care of Eastern WA Page 5 

Section 1: Executive Summary 

 

The 2027ς2030 Area Plan for Aging & Long Term Care of Eastern Washington (ALTCEW) outlines a 
strategic framework to support older adults, adults with disabilities, and family caregivers throughout 
Planning and Service Area (PSA) 11. This four-and-a-half-county region includes Spokane, Whitman, 
Stevens, Pend Oreille, and the northern portion of Ferry County, encompassing both incorporated and 
unincorporated areas along the northern boundary of the Colville Indian Reservation. 

PSA 11 represents a diverse mix of urban, rural, and frontier communities, requiring flexible and locally 
responsive approaches to service delivery. Guided by the priorities of the Older Americans Act and the 
ǎǘǊŀǘŜƎƛŎ ŘƛǊŜŎǘƛƻƴ ƻŦ ²ŀǎƘƛƴƎǘƻƴ {ǘŀǘŜΩǎ IƻƳŜ and Community Living Administration, this Area Plan 
reflects a shared commitment to ensuring that older adults and adults with disabilities can live with 
dignity, independence, and meaningful connection within their communities. 

Aging & Long Term Care of Eastern Washington exists to help older adults and adults with disabilities 
remain safe, supported, and independent in the place they call home. Each day, ALTCEW staff connect 
individuals and families with services that make community living possibleτcoordinating care, providing 
guidance on Medicare and Medicaid, and helping residents navigate local resources that support aging 
in place. Through information and assistance, care coordination, and strong community partnerships, 
ALTCEW works to ensure access to services that promote health, stability, and independence. 
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ALTCEW serves as the designated Area Agency on Aging (AAA) for PSA 11. Established through the 1973 
amendments to the Older Americans Act, AAAs operate nationwide as part of the Aging Network. This 
network includes the Administration for Community Living, State Units on Aging, AAAs, and community-
based service providers such as senior centers, nutrition programs, and caregiver support organizations. 
Together, this coordinated system promotes the well-being of older adults and caregivers across the 
country. 

At the federal level, Congress enacts legislation such as the Older Americans Act and the Social Security 
Act, which establish funding authority and policy direction for aging services. These programs are 
administered by the U.S. Department of Health and Human Services, primarily through the 
Administration for Community Living. 

Lƴ ²ŀǎƘƛƴƎǘƻƴΣ ǘƘŜ 5ŜǇŀǊǘƳŜƴǘ ƻŦ {ƻŎƛŀƭ ŀƴŘ IŜŀƭǘƘ {ŜǊǾƛŎŜǎΩ IƻƳŜ ŀƴŘ /ƻƳƳǳƴƛǘȅ [ƛǾƛƴƎ 
Administration administers federal aging funds, manages state-funded programs, develops and 
publishes the State Plan on Aging, and reviews and approves Area Plans submitted by each AAA. The 
state also provides technical assistance, oversight, and monitoring to ensure compliance with federal 
and state requirements and to promote equitable access to services for those most in need. 

ALTCEW was formed in 1978 as a regional public corporation under the Older Americans Act and 
operates through an interlocal agreement among the City of Spokane, the City of Spokane Valley, and 
the counties of Ferry, Pend Oreille, Spokane, Stevens, and WhitƳŀƴΦ ¢ƘŜ ŀƎŜƴŎȅΩǎ ǎŜǊǾƛŎŜ ŀǊŜŀ ƛƴŎƭǳŘŜǎ 
all participating counties except the Colville Indian Reservation in southern Ferry County, where the 
Colville Tribe serves as the designated AAA. 

![¢/9²Ωǎ ƻǊƎŀƴƛȊŀǘƛƻƴŀƭ ǎǘǊǳŎǘǳǊŜ ǊŜŦƭŜŎǘǎ ƻǳǊ ŎƻƳƳƛǘƳŜƴǘ ǘƻ ǎƘŀǊŜŘ ƎƻǾŜǊƴŀƴŎŜ ŀƴŘ ŎƻƳƳǳƴƛǘȅ 
engagement: 

1. Governing Board ς Comprised of elected officials and designated representatives from our 
member jurisdictions, including county commissioners, city council members, and the City of 
{ǇƻƪŀƴŜΩǎ /ƻƳƳǳƴƛǘȅ IƻǳǎƛƴƎ ŀƴŘ IǳƳŀƴ {ŜǊǾƛŎŜǎ 5ƛǊŜŎǘƻǊΦ 

2. Planning and Management Council ς A volunteer advisory body of approximately 35 members 
who represent the perspectives of older adults, caregivers, and the broader community. 

3. ALTCEW Staff ς Professionals responsible for program delivery, contract monitoring, planning 
and evaluation, community partnership support, and compliance with state and federal 
requirements. 

Collectively, these groups provide leadership, accountability, and collaboration that guide and 
strengthen program administration, planning, oversight, and service coordination for older adults and 
adults living with disabilities across PSA 11. 

PSA 11 encompasses a geographically diverse region that presents both opportunities and challenges for 
service delivery. Spokane County serves as the population center and regional hub for healthcare, 
transportation, and social services. The surrounding countiesτFerry, Pend Oreille, Stevens, and 
Whitmanτinclude large rural and frontier areas where transportation barriers, workforce capacity 
limitations, and geographic distance can make accessing services more difficult. These differences 
require flexible and locally responsive strategies to ensure equitable access to services across the entire 
region. 
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Demographic trends across PSA 11 indicate a steadily aging population. The number of adults aged 60 
and older continues to grow as baby boomers enter retirement and life expectancy increases. Many 
older adults are living longer while managing chronic conditions that require ongoing support and 
coordinated services. Rural counties, in particular, have among the highest proportions of older 
residents in the state and often face additional challenges, including limited access to healthcare, fewer 
transportation options, and workforce shortages in health and human services. 

At the same time, the region is experiencing increasing diversity in cultural, economic, and social needs. 
Many residents experience disparities related to income, housing stability, access to healthcare, and 
social connection. Individuals with disabilities, low-income households, caregivers, and residents in 
remote rural communities often encounter barriers when trying to access services. These realities 
underscore the importance of maintaining a coordinated system of community-based services that 
prioritizes individuals with the greatest economic and social need. 

ALTCEW collaborates with local governments, tribal partners, nonprofit organizations, healthcare 
systems, and community service providers to build a comprehensive network of services that support 
healthy aging and community living. Through Older Americans Act funding, state programs, and local 
partnerships, ALTCEW administers and coordinates services including nutrition assistance, health 
promotion and disease prevention, caregiver support, transportation, legal assistance, case 
management, information and referral services, and programs that strengthen social connection and 
independence. 

The development of the 2027ς2030 Area Plan was informed by a comprehensive regional planning 
process designed to identify community strengths, service gaps, and emerging needs. This process 
included regional needs and data assessments, stakeholder engagement, community surveys, and 
Ŏƻƴǎǳƭǘŀǘƛƻƴ ǿƛǘƘ ǘƘŜ tƭŀƴƴƛƴƎ ŀƴŘ aŀƴŀƎŜƳŜƴǘ /ƻǳƴŎƛƭΣ ![¢/9²Ωǎ DƻǾŜǊƴƛƴƎ .ƻŀǊŘΣ ŀƴŘ ŎƻƳƳǳƴƛǘȅ 
partners. Public input was gathered through forums, online surveys, outreach efforts, and collaboration 
with service providers and advocacy organizations. Data sources included U.S. Census data, state 
demographic projections, and regional aging trend analyses provided by the Washington State 
Department of Social and Health Services and the Home and Community Living Administration. 

Findings from this planning process highlight several key challenges facing older adults and caregivers 
across PSA 11. Many respondents reported difficulty navigating complex service systems or 
understanding eligibility requirements for available programs. Rural residents identified barriers related 
to transportation, access to nutrition, workforce shortages, and limited availability of health and social 
services. Social isolation, housing stability, and caregiver stress were also identified as significant 
concerns. Community members also emphasized the importance of trusted local services, community-
based support, and culturally responsive programs that reflect the region's diversity. 

In response to these findings, the 2027ς2030 Area Plan prioritizes four key issue areas aligned with the 
hƭŘŜǊ !ƳŜǊƛŎŀƴǎ !Ŏǘ ŀƴŘ ²ŀǎƘƛƴƎǘƻƴ {ǘŀǘŜΩǎ {ǘŀǘŜ tƭŀƴ ƻƴ !ƎƛƴƎΦ 

The first priority is to strengthen outreach and service delivery to individuals with the greatest social and 
economic need. ALTCEW will expand outreach to underserved populations, including individuals living in 
rural communities, low-income older adults, individuals experiencing social isolation, culturally diverse 
populations, and family caregivers. Efforts will also focus on improving communication and system 
navigation so that individuals can more easily understand available services and access the support they 
need. 
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The second priority emphasizes healthy aging by continuing to develop and expand the Older Americans 
Act core programs. These programs include nutrition services, evidence-based health promotion 
programs, disease prevention initiatives, transportation services, and opportunities for social 
engagement through senior centers and community programs. The plan also prioritizes efforts to 
expand dementia awareness and support, and to ensure that all programs remain culturally responsive 
and accessible to diverse communities. 

The third priority focuses on strengthening access to home and community-based services that support 
aging in place. Services such as information and assistance, options counseling, case management, and 
care transitions play a critical role in helping older adults navigate the long-term services and supports 
system. ALTCEW will continue to strengthen partnerships with community providers, health systems, 
and local governments to improve coordination and ensure that individuals can access services that help 
them safely remain in their homes and communities. 

The fourth priority centers on strengthening access and supportive services for family caregivers. Family 
caregivers play an essential role in supporting older adults and adults with disabilities, often providing 
the majority of long-term care assistance. Through programs such as the Family Caregiver Support 
Program, WA Cares, and evidence-based caregiver education initiatives such as STAR-C and Powerful 
Tools for Caregivers, ALTCEW will continue to prioritize partnerships and services that reduce caregiver 
stress, improve caregiver well-being, and connect families with resources and support networks. 

In consideration of these four priority areas, ALTCEW recognizes the importance of ongoing 
coordination and partnership with tribal communities throughout PSA 11 in support of these key issues. 
In accordance with DSHS Administrative Policy 7.01, ALTCEW maintains formal Tribal Coordination Plans 
developed in collaboration with federally recognized tribes and tribal organizations within the region. 
9ŀŎƘ ¢ǊƛōŜΩǎ ǊŜǎǇŜŎǘƛǾŜ plan outlines communication, referral coordination, emergency planning, and 
engagement strategies that support culturally responsive services for tribal elders, adults with 
disabilities, and caregivers. ALTCEW remains committed to continued consultation and partnership to 
ensure services reflect the unique strengths and needs of tribal communities across the region. 

Across all priorities, ALTCEW is committed to advancing access, equity, and inclusion. The agency will 
continue to strengthen partnerships with tribal communities, culturally specific organizations, and local 
providers to ensure that services reflect the diverse needs and strengths of the communities served. 
Special attention will be given to addressing barriers faced by rural residents, individuals with limited 
English proficiency, people living with disabilities, and other populations who may face challenges 
accessing services. 

{ǘŜǿŀǊŘǎƘƛǇ ŀƴŘ ŀŎŎƻǳƴǘŀōƛƭƛǘȅ ǊŜƳŀƛƴ ŎŜƴǘǊŀƭ ǘƻ ![¢/9²Ωǎ ǿƻǊƪΦ ¢ƘŜ ŀƎŜƴŎȅ Ƴŀƛƴǘŀƛƴǎ ǎǘǊƻƴƎ ǎȅǎǘŜƳǎ 
for fiscal management, program monitoring, performance reporting, and evaluation to ensure the 
responsible use of federal and state resources. Continuous quality improvement efforts, provider 
monitoring, and participant feedback guide ongoing efforts to strengthen services and improve 
outcomes across PSA 11. 

The 2027ς2030 Area Plan represents a shared commitment among ALTCEW, community partners, and 
regional stakeholders to strengthen the network of services and support available to older adults, adults 
with disabilities, and family caregivers throughout Eastern Washington. Through collaboration, 
innovation, and a continued focus on access and inclusion, ALTCEW will work to ensure that individuals 
across PSA 11 can age with independence, dignity, and opportunity in the communities they call home. 



 
 

2027-2030 Proposed Area Plan, Aging & Long Term Care of Eastern WA Page 9 

 

2.1 Mission, Vision, Values Statement 

Mission Statement 

The mission of Aging & Long Term Care of Eastern Washington is to promote well-being, 
independence, dignity, and choice for all older persons and for all individuals needing long-term care in 
Ferry, Stevens, Pend Oreille, Spokane, and Whitman counties. 
 
Our mission will be achieved by: 
и Collaborating with others to create coordinated and comprehensive service delivery systems, 

и Providing planning, program development, and administration, public information, advocacy, 

and direct service, 

и Emphasizing that the above functions and services are targeted to those with the greatest 

social, economic, and health needs and to culturally diverse individuals, 

и Promoting a long-term care system through integrating acute and chronic care services, 

и Creating innovative outreach and information mechanisms to reach isolated, vulnerable 

individuals. 

Section 2: Stewardship & Oversight 
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Vision Statement 

Our vision is to provide the best home and community-based services to support healthy living and 
aging in place. 
 
²9 [L{¢9bΧ ǘƻ ƻǳǊ ŎƻƳƳǳƴƛǘȅ ǘƻ ǳƴŘŜǊǎǘŀƴŘ ƛƴŘƛǾƛŘǳŀƭ ƴŜŜŘǎΦ 
 
²9 !5!t¢Χ ǘƻ ƻǳǊ ŎƘŀƴƎƛƴƎ ǿƻǊƭŘΦ 
 
²9 twh±L59 {h[¦¢Lhb{Χ ǳǎƛƴƎ ƛƴƴƻǾŀǘƛǾŜ ǎŜǊǾƛŎŜǎ ǘƻ ƛƳǇǊƻǾŜ ǉǳŀƭƛǘȅ ƻŦ ƭƛŦŜΦ 

 

Our Values 

At Aging & Long Term Care, our work is guided by a shared set of values that reflect our commitment to 
the people and communities we serve. Our values are the foundation of our mission and the spirit 
within which we implement our work. 
  
Á Dignity: All persons are worthy of honor 

and respect. We strive to honor the 

inherent dignity of all persons. We all 

deserve love and respect. 

Á Service: Commitment to taking action to 

help or support others. To make a 

positive difference. 

Á Compassion: Being present & accepting 

ǿƛǘƘ ǎƻƳŜƻƴŜ ǿƘƻ ƛǎ ǎǘǊǳƎƎƭƛƴƎΦ LǘΩǎ ǘƘŜ 

heart behind what we do. 

Á Knowledge: The ability to learn & 

contribute information. As we learn and 

improve, the lives of clients improve. 
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2.2 Stewardship & Oversight  

Aging & Long Term Care of Eastern Washington (ALTCEW) is committed to responsible stewardship of 
federal, state, and local resources dedicated to supporting older adults, adults with disabilities, and their 
caregivers throughout Planning and Service Area (PSA) 11, which includes the counties of Spokane, 
Whitman, Stevens, Pend Oreille, and northern Ferry County. As the designated Area Agency on Aging 
(AAA) under the Older Americans Act (OAA), and in partnership with the Washington State Home and 
Community Living Administration (HCLA) within the Department of Social and Health Services (DSHS), 
ALTCEW ensures that all programs and services funded through the Area Plan are administered in a 
transparent, accountable, and compliant manner consistent with applicable state and federal laws. 
 
ALTCEW operates within a comprehensive framework of both external and internal oversight to ensure 
the responsible and compliant use of public funds. HCLA and DSHS provide formal review and approval 
of the Area Plan to confirm alignment with applicable federal and state laws, regulations, and policy 
directives. In addition to initial approval, ALTCEW participates in ongoing performance monitoring and 
reporting processes, including periodic updates on program outcomes, service delivery, and fiscal 
expenditures. These requirements establish clear accountability benchmarks and support continuous 
assessment and improvement throughout the four-year planning cycle. 
 
To ensure effective implementation of policies and procedures established by HCLA and DSHS, ALTCEW 
maintains formal internal processes for policy dissemination, staff training, and operational integration. 
State-issued policies, program instructions, and administrative requirements are systematically 
reviewed, incorporated into agency procedures, and communicated to relevant staff and contracted 
providers. ALTCEW provides technical assistance, guidance, and training to ensure consistent 
understanding and application of these requirements across all programs and services. This structured 
approach promotes consistency, compliance, and alignment with statewide expectations. 
 
ALTCEW further ensures accountability through routine monitoring and evaluation of policy 
implementation at both the organizational and provider levels. Compliance with HCLA and DSHS policies 
is assessed through contract monitoring activities, performance reviews, and quality assurance 
processes. When gaps or areas for improvement are identified, ALTCEW works collaboratively with 
providers to implement corrective actions, strengthen practices, and ensure adherence to established 
standards. This ongoing oversight reinforces a culture of accountability and continuous quality 
improvement while ensuring that services are delivered in accordance with all applicable policy 
requirements. 
 
Internally, ALTCEW maintains robust systems to oversee program implementation, fiscal management, 
and contractual performance. These systems include established financial controls, routine monitoring 
of service providers, and comprehensive performance reporting. Program and fiscal staff work 
collaboratively to track expenditures, evaluate service utilization, and ensure that resources are used 
efficiently and effectively to maximize impact. 
 
/ƻƴǘǊŀŎǘ ƳŀƴŀƎŜƳŜƴǘ ŀƴŘ ǇǊƻǾƛŘŜǊ ƳƻƴƛǘƻǊƛƴƎ ŀǊŜ ŎŜƴǘǊŀƭ ǘƻ ![¢/9²Ωǎ ƻǾŜǊǎƛƎƘǘ ǊŜǎǇƻƴǎƛōƛƭƛǘƛŜǎΦ Lƴ 
accordance with Chapter 6 of the HCLA Policies and Procedures Manual for Area Agencies on Aging, 
ALTCEW monitors the administrative, service delivery, and fiscal operations of all contracted providers 
to ensure compliance with applicable laws, regulations, and contract requirements. Monitoring 
activitiesτincluding desk reviews, performance data analysis, and on-site or virtual program reviewsτ
assess whether performance goals are being met and whether individuals are receiving high-quality 
services. These efforts support continuous quality improvement, strengthen service delivery, and ensure 
accountability across the provider network. 
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Community-ƛƴŦƻǊƳŜŘ ƻǾŜǊǎƛƎƘǘ ƛǎ ŦǳǊǘƘŜǊ ǎǳǇǇƻǊǘŜŘ ǘƘǊƻǳƎƘ ![¢/9²Ωǎ tƭŀƴƴƛƴƎ ŀƴŘ aŀƴŀƎŜƳŜƴǘ 
Council and Governing Board. The Planning and Management Council consists of volunteers from across 
PSA 11, including older adults, caregivers, and community representatives, who provide valuable input 
on planning, service priorities, and program evaluation. The Governing Board provides oversight to 
ensure the agency is responsive to community needs. The Board is comprised of elected officials 
representing jurisdictions across PSA 11. Together, these bodies ensure services remain responsive to 
community needs and align with Area Plan goals and objectives. 
 
The Area Plan itself is developed and implemented through a structured planning process that 
reinforces transparency and accountability. This process includes data analysis, stakeholder 
engagement, and opportunities for public input, such as surveys and hearings. The finalized plan is then 
submitted to the State for review and approval. Upon approval, ALTCEW implements and monitors the 
plan over the four-year cycle, using performance data and community feedback to guide continuous 
improvement. 
 
ALTCEW also prioritizes data-driven decision-making as a core element of stewardship. Program 
outcomes, client feedback, demographic data, and service utilization trends are regularly analyzed to 
assess progress toward goals and objectives. This information guides strategic planning, resource 
allocation, and program development throughout the Area Plan period. 
 
Through these coordinated stewardship and oversight activitiesτincluding state-level review, policy 
implementation, performance monitoring, contract management, advisory input, and a transparent 
planning processτALTCEW ensures that public resources are managed responsibly and produce 
meaningful outcomes. These efforts support ![¢/9²Ωǎ mission to promote health, independence, 
dignity, and equitable access to services for older adults and individuals with disabilities across Eastern 
Washington. 

2.3 Stewardship in Populations Served  

ALTCEW demonstrates strong stewardship of federal, state, and local resources through a service 
delivery system that is responsive to the demographic composition and needs of individuals across 
PSA 11. In 2025, ALTCEW served more than 12,000 individuals across Spokane, Whitman, Stevens, 
northern Ferry, and Pend Oreille counties, with service utilization patterns closely aligned to the 
ǊŜƎƛƻƴΩǎ ŀƎƛƴƎ ǇƻǇǳƭŀǘƛƻƴΦ 
 
Adults aged 70 and older represent the largest proportion of those servedτparticularly individuals 
aged 70ς79 (28.6%) and 85+ (14.8%)τreflecting a strategic prioritization of resources toward those 
most likely to experience increased functional limitations, chronic conditions, and a need for long-
term services and supports. 
 
The distribution of services across age groups also indicates effective upstream investment. 
Approximately 20% of individuals served are between the ages of 25 and 59, demonstrating 
![¢/9²Ωǎ ǊƻƭŜ in supporting adults with disabilities and caregivers earlier in the lifespan, helping to 
delay or prevent more intensive and costly interventions later. Similarly, targeted engagement with 
individuals ages 60ς69 (24.5%) supports early intervention strategies that promote independence 
and reduce the risk of institutionalization. This balanced utilization reflects a deliberate approach to 
resource allocation that supports both immediate impact and long-term system sustainability. 
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From a racial and ethnic perspective, service utilization generally reflects the demographic 
composition of PSA 11, with the majority of individuals served identifying as White (83.1%). With 
approximately 8% of adults age 60 and older in PSA 11 identifying as a racial or ethnic minority, 
![¢/9²Ωǎ service utilization data demonstrates a continued commitment to equitable access by 
reaching American Indian/Alaska Natives (2.9%), Black/African Americans (2.5%), Hispanic/Latinos 
(1.4%), Asians (1.5%), Pacific Islanders (0.6%), and individuals identifying as other or multiple races 
(7.9%). While these populations represent smaller proportions overall, their inclusion in service 
delivery highlights ongoing efforts to ensure culturally responsive outreach and reduce disparities in 
access to care. 
 
At the county level, utilization patterns further demonstrate tailored stewardship. Spokane County, 
as the largest population center, accounts for the majority of individuals served, with broader racial 
and ethnic diversity and higher rates of low-income participants (64%). In contrast, rural counties 
such as Ferry, Pend Oreille, and Stevens show higher concentrations of older adultsτparticularly 
those age 70 and olderτrequiring services that address isolation, transportation barriers, and 
limited healthcare access. Whitman County reflects a comparatively higher proportion of individuals 
age 85+, indicating the need for more intensive in-home and supportive services. Across all 
counties, the consistent majority of female participants (ranging from 57% to 65%) aligns with 
longer life expectancy trends and informs service planning related to caregiving, social supports, and 
health management. 
 
hǾŜǊŀƭƭΣ ![¢/9²Ωǎ ǎŜǊǾƛŎŜ ǳǘƛƭƛȊŀǘƛƻƴ Řŀǘŀ ƛƭƭǳǎǘǊŀǘŜǎ ŀ ǎǘǊƻƴƎ ŀƭƛƎƴƳŜƴǘ ōŜǘǿŜŜƴ ǊŜǎƻǳǊŎŜ ƛƴǾŜǎǘƳŜƴǘ 
and identified community need. By prioritizing high-need older adults, supporting individuals earlier in 
the aging and disability continuum, and maintaining a focus on equity and geographic variation, ALTCEW 
upholds its responsibility as a steward of public funds. This data-driven approach ensures that services 
are delivered efficiently and equitably, maximizing independence, dignity, and quality of life for 
individuals throughout PSA 11. 

2.4 Services Provided and Impact on Systems of Care  

![¢/9²Ωǎ ǎǘŜǿŀǊŘǎƘƛǇ ƻŦ hƭŘŜǊ !ƳŜǊƛŎŀƴǎ !Ŏǘ όh!!ύ ŀƴŘ aŜŘƛŎŀƛŘ ǊŜǎƻǳǊŎŜǎ ƛǎ ŦǳǊǘƘŜǊ 
demonstrated by a comprehensive, coordinated array of services designed to meet the diverse 
needs of older adults, adults with disabilities, and caregivers. In 2025, ALTCEW invested over $24.7 
million in services across PSA 11, supporting more than 12,000 individuals through both OAA-funded 
programs and Medicaid long-term services and supports. 
 
Core access servicesτincluding Information & Assistance and Options Counselingτserve as primary 
entry points to the long-term care system. With more than 13,000 points of contact for Information 
& Assistance and over 3,000 hours of Options Counseling, these services help individuals and 
families navigate complex systems, understand eligibility, and connect to appropriate supports. 
These front-door services reduce confusion, address common barriers to access, and ensure timely 
connection to public and community-based resources. 
 
Medicaid-funded case management (Title XIX) and related services represent a significant 
ŎƻƳǇƻƴŜƴǘ ƻŦ ![¢/9²Ωǎ ǎŜǊǾƛŎŜ ŘŜƭƛǾŜǊȅ ǎȅǎǘŜƳΣ ǿƛǘƘ ǘŜƴǎ ƻŦ ǘƘƻǳǎŀƴŘǎ ƻŦ ǎŜǊǾƛŎŜ ƳƻƴǘƘǎ 
authorized annually. These services provide comprehensive assessment, care planning, and ongoing 
coordination for individuals with complex medical and functional needs. By facilitating access to 
home- and community-based services, case management plays a central role in preventing 
unnecessary institutionalization and supporting individuals in remaining safely in their homes. 
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Nutrition services, including home-delivered and congregate meals, are among the most widely 
utilized programs, with over 240,000 meals provided in 2025. These services address both food 
insecurity and social isolation, particularly among rural and high-risk populations. In combination 
with transportation supports, including over 17,000 one-way trips provided through vans and 
volunteer programs, ALTCEW helps ensure access to essential services such as medical care, 
nutrition sites, and community activities. 
 
Caregiver support services are another critical component of the system, including respite care, 
caregiver access services, supplemental supports, and kinship caregiver programs. These services 
reduce caregiver burden, stabilize caregiving arrangements, and enable individuals to remain in 
community settings longer. The breadth of caregiver services reflects the recognition that supporting 
unpaid caregivers is essential to the sustainability of the long-term care system. 
 
Additional supportive services, including minor home repairs, bathing assistance, adult day care, 
health services, and supportive housing, address key social determinants of health and functional 
needs. Evidence-based health promotion programs, such as A Matter of Balance, and dementia-
specific services, including consultations and training, further strengthen individual capacity, reduce 
fall risk, and support those living with cognitive impairment and their caregivers. 
 
Legal assistance and Medicare counseling (SHIBA) provide critical protections and financial guidance, 
helping older adults navigate complex benefits systems, avoid exploitation, and make informed 
healthcare decisions. Care transition services further support individuals as they move between care 
settings, reducing hospital readmissions and improving health outcomes. 
 
Across all service categories, ALTCEW employs a coordinated, cost-effective approach that 
leverages OAA, Medicaid, and other state and federal funding sources to create a continuum of 
care. Services are intentionally designed to complement one anotherτlinking access, in-home 
supports, caregiver assistance, and health promotionτto address both immediate needs and long-
term outcomes. 
 
Importantly, service distribution reflects geographic and population-specific needs. Urban areas 
such as Spokane County show higher utilization of intensive case management and healthcare 
coordination services, while rural counties demonstrate greater reliance on nutrition, 
transportation, and access services to mitigate isolation and service gaps. This flexibility in service 
delivery ensures that resources are deployed where they are most needed, consistent with federal 
and state priorities to serve individuals with the greatest economic and social need. 
 
Through this integrated system, ALTCEW maximizes the impact of public investments by delaying or 
preventing institutional care, reducing hospital utilization, and improving overall quality of life. The 
ŀƎŜƴŎȅΩǎ ŀǇǇǊƻŀŎƘ ǘƻ ǎŜǊǾƛŎŜ ǳǘƛƭƛȊŀǘƛƻƴ ǊŜŦƭŜŎǘǎ ƴƻǘ only compliance with OAA and Medicaid 
requirements but also a proactive commitment to stewardshipτensuring that limited resources are 
used strategically, equitably, and in ways that produce measurable benefits for individuals and 
ŎƻƳƳǳƴƛǘƛŜǎ ŀŎǊƻǎǎ ![¢/9²Ωǎ ŦƛǾŜ-county region. 

 



 
 

2027-2030 Proposed Area Plan, Aging & Long Term Care of Eastern WA Page 15 

2.5 Community Living Connections 

Throughout ALTCEW's service area, the Aging & Disability Resource Center (ADRC), known as 
Community Living Connections (CLC) in Washington, serves as the front door to free, unbiased 
information and assistance for clients and individuals who need supports or services to maintain their 
independence as they age at home. CLC staff maintain an up-to-date local resource hub, enabling them 
to provide the best, most accurate resources, navigation, and benefits support. 

2.6 Aging Network Service Descriptions  

Adult Day Care: A structured day program where older adults are provided core services such as: basic 
health monitoring with consultation from a registered nurse; therapeutic activities; supervision or 
protection; provision of a meal, not replacing or substituting for a Ŧǳƭƭ ŘŀȅΩǎ ƴǳǘǊƛǘƛƻƴŀƭ ǊŜƎƛƳŜƴΤ ŀƴŘ 
ǇǊƻƎǊŀƳƳƛƴƎ ŀƴŘ ŀŎǘƛǾƛǘƛŜǎ ŘŜǎƛƎƴŜŘ ǘƻ ƳŜŜǘ ǘƘŜ ŎƭƛŜƴǘΩǎ ǇƘȅǎƛŎŀƭΣ ǎƻŎƛŀƭΣ ŀƴŘ ŜƳƻǘƛƻƴŀƭ ƴŜŜŘǎΦ 
 
Adult Day Health: In addition to the core services provided in Adult Day Care, Adult Day Health offers 
routine clinical services, including skilled nursing and skilled therapy such as occupational and physical 
therapy.  Psychological services are also provided, including assessing psychosocial needs, presence of 
dementia, abuse or neglect, and alcohol and/or drug misuse.  Intermittent supportive counseling is also 
available. 
 
A Matter of Balance:  An evidence-based falls prevention program, for people who are 60 or older, 
provided in a workshop format.  Participants who have sustained a fall or fear falling learn fall-
prevention techniques and participate in exercises from the National Institute on Aging.  Workshops are 
led by trained volunteers, often peers who have sustained falls. Workshops are provided in person and 
via Zoom. 

Spokane County  
Aging & Long Term Care of Eastern Washington 
Community Living Connections 
1313 N. Atlantic St., Suite #3000 
Spokane, WA 99201 
509-960-7281 

Ferry County 
Rural Resources Community Action 
Community Living Connections 
600 S. Clark Ave. 
Republic, WA 99116 
509-775-0912 
1-800-873-5889 
 

Pend Oreille County  
Rural Resources Community Action 
Community Living Connections 
333211 Highway 2, Suite #200 
Newport, WA 99156 
509-447-9997 
1-800-873-5889 
 

Stevens County 
Rural Resources Community Action 
Community Living Connections 
956 S. Main St. 
Colville, WA 99114 
509-684-3932 
1-800-873-5889 

Whitman County 
Rural Resources Community Action 
Community Living Connections   
1610 NE. Eastgate Blvd., Suite #440 
Pullman, WA 99163 
509-332-0365 
1-800-873-5889 
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Bath Assistance and Limited Home Care: Assistance provided in bathing and personal hygiene to 
persons aged 60 and over who need these services to remain in their own homes, and are not eligible 
for, or have exhausted other sources of payment. 
 
Care Coordination (Health Home): Provides comprehensive coordination of medical and social service 
supports and assistance to individuals in identifying and reaching their health goals.  The care 
coordinator meets monthly, one-on-one, with clients to help them identify and achieve their health 
goals.  Services are provided to high-risk Medicaid-only and dually eligible (Medicaid/Medicare) clients.  
Includes services to clients of some Dual Special Needs Plans. 
 

Care Transitions: An evidence-based program that helps people transition from hospital to home.  Care 

Transition Coaches work closely with clients to navigate complex medical and social service systems, 

develop a plan to identify necessary supports, and reduce the likelihood of hospital readmission. 

 

Case Management: Case managers assist clients in developing and monitoring a plan of care to enable 
ǘƘŜƳ ǘƻ ǊŜǎƛŘŜ ƛƴ ǘƘŜ ǎŜǘǘƛƴƎ ƻŦ ǘƘŜƛǊ ŎƘƻƛŎŜΦ  /ŀǎŜ ƳŀƴŀƎŜǊǎ ǎǳǇǇƻǊǘ ǘƘŜ ŎƭƛŜƴǘΩǎ ƛƴŘŜǇŜƴŘŜƴŎŜ ōȅ 
coordinating and helping clients access needed services.  Case management is provided to clients 
receiving Medicaid Personal Care, Community First Choice, Community First Choice + COPES, New 
Freedom, Presumptive Eligibility, and the Veteran Directed Care Program. 
 

Check and Connect: A phone-based reassurance program, where volunteers connect with older adults 
by phone once or twice a week to check in, have a conversation, and refer to resources where 
appropriate.  This service helps reduce the isolation and provides a phone-based wellness check. 
 
Community First Choice (CFC):  A Medicaid State Plan program.  CFC eligibility includes clients who, in 
the absence of the caregiver services provided under CFC, would otherwise need to be in a hospital or 
Nursing Facility.  CFC pays for personal care and, if eligible, for Relief Care, Nurse Delegation, Skills 
Acquisition Training, Personal Emergency Response Systems (PERS), Assistive Technology, Community 
Transition Services, and Caregiver Management Training.  
 
Community First Choice + COPES (Community Options Program Entry System): Provides services similar 
to Medicaid Personal Care and Community First Choice, but case managers can authorize additional 
services, such as home modifications, specialized medical equipment, adult day care, adult day health, 
and more.  Clients must meet the nursing facility level of care or risk institutionalization within 30 days.  
Can have a higher income than persons on Medicaid Personal Care.   
 
Community Living Connections (CLC): Provides seamless access to information, referrals, assistance, 
decision support, and person-centered planning for long-term services and support options in local 
communities.  Services include benefits counseling, assistance in applying for public benefits, dementia-
specific guidance, and housing assistance.  
 
Congregate Meals: Provides nutritious meals and other nutrition services, including nutrition outreach 
and nutrition education, in a group setting. 
 
Dementia Friends: Facilitates public awareness and education training on dementia. A Dementia Friend 

is someone who, through the training, learns about what it's like to live with dementia and then turns 

that understanding into action.  
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Dementia Support Groups: Provides a safe, supportive environment for individuals living with dementia 

and their caregivers to share experiences, gain emotional support, and access resources.  

 
5ƛƴŜǊΩǎ /ƘƻƛŎŜ: A congregate meal model offered in the Tri-County region that provides seniors with 
coupons redeemable at participating restaurants for a meal. 
 
Falls Talk: An evidence-based fall prevention program, provided through facilitated one-on-one phone 

conversations with older adults to assess their fall risk and recommend actions to reduce risk. 

 

Family Caregiver Support Program (FCSP): Provides a multifaceted system of support services to 
respond to the needs of family and other unpaid caregivers.  Counseling, respite care, support groups, 
and other supportive services are available based on assessment. 
 
Fee-Subsidy Transportation: Provides transportation to and from specific services, including adult day 
services and congregate meals, for persons aged 60 and older.  A fee is provided to an eligible 
transportation provider, which can include paratransit or bus service. 
 
DƻǾŜǊƴƻǊΩǎ hǇǇƻǊǘǳƴƛǘȅ ŦƻǊ {ǳǇǇƻǊǘƛǾŜ IƻǳǎƛƴƎ όDh{IύΥ Provides intensive support for clients on CFC 
and CFC+COPES who transition from Eastern State Hospital to the community.  Case managers work 
with an interdisciplinary team to support clients in stabilizing in the community. 
 
Grab & Go Meals: This program allows for carry-out, drive-through, and pick-up meals. Grab & Go meals 
can be used for both congregate and home-delivered meals within the following guidelines: (1) A meal 
that can be served at the congregate site, with a portion of the meal being to go; (2) A meal that is 
picked up by the client or delivered by the provider, and virtual or in-person interaction is declined or 
not available. 
 
Health-Related Social Needs (HRSN): HRSN services allow qualifying Medicaid enrollees to receive 
evidence-based, non-medical services to address unmet, adverse social conditions that contribute to 
poor health.  
 
Home-Delivered Meals (HDM): Provides nutritious meals and other nutrition services to persons aged 
60 and over who are homebound due to illness, incapacitating disability, or otherwise isolated.  Meals 
ŀǊŜ ŘŜƭƛǾŜǊŜŘ ǘƻ ǘƘŜ ǇŜǊǎƻƴΩǎ ƘƻƳŜΣ ǳǎǳŀƭƭȅ ōȅ ŀ ǾƻƭǳƴǘŜŜǊΦ 
 
Kinship Caregiver Support Program (KCSP): Provides goods and support services to grandparents and 
other relative caregivers over the age of 18 who are raising minor children and are at the greatest risk of 
not being able to maintain their caregiving role. 
 
Kinship Navigator: Connects grandparents and relatives raising children to community resources, 
including health, financial, and legal services, support groups, and emergency funds. 
 
Legal Assistance: Provide access to the justice system by offering representation from a legal provider 
who serves as an advocate for a socially and economically disadvantaged older individual facing legal 
issues. 
 
Long-Term Care Ombudsman Program: The ombudsman is an impartial mediator who works with 
families, residents, and staff of long-term care facilities in Spokane, Whitman, Stevens, Pend Oreille, and 
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northern Ferry counties.  Certified volunteer ombudsman receive, investigate, and resolve complaints 
and concerns about the quality of life in long-term care facilities, including nursing homes, boarding 
homes, and adult family homes. 
 
Medicaid Alternative Care (MAC): Provides caregiver support services to unpaid caregivers of 
individuals currently eligible for Medicaid long-term care but choosing to receive caregiver support 
services in lieu of personal care.  Counseling, respite care, support groups, and other supportive services 
are available, based on assessment, for both the caregiver and the care receiver. 
 
Medicaid Personal Care (MPC): Provides personal care and household assistance to individuals 18 years 
of age or older, to enable them to remain in the community.  The program serves people who meet 
functional and financial eligibility.  Clients are low-income and need assistance with activities of daily 
living.   
 
Memory Café: A comfortable, social gathering that allows people experiencing memory loss and their 

loved ones to connect, socialize, and to build new support networks.  

 
Minor Home Repair: Provides repairs or modifications to the homes of older adults that are essential for 
their health and safety. 
 
MIPPA (Medicare Improvement for Patients and Providers Act): Provides targeted outreach and 
assistance to eligible individuals applying for the Medicare Part D Low-Income Subsidy and Medicare 
Savings Programs.  
 
New Freedom: A voluntary Medicaid-funded program that allows eligible participants to receive services 
in their home and community while managing their own service plan and budget.  New Freedom offers 
elders and adults with disabilities the option to manage a budget and decide for themselves which mix 
of services and goods best meets their care needs.  
 
Nursing Consultation Services: Registered Nurses provide nursing assessment, skin observation, care 
coordination, evaluation, and education to caregivers and clients on health-related issues.  Serve 
Medicaid Personal Care, Community First Choice, CFC + COPES, Presumptive Eligibility, New Freedom, 
and Developmental Disabilities Administration clients. 
 
Personal Care Services: In-home assistance provided by Home Care Aides to clients in the Medicaid 
Personal Care, Community First Choice, CFC + COPES, New Freedom, Presumptive Eligibility, or Veteran 
Directed Care programs.  Services include assistance with locomotion, bed mobility, bathing, toileting, 
dressing, transferring, eating, meal preparation, personal hygiene, positioning, and assistance in 
medication management, essential shopping, housework, and travel to medical services.  Personal care 
services may be provided by an Individual Provider employed through Consumer Direct of Washington, 
or through an approved Home Care Agency. People receiving Veteran Directed Care may only receive 
care from an Individual Provider. 
 
Powerful Tools for Caregivers: An evidence-based course that provides caregivers with a support-group 
environment combined with a curriculum that will help them learn to reduce stress and develop new 
tactics to manage the demands of being a family caregiver.  Classes are offered in-person and through 
Zoom. 
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Presumptive Eligibility (PE): Long-Term Services and Supports Presumptive Eligibility (LTSS PE) is a 
package of services that allows the state to waive certain Medicaid requirements. LTSS PE provides 
individuals with an opportunity for expedited access to both home- and community-based services in 
their own homes and Medicaid (Apple Health) medical coverage benefits while full functional and 
financial eligibility is being determined. The team at ALTCEW includes staff from Community Living 
Connections and Title XIX Case Management across our service area. 
 
Program for All Inclusive Care of the Elderly (PACE): PACE is a comprehensive Medicare and Medicaid 
program that provides integrated medical care, long-term care services, and social support for adults 55 
and older who meet nursing facility level of care. Each PACE participant receives customized care that is 
coordinated by an interdisciplinary team of medical and social care professionals working at the 
center.  ALTCEW Case Managers complete the annual assessments for the participants on the PACE 
program.  
 
Senior Drug Education: Provides education to older adults on the safe and appropriate use of 
prescription and non-prescription drugs. 
 
Senior Farmers Market Nutrition Program (SFMNP): Provides eligible seniors with vouchers that can be 
used to purchase fresh fruits and vegetables from certified farmers' markets. 
 
Senior Medicare Patrol (SMP): Provides education to Medicare and Medicaid beneficiaries, family 
members, and caregivers on how to actively protect themselves against health care fraud, waste, and 
abuse. Volunteers also coordinate reports of expected abuse and forward them to Medicare for 
resolution. 
 
Senior Van and Volunteer Transportation: Provides transportation using volunteer or paid drivers, 
owned vans or vehicles, or volunteer vehicles to older persons who have no other means of 
transportation or are unable to use existing transportation.  
 
Statewide Health Insurance Benefit Advisors (SHIBA): Provides free, unbiased counseling to consumers 
regarding all aspects of publicly-funded health insurance and health care access in Spokane and 
Whitman counties, with a focus on providing Medicare counseling.  Counseling is provided by staff and 
volunteers trained by the Washington State Office of the Insurance Commissioner. 
 
Supportive Housing: Helps Medicaid clients with complex health needs obtain and maintain housing.  
Supportive Housing Specialists work collaboratively with clients and landlords to obtain housing 
benefits, secure housing, and support tenancy. 
 
Tailored Supports for Older Adults (TSOA): Provides caregiver support services to unpaid caregivers of 
individuals who need assistance with personal care who are not financially eligible for Medicaid long-
term care.  Counseling, respite care, support groups, and other supportive services are available based 
on assessment of caregiver and care receiver needs.  Limited personal care is also available to 
individuals who do not have an unpaid caregiver.   
 
Veteran Directed Care: Provided in partnership with the local Veterans Administration (VA) Hospital.  
The VA social worker refers veterans who need in-home support.  We provide case management 
services to veterans, helping them locate caregivers and necessary equipment.  The case manager helps 
the veteran manage a monthly budget to direct funds to services that help them stay safely at home. 
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WA Cares: Provides a long-term care insurance benefit to Washington workers, beginning in January 

2026 in Spokane County, and statewide in July 2026.  ALTCEW provides application assistance, eligibility 

assessments, benefit navigation, outreach, and contract procurement and support. 
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2.7 Subregions and Programs  

Sub-region Provider Program/service 

Spokane County Aging & Long Term Care of 
Eastern Washington 

A Matter of Balance 
Care Coordination 
Care Transitions 
Case Management 
Check and Connect 
Community First Choice (CFC) 
CFC + COPES 
Community Living Connections (CLC) 
Dementia Friends 
Falls Talk 
GOSH 
HRSN 
Medicaid Personal Care 
New Freedom 
Nursing Consultation Services 
PACE Assessments 
Presumptive Eligibility  
Senior Drug Education 
Senior Medicare Patrol 
SHIBA / MIPPA 
Supportive Housing 
Veteran Directed Care 
WA Cares 

Spokane County !ƭȊƘŜƛƳŜǊΩǎ !ǎǎƻŎƛŀǘƛƻƴ Memory Café 
Dementia Support Groups 

Spokane County Catholic Charities of Eastern 
Washington 

Senior Farmers Market Nutrition Program 
(SFMNP) 

Spokane County Family Resource Home Care Bathing Assistance and Limited Home Care 

Spokane County Frontier Behavioral Health Case Management 
Community First Choice (CFC) 
CFC + COPES 
Family Caregiver Support Program  
Kinship Navigator 
Kinship Caregiver Support Program 
Medicaid Alternative Care 
Medicaid Personal Care 
Nursing Consultation Services 
Tailored Support for Older Adults 

Spokane County Gonzaga University School of 
Law Elder Law Clinic 

Senior Legal Assistance 

Spokane County Greater Spokane County 
Meals on Wheels 

Senior Nutrition (Congregate Meals/Home-
Delivered Meals) and 
Fee-Subsidy Transportation 



 
 

2027-2030 Proposed Area Plan, Aging & Long Term Care of Eastern WA Page 22 

Spokane County Providence ElderPlace Adult Day Services (Day Health and Day 
Care) 
Fee-Subsidy Transportation 

Spokane County Spokane Neighborhood Action 
Programs (SNAP) 

Long-Term Care Ombudsman 
Minor Home Repair 

Spokane County YMCA of the Inland Northwest Powerful Tools for Caregivers 

Tri-County (Stevens, 
Ferry, Pend Oreille) 

Rural Resources Community 
Action (RRCA) 

Case Management 
 Community First Choice (CFC) 
 CFC + COPES 
Community Living Connections (CLC) 
Family Caregiver Support Program 
Kinship Caregiver Support Program 
Kinship Navigator 
Medicaid Alternative Care 
Medicaid Personal Care 
New Freedom 
Nursing Consultation Services 
Presumptive Eligibility 
Senior Nutrition (Congregate Meals/ Home-
5ŜƭƛǾŜǊŜŘ aŜŀƭǎκ5ƛƴŜǊΩǎ /ƘƻƛŎŜ)  
Senior Legal Assistance 
Senior Farmers Market Nutrition Program 
Senior Transportation 
Tailored Support for Older Adults 
Veteran Directed Care 
WA Cares 

Tri-County (Stevens, 
Ferry, Pend Oreille) 

SNAP Long-Term Care Ombudsman 

Whitman County Rural Resources Community 
Action (RRCA) 

Case Management 
 Community First Choice (CFC) 
 CFC + COPES 
Community Living Connections 
Family Caregiver Support Program 
Kinship Navigator 
Kinship Caregiver Support Program 
Medicaid Alternative Care 
Medicaid Personal Care 
New Freedom 
Presumptive Eligibility 
Tailored Support for Older Adults 
Veteran Directed Care 
WA Cares 

Whitman County Medstar Cabulance, Inc. Senior Transportation  

Whitman County Pullman Regional Hospital  Senior Nutrition (Congregate Meals/ Home-
Delivered Meals)  
Senior Farmers Market Nutrition Program 

Whitman County SNAP Long-Term Care Ombudsman 
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Section 3: Context 

 

3.1 Overview & Alignment  

Aging and Long Term Care of Eastern Washington (ALTCEW) has developed the 2027ς2030 Area Plan to 
reflect the evolving needs, strengths, and priorities of older adults, adults with disabilities, caregivers, 
and communities across the region. This context section establishes the foundation for the goals, 
objectives, and strategies that follow by summarizing the needs assessment process, key findings, and 
the alignment of regional priorities with ²ŀǎƘƛƴƎǘƻƴ {ǘŀǘŜΩǎ {ǘŀǘŜ tƭŀƴ ƻƴ !ƎƛƴƎ ŀƴŘ ǘƘŜ ǊŜǉǳƛǊŜƳŜƴǘǎ ƻŦ 
the Older Americans Act (OAA). 
 
Consistent with federal and state guidance, ALTCEW conducted a comprehensive and multi-method 
needs assessment to inform this plan. Activities included community outreach and focus groups, on-line 
surveys and feedback forms, analysis of service utilization and demographic data, stakeholder 
interviews, and provider engagement. These efforts were designed to ensure broad representation 
across geographic areasτincluding rural communitiesτas well as across populations served. Input from 
older adults, family caregivers, service providers, and community partners was incorporated, consistent 
with requirements that Area Agencies on Aging (AAA) consider the views of service recipients and 
stakeholders in their area plan development. 
 
Findings from these activities identified a consistent set of priority needs across the region, including 
housing stability, healthy aging, nutrition, healthcare access, transportation, caregiver supports, and 
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social connections. Additionally, many individuals reported needing assistance when navigating 
complex, fragmented service systems, including uncertainty about eligibility, available resources, and 
how to access services. These findings directly inform the goals and objectives outlined in Section 4 and 
reflect the requirement that Area Plans be based on an assessment of need and the effectiveness of 
existing resources in meeting those needs. 
 
![¢/9²Ωǎ !ǊŜŀ tƭŀƴ ƛǎ ƛƴǘŜƴǘƛƻƴŀƭƭȅ ŀƭƛƎƴŜŘ ǿƛǘƘ ǘƘŜ ²ŀǎƘƛƴƎǘƻƴ {ǘŀǘŜ tƭŀƴ ƻƴ !ƎƛƴƎ ŀƴŘ ŦŜŘŜǊŀƭ h!! 
requirements, ensuring a coordinated and comprehensive approach to service delivery. In accordance 
with federal and state guidance, the plan emphasizes a coordinated system of home- and community-
based services, including access services, in-home supports, caregiver assistance, and health and 
wellness programs. The plan also prioritizes outreach and service delivery to populations identified as 
having the greatest economic and social needτincluding individuals with low incomes, those residing in 
rural areas, individuals with limited English proficiency, and those at risk of institutional placementτ
consistent with federal requirements for reaching those in need. 
 
Through this alignment, ALTCEW supports statewide goals by advancing equitable access to services, 
strengthening caregiver supports, promoting healthy aging, and enhancing system coordination across 
health and social services. The objectives outlined in this Area Plan are designed to both respond to 
locally identified needs and contribute to statewide outcomes, ensuring that regional strategies are 
ƛƴǘŜƎǊŀǘŜŘ ǿƛǘƘƛƴ ²ŀǎƘƛƴƎǘƻƴΩǎ ōǊƻŀŘŜǊ ŀƎƛƴƎ ƴŜǘǿƻǊƪΦ 
 
Together, the community needs assessment findings and State Plan alignment provide the framework 
for a responsive, data-informed, and person-centered approach to service planning. Upon context 
setting, the following section will outline the specific goals, objectives, and strategies that will guide 
![¢/9²Ωǎ ǿƻǊƪ ŦǊƻƳ нлнт ǘƘǊƻǳƎƘ нлолΦ 

3.2 Planning Process  

![¢/9²Ω{ process for developing the 2027-2030 Area Plan on Aging and Long-Term Care for PSA 11 is 
guided by policy direction established by the Home and Community Living Administration (HCLA) and 
![¢/9²Ωǎ Planning and Management Council (PMC). 
 
![¢/9²Ωǎ Planning Department, Planning and Resources Committee, and PMC established the scope, 
timelines, methods, principles, and guidelines for conducting the proposed 2027-2030 Area Plan for PSA 
11. 
 
![¢/9²Ωǎ 9ȄŜŎǳǘƛǾŜ [ŜŀŘŜǊǎƘƛǇ ǘŜŀƳ ŀƴŘ tƭŀƴƴƛƴƎ 5ŜǇŀǊǘƳŜƴǘΣ ƛƴ ŎƻƻǊŘƛƴŀǘƛƻƴ ǿƛǘƘ ǘƘŜ ta/Σ  
conducted a series of activities to gather information on available resources and the needs of older 
individuals and adults living with disabilities. The following elements went into the process for planning 
and developing the 2027-2030 Area Plan for PSA 11: 
 
1) Focus Groups were held to gather information and receive feedback regarding available resources 

and services that support the needs of older individuals and adults living with disabilities. 
Professional care providers and diverse underserved community audiences were invited to 
participate in these focus groups. This included rural, LGBTQ+, and interfaith communities, as well as 
racial and ethnically diverse older adults. We heard from many care partners, community members, 
and professional staff, including social workers, health care professionals, and ALTCEW case 
managers, who reported on the experiences of homebound older adults and adults with disabilities.  
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2025 Scheduled Focus Groups: 

 
(a) Stevens County      Date:   October 7, 2025 

      Time:               10:00 AM ς 11:30 AM 
                                            Location:           Rural Resources Community Action 

956 S. Main St. Suite A.  
Colville, WA 99114 
 

(b) Ferry County      Date:   October 9, 2025 

      Time:               11:00 AM ς 12:30 PM 
                                                   Location:           Ferry County Memorial Hospital 

36 N. Klondike Rd. 
Republic, WA 99166 
 

(c) Spokane County      Date:   September 17, 2025 

      Time:               9:00 AM ς 10:30 AM 
                                             Location:           Aging & Long Term Care of Eastern WA 

1313 N Atlantic St., Suite #3000 
Spokane, WA 99202 

 
Date:   October 21, 2025 

      Time:              12:00 PM ς 1:30 PM 
                                             Location:           The Hive 

2904 E. Sprague Ave.  
Spokane, WA 99202 
 

(d) Whitman County     Date:   October 29, 2025 

      Time:               11:00 AM ς 12:30 PM 
                                              Location:            Whitman Hospital & Medical Clinics 

1200 W. Fairview St. 
Colfax, WA 99111  
 

(e) Pend Oreille County           Date:   November 7, 2025 

      Time:            10:00 AM ς 11:30 AM 
                                          Location:           American Lutheran Church  

332801 US-2 
Newport, WA 99156 

 
2) An online survey was developed to gather broader community input across PSA 11 and ensure 

individuals could contribute their perspective to the Area Plan, even if they were unable to attend a 
focus group. ¢ƘŜ ǎǳǊǾŜȅ ǿŀǎ ŘŜǎƛƎƴŜŘ ōȅ ![¢/9²Ωǎ tƭŀƴƴƛƴƎ 5ŜǇŀǊǘƳŜƴǘ ŀƴŘ Planning and 
Resource Committee using Survey Monkey.   
 
Community members and partners were made aware of the survey through the following avenues:   
 

1. Visiting the ALTCEW web page, for which a pop-up banner highlighted the survey when an 
individual opened the website. 

2. A press release that was posted on our website and distributed to local news sources.  
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3. Social media posts that were made on our Facebook and LinkedIn pages. 
4. Flyers were disseminated to all contract providers (who shared the information with their 

clients), partner organizations, hospitals, physicians, community organizations, 
neighborhood councils, libraries, and fire departments. 

5. Flyers that ALTCEW staff shared with clients  
6. A laptop that was placed in our waiting room with the survey available for individuals to 

complete when coming to the ALTCEW office for an appointment. 
7. Tabling at events with community partner organizations.  

 
These focus groups and surveys were used to gain information, ideas, and suggestions to inform the 
Key Issue Areas and the development of goals and objectives for the Area Plan. 

 
3) The Community Feedback Forums were conducted to share needs assessment results, introduce the 

draft Area Plan framework, and gather input on proposed goals and objectives. Forums were offered 
across all five counties, in a hybrid format to support both in-person and remote participation, and 
one virtual session, open to all counties, to provide an additional option for community 
engagement. Feedback informed the development of the proposed Area Plan presented at the 
Public Hearing. 
 
2026 Community Feedback Forums: 

(a) Spokane County   Date:   March 3, 2026 

      Time:               10:30 AM ς 12:00 PM 
                                             Location:       Aging & Long Term Care of Eastern WA 

1313 N. Atlantic St., Suite # 3000  
Spokane, WA 99202 

 
(b) Whitman County     Date:   March 6, 2026 

      Time:               2:00 PM ς 3:30 PM 
                                              Location:          Pullman Regional Hospital 

835 SE. Bishop Blvd. 
Pullman, WA 99163 

 
(c) Ferry County      Date:   March 11, 2026 

      Time:             1:00 PM ς 2:30 PM 
                                                   Location:           Ferry County Memorial Hospital 

36 N. Klondike Rd. 
Republic, WA 99166  
 

(d) Pend Orielle County           Date:   March 13, 2026 

      Time:               10:30 AM ς 12:00 PM 
                                          Location:           Hospitality House  

216 S. Washington Ave. 
Newport, WA 99156 

 
(e) Stevens County      Date:   March 16, 2026 

      Time:             11:00 AM ς 12:30 PM 
                                            Location:           Tri-County Economic Development District 

986 S Main St. 
Colville, WA 99114 
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(f) All Counties      Date:   March 17, 2026 

      Time:              10:30 AM ς 12:00 PM 
                                            Location:         Virtual - Zoom 
 
4) ![¢/9²Ωǎ Planning Department held a Public Hearing in PSA 11 to receive formal comments on the 

proposed 2027-2030 Area Plan for Aging and Long-Term Care of Eastern Washington. The Public 
Hearing was hybrid, enabling individuals from our entire service region to attend virtually or in 
person. 
 
2026 Public Hearing:  

 
(a) All Counties   Date:   June 16, 2026 

      Time:              10:00 AM - 11:30 AM 
                                             Location:           Aging & Long Term Care of Eastern WA 

1313 N Atlantic St., Suite # 3000  
Spokane, WA 99202  
Virtually via Zoom 

 
5) The PMC reviewed, modified, and accepted the proposed 2027ς2030 Area Plan based on public 

comments at its July 24, 2026, meeting. The PMC then recommended approval to the Governing 

Board.  

 
6) At its August 7, 2026, meeting, the Governing Board approved the proposed 2027ς2030 Area Plan 

based on PMC recommendations. 

 
7) ![¢/9²Ωǎ ǇǊƻǇƻǎŜŘ нлн7 - 2030 Area Plan will be submitted to the Home and Community Living 

Administration by October 1, 2026. 

 
This process ensures compliance with federal and state requirements for public participation, 
transparency, and stakeholder engagement in Area Plan development. 
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3.3 Comprehensive Needs Assessment - Key Domains of Focus  

The development of the 2027ς2030 Area Plan was informed by a comprehensive community needs 
assessment designed to capture both the scope and nuance of need across Planning Service Area (PSA) 
11. This assessment integrated quantitative data sourcesτincluding structured survey responses, 
demographic trends, and service utilization dataτwith qualitative insights from focus groups, 
community forums, and targeted stakeholder engagement. Participants reflected the region's diversity, 
including older adults, individuals with disabilities, caregivers, service providers, and community-based 
organizations across Spokane, Ferry, Pend Oreille, Stevens, and Whitman counties. Collectively, these 
efforts ensured that the assessment was grounded not only in data but in lived experience, elevating the 
voices of those directly impacted by the work of Aging & Long Term Care of Eastern Washington 
(ALTCEW) and our partners. 

Analysis of these combined data sources identified a consistent, interrelated framework of needs across 
the region. Central to this framework is the critical role of availability, awareness, and navigationτthree 
core system drivers that determine whether individuals can effectively access, understand, and use 
available services and supports. 
These drivers operate within a 
broader ecosystem defined by six 
key domains that shape the lived 
experience of older adults and 
adults living with disabilities: 
housing stability, caregiving 
support, healthy aging, 
transportation, nutrition and 
food security, and opportunities 
for social connection. The 
community needs assessment 
demonstrated that these 
domains are deeply 
interconnected; barriers or gaps 
in one area frequently compound 
challenges in others, creating cascading impacts on individual well-being. As such, supporting older 
adults and individuals with disabilities to age in place with dignity, independence, and safety requires a 
coordinated, system-wide response that intentionally addresses this integrated framework of need. 

Central System Drivers: Availability, Awareness, and Navigation 

Across all data sources, participants consistently described a system in which services may exist, but are 
not always accessible due to limited awareness, availability challenges, or difficulty navigating complex 
systems. 

Awareness emerged as a foundational barrier. While many individuals were familiar with certain 
programs, there was widespread confusion about which services were available, who qualified, and how 
to access them. Participants emphasized that information is often fragmented, overly complex, or not 
delivered through accessible channels. As a result, individuals often delay seeking help until they reach a 
crisis point. 

Availability refers not only to whether a service exists within a community, but whether it is realistically 
accessible given geographic, financial, and workforce constraints. This is particularly significant in rural 
areas, where participants reported limited service availability, reduced provider capacity, and gaps in 



 
 

2027-2030 Proposed Area Plan, Aging & Long Term Care of Eastern WA Page 29 

critical supports, such as nutrition through congregate meal sites, transportation, caregiving, and other 
health services. 

Navigation represents the intersection of availability and awareness. Even when services are available 
and known, individuals often struggle to navigate systems involving multiple agencies, eligibility 
requirements, and referral pathways. This complexity disproportionately affects those with the greatest 
social and economic needs, including older adults living alone, caregivers, and individuals in rural 
communities. 

Together, these three drivers shape the effectiveness of the entire service system. Improving access 
across PSA 11 will require coordinated efforts to expand service availability, strengthen outreach and 
communication, and simplify system navigation. 

 

Interconnected Domains of Need 

Transportation 
Transportation emerged as a foundational and cross-cutting priority within the community needs 
assessment, consistently identified as the most critical enabling factor influencing access to services and 
overall quality of life across PSA 11. Survey data and stakeholder engagement reinforced that reliable 
transportation is essential to connecting older adults and individuals with disabilities to healthcare 
services, nutrition programs, social and community activities, employment opportunities, and in-home 
supports. National research, including findings from the National Aging and Disability Transportation 
Center1 and the Journal for Health and Transport2, highlights transportation as a key determinant of 
health, directly impacting medical access, social connectedness, physical activity, positive health 
outcomes, and the ability to age in place with independence and dignity. 

However, participants in our community needs assessment predominantly described a transportation 
landscape that is often fragmented, limited in capacity, and insufficient to meet the diverse needs of the 
regionτparticularly in rural communities. Common challenges included a lack of available volunteer 
drivers, limited service hours, advanced scheduling requirements that reduce flexibility, and eligibility 
restrictions that prioritize medical appointments while leaving few options for non-medical trips such as 
grocery shopping, social engagement, or participation in community-based programs. Additionally, 
access to out-of-county or specialized medical care presents a significant barrier, particularly for 
individuals requiring ongoing treatment or specialty services not available within their immediate 
community. 

Seasonal and environmental factors further compound these challenges. Participants emphasized the 
impact of winter weather and long travel distances, both of which can result in service disruptions, 
missed medical appointments, and increased isolation. For individuals with mobility limitations or those 
living in geographically remote areas, these barriers can be especially pronounced, effectively limiting 
their ability to access essential services and supports. 

The assessment findings underscore that without reliable, accessible, and flexible transportation 
options, individuals are often unable to meaningfully access nearly every other domain of the service 
system. As such, transportation is not a standalone service, but rather a critical infrastructure 
component that underpins the effectiveness of all other supports. Addressing transportation gaps 
through coordinated, regionally responsive solutions will be essential to improving access to services, 
reducing disparities, and ensuring that older adults and individuals with disabilities across PSA 11 remain 
connected, supported, and engaged in their communities. 
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Housing 
Housing stability emerged as a fundamental determinant of the ability to age in place, with participants 
across PSA 11 consistently identifying affordability, availability, and accessibility as significant and 
interrelated challenges. Noted as a social determinant of health, safe, stable, and appropriate housing is 
closely linked to health outcomes, independence, and overall quality of life. National research in the 
journal, Preventing Chronic Disease3, emphasizes the direct and troublesome correlation between 
ƘƻǳǎƛƴƎ ŀƴŘ ƘŜŀƭǘƘΥ άIƻǳǎƛƴƎ ƛƴǎǘŀōƛƭƛǘȅ ƛǎ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ǇƻƻǊ ŀŎŎŜǎǎ ǘƻ ƘŜŀƭǘƘ ŎŀǊŜ ŀƴŘ ŀŘǾŜǊǎŜ ƘŜŀƭǘƘ 
outcomes because the burden of housing costs limits resources to pay for other needs such as food and 
ǇǊŜǾŜƴǘƛǾŜ ƘŜŀƭǘƘ ŎŀǊŜΦέ 

Within the region, participants described a limited supply of affordable housing options, particularly for 
individuals on fixed incomes who do not qualify for subsidized programs yet cannot afford market-rate 
housing. These challenges are even more acute in rural communities, where the housing supply is 
limited and assisted living or supportive housing options may be nonexistent. In addition to availability, 
many individuals reported difficulty maintaining their current homes due to physical limitations, 
deferred maintenance, or rising costs for repairs, utilities, and property taxes. The need for home 
modifications, such as ramps, grab bars, and accessible bathrooms, was frequently cited as essential for 
safety and injury prevention, yet these modifications often remain financially or logistically out of reach. 

The assessment findings highlight that housing challenges are deeply interconnected with economic 
security and service availability. Without access to affordable and accessible housing, individuals face 
increased risk of displacement, premature institutionalization, or living in environments that do not 
support their health and functional needs. Addressing these gaps will require coordinated strategies that 
integrate housing, health, and supportive services to ensure that individuals can remain safely in their 
homes and communities. 

Caregiving 
Caregiving was identified as a cornerstone of the long-term care system within PSA 11, with family 
caregivers providing the majority of support that enables older adults and individuals with disabilities to 
remain in their homes. Participants emphasized the critical role caregivers play in managing daily 
activities, coordinating care, and supporting both physical and emotional well-being. However, this role 
is often carried out with limited access to training, financial resources, or respite opportunities. Research 
from the National Alliance for Caregiving4 reports that family caregiving is increasingly intensive and 
long-term, with 57% of caregivers in high-intensity roles and 30% providing care for five years or moreτ
often reshaping their daily lives. 

These demands significantly impact well-being: one in five caregivers report fair or poor health, nearly a 
quarter struggle with self-care, and many experience high emotional stress (64%), physical strain (45%), 
and increasing social isolation. 

Locally, caregivers reported notable challenges related to burnout, isolation, and the complexity of 
navigating available services and supports. Many caregivers reported difficulty identifying and accessing 
resources in a timely manner, often relying on informal networks or encountering fragmented systems 
of care. These challenges are further compounded by workforce shortages across the direct care sector. 
Communities throughout PSA 11 reported limited availability of paid caregivers, longer waitlists for in-
home services, and known barriers to workforce recruitment and retention, including wages, training 
capacity, and geographic constraints. These workforce limitations directly impact the availability of 
respite care, leaving family caregivers with few opportunities for relief. 
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The needs of caregivers are deeply interconnected with all other domains identified in the assessment, 
particularly health, housing, and social interaction. Strengthening caregiver supportτincluding respite 
services, education, navigation assistance, and workforce developmentτwill be essential to sustaining 
this critical component of the long-term care system and ensuring positive outcomes for both caregivers 
and care recipients. 

Healthy Aging  
Healthy aging in PSA 11 is best understood through a holistic health framework that recognizes the 
ƛƴǘŜǊŎƻƴƴŜŎǘŜŘ ƴŀǘǳǊŜ ƻŦ ŜŀŎƘ ǇŜǊǎƻƴΩǎ ǇƘȅǎƛŎŀƭΣ ŜƳƻǘƛƻƴŀƭΣ ŎƻƎƴƛǘƛǾŜΣ ǎǇƛǊƛǘǳŀƭΣ ŀƴŘ ǎƻŎƛŀƭ ǿŜƭƭ-being. 
Community input underscored that aging well is not defined solely by the absence of illness, but by the 
ability to maintain overall wellness, remain engaged, and make informed choices that support 
independence and quality of life over time. 

Within this framework, maintaining physical health was noted as a central priority within the community 
needs assessment. Participants emphasized the importance of preventive care, routine health 
maintenance, and access to health promotion programs that support mobility, chronic disease 
prevention and management, and overall functioning. At the same time, cognitive and emotional 
healthτparticularly brain health, dementia awareness, and opportunities to reduce isolationτwere 
identified as equally critical components of healthy aging. Individuals highlighted the need for 
accessible, timely education that helps them understand the aging process, anticipate future needs, and 
engage in early decision-making. Education on topics such as chronic disease self-management, fall 
prevention, dementia, and long-term care planning was seen as essential to supporting autonomy and 
dignity. 

The ability to achieve this holistic vision of health, while critical, is recognized to be uneven across the 
region. Significant disparities in access to healthcare services and educational resources persist, 
particularly in rural communities. Participants described ongoing barriers to primary and specialty care, 
including provider shortages, long travel distances, and limited transportation options. While telehealth 
has expanded access in some cases, its effectiveness is inconsistent and dependent on reliable 
ōǊƻŀŘōŀƴŘΣ ŘƛƎƛǘŀƭ ƭƛǘŜǊŀŎȅΣ ŀƴŘ ǘƘŜ ǎǘŀōƛƭƛǘȅ ƻŦ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ŎƻƴŘƛǘƛƻƴΦ 

In addition to access challenges, the timing of information and support remains a critical gap. Many 
individuals reported that education on key aspects of agingτespecially cognitive health, care planning, 
and disease progression for areas like dementiaτoften occurs only after a health crisis or functional 
decline. This reactive approach limits opportunities for prevention, early intervention, and personal 
choice. The findings point to a clear need for a more proactive, lifespan-oriented approach that 
integrates physical, cognitive, and emotional health promotion with early, culturally responsive 
education. Strengthening both service access and timely information will be essential to advancing 
equitable, holistic, healthy aging across PSA 11. 

Nutrition 
Nutrition emerged as a foundational component of healthy aging in the community needs assessment, 
with participants consistently identifying access to adequate, nutritious food as essential not only for 
daily living but also for the prevention and management of chronic disease, recovery from illness, and 
the maintenance of overall physical and cognitive health. National research from the Journal of the 
Academy of Nutrition and Dietetics5 highlights the importance of nutrition in preventing and reducing 
the risk of several chronic health conditions in older adults, including hypertension, osteoporosis, heart 
disease, and diabetes. Within this context, nutrition services across PSA 11τsuch as home-delivered 
meals, congregate meal programs, and food banksτplay a critical role in addressing both physical 
health needs and broader social determinants of health. 
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Participants widely expressed the value and impact of nutrition programs, noting that they provide 
consistent access to balanced meals while also supporting independence and the ability to age in place. 
For individuals recovering from illness or managing chronic conditions, reliable nutrition services were 
described as an essential component of care that can prevent hospitalization and support stabilization. 
At the same time, congregate meal settings were highlighted as important community hubs that foster 
social connection, reduce isolation, and contribute to emotional well-beingτfurther reinforcing the 
interconnected nature of nutrition, health, and social engagement. 

Despite their importance, significant gaps in access and availability persist across the region. These 
challenges are particularly acute in rural areas of PSA 11, where limited infrastructure and geographic 
distance can result in few or no congregate meal sites and constrained capacity for home-delivered 
meals. Participants also noted that the loss or reduction of certain programs following the COVID-19 
pandemic has had lasting impacts on service availability. Affordability remains an ongoing concern for 
many older adults and individuals with disabilities living on fixed incomes, particularly as food costs 
continue to rise. Additionally, participants expressed a need for more culturally relevant, diverse, and 
medically tailored meal options to better meet the dietary needs associated with chronic disease 
management, food preferences, and overall health goals. 

Collectively, these findings highlight that nutrition services are not a supplemental support, but rather a 
core element of an effective aging services system. Ensuring equitable access to nutritious foodτ
alongside opportunities for social engagement and culturally responsive service deliveryτwill be critical 
to advancing health outcomes, supporting disease prevention and recovery, and enabling individuals 
throughout PSA 11 to age with dignity, stability, and well-being. 

Social Interaction 
Social interaction emerged as a critical yet often underrecognized component of health and well-being, 
with participants across all counties reporting increasing levels of social isolation and loneliness. These 
experiences are influenced by a range of factors, including transportation barriers, limited availability of 
community-based programming, physical or mobility limitations, and the geographic distance that 
characterizes much of PSA 11. National research, including studies from the Centers for Disease Control 
and Prevention6, has identified social isolation as a significant public health concern, associated with 
increased risks of depression, cognitive decline, chronic disease, and mortality. 

Participants emphasized that opportunities for social engagement are essential to maintaining mental 
and emotional health, fostering a sense of belonging, and supporting overall quality of life. Community-
based settings such as senior centers, congregate meal programs, libraries, and local events were 
identified as key access points for connection and engagement. In addition, participants expressed 
strong interest in expanding intergenerational programming and inclusive community activities that 
strengthen relationships across age groups and build more connected communities. 

The lasting impacts of the COVID-19 pandemic were also noted, as many individuals continue to 
experience reduced opportunities for in-person interaction and have not fully re-engaged with 
community activities. These impacts are particularly pronounced in rural areas, where fewer 
programmatic options exist, and transportation barriers further limit participation. The assessment 
findings underscore that social interaction is not ancillary, but integral to health and well-being. 
Expanding access to inclusive, culturally relevant, and geographically accessible opportunities for 
connection will be essential to reducing isolation and supporting individuals to remain active and 
engaged members of their communities. 
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Integration and Implications for Planning 

The needs assessment findings demonstrate that these domains do not exist in isolation. Instead, they 
function as an interconnected system shaped by the central drivers of availability, awareness, and 
navigation. 

For example: 

¶ Limited transportation reduces access to nutrition, healthcare, and social engagement.  

¶ Lack of awareness prevents individuals from accessing housing or caregiver support.  

¶ Workforce shortages in caregiving affect health outcomes and the ability to remain at home.  

This interconnectedness underscores the need for a coordinated and holistic approach to service 
delivery. 

Connection to Goals, Objectives, and Key Issue Areas 

¢ƘŜ ǘƘŜƳŜǎ ƛŘŜƴǘƛŦƛŜŘ ǘƘǊƻǳƎƘ ǘƘƛǎ ƴŜŜŘǎ ŀǎǎŜǎǎƳŜƴǘ ŘƛǊŜŎǘƭȅ ƛƴŦƻǊƳ ![¢/9²Ωǎ ǎǘǊŀǘŜƎƛŎ ǇǊƛƻǊƛǘƛŜǎ 
within the 2027-2030 Area Plan Key Issue Areas of: 

¶ Greatest Social and Economic Need  

¶ Healthy Aging and Older Americans Act Core Programs  

¶ Expanding Access to Home and Community-Based Services  

¶ Caregiving  

Efforts to improve availability, awareness, and navigation will be integrated across all goals and 
objectives, ensuring that services are not only present but accessible and responsive to community 
needs. 

By addressing the six core domainsτhousing, caregiving, healthy aging, transportation, nutrition, and 
social interactionτALTCEW will strengthen a coordinated system of services that supports individuals in 
remaining safe, independent, and connected within their communities. 
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Foundational Framework for the Future 

The community needs assessment confirms that while PSA 11 benefits from a strong network of 
programs and partnerships, access to these services is shaped by systemic barriers that must be 
addressed in a coordinated and intentional way. 

Centering planning efforts on the interconnected roles of availability, awareness, and navigation, and 
addressing the core domains identified by the community, provides a clear framework for advancing 
equitable access and improving outcomes across the region. 

These findings serve as the foundation for the goals, objectives, and strategies outlined in this Area Plan, 
ǊŜŦƭŜŎǘƛƴƎ ![¢/9²Ωǎ ŎƻƳƳƛǘƳŜƴǘ ǘƻ ǎǳǇǇƻǊǘƛƴƎ ƻƭŘŜǊ ŀŘǳƭǘǎΣ ƛƴŘƛǾƛŘǳŀƭǎ ǿƛǘƘ ŘƛǎŀōƛƭƛǘƛŜǎΣ ŀƴŘ ŎŀǊŜƎƛǾŜǊǎ 
in living with dignity, independence, and connection. 

_________________________ 
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https://www.nadtc.org/about/transportation-aging-disability/unique-issues-related-to-older-adults-and-transportation/
https://www.sciencedirect.com/science/article/pii/S2214140521001006
https://pmc.ncbi.nlm.nih.gov/articles/PMC10723081/pdf/PCD-20-E111.pdf
https://doi.org/10.26419/ppi.00373.001
https://www.jandonline.org/article/S2212-2672(19)30264-3/fulltext
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3.4 Profile of PSA & Demographics  

Planning and Service Area (PSA) 11 is located in the northeastern region of Washington State and 
encompasses Spokane, Whitman, Stevens, Pend Oreille, and northern Ferry counties. As one of the 
largest and most geographically diverse service areas in the state, it spans more than 11,000 square 
miles and includes a dynamic mix of urban centers, agricultural communities, Tribal lands, and remote 
rural and frontier areas. Across this vast geographic footprint, Aging & Long-Term Care of Eastern 
Washington (ALTCEW) serves more than 650,000 residents, a population that continues to grow 
steadily. A defining feature of the region is its rapidly aging population. Between 2010 and 2020, the 
number of adults aged 65+ and older increased significantly1, reflecting both national trends and local 
patterns of aging in place. In many communitiesτparticularly in rural and frontier areasτolder adults 
make up an increasing share of the population and play a vital role in civic life, volunteerism, and the 
local economy. 
 

 
Source: U.S. Census 
Bureau. (n.d.).  U.S. Department 
of Commerce. Retrieved from: 
 https://data.census.gov/ 

 
 
 
 
 
 
 
 
 
 
 
 
 

This broad demographic and geographic context is further shaped by distinct subregional characteristics 
and variations in population density and land use, which together influence service needs, access, and 
delivery across PSA 11. 
 
The region is best understood through three interconnected subregions, each contributing distinct 
characteristics to the broader PSA 11 landscape: 
¶ Spokane County Subregion: Includes the City of Spokane, the City of Spokane Valley, and 

surrounding communities. This area serves as the primary urban, economic, and service hub for 

PSA 11, with the highest population density and concentration of resources.  

¶ Whitman County Subregion: Located along the northeastern edge of the Palouse, this 

micropolitan area is shaped by a blend of agricultural activity and the presence of a major 

university, creating a unique mix of rural and academic influences.  

¶ Tri-County Subregion (Ferry, Pend Oreille, and Stevens Counties): A mountainous, rural, and 

frontier area characterized by geographic remoteness, natural resource-based economies, and 

strong, close-knit communities.  

https://data.census.gov/
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Together, these subregions reflect the broader diversity of eastern Washington, which can also be 
understood through differences in population density and land use: 
¶ Urban: Densely populated areas that form the central core of cities and serve as primary centers 

for services, infrastructure, and economic activity.  

¶ Suburban: Residential areas that surround urban centers, typically with moderate population 

density and strong connections to nearby cities.  

¶ Rural: Areas outside of cities with lower population density, more dispersed communities, and a 

predominantly country-like setting.  

¶ Frontier Rural: Highly remote areas with very low population density and significant geographic 

isolation, often facing unique challenges related to access and service delivery.  

PSA 11 is also home to federally recognized Tribal Nations, including the Spokane Tribe of Indians, the 
Kalispel Tribe of Indians, and the Confederated Tribes of the Colville Reservation. These Tribal 
communities, while operating under distinct government structures, contribute significantly to the 
region's cultural, economic, and social fabric. ALTCEW works in partnership with Tribal governments and 
organizations to support culturally responsive services and strengthen systems of care.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  Source: Washington Tribes. Retrieved from: https://www.washingtontribes.org/the-tribes-of-washington/ 
 

County Overviews 

Across PSA 11, the landscape itself shapes daily life. From the urban core of Spokane to the rolling hills 
of the Palouse and the forested mountains of the northeast, geography influences how people access 
healthcare, transportation, and essential services. While urban areas tend to offer greater proximity to 
services, rural and frontier communities often require longer travel distances and creative approaches 
to service delivery. At the same time, these communities are known for resilience, strong local 
networks, and a deep sense of place. 
This section provides an overview of each county, highlighting not only demographic trends and service 
needs but also the strengths, industries, and community characteristics that define life across PSA 11. 
 
 

https://www.washingtontribes.org/the-tribes-of-washington/
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Spokane County 
 
Photo Source: City of Spokane, 
Riverfront Park Clock Tower 

 
Spokane County serves 
as the economic and 
cultural heart of PSA 11. 
With a population 
exceeding 550,000 
residents2, it is the 
second-largest 
metropolitan area in 
Washington State and 
serves as a regional hub 
for healthcare, 
education, commerce, 
and government services. 
The City of Spokane 
anchors the county and provides a wide range of services not only for its residents but also for 
individuals traveling from surrounding rural counties and neighboring states. 
 
Spokane is widely recognized for its vibrant community life and strong regional identity. Signature 
events such as Hoopfest, the world's largest 3-on-3 basketball tournament, and Bloomsday, a nationally 
known race, draw thousands of participants and visitors each year. These events reflect a broader 
culture of community engagement, outdoor activity, and civic pride. The county also benefits from 
extensive park systems, recreational opportunities, and a growing arts and cultural scene. 
Economically, Spokane County has a diverse base of industries, including healthcare, higher education, 
retail, finance, and government services. Major healthcare systems and educational institutions 
contribute to regional employment stability and to the provision of critical infrastructure. Public 
transportation through the Spokane Transit Authority and major interstate corridors further strengthens 
connectivity. 
 
At the same time, Spokane County faces challenges that often accompany growth. Housing affordability 
has become an increasingly pressing concern, particularly for older adults on fixed incomes. Although 
recent data show a decline in homelessness after a 2023 peak3, housing instability remains a key issue. 
Food insecurity is also present, affecting a significant portion of households. 
Health outcomes in Spokane County are generally comparable to state averages, but areas of concern 
remain, including chronic disease prevalence, behavioral health needs, and fall-related injuries among 
older adults4. Despite these challenges, the county benefits from larger healthcare systems and a 
network of service providers. 
 
Overall, Spokane County combines the advantages of an urban center with a strong sense of community 
identity. Its role as a regional hub is essential to the broader functioning of PSA 11, while its continued 
growth underscores the need to address affordability and equity to ensure all residents can thrive. 
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Source: Washington State Department of Social and Health Services (2025) .Use of Long-Term Services and Supports, the Aging 
Population, and Dementia Prevalence through 2040 in Washington State. Retrieved from: https://www.dshs.wa.gov/ 

 
Whitman County 
 
Photo source: View from Steptoe Butte, Photographer Chris Marler 
 

Whitman County, with a population of approximately 48,000, offers a unique blend of rural charm, 
agricultural strength, and academic influence. Located in the scenic Palouse region, the county is known 
for its rolling hills, 
expansive farmland, 
and status as one of 
the leading wheat-
producing areas in the 
United States. 
Agriculture remains a 
cornerstone of the 
local economy, shaping 
both the landscape 
and community 
identity. 
 
The presence of 
Washington State 
University (WSU) in 
Pullman adds a 
dynamic dimension to the county. The university is a major employer and cultural anchor, contributing 
to economic stability, research innovation, and community vitality. WSU athletics, including Cougar 
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football and basketball, bring residents and visitors together and foster a strong sense of pride and 
connection across the region. 
 
²ƘƛǘƳŀƴ /ƻǳƴǘȅΩǎ ǇƻǇǳƭŀǘƛƻƴ ƛǎ ȅƻǳƴƎŜǊ ǘƘŀƴ ǘƘŀǘ ƻŦ ƻǘƘŜǊ ŎƻǳƴǘƛŜǎ ƛƴ t{! мм ōŜŎŀǳǎŜ ƻŦ ƛǘǎ ǎǘǳŘŜƴǘ 
population, resulting in a lower proportion of older adults. However, aging trends remain, particularly in 
rural areas outside Pullman and Colfax, where access to services can be more limited. 
 
Healthcare services are available through facilities in Pullman and Colfax, and the county benefits from 
relatively strong health indicators, including high educational attainment and lower rates of certain 
chronic conditions. These factors contribute to overall positive community conditions. 
 
Challenges in Whitman County include housing affordability, particularly in Pullman, where demand is 
influenced by the university, and transportation limitations for residents living in rural areas.  
 
Whitman County stands out for its balance of economic stability, educational opportunity, and strong 
community identity. Its agricultural heritage and university presence create a unique environment that 
supports both innovation and tradition. 

 
Source: Washington State Department of Social and Health Services (2025) .Use of Long-Term Services and Supports, the Aging 
Population, and Dementia Prevalence through 2040 in Washington State.  

 
Tri-County Subregion Overview 
The Tri-County subregionτcomprising Stevens, Pend Oreille, and northern Ferry countiesτrepresents 
the most rural and geographically remote portion of PSA 11. This area is defined by its natural beauty, 
including mountain ranges, forests, rivers, and lakes, as well as its strong connection to natural resource 
industries. 
 
Communities in this region are often small and widely dispersed, contributing to a strong sense of 
independence and close community ties. Residents frequently rely on one another, and local 
organizations play a critical role in maintaining services and supporting quality of life. 
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The economy across the Tri-County area is rooted in industries such as forestry, agriculture, mining, 
tourism, and public sector employment. Outdoor recreation is a major draw, with opportunities for 
hiking, fishing, hunting, and boating attracting visitors from across the region and beyond. 
While the region offers a high quality of life for those who value space, nature, and community, it also 
faces ongoing challenges related to distance, transportation, and access to healthcare and services. 
These factors are particularly important for older adults and individuals with disabilities. 
 
Stevens County 
 
Photo Source: View of the Colville Valley, Stevens County Historical Society 
 

Stevens County is the largest of the Tri-counties with just over 46,000 residents6 and serves as an 
important center for commerce, 
services, and community life in 
the region. The City of Colville 
acts as the primary hub, offering 
access to healthcare, retail, and 
government services. 
 
¢ƘŜ ŎƻǳƴǘȅΩǎ ŜŎƻƴƻƳȅ ƛǎ ǎƘŀǇŜŘ 
by natural resource industries, 
including timber, agriculture, 
and mining, as well as public 
sector employment. Tourism and 
outdoor recreation also play an 
important role, with residents 
ŀƴŘ ǾƛǎƛǘƻǊǎ ŜƴƧƻȅƛƴƎ ǘƘŜ ŀǊŜŀΩǎ 
forests, lakes, and trails. 
 
Stevens County is home to the 
Spokane Tribe of Indians, whose 
presence contributes 
significantly to the cultural and economic landscape. Tribal services, including healthcare, are an 
important resource for the broader community. 
 
A defining characteristic of Stevens County is its older population. A significantly higher proportion of 
residents are age 65 and older, and the county also has higher rates of disability. These trends increase 
demand for healthcare, transportation, and supportive services. 
 
At the same time, Stevens County demonstrates strong community assets. Access to primary care 
providers is relatively strong for a rural area, and local organizations provide essential transportation 
and social services. Residents benefit from a slower pace of life, strong community connections, and 
access to natural surroundings. 
 
Challenges include transportation barriers, limited access to specialized healthcare, and economic 
pressures such as housing and childcare costs. Despite these challenges, Stevens County remains a 
resilient community with a strong foundation of local support and resourcefulness. 
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Source: Washington State Department of Social and Health Services (2025) .Use of Long-Term Services and Supports, the Aging 
Population, and Dementia Prevalence through 2040 in Washington State. 
 

Pend Oreille County 
Photo Source: Pend Orielle County, Washington, Photographers, Barb Smith and Phil Gordon 

 
Pend Oreille County, with a population of approximately 13,0007,  is widely known for its natural beauty 
and outdoor recreation opportunities. With its rivers, lakes, and forested landscapes, the county attracts 
visitors seeking fishing, boating, 
hiking, and other outdoor activities. 
Tourism, along with natural 
resource management, plays an 
important role in the local economy. 
 

The Kalispel Tribe of Indians is an 
integral part of the community and 
a significant economic contributor 
through Tribal enterprises and 
employment opportunities. The 
¢ǊƛōŜΩǎ ǇǊŜǎŜƴŎŜ ŜƴƘŀƴŎŜǎ ōƻǘƘ 
economic stability and cultural 
richness in the region. 
 
Pend Oreille County has one of the 
highest proportions of older adults 
in PSA 11, with more than a quarter 
of residents age 65 and older. This demographic trend contributes to increased demand for healthcare 
and supportive services. 
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Healthcare services are centered in Newport, and while quality care is available, access can be limited 
for residents living in more remote areas. Transportation remains a key challenge, requiring 
coordination and planning for many individuals. 
 
¢ƘŜ ŎƻǳƴǘȅΩǎ ǎǘǊŜƴƎǘƘǎ ƛƴŎƭǳŘŜ ǎǘǊƻƴƎ ŜŘǳŎŀǘƛƻƴŀƭ ƻǳǘŎƻƳŜǎΣ ŀ ŎƭƻǎŜ-knit community environment, and 
a high quality of life for those who value rural living and outdoor recreation. At the same time, economic 
challenges such as unemployment, childcare costs, and injury rates highlight areas where additional 
support is needed. 
 
Pend Oreille County reflects both the opportunities and complexities of rural living, offering natural 
beauty and community connection alongside ongoing challenges in service delivery. 

 
Source: Washington State Department of Social and Health Services (2025).Use of Long-Term Services and Supports, 
the Aging Population, and Dementia Prevalence through 2040 in Washington State.  
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Ferry County 
 
Photo Source: The Kettle River Range to 
the east of Republic. J. Foster Fanning 
photography 
 

Ferry County is one of the most 
rural and sparsely populated 
counties in Washington State. With 
a population of approximately 
7,500 residents8, the county is 
defined by its frontier 
characteristics, expansive 
landscapes, and deep historical 
roots.  
 

The economy has traditionally 
relied on mining, timber, and agriculture. While some industries have declined or shifted over time, 
public sector employment and land management now play a significant role. The Confederated Tribes of 
the Colville Reservation are an important presence in the county, contributing to cultural heritage and 
community life. 
 
Ferry County has the highest proportion of older adults in PSA 11, with nearly one-third of residents age 
65 and older. This, combined with high rates of disability, creates significant demand for healthcare and 
supportive services. 
 
Despite its small size, Ferry County possess many community strengths. Residents often rely on close 
personal networks, and there is a strong sense of mutual support. Access to primary care providers is 
relatively strong given the rural context, and local organizations work collaboratively to meet 
community needs. 
 
However, the county faces substantial challenges related to geographic isolation. Transportation is a 
major barrier, with long distances and limited infrastructure making access to services difficult. Housing 
conditions, unemployment, and affordability issues also impact residents. 
 
Ferry County exemplifies the resilience and independence of rural communities. While challenges are 
significant, the strong sense of community and connection to place are defining features that support 
residents in aging in place. 
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Source: Washington State Department of Social and Health Services (2025) .Use of Long-Term Services and Supports, the Aging 
Population, and Dementia Prevalence through 2040 in Washington State. Retrieved from: https://www.dshs.wa.gov/ 

Planning & Service Area 11 Summary 

PSA 11 is a region defined by diversityτin its geography, its communities, and its strengths. From the 
urban energy of Spokane to the agricultural landscape of Whitman County and the natural beauty of the 
Tri-County region, each county contributes to a broader regional identity. 
 
Across the service area, communities share a commitment to supporting older adults and individuals 
with disabilities. Strong partnerships, Tribal collaboration, and local engagement are key assets that 
support service delivery. 
 
At the same time, the region must continue to address challenges related to aging populations, housing 
affordability, transportation access, and workforce capacity. These challenges vary by geography but are 
interconnected across the region. 
 
Building on local strengths and addressing identified needs, ALTCEW and its partners will continue 
working to ensure that all PSA 11 residentsτregardless of where they liveτcan age with dignity, 
independence, and a sense of connection to their communities. 
_______________ 
1 Washington State Office of Financial Management. https://ofm.wa.gov/ 
2. U.S. Census Bureau. (n.d.).  U.S. Department of Commerce. Retrieved from: 
 https://data.census.gov/ 
о IǳǘΣ 9Ǌƛƴ όнлнрΣ Wǳƭȅ мпύΦ !ƴƴǳŀƭ {ƴŀǇǎƘƻǘ 9ǎǘƛƳŀǘŜ ƻŦ {ǇƻƪŀƴŜ /ƻǳƴǘȅΩǎ IƻƳŜƭŜǎǎ tƻǇǳƭŀǘƛƻƴ {Ƙƻǿǎ hǾŜǊŀƭƭ 5ŜŎǊŜŀǎŜ ŦƻǊ ǘƘŜ 
Second Year in a Row. City of Spokane. Retrieved from: https://my.spokanecity.org/. 
4 Spokane Regional Health District. Community Health Needs Assessment 2024-2025 (2024). Retrieved from: https://srhd.org/ 
5 United States Census Bureau. https://www.census.gov/ 
6 United States Census Bureau. https://www.census.gov/ 
7 United States Census Bureau. https://www.census.gov/ 
8 United States Census Bureau. https://www.census.gov/ 

 

https://ofm.wa.gov/
https://data.census.gov/
https://srhd.org/
https://www.census.gov/
https://www.census.gov/
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3.5 Greatest Economic Need and Greatest Social Need  

Greatest Economic Need 

For the purposes of service prioritization, Greatest Economic Need is defined in accordance with 
45 CFR 1321.3, which identifies older individuals with income at or below the federal poverty level 
(FPL) as having the greatest economic need. This federal threshold provides a consistent and 
necessary baseline for determining eligibility and prioritization of services under the Older 
Americans Act. 

However, while ALTCEW adheres to the federal poverty level as its primary guide, it also recognizes 
that the FPL alone does not fully capture the economic realities faced by older adults in 
Washington State. The FPL is a national measure that does not account for regional variations in 
the cost of living, particularly in states where housing, healthcare, transportation, and food costs 
significantly exceed the national average. 

To better understand these local conditions, ALTCEW considers supplemental measures such as 
the Elder Economic Security Standard Index (ESSI), developed by the Gerontology Institute at the 
University of Massachusetts Boston1. The Elder Index provides a more comprehensive estimate of 
the income older adults require to meet basic needs and age in place with dignity. Unlike the 
federal poverty level, it accounts for key cost drivers, including housing status, geographic 
location, household composition, and healthcare expenses.  

 

These disparities are particularly pronounced in Washington State. Recent reporting from the 
Washington Roundtable2 highlights that Washington ranks among the most expensive states in the 
nation. Broader economic analysis further reinforces this trend. A 2026 affordability study found 
that Washington is now the fifth most expensive state in the country, with costs rising faster than 
any other state over the past decade. Essential expensesуincluding housing, utilities, healthcare, 
food, and transportationуaccount for the majority of household spending and have increased 
substantially, placing growing pressure on fixed-income households. 

The ESSI and national analysis have 
demonstrated that Social Security income 
often falls short of meeting these actual living 
costs, with wide geographic variation in 
purchasing power1. 
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Importantly, these cost 
pressures are not limited to 
urban centers. Communities 
across the stateуincluding 
Eastern Washington and rural 
regionsуare experiencing 
above-average cost burdens, 
with key metropolitan areas 
ranking in the top quartile 
nationally for cost of living3. As 
a result, many older adults 
whose incomes exceed the 
federal poverty level may still 
lack sufficient resources to 
meet their basic needs, 
effectively placing them within 
a condition of economic 
vulnerability comparable to 
those officially classified as 
living in poverty. 

Older adults in rural counties 
may face compounded 
challenges, including limited access to affordable healthcare, transportation, and supportive 
services, as well as fewer opportunities for supplemental income. These structural barriers further 
exacerbate the gap between income and cost of living. 
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In recognition of these factors, ALTCEW applies the federal definition of greatest economic need 
while also incorporating a broader, context-driven understanding of economic vulnerability. This 
approach ensures that outreach, service delivery, and resource allocation strategies remain 
responsive to the true cost of aging in Washington and the limited federal and state resources are 
stewarded effectively to reach those with the greatest economic need. 

Greatest Social Need 

For the purposes of prioritization of service, Greatest Social Need is defined in accordance with 45 
CFR 1321.3 as the need caused by non-ĲĦŸŰŸůŔĦШŉċĦƣŸƖƚШƣőċƣШĦƖĲċƣĲШĤċƖƖŔĲƖƚШƣŸШċŰШŔŰĬŔƻŔĬƨċũќƚШ
ability to access services, obtain information, or successfully age in their home and community. 

Within PSA 11, ALTCEW recognizes that social need is often shaped by a combination of structural, 
geographic, cultural, and individual factors. Populations experiencing the greatest social need may 
include, but are not limited to, individuals with physical or cognitive disabilities, those experiencing 
language or cultural barriers, individuals living in rural or geographically isolated areas, those 
facing housing instability, and older adults with limited social or family support systems. 

To effectively address these disparities, ALTCEW recognizes the need for targeted strategies 
designed to meet the unique needs of specific populations. This means using targeted variation in 
outreach methods, service design, and delivery mechanisms based on the lived experience and 
barriers faced by different groups. 

The following factors serve as examples of key considerations in identifying and serving 
populations with the greatest social need: 

Geographic and Environmental Factors 
The size and rural nature of PSA 11 present significant barriers to service access. Residents in 
Ferry, Pend Oreille, Stevens, and Whitman counties often experience long travel distances to 
access healthcare, social services, and community-based supports. Many individuals must travel 
to Spokane for specialized medical care, creating additional challenges for those with limited 
transportation options. In addition, gaps in broadband infrastructure in certain areas restrict 
access to telehealth, virtual programming, and digital communication tools, further isolating older 
adults from essential services and information. 

Individuals with Language and Cultural Barriers 
Older adults who primarily speak a language other than English or who maintain strong cultural and 
linguistic ties to their culture may face challenges in accessing services. While translated materials 
are an important resource, they are not sufficient on their own. Effective engagement requires 
culturally responsive outreach, trusted community partnerships, and relationship-building efforts 
to ensure individuals are aware of and feel comfortable accessing available support. 

Individuals with Limited Social Supports 
Social isolation remains a critical concern across the PSA. Older adults living alone, particularly in 
rural communities, and those with limited family or caregiver support are at increased risk of 
isolation. Individuals with mobility limitations or chronic health conditions may spend extended 
periods at home without meaningful connections to community networks. This isolation can 
reduce awareness of available services and delay access to critical support, such as nutrition 
programs, transportation, and in-home care. 
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Implications for the Aging Network 
Taken together, the intersecting factors of Greatest Economic Need and Greatest Social Need, along 
with the shifting demographic landscape of PSA 11, highlight a continued and growing demand for a 
comprehensive array of home- and community-based services. These services are essential for 
supporting independence, promoting dignity, and enabling older adults and individuals with disabilities 
to age safely in place through a person-centered approach. Key services include: 

¶ In-home personal care services  
¶ Transportation assistance  
¶ Home-delivered and congregate nutrition programs  
¶ Caregiver support services  
¶ Case management and care coordination  
¶ Information & assistance services  

At the same time, the aging network must respond to persistent and emerging challenges that 
directly impact service delivery. These include workforce shortages, the region's geographic scale 
and rural nature, cultural and linguistic diversity, and the increasing complexity of participant 
needsуparticularly among individuals experiencing both economic and social vulnerability. 

In response, ALTCEW will continue to strengthen coordinated efforts with community-based 
organizations, healthcare systems, tribal governments, and local jurisdictions to ensure a 
responsive, integrated service network. Ongoing analysis of demographic trends, service 
utilization, and community input will guide strategic planning and resource allocation, ensuring 
that services remain accessible, equitable, and effectively targeted to those with the greatest 
economic and social need throughout the Area Plan period. 

__________________________ 

1Elder Index. (2025). The Elder Index҂ [Public Dataset]. Boston, MA: Gerontology Institute, University of Massachusetts 
Boston. Retrieved from ElderIndex.org 

2 Washington Roundtable (March 2026). ÂƖŔĦĲƚЮìĲЮÂċǃжЮÖŰĬĲƖƚƣċŰĬŔŰŊЮìċƚőŔŰŊƣŸŰѢƚЮ ŉŉŸƖĬċĤŔũŔƣǃЮ9ƖŔƚŔƚд Retrieved from: 
https://www.waroundtable.com/understanding -washingtons-affordability-crisis/.  

3 Washington Roundtable (March 2026). ÂƖŔĦĲƚЮìĲЮÂċǃжЮÖŰĬĲƖƚƣċŰĬŔŰŊЮìċƚőŔŰŊƣŸŰѢƚЮ ŉŉŸƖĬċĤŔũŔƣǃЮ9ƖŔƚŔƚд Retrieved from: 
https://www.waroundtable.com/understanding -washingtons-affordability-crisis/.  
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4.1 Key Issue Area: Reaching those in Greatest Economic Need (GEN) 
and Greatest Social Need (GSN) 

Issue Context 

Ensuring that services reach individuals with the greatest economic and social need is a foundational 
requirement of the Older Americans Act and a central priority for Aging & Long Term Care of Eastern 
Washington (ALTCEW). Across Planning and Service Area (PSA) 11, findings from the regional needs 
assessment and community engagement process demonstrate that while a strong network of services 
exists, significant barriers persist for individuals most at risk of poor health outcomes, social isolation, 
and unmet long-term care needs. 
 
For the purposes of service prioritization, Greatest Economic Need is defined in accordance with 45 CFR 
1321.3 and includes individuals with the lowest income, with particular attention to those at or below 
the federal poverty level (FPL). Within PSA 11, ALTCEW recognizes that economic vulnerability extends 
ōŜȅƻƴŘ ǘƘŜ ŦŜŘŜǊŀƭ ǇƻǾŜǊǘȅ ǘƘǊŜǎƘƻƭŘΦ ¢ƘŜ ǊŜƎƛƻƴΩǎ ǊǳǊŀƭ ƎŜƻƎǊŀǇƘȅΣ ǊƛǎƛƴƎ ƘƻǳǎƛƴƎ ŎƻǎǘǎΣ ƭƛƳƛǘŜŘ ŀŎŎŜǎǎ 
to affordable healthcare, and fixed incomes among older adults contribute to financial strain for 
individuals above 100% of the FPL. As a result, ALTCEW considers a broader range of economic factorsτ

Section 4: Key Issue Areas 
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including cost of living, access to services, and regional disparitiesτwhen identifying and prioritizing 
individuals with the greatest economic need. 
 
Greatest Social Need, as defined in 45 CFR 1321.3, refers to individuals whose ability to perform normal 
daily tasks or maintain independent living is limited by non-economic factors. In PSA 11, this includes 
individuals experiencing social isolation, geographic isolation, language barriers, disability, cognitive 
impairment, and lack of access to transportation or communication technology. Additional local factors 
contributing to social need include limited broadband access in rural areas, reduced availability of 
healthcare providers, and the ongoing impacts of emergencies and public health events, which have 
exacerbated isolation and disrupted service access. 
 
The community needs assessment highlights that individuals experiencing the greatest economic and 
social need often face multiple, overlapping barriers. Rural residents, individuals with limited English 
proficiency, people living with disabilities, caregivers, and those without strong social support networks 
are disproportionately impacted. These populations frequently report difficulty navigating complex 
systems, understanding eligibility requirements, and accessing services in a timely manner. Many 
individuals delay seeking assistance until their needs become urgent, increasing the likelihood of crisis 
and more intensive service needs. 
 
Transportation remains a critical cross-cutting barrier, limiting access to healthcare, nutrition programs, 
and community services. Similarly, the digital divide continues to affect access to services, particularly as 
more information and resources are delivered online. Individuals without reliable internet access or 
digital literacy face greater challenges in accessing services and support. 
 
At the same time, PSA 11 benefits from strong community partnerships, trusted local providers, and a 
growing, coordinated network of services that can continue to serve as a foundation for expanding 
ŀŎŎŜǎǎΦ ![¢/9²Ωǎ ǊƻƭŜ ŀǎ ŀ ŎƻƴǾŜƴŜǊ ŀƴŘ ŎƻƻǊŘƛƴŀǘƻǊ ǿƛǘƘƛn the aging network positions the agency to 
strengthen outreach, improve system navigation, and ensure that resources reach those with the 
greatest need. 
 
Addressing disparities in access requires intentional, data-informed strategies that prioritize the 
ƛƴŘƛǾƛŘǳŀƭΩǎ ƴŜŜŘǎ ŀƴŘ ŎƻƴǘŜȄǘΣ ǿƘƛŎƘ Ƴŀȅ ƛƴŎƭǳŘŜ ƛƴǘŜƎǊŀǘŜŘ ŎǳƭǘǳǊŀƭ ǊŜǎǇƻƴǎƛǾŜƴŜǎǎ ƻǊ ōŜƛƴƎ ŎƻƎƴƛȊŀƴǘ 
of geographical inclusivity. Strengthening outreach through trusted community channels, simplifying 
access to services, and ensuring that programs are designed to meet the diverse needs of the region will 
help to address disparities that may currently exist. 
 
Taken together, these findings underscore the importance of advancing a coordinated and person-
centered system of services that effectively reaches individuals with the greatest economic and social 
ƴŜŜŘΦ ¢Ƙƛǎ ǇǊƛƻǊƛǘȅ ǿƛƭƭ ƎǳƛŘŜ ![¢/9²Ωǎ ŜŦŦƻǊǘǎ ǘƻ ƛƳǇǊƻǾŜ access, reduce disparities, and promote 
independence and well-being across PSA 11. 
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Goal 

Ensure equitable access to services by prioritizing outreach, coordination, and service delivery for 
individuals with the greatest economic and social need, reducing barriers and improving system 
navigation across PSA 11. 

Objective 1 

Increase awareness of and access to services among individuals with the greatest economic and social 
need. 
 
Strategies 

¶ Expand targeted outreach efforts using culturally responsive and community-based approaches.  

¶ Develop and distribute accessible, easy-to-understand information about available services, 
eligibility, and how to access support.  

 

¶ Utilize trusted community locations and partners (e.g., senior centers, libraries, food banks, 
healthcare providers) to share information.  

 

¶ Increase marketing campaigns across the community to build awareness of services, which may 
include, but are not limited to, the use of in-person outreach and printed materials, billboards, 
and digital campaigns. 

 

¶ Strengthen partnerships with culturally specific organizations, tribal communities, and rural 
providers to improve engagement.  

 

¶ Provide ongoing training in Information and Assistance and Community Living Connections 
services to offer person-centered navigation support.  

 
Measurable Outcomes 

¶ Increase the number of individuals from priority populations accessing services.  

¶ Improve awareness of services among underserved and underrepresented communities.  

¶ Expand outreach partnerships with community-based and culturally specific organizations.  

¶ Increase successful referrals and service connections for individuals seeking assistance.  

¶ Reduce delays in accessing services.  

¶ Improve client satisfaction with system navigation and access to support.  

Objective 2 

Reduce geographic, transportation, and technology-related barriers to service access. 
 
Strategies 

¶ Support and expand transportation options that connect individuals to essential services.  

¶ Promote flexible service delivery models, including mobile, in-home, and virtual services where 
appropriate.  

¶ Address digital access barriers by supporting alternatives to online service delivery and 
increasing digital literacy support.  

¶ Collaborate with regional partners to improve infrastructure and access in rural and 
underserved communities.  

¶ Integrate transportation and access considerations into all program planning efforts.  
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Measurable Outcomes 

¶ Increase access to services among rural and geographically isolated populations.  

¶ Improve utilization of transportation and alternative service delivery options.  

¶ Reduce reported barriers related to transportation and technology access.  
 

Objective 3 

Ensure services are culturally responsive, inclusive, and aligned with community needs. 
 
Strategies 

¶ Partner with culturally specific and community-based organizations to inform program design 
and delivery.  

¶ Provide services and materials in multiple languages and accessible formats.  

¶ Support provider training on cultural competency, equity, and inclusion.  

¶ Engage community members in planning and evaluation processes to ensure services reflect 
lived experiences.  

¶ Monitor demographic and service utilization data to identify and address disparities.  
 
Measurable Outcomes 

¶ Increase participation among culturally diverse and underserved populations.  

¶ Expand the number of partnerships with culturally specific organizations.  

¶ Demonstrate improved equity in service access and outcomes across populations.  

Objective 4 

Strengthen data-driven decision-making to prioritize individuals with the greatest economic and social 
need. 
 
Strategies 

¶ Continued use and analysis of community needs assessment data, service utilization data, and 
demographics served to identify priority populations and service gaps.  

¶ Align resource allocation and contracting processes with identified needs.  

¶ Regularly review and adjust strategies based on data, community input, and emerging trends.  

¶ Support providers in collecting and reporting data that reflects service reach and impact.  
 
Measurable Outcomes 

¶ Improve alignment of services with identified community needs.  

¶ Increase the proportion of services reaching individuals with the greatest economic and social 
need.  

¶ Strengthening reporting and accountability related to equity and access outcomes. 
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4.2 Key Issue Area: Healthy Aging and Older Americans Act Core 
Programs  

Issue Context 

Across Planning and Service Area (PSA) 11, older adults, adults with disabilities, and caregivers 
consistently identify several foundational needs that directly affect their ability to remain healthy, 
independent, and connected in their communities. Survey findings, community outreach, and 
stakeholder engagement conducted as part of the Area Plan planning process indicate that food and 
nutrition, transportation, housing stability, in-home supports, healthcare access, and opportunities for 
social engagement are among the most frequently cited needs across nearly all populations.  
 
Among these factors, transportation stands out as a major barrier to accessing services across the 
region. Transportation serves as a gateway service, enabling participation in nutrition programs, access 
to healthcare providers, attendance at community activities, and connection to social and supportive 
services. This barrier is especially pronounced in Ferry, Pend Oreille, Stevens, and Whitman counties, 
where geographic distance, limited transit infrastructure, and workforce shortages complicate service 
delivery. Without reliable transportation options, older adults may struggle to access essential services 
that support their health and independence. 
 
Community feedback also highlights ongoing concerns related to food insecurity and social isolation, 
particularly among multilingual populations, rural residents, and unpaid caregivers. Respondents 
emphasized that limited transportation options, declining physical mobility, and geographic isolation can 
contribute to reduced participation in community programs and increased risk of poor health outcomes. 
These findings reinforce the importance of maintaining flexible, community-based services that can 
reach individuals where they live and adapt to the unique needs of diverse populations. 
 
Healthcare access across PSA 11 is of paramount importance, as residents in ![¢/9²Ωǎ ǎŜǊǾƛŎŜ ŀǊŜŀ 
experience high rates of chronic disease1, mobility limitations, falls, and behavioral health concerns2. 
Rural counties in the region face compounded challenges, including workforce shortages, limited 
healthcare facilities, and fewer congregate service locations. These factors can make it difficult for older 
adults to obtain preventive services, participate in health promotion programs, or maintain the social 
connections that support overall well-being. 
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tŀǊǘƛŎƛǇŀǘƛƻƴ Řŀǘŀ ŦǊƻƳ ![¢/9²Ωǎ ǇǊƻƎǊŀƳǎ ŀƴŘ ŎƻƴǘǊŀŎǘŜŘ ǇǊƻǾƛŘŜǊǎ ŦǳǊǘƘŜǊ ǳƴŘŜǊǎŎƻǊŜǎ ǘƘŜ 
importance of locally delivered Older Americans Act core services. Nutrition programs, transportation 
services, evidence-based health promotion programs, and social engagement opportunities have 
demonstrated strong community demand and measurable impact in supporting independence and 
preventing unnecessary health decline. These programs often serve as early points of engagement for 
individuals who may later require additional services, making them critical components of a broader 
continuum of care. 
 
In addition to addressing physical health needs, community stakeholders have emphasized the 
importance of brain health, dementia awareness, and support for older adults and their caregivers. As 
the population ages, the number of individuals living with dementia and cognitive impairment is 
expected to rise, placing additional pressure on families, caregivers, and community service systems. 
 

 
 
 

Source: Washington State Department of Social & Health Services Aging and Long-Term Support Administration. Washington 
State Plan on Aging (2023 June). Retrieved from: https://www.dshs.wa.gov/altsa/state -plan-aging 

https://www.dshs.wa.gov/altsa/state-plan-aging
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Source: Alzheimer's Association. Washington Alzheimer's Disease Facts and Figures 2026. Retrieved from: https://www.alz.org  

 
Ensuring that services are for families and their caregivers are accessible, culturally responsive, and 
supportive of individuals experiencing cognitive and behavioral health challenges will remain a key 
priority throughout the planning period. 
 
Taken together, these findings highlight the importance of strengthening and expanding core Older 
Americans Act services that support healthy aging, social connection, and community participation. 
Flexible program delivery, culturally responsive outreach, and partnerships with local providers will be 
essential to ensuring that services remain accessible and responsive to the diverse communities across 
![¢/9²Ωǎ ǎŜǊǾƛŎŜ ŀǊŜŀΦ 

 

Goal 

Promote health, independence, and well-being for older adults and adults with disabilities by expanding 
the reach and cultural relevance of Older Americans Act core programs ς including nutrition, evidence-
based health promotion, disease prevention and supportive services. 

Objective 1 

Increase access to nutrition services and reduce food insecurity among older adults across PSA 
11. 
 
Strategies 

¶ Advocate for continued state funding investment in senior nutrition programs to sustain 
program operations and avoid future service reductions. 

¶ Maintain and expand congregate and home-delivered meal programs to ensure access to 
nutritious meals for older adults who experience barriers related to transportation, mobility 
limitations, or geographic isolation. 

¶ Strengthen partnerships with senior centers, community organizations, and local providers to 
increase the availability of meal sites and distribution locations in rural and underserved 
communities. 

¶ Improve outreach and education about available nutrition services, particularly among 
multilingual populations, rural residents, and individuals who may not currently be connected to 
services. 

¶ Support culturally responsive meal options and program delivery models that reflect the diverse 
preferences and dietary needs of community members.    

https://www.alz.org/
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¶ Provide client assistance for accessing resources for medically tailored meals, nutrition 
education, and grocery delivery options in rural areas. 

¶ Provide technical assistance and support to providers to coordinate nutrition programs with 
other services such as transportation, health promotion activities, and social engagement 
opportunities. 

 
Measurable Outcomes 

¶ Maintain or increase the number of congregate and home-delivered meals provided annually 
throughout the planning period. 

¶ Increase participation in nutrition programs among individuals living in rural counties and those 
from minority populations. 

¶ Expand outreach efforts to increase participation among individuals experiencing food 
insecurity, social isolation, or barriers to accessing services. 

¶ Maintain compliance with federal nutrition program standards and ensure regular monitoring of 
service quality and participant satisfaction. 

Objective 2 

Expand evidence-based health promotion and disease prevention programs to support healthy 
aging and prevent avoidable health decline. 
 
Strategies 

¶ Increase the availability of evidence-based health promotion programs such as fall prevention 
and caregiver education programs throughout PSA 11. 

¶ Partner with senior centers, healthcare providers, community organizations, and housing 
providers to deliver programs in accessible community locations. 

¶ Utilize virtual and hybrid program models when appropriate to reach individuals in rural or 
geographically isolated communities. 

¶ Train volunteers, community leaders, and service providers to expand the regional capacity to 
deliver evidence-based programming. 

¶ Promote programs through targeted outreach efforts to ensure that individuals with the 
greatest social and economic need are aware of available opportunities. 

 
Measurable Outcomes 

¶ Increase the number of evidence-based health promotion classes offered across PSA 11 during 
the planning period. 

¶ Increase participation in evidence-based programs among older adults and adults with 
disabilities through community and contract partnerships. 

¶ Expand the number of trained facilitators or volunteers who can deliver evidence-based 
programs in local communities. 

Objective 3 

Strengthen transportation access to support participation in essential services, healthcare, and 
community programs. 
 
Strategies 

¶ Collaborate with regional transportation providers, local governments, and community partners 
to improve coordination and awareness of transportation options available to older adults and 
individuals with disabilities. 
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¶ Advocate for transportation options that support both medical and non-medical needs. 

¶ Support transportation services that connect individuals to nutrition sites, healthcare 
appointments, community programs, and essential services. 

¶ Promote transportation resources through the Community Living Connections system and other 
outreach channels to improve awareness and utilization. 

¶ Participate in regional transportation planning efforts to ensure that the needs of older adults 
and individuals with disabilities are represented. 

¶ Work with regional transportation providers and community leaders to provide flexible 
transportation solutions such as volunteer driver programs, coordinated ride services, or 
community partnerships that address rural transportation barriers. 

 
Measurable Outcomes 

¶ Increase the number of individuals who access transportation services that support participation 
in nutrition programs, health services, and community activities. 

¶ Improve awareness of transportation options through outreach and information services. 

¶ Strengthen partnerships with regional transportation providers to expand service coordination. 

Objective 4 

Promote social engagement, brain health, and well-being among older adults across PSA 11. 
 
Strategies 

¶ Support community-based programs that provide opportunities for social engagement, lifelong 
learning, and volunteerism through senior centers and partner organizations. 

¶ Increase access to programs and education related to brain health, dementia awareness ς early 
detection, and cognitive wellness. 

¶ Expand caregiver education and support programs that address the emotional and mental 
health needs of caregivers and individuals living with dementia. 

¶ Encourage community initiatives that reduce stigma and increase understanding of dementia 
and mental health challenges. 

 
Measurable Outcomes 

¶ Increase participation in community-based programs that promote social connection and 
wellness. 

¶ Expand dementia awareness and brain health education opportunities available in PSA 11 
communities. 

¶ Increase access to caregiver education and support programs related to dementia and cognitive 
decline. 

Objective 5 

Ensure that Older Americans Act core programs remain accessible, inclusive, and responsive to 
those served across each community. 
 
Strategies 

¶ Strengthen outreach efforts to populations experiencing the greatest social and economic need, 
including rural residents, individuals with limited English proficiency, culturally diverse 
communities, and individuals living with disabilities. 
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¶ Collaborate across ALTCEW staff, contract partners, and throughout the community to remain 
aware of new resources and programs as they become available and ensure communication of 
new options to relevant populations. 

¶ Improve core programs by strengthening relationships, coordination, and technical assistance 
with service providers 

¶ Partner with culturally specific organizations and community leaders to improve program 
design, outreach, and service delivery. 

¶ Provide accessible program materials and outreach information in multiple languages and 
formats when possible. 

¶ Encourage providers to adopt culturally responsive practices that reflect the needs and 
strengths of the communities they serve. 

¶ Monitor service utilization data to identify gaps in access and inform future program 
development. 

 
Measurable Outcomes 

¶ Increase engagement with underserved and historically underrepresented populations. 

¶ Improve awareness of available services among communities that experience barriers to 
accessing programs. 

¶ Expand partnerships with culturally specific organizations and community-based providers. 

¶ Monitor participation data to ensure that services are reaching individuals with the greatest 
social and economic need. 

________________ 
1 Rural Health Information Hub. Rural Health Disparities. Retrieved from: https://www.ruralhealthinfo.org/topics/rural -
health-disparities 
2 Spokane Regional Health District. Community Health Needs Assessment 2024-2025 (2024 December). Retrieve from: 
https://srhd.org/ 

 

https://www.ruralhealthinfo.org/topics/rural-health-disparities
https://www.ruralhealthinfo.org/topics/rural-health-disparities
https://srhd.org/
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4.3 Key Issue Area: Expanding Access to Home & Community Based 
Services  (HCBS) 

Issue Context 

Aging & Long Term Care of Eastern Washington (ALTCEW) prioritizes expanding access to home- and 
community-based services (HCBS) that enable older adults and adults with disabilities to remain safely 
and independently in their homes and communities. 
 
Services such as information & assistance, options counseling, insurance navigation, case management, 
and care transitions are critical components of the long-term services and supports (LTSS) system. These 
services help individuals and families navigate complex systems of care, identify appropriate support, 
and access programs that promote independence and prevent unnecessary institutionalization.  
 
Across PSA 11, demand for HCBS continues to grow as the population ages and individuals increasingly 
seek alternatives to institutional care. Community survey findings, service utilization data, and 
stakeholder engagement conducted during the Area Plan process consistently identified housing 
stability, in-home assistance with activities of daily living, access to healthcare, and financial security as 
key concerns for older adults and caregivers. Many individuals expressed uncertainty about how to find 
services, determine eligibility, or where to begin when seeking support for themselves or a family 
member.  
 
Rural communities across PSA 11 face additional challenges in accessing services. Respondents from 
rural countiesτ Ferry, Pend Oreille, Stevens, and Whitmanτreported high levels of disconnection due 
to transportation barriers, limited internet access, and fewer local service providers. Geographic 
distance and workforce shortages limit access to in-home supports, case management services, and 
other essential programs. These conditions increase the importance of coordinated outreach, strong 
provider partnerships, and service models that can adapt to rural conditions. 
 
In Spokane County, which represents the largest population center in PSA 11, demand for services 
continues to grow as the region experiences population growth and demographic aging. While Spokane 
benefits from a larger network of service providers, the volume of requests for assistance has placed 
increasing pressure on service systems, leading to capacity challenges. 
 
Community feedback during the community needs assessment indicated that navigating services and 
programs poses significant challenges. Many individuals reported difficulty understanding eligibility 
requirements, locating services, or moving through referral processes across multiple systems. In some 
cases, individuals assumed they were not eligible and did not seek assistance. These navigation gaps 
highlight the need for expanded information and referral services that connect individuals to 
appropriate resources, improved coordination among service providers, and more accessible 
information pathways. On a national level, numerous research studies emphasize the critical role that 
awareness and navigation of services play in individual health, especially for our aging population1. 
To address these challenges, ALTCEW will continue to strengthen the regional network of home- and 
community-based services by improving service coordination, enhancing navigation supports, and 
expanding partnerships with healthcare providers, community organizations, and local governments. 
Through these efforts, ALTCEW aims to ensure that individuals across PSA 11τregardless of location or 
circumstanceτcan access the services and supports needed to remain healthy, safe, and independent at 
home and in their communities. 
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Goal 

Increase the availability, coordination, and sustainability of home- and community-based services that 
enable older adults and adults with disabilities to remain safely and independently in their homes, with 
special emphasis on improving client service awareness, enhancing navigation, and strengthening 
provider capacity. 

Objective 1 

Strengthening information, referrals, assistance, and options counseling services to improve navigation 
of long-term services and supports. 
 
Strategies 

¶ Expand outreach and awareness of Community Living Connections as the gateway for 
information, referrals & assistance services that help individuals and caregivers understand 
available resources and eligibility pathways. 

¶ Improve coordination between Community Living Connections partners, healthcare providers, 
and community organizations to ensure clear referral pathways for individuals seeking 
assistance. 

¶ Increase staffing for Options Counseling services to help individuals make informed decisions 
about long-term services and supports. 

¶ Provide accessible and culturally responsive information about available programs and services 
through multiple outreach channels. 

 
Measurable Outcomes 

¶ Increase the number of individuals accessing Community Living Connections for information, 
referrals, assistance, and Options Counseling services. 

¶ Improve referral coordination among healthcare providers, community partners, and social 
service agencies. 

¶ Increase awareness of available long-term services and supports among older adults and 
caregivers. 

Objective 2 

Expand access to home and community-based services that support independence and reduce 
unnecessary institutionalization. 
 
Strategies 

¶ Support the development of new WA Cares and Health Related Social Needs (HRSN) programs 
through provider participation and client enrollment. 

¶ Increase and leverage partnerships, particularly in rural communities, where funding limitations 
are particularly pronounced. 

¶ Increase client access to necessary insurance navigation to improve access to care. 

¶ Continue partnership development with Community Care Hub/Better Health Together to 
improve referrals to care coordination, case management, and caregiver support. 

¶ Help individuals remain safely at home by maintaining or increasing the number of clients 
served through Care Transitions and Health Home. 

¶ Support innovative service delivery models that increase access to services in rural and 
underserved communities. 

¶ Continue offering Medicaid-funded Presumptive Eligibility through Community Living 
Connections, when eligible, to expedite caregiving services and supports.  
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¶ Provide housing stability assistance to clients, avoiding unnecessary institutionalization.  
 
Measurable Outcomes 

¶ Increase access to case management, care transitions, and supportive services that help 
individuals remain in their homes. 

¶ Improve coordination between healthcare providers and community-based organizations 
serving older adults and individuals with disabilities. 

¶ Reduce avoidable hospital readmissions and institutional placements through effective care 
transitions  

¶ Track service utilization data to identify trends and emerging needs. 

Objective 3 

Improve coordination among healthcare, social service, and community-based providers to strengthen 
the HCBS system. 
 
Strategies 

¶ Increase outreach and expand partnerships with healthcare providers, hospitals, and community 
health systems to improve referral coordination and service integration. 

¶ Participate in regional initiatives that support integrated care models and cross-sector 
collaboration amongst providers serving older adults and individuals with disabilities. 

¶ Support coordinated service planning that addresses medical, social, and environmental factors 
affecting health and well-being. 

¶ Promote shared learning opportunities among providers to strengthen service delivery and 
improve outcomes. 

 
Measurable Outcomes 

¶ Improve referral pathways between healthcare systems and community-based services. 

¶ Expand participation in cross-sector partnerships that support integrated care. 

¶ Increase technical knowledge amongst providers for strengthened service delivery. 

Objective 4 

Address rural access barriers and support service delivery models that meet the needs of geographically 
diverse communities. 
 
Strategies 

¶ Strengthen partnerships with rural service providers and community organizations to expand 
local service capacity. 

¶ Promote and use flexible service delivery models, within policy, to serve individuals in under-
resourced areas. 

¶ Support outreach strategies and marketing that increase awareness of services among rural 
populations. 

¶ Collaborate with regional partners to address transportation and technology barriers that affect 
service access. 

¶ Explore innovative approaches that leverage local resources and community networks to deliver 
services. 
 

Measurable Outcomes 

¶ Increase participation in HCBS programs among residents of rural counties. 
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¶ Improve awareness of services available in rural communities. 

¶ Strengthen partnerships and technical assistance with rural service providers and community 
organizations. 

¶ Track service access and utilization trends across counties to identify and address geographic 
disparities. 

Objective 5 

Strengthen the long-term sustainability and capacity of the HCBS service network. 

 
Strategies 

¶ Support workforce development and provider capacity-building efforts across the aging services 
network. 

¶ Promote collaboration among providers to share resources, expertise, and best practices. 

¶ Seek opportunities to leverage federal, state, and local funding sources to sustain and expand 
services. 

¶ Monitor program performance and service demand to inform resource allocation and future 
planning. 

¶ Engage community partners, local governments, and stakeholders in planning efforts that 
support long-term service sustainability. 

 
Measurable Outcomes 

¶ Maintain or increase the number of service providers participating in the HCBS network. 

¶ Improve provider collaboration and resource coordination across PSA 11. 

¶ Strengthen long-term sustainability of programs through diversified funding and partnerships. 

¶ Monitor service capacity and workforce trends to inform ongoing planning efforts. 
 
____________________ 
1 Teggart, K., Neil-Sztramko, S.E., Nadarajah, A. et al. Effectiveness of system navigation programs linking primary care with 
community-based health and social services: a systematic review. BMC Health Serv Res 23, 450 (2023). 
https://doi.org/10.1186/s12913-023-09424-5 
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4.4 Key Issue Area: Caregiving  

Issue Context 

Family caregivers are a cornerstone of the long-term care system across Planning and Service Area 
(PSA) 11, providing the majority of unpaid care for older adults and individuals with disabilities. 
Findings from the community needs assessment, reinforced by statewide data, highlight both the 
scale of this informal care network and the growing complexity of caregiving. In Washington State, 
more than 1.3 million adultsу approximately 22% of the adult populationуprovide care to a family 
member or friend with complex medical needs or disabilities, with most caring for an adult and 
over half balancing employment alongside caregiving responsibilities. Many caregivers provide 
high-intensity support, including assistance with activities of daily living, care coordination, and 
medical or nursing tasks, underscoring their central role in sustaining the broader long-term care 
system1. 
 

                
 

Data Source: AARP and National Alliance for Caregiving. Caregiving in Washington, 2025. Washington, DC: AARP. July 
2025. https://doi.org/10.26419/ppi.00373.001 

Across PSA 11, caregivers consistently report difficulty navigating complex service and support 
systems. While resources exist, caregivers often lack clear information about where to begin, how 
to access services, and how programs connect. This challenge is compounded by confusion 
around eligibility requirements and limited awareness of available caregiver support programs. As 
a result, many caregivers delay seeking assistance until they are already experiencing high levels of 
stress or crisis. 

Access to respite care and supportive services remains a critical gap throughout the region. 
Caregiversуparticularly those in rural counties such as Ferry, Pend Oreille, Stevens, and 
Whitmanуface limited availability of respite providers, transportation barriers, and workforce 
shortages that restrict their ability to take needed breaks. Even when services are available, 
caregivers may be unable to utilize them due to time constraints or limited flexibility. 
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Workforce capacity challenges further strain the caregiving system. The region continues to 
experience shortages of paid caregivers and direct care workers, driven by factors such as 
recruitment challenges and compensation limitations. These shortages increase reliance on 
unpaid caregivers and reduce access to formal supports that could help sustain caregiving over 
time. 

The community needs assessment also highlights a critical opportunity to engage caregivers earlier 
in their journey. Many individuals do not initially identify themselves as caregivers and may not seek 
support until their responsibilities intensify. This underscores the importance of proactive 
outreach, education, and culturally responsive engagement strategies that recognize caregivers 
across diverse communities and life circumstances. 

In addition, caregivers face growing complexity in 
managing long-term care needs, including navigating 
healthcare systems, understanding financial 
resources such as Medicaid and Social Security, and 
supporting individuals with chronic conditions, 
dementia, and behavioral health needs. These 
ƖĲƚƓŸŰƚŔĤŔũŔƣŔĲƚШƚŔŊŰŔŉŔĦċŰƣũǃШŔůƓċĦƣШĦċƖĲŊŔƻĲƖƚќШ
physical health, emotional well-being, financial 
stability, and ability to remain in the workforce.  

At the same time, caregivers play an essential role in 
enabling individuals to remain safely in their homes 
and communities, aligning with the broader goals of 
ƣőĲШ§ũĬĲƖШ ůĲƖŔĦċŰƚШ ĦƣШċŰĬШìċƚőŔŰŊƣŸŰШÉƣċƣĲќƚШ
long-term care system. Strengthening supports for 
caregivers is therefore critical not only for individual 
well-being but also for the sustainability of the 
broader care system. 

Taken together, these findings highlight the need for a 
more accessible, coordinated, and responsive 
system of caregiver supports. Expanding access to 
respite care, improving system navigation, 
strengthening workforce capacity, and increasing 
early outreach and education will be key priorities 
throughout the planning period. 

Data Source: AARP and National Alliance for Caregiving. Caregiving in the Washington, 2025. Washington, DC: AARP. July 
2025. https://doi.org/10.26419/ppi.00373.001 
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Goal 

Support and sustain family caregivers by expanding access to coordinated, culturally responsive 
services, improving system navigation, and strengthening resources that promote caregiver well-
being, resilience, and capacity to provide care. 

Objective 1 
 
Improve access to information, education, and system navigation for caregivers across PSA 11. 
 
Strategies 

¶ Expand outreach efforts to increase awareness of caregiver support programs, including 
the Family Caregiver Support Program and related services.  

¶ Provide clear, accessible, and culturally responsive information about available services, 
eligibility, and how to access support.  

¶ Strengthen Information & Assistance and Community Living Connections services to better 
identify and engage caregivers early.  

¶ Develop and distribute printed and in-person outreach materials through trusted 
community locations, particularly in rural areas.  

¶ Partner with healthcare providers, community organizations, and social service agencies to 
identify caregivers and connect them to resources such as Star-C and Dementia Friends 

Measurable Outcomes 

¶ Increase the number of caregivers accessing information and assistance services.  
¶ Improve caregiver awareness of available programs and supports across PSA 11.  
¶ Increase early identification of caregivers through outreach and partner referrals.  

Objective 2 

Advocate for strengthening workforce capacity and expanding access and funding for respite care 
and supportive services that reduce caregiver burden. 

Strategies 

¶ Collaborate with workforce development partners, educational institutions, and providers 
to support recruitment and retention of direct care workers.  

¶ Strengthen engagement with caregivers to offer information on available support groups 
and assistance with resources. 

¶ Partner with local providers to expand respite capacity in rural and underserved 
communities.  

¶ Promote respite services through targeted outreach to caregivers who may not be aware of 
available options.  

¶ Explore innovative respite models, including volunteer-based and community-supported 
approaches.  

¶ Coordinate respite services with other supports such as transportation and case 
management to improve access.  
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Measurable Outcomes 

¶ Increase the number of caregivers accessing support while advocating for increased 
respite options. 

¶ Expand respite service availability in rural and frontier counties.  
¶ Improve caregiver satisfaction and reported ability to take breaks from caregiving 

responsibilities. 
¶ Strengthening partnerships focused on workforce development and training.  
¶ Improve access to in-home and community-based services supported by the caregiving 

workforce.  

Objective 3 

Enhance caregiver education, training, and support to improve caregiver capacity and well-being. 

Strategies 

¶ Expand access to evidence-based caregiver education programs, including Star-C, 
dementia care, chronic disease management, and stress reduction.  

¶ Offer training opportunities in both in-person and virtual formats to increase accessibility.  
¶ Support caregiver support groups and peer networks to reduce isolation and promote 

shared learning.  
¶ Provide education on long-term care planning, financial resources, which may include legal 

advice, and navigating healthcare systems.  
¶ Partner with community organizations and culturally specific providers to deliver relevant 

and inclusive caregiving programming.  

Measurable Outcomes 

¶ Increase participation in caregiver education and training programs.  
¶ Expand the number of support groups and educational opportunities available across PSA 

11.  
¶ Improve caregiver confidence and self-reported ability to manage caregiving 

responsibilities.  

Objective 4 

Ensure caregiver services are accessible, equitable, and responsive to those with the greatest 
social and economic need. 

Strategies 

¶ Target outreach and services to caregivers in rural areas, culturally diverse communities, 
and those experiencing social or economic barriers.  

¶ Partner with culturally specific organizations and tribal communities to improve service 
delivery and engagement.  

¶ Provide caregiver materials and services in multiple languages and accessible formats.  
¶ Monitor service utilization data to identify gaps and disparities in caregiver support.  
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¶ Adapt programs and service delivery models to reflect the diverse needs of caregivers 
across PSA 11.  

Measurable Outcomes 

¶ Increase participation in caregiver programs among underserved and underrepresented 
populations.  

¶ Improve equitable access to caregiver supports across geographic and demographic 
groups.  

¶ Strengthen partnerships with culturally specific and community-based organizations.  
¶ Use data to demonstrate improved reach to individuals with the greatest social and 

economic need. 

_______________________ 

1 AARP and National Alliance for Caregiving. Caregiving in the Washington, 2025. Washington, DC: AARP. July 2025. 
https://doi.org/10.26419/ppi.00373.001 
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4.5  7.01 Planning with Native American Tribes and Tribal 
Organizations 

The 7.01 Plans reflect Washington StateΩǎ and Aging & Long-¢ŜǊƳ /ŀǊŜ ƻŦ 9ŀǎǘŜǊƴ ²ŀǎƘƛƴƎǘƻƴΩǎ 
(ALTCEW) commitment to meaningful, government-to-government collaboration with the Confederated 
Tribes of the Colville Reservation, the Kalispel Tribe of Indians, the Spokane Tribe of Indians, and trusted 
community-based partners such as NATIVE Project. In alignment with Department of Social and Health 
Services (DSHS) Administrative Policy 7.01, these planss establishes a framework for ongoing 
coordination, communication, and partnership within the Planning and Service Area (PSA). The plans 
ensures Tribal Nations and Native-serving organizations are meaningfully engaged in planning processes 
that impact aging and long-term care services. 
 
Central to this work is the recognition of Tribal sovereignty. Each federally recognized Tribe is a 
sovereign nation with the inherent authority to govern its people, lands, and resources. ALTCEW 
acknowledges and respects this sovereignty by approaching all coordination efforts through a 
government-to-ƎƻǾŜǊƴƳŜƴǘ ƭŜƴǎΣ ƘƻƴƻǊƛƴƎ ŜŀŎƘ ¢ǊƛōŜΩǎ ǳƴƛǉǳŜ ŎǳƭǘǳǊŀƭ ǾŀƭǳŜǎΣ ƎƻǾŜǊƴŀƴŎŜ ǎǘǊǳŎǘǳǊŜǎΣ 
ŀƴŘ ǇǊƛƻǊƛǘƛŜǎΦ tŀǊǘƛŎƛǇŀǘƛƻƴ ƛƴ ǘƘŜ тΦлм tƭŀƴ ƛǎ ǾƻƭǳƴǘŀǊȅΣ ŎƻƭƭŀōƻǊŀǘƛǾŜΣ ŀƴŘ ǊŜŦƭŜŎǘƛǾŜ ƻŦ ŜŀŎƘ ¢ǊƛōŜΩǎ 
identified needs and priorities. 
 
The importance of the 7.01 Plan extends beyond compliance with state policy; it serves as a critical tool 
for building and sustaining relationships rooted in trust, respect, and reciprocity. Through this plan, 
ALTCEW seeks to strengthen partnerships that support Native elders, adults with disabilities, and their 
caregivers by improving access to culturally appropriate services and supports. This includes establishing 
clear referral pathways, enhancing communication protocols, and coordinating emergency 
preparedness efforts to ensure that Tribal communities are supported during crises. 
 
ALTCEW also recognizes the vital role of Tribal and urban Indian organizations, such as the NATIVE 
Project, in delivering culturally responsive care and services. These organizations serve as essential 
partners in bridging systems of care and addressing disparities experienced by Native populations. By 
working collaboratively, ALTCEW aims to complementτnot duplicateτexisting Tribal services, 
leveraging resources and expertise to enhance service availability while respecting Tribal self-
determination. 
 
7.01 Plans provide the foundation for continued engagement, outlining shared goals and strategies 
developed in partnership with Tribal representatives and organizations. It reflects a commitment to 
ongoing dialogue, transparency, and adaptability, to ensure coordination remains responsive to evolving 
community needs. Through this work, ALTCEW supports equitable access to services while honoring the 
sovereignty, dignity, and cultural integrity of Tribal Nations and Native communities. 
 
ALTCEW completes 7.01 plans in collaboration with tribal nations and urban Indian organizations.  These 
plans are shared and updated regularly with each tribe and urban Indian organization, and are also 
shared with the Home and Community Living Administration to promote statewide coordination with 
the Office of Indian Policy. 
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Appendix A: Emergency and Business Response Plan 
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The mission of Aging & Long Term Care of Eastern Washington (ALTCEW) is to promote well-being, independence, dignity, 

and choice for all older persons and for individuals needing long-term care in Northern Ferry, Stevens, Pend Oreille, 

Spokane, and Whitman counties. 

 

I. Purpose 

The mission of Aging & Long Term Care of Eastern Washington (ALTCEW) is to promote well-being, independence, 
dignity, and choice for all older persons and individuals needing long-term care in Stevens, Pend Oreille, Spokane, 
Whitman, and Northern Ferry counties. Language contained in the Older Americans Act, Section 306, requires Area 
Agencies on Aging (AAAs) to include information on how they will coordinate activities with other agencies and develop 
long-ǘŜǊƳ ǇǊŜǇŀǊŜŘƴŜǎǎ Ǉƭŀƴǎ ƛƴ ŎŀǎŜ ƻŦ ŜƳŜǊƎŜƴŎƛŜǎΦ ¢ƘŜ {ǘŀǘŜ ƻŦ ²ŀǎƘƛƴƎǘƻƴΩǎ Home and Community Living 
Administration (HCLA) also requires all AAAs to have disaster plans in place. These plans are to be used as tools by 
ALTCEW to address the requirements of the Older Americans Act, as well as to map out a proactive approach to carrying 
ƻǳǘ ǘƘŜ ƻǊƎŀƴƛȊŀǘƛƻƴΩǎ ƳƛǎǎƛƻƴΦ 

Major provisions within this plan identify the disasters that occur in our service areas; client demographics; command 
structure; potential partner agencies; business continuity; and the major roles that ALTCEW will play in the event of a 
disaster. This plan is to be reviewed and updated every two years, or more frequently as needed. 

II. Scope 

This disaster plan is in reference to the services provided by ALTCEW and its subcontractors in Spokane, Pend Oreille, 
Stevens, Whitman, and Northern Ferry counties.  

III. Limitations 

This plan is limited to the staff of, and clients served by, ALTCEW and its subcontractors. Significant events may affect 
![¢/9² ŀƴŘ ƛǘǎ ǎǳōŎƻƴǘǊŀŎǘƻǊǎΩ ŀōƛƭƛǘȅ ǘƻ ǊŜǎǇƻƴŘΣ ŀǎ ǘƘƛǎ Ǉƭŀƴ Ŏŀƴƴƻǘ ŀƴǘƛŎƛǇŀǘŜ ŀƭƭ ŜǾŜƴǘǎ ǘƘŀǘ Ƴŀȅ ƻŎŎǳǊΦ 

IV. ¢ȅǇŜǎ ƻŦ 5ƛǎŀǎǘŜǊǎκ9ƳŜǊƎŜƴŎƛŜǎ tǊŜǾŀƭŜƴǘ ƛƴ ![¢/9²Ωǎ {ŜǊǾƛŎŜ !ǊŜŀ ŀƴŘ ¢ƘŜƛǊ 
Probability of Affecting ALTCEW Services 

Type of 
Disaster 

Description Probability 

Flood A flood is an inundation of dry land with water. Types of floods in our service 
area are primarily river, surface water, and flash. 

Medium to 
High 

Wildfire Wildfires are the uncontrolled destruction of forests, brush, field crops, and 
grasslands caused by nature or humans. 

Medium to 
High 

Volcanic 
Eruption 

A volcano is a vent in the earth's crust through which molten rock, rock 
fragments, gases, and ashes are ejected from the earth's interior. A volcano 
creates a mountain when magma erupts from the earth's interior through a 
vent in the earth's crust and lava flows onto the earth's surface. 

Low to 
Medium 

Severe Local  
Storm 

Severe local storms are atmospheric disturbances manifested in strong winds 
accompanied by rain, snow, or other precipitation, and often by thunder or 
lightning. 

Medium to 
High 

file:///C:/Users/mcintjj/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/John%20A/abo-ferry.asp
file:///C:/Users/mcintjj/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/John%20A/abo-stevens.asp
file:///C:/Users/mcintjj/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/John%20A/abo-pend.asp
file:///C:/Users/mcintjj/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/John%20A/abo-spokane.asp
file:///C:/Users/mcintjj/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/John%20A/abo-whitman.asp
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Earthquake An earthquake is the shaking of the ground caused by an abrupt shift of rock 
along a fracture in the earth, called a fault. The Cascadia subduction zone is of 
particular concern.  

Medium 

Drought Drought is a condition of climatic dryness that is severe enough to reduce soil 
moisture and water and snow levels below the minimum necessary for 
sustaining plant, animal, and economic systems. 

Low to 
Medium 

Urban Fire Urban fires occur primarily in cities or towns, with the potential to spread 
rapidly to adjoining structures. These fires damage and destroy homes, 
schools, commercial buildings, and vehicles. 

Medium 

Hazardous 
Material  

Hazardous materials are materials which, because of their chemical, physical, 
or biological nature, pose a potential risk to life, health, or property when 
released. A release may occur by spilling, leaking, emitting toxic vapors, or any 
other process that enables the material to escape its container, enter the 
environment, and create a potential hazard. The hazard can be explosive, 
flammable, combustible, corrosive, reactive, poisonous, or radioactive. It may 
consist of toxic materials or biological agents. 

Low to 
Medium 

Terrorism Terrorism is the unlawful use of force or violence against persons or property 
to intimidate or coerce a government or civilian population, in furtherance of 
political or social objectives. 

Medium 

Civil 
Disturbance 

Any incident that disrupts a community where intervention is required to 
maintain public safety is a civil disturbance. Examples include demonstrations, 
riots, strikes, public nuisance, and criminal activities. The hazard can surface 
in any community and be sparked by racial, ethnic, religious, political, social, 
or economic reasons. 

Low to 
Medium 

Pandemic/ 
Epidemic  

A pandemic is an outbreak of a disease that occurs over a wide geographic 
area and typically affects a significant proportion of the population, such as 
COVID-19 or influenza. 

Medium 

Landslide A landslide is the sliding movement of masses of loosened rock and soil down 
a hillside or slope. Landslide causes depend on rock type, precipitation, 
seismic shaking, land development and zoning practices, soil composition, 
moisture, and slope steepness. 

Low 

 

V. Community Coordination/Planning 
 

ALTCEW participates in ongoing cooperative disaster response planning in the community and has taken the 
ŦƻƭƭƻǿƛƴƎ ǎǘŜǇǎ ǘƻ ōŜŎƻƳŜ ǊŜŎƻƎƴƛȊŜŘ ŀǎ ŀƴ ƛƴǘŜƎǊŀƭ ǇŀǊǘ ƻŦ ǘƘŜ ŎƻƳƳǳƴƛǘȅΩǎ ŜƳŜǊƎŜƴŎȅ ǇǊŜǇŀǊŜŘƴŜǎǎ ǊŜǎǇƻƴǎŜ 
network: 
 
A. Community Organizations Active in Disasters (COAD) 

 
/h!5 ƛǎ ŀƴ ƻǊƎŀƴƛȊŀǘƛƻƴ ōŀǎŜŘ ǿƛǘƘƛƴ ǘƘŜ 9ŀǎǘŜǊƴ ²ŀǎƘƛƴƎǘƻƴ ŀƴŘ bƻǊǘƘŜǊƴ LŘŀƘƻ ŀǊŜŀǎΦ  /h!5Ωǎ ǇǳǊǇƻǎŜ ƛǎ ǘƻ 
bring together organizations, agencies, and businesses to promote mitigation and preparedness activities, and 
to efficiently respond to disasters and recover therefrom. COAD is a coordinating organization and does not 
assume direct operational responsibility in any disaster situation. COAD meets on the first Tuesday of each 
month (except July) at the Salvation Army (222 E. Indiana Avenue, Spokane, WA 99207).  
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B. Greater Spokane Emergency Management Planning Committees for Emergency Support Functions (ESFs) 
 
¢ƘŜ 9{CΩǎ ƛƴ {ǇƻƪŀƴŜ /ƛǘȅκ/ƻǳƴǘȅ 9ƳŜǊƎŜƴŎȅ tƭŀƴ ŀǊŜ ǳǇŘŀǘŜŘ ǊŜƎǳƭŀǊƭȅΦ 
 

C. Emergency Support Function (ESF) #14 Committee (aka LEPC) 
 
This committee is made up of agencies such as Frontier Behavioral Health (FBH), ALTCEW, the American Red 
Cross, Department of Social and Health Services (DSHS), the Salvation Army, Volunteer Organizations Active 
During Disasters (VOADs), local governments, county governments, and the Spokane Regional Health District 
(SRHD). The purpose of this committee is to provide a framework to enable the community to recover from a 
disaster in the short and long terms. 
 

D. REDi Healthcare Coalition (Washington Department of Health) 
 
The Regional Emergency and Disaster (REDi) Healthcare Coalition serves the 19 counties and four tribes that 
make up Eastern Washington. The REDi IŜŀƭǘƘŎŀǊŜ /ƻŀƭƛǘƛƻƴΩǎ Ƴƛǎǎƛƻƴ ƛǎ ǘƻ ǇǊŜǇŀǊŜ ŦƻǊΣ ǊŜǎǇƻƴŘ ǘƻΣ ŀƴŘ ǊŜŎƻǾŜǊ 
from crises using all available resources to provide patient care at the appropriate level and in the most efficient 
manner. In all their work, the coalition strives to build emergency preparedness across the healthcare system to 
create resilient communities.  
 

E. Avista Community Response for Vulnerable Groups During Outages 
 
This group was formed by the local utility company to better coordinate community response during outages 
due to weather and heat events. The group includes broad participation from community and disaster response 
agencies. 
 

F. Health Equity Disaster Preparedness & Response Task Force E. WA. 
 
This group coordinated with the SRHD, the World Institute on Disability (WID), and the Assistant Secretary for 
Preparedness and Response (ASPR) to establish a Health Equity in Disasters Task Force in our community. The 
group brings together community representatives to assess the causes of health inequities after disasters and 
develop strategies to improve outcomes post-disaster, thus creating positive health and social outcomes for 
people in our community. The group looks for leaders in emergency management, community healthcare clinics, 
emergency medical services (EMS), disability-lead organizations, community and social services, community 
policymakers, people with disabilities, and disproportionately impacted communities. 
 

VI. Command/Control Structure 
 

A. Government Command/Control Structure: In General 
 

1. Following the response to a hazardous event, the county Emergency Coordination Center (ECC) will become 
activated to coordinate initial response, recovery, and restoration activities. The ECC will remain activated 
until its coordinating functions are no longer needed. The ECC may be reactivated temporarily to meet 
emerging needs. 

2. Depending on the nature of the disaster, a Disaster Recovery Team may be established by ECC command to 
ŎƻƻǊŘƛƴŀǘŜ ǘƘŜ ŎƻǳƴǘȅΩǎ ǊŜŎƻǾŜǊȅ ŀƴŘ ǊŜǎǘƻǊŀǘƛƻƴ ŀŎǘƛǾƛǘƛŜǎΦ 

3. Both the ECC staff and the Disaster Recovery Team will support countywide activities. Coordination will be 
maintained with federal, state, city, and town officials; the American Red Cross; and other volunteer 
organizations. The Director of Emergency Management or Chair of the Disaster Recovery Team will 
determine the priority of the tasks. 
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4. During the response phase, ECC staff will document the damage throughout the county, evaluate 
community needs, and commence planning for recovery and restoration. Resources and services will be 
arranged, as necessary, to meet urgent community needs. 

5. The resources and services of county organizations will be used to the extent practicable. Additional services 
or resources, or those not normally part of the county inventory, may be procured from private sources, 
requested through the state Emergency Management Division (EMD), or provided by the community at 
large. 

6. Individuals, families, and businesses seeking financial or housing assistance will be referred to state, federal, 
or volunteer program coordinators, as applicable. 

B. ALTCEW: In General 

In the event of an emergency within the ALTCEW service area, the Executive Director or a person delegated by 
ǘƘŜ [ŜŀŘ {ǘŀŦŦ ǿƛƭƭ ƳŀƪŜ ŘŜŎƛǎƛƻƴǎΦ ¢ƘŜ 9ȄŜŎǳǘƛǾŜ 5ƛǊŜŎǘƻǊΩǎ ǊƻƭŜ ƛǎ ǘƻ ŜƴǎǳǊŜ ǘƘŀǘ ![¢/9² ǿƻǊƪǎ ǿƛǘƘ ƭƻŎŀƭ 
emergency responders, community partners, and staff to carry out the requirements within the Disaster and 
Business Continuity Plans.  

C. Community Disaster Emergency Exercises/Events 

ALTCEW will participate (when appropriate) in local community disaster preparedness exercises and events held 
within our service area. ALTCEW will also participate in planning and exercise events that relate to the 
appropriate ESF within our service area. 

 

VII. Formal Agreements in Place  
 

A. Subcontractor Contract Language: 

All contracts will include the following language regarding Disaster/Emergency Planning in the General Terms 
and Conditions: 
 
Disaster Preparedness 
The CONTRACTOR agrees to maintain a business continuity plan and develop criteria to identify high-risk clients 
in the community and maintain a list of these clients that can be easily accessed during an emergency or 
disaster. The Long-Term Care Ombudsman Program and Senior Legal Assistance Program are exempt from this 
requirement. Case Management agencies, as part of the annual assessment and/or significant change process, 
will educate new clients on how to be prepared for emergencies and disasters. Case Managers (CMs) will use 
![¢/9²Ωǎ IƻƳŜ 9ƳŜǊƎŜƴŎȅ tǊŜǇŀǊŜŘƴŜǎǎ tƭŀƴ ŀƴŘ 5ƛǎŀǎǘŜǊ Preparedness handouts.  
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VIII. ![¢/9²Ωǎ wƻƭŜ 5ǳǊƛƴƎ {ǇŜŎƛŦƛŎ Phases of Disasters/Emergencies 
 

Organization 
 
ALTCEW has developed written emergency evacuation procedures and a Business Continuity Plan. The 
emergency procedures designate exits and an assembly area and include provisions for ensuring everyone has 
left the building. Special arrangements for helping staff and visitors with disabilities to exit the building is also 
addressed. 
 
![¢/9²Ωǎ .ǳǎƛƴŜǎǎ /ƻƴǘƛƴǳƛǘȅ tƭŀƴ ŀŘŘǊŜǎǎŜǎ Ƙƻǿ ![¢/9² ǿƛƭƭ ŎƻƴǘƛƴǳŜ ƛǘǎ ƻǇŜǊŀǘƛƻƴǎ ƛƴ ǘƘŜ ŜǾŜƴǘ ƻŦ ŀƴ 
emergency or loss of ALTCEW property. The Business Continuity Plan includes procedures for maintaining 
service delivery during and after an emergency. It also provides information regarding the roles and 
responsibilities of managers and staff before, during, and after a disaster or emergency. 
 
ALTCEW has entered into agreements with county governments to provide support services for specific 
emergency support functions. ALTCEW will continue to represent older adults and people living with disabilities, 
and to participate in ongoing cooperative planning for ǘƘŜ ŎƻƳƳǳƴƛǘȅΩǎ ŜƳŜǊƎŜƴŎȅ ǇǊŜǇŀǊŜŘƴŜǎǎ ŀƴŘ ǊŜǎǇƻƴǎŜ 
network. 

Employees 
 
Employees, volunteers, interns, and temporary employees will be educated on emergency preparedness during an 
all-staff meeting or by email at least once per year. This educational overview may include, but is not limited to, 
information on:   

¶ Types of disasters possible in our service area 

¶ ![¢/9²Ωǎ ǊƻƭŜ ŘǳǊƛƴƎ ǘƘŜ ǎǇŜŎƛŦƛŎ ǇƘŀǎŜǎ ƻŦ ŀ ŘƛǎŀǎǘŜǊ 

¶ Federal, state, and local response plans and resources  

¶ How to prepare yourself and family 

¶ When to and when not to come into work 

¶ Continuing services for clients 
 

Clients 
 
A. Case Managers will educate clients during their assessment on how to be prepared for emergencies. This will 
ōŜ ŎƻƳǇƭŜǘŜŘ ǳǎƛƴƎ ![¢/9²Ωǎ tŜǊǎƻƴŀƭ Emergency Preparedness Plan and a discussion about evacuation. Case 
Managers will distribute preparedness information to clients during annual assessments and/or significant 
change assessments.   

 
.Φ   ![¢/9²Ωǎ /ŀǎŜ aŀƴŀƎŜƳŜƴǘ ǇǊƻƎǊŀƳ Ƙŀǎ ŘŜǾŜƭƻǇŜŘ ǘƘŜ ŦƻƭƭƻǿƛƴƎ ±ǳƭƴŜǊŀōƭŜ !Řǳƭǘ /ǊƛǘŜǊƛŀ ǘƘŀǘ ƛǎ ǳǎŜŘ ǘƻ 

identify the most at-risk clients on the caseload: 

1. Individuals who live alone or without reliable support (including living with young children), and/or lack 
family or informal support with ONE or more of the following conditions:  

 
Vulnerable Adult Criteria 

a. Severe Dementia  
b. Coma  
c. Stroke with Hemiplegia  
d. Quadriplegia (with skin problems) 
e. Multiple Sclerosis  
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f. COPD with Emphysema  
g. Congestive Heart Failure  
h. Diabetes with Insulin Dependence  
i. Inability to Transfer Without Assistance  
j. Condition of Being Bedfast/Chairfast  
k. Complex Medical Regime 
l. Dialysis Dependent  
m. Inability to Propel Wheelchair  
n. Need for Medications to be Administered or Self Directed  
o. Possess CPS score of 4, 5, or 6 as Generated by the CARE Assessment Tool. 
p. Amputee/Wound Care 
q. Technologically Dependent (Respirator/Ventilator, Peritoneal Dialysis Machine, IV Nutritional 

Support, Oxygen) 
r. Geographically Remote (meaning living more than 45 minutes from essential services, especially 

in extreme weather conditions impacting ability to use the roads) 
 
 

2. The process for identifying the most vulnerable clients utilizing the Vulnerable Adult Criteria is as follows: 
a. Case Managers review their caseloads in CARE to identify clients with the Vulnerable Adult Criteria 

and provide the name to a Case Management Assistant. Case Managers will keep the client contact 
information up to date by updating CAREWeb.    
 

b. Case Management Assistants will keep an up-to-date Excel Spreadsheet with the list of Vulnerable 
clients.  

 
c. The criteria will be reviewed for each new client transfer by the Case Manager, and the name will be 

sent to the Case Management Assistants in a timely manner to be added to the spreadsheet. 
 

d. The Excel spreadsheet list will be printed monthly and distributed to designated staff to keep in secure 
locations in case of emergency or disaster. The list will be kept in a file in the Q: drive and will also be 
kept at the office with Case Management Director and Disaster Preparedness Coordinator. 
 

1. Response  

During the response phase of an emergency or disaster, ALTCEW leadership will execute the emergency plan 
and engage in activities to continue operations and provide service to clients. Depending on the event, activities 
may include: 

 
a. Communicating with HCLA, local health jurisdictions, Washington State Department of Health, the ECC, and 

other partners regarding the needs of the population served by ALTCEW. 

b. Using alternative worksites, including the use of remote work for agency response.  

c. Coordinating with contractors and other community partners to locate and obtain assistance for clients that 
need immediate assistance.   

d. Sharing information from the ECC with staff, contractors, and the public through website and social media 
during disasters.    

e. Identifying high-risk clients using criteria listed under preparedness, contacting them using the following 
procedure, and referring them to first responders as necessary.   
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2. ALTCEW Internal Coordination 
Disasters of varying severity can happen. As an agency, it is important to have an internal plan in place for 
response to smaller scale, regional disasters.   
 
In the event of a smaller-scale disaster, the Case Management Director and the Disaster Preparedness 
Coordinator will be responsible for coordinating internal ALTCEW disaster response activities, in consultation 
with the ALTCEW Executive Director, as appropriate. Together, the Case Management Director and the Disaster 
Preparedness Coordinator will be responsible for sharing information and coordinating activities with case 
management service providers in Planning and Service Area (PSA) #11. The Disaster Preparedness Coordinator 
and Case Management Director will function as the liaison with HCLA and other partner organizations.  
 
In the event that the Case Management Director is not available, the Community Living Connections (CLC) 
Director will fill in. If the Disaster Preparedness Coordinator is not available, the CLC Director or Care Services 
Director will cover designated responsibilities.  

 
A. Evacuations  

Department of Natural Resources (DNR) evacuation level definitions: 

 
Based on the DNR declaration, information will be disseminated to vulnerable clients accordingly.  Prioritization 
of contact will occur based on the geographic areas most significantly impacted.  
 
Response to Activation of DNR Evacuations 
If a Level 1 evacuation is issued, vulnerable clients in the affected geographic area will be notified. 
During the contact, Case Managers (CMs) will: 

¶ Advise the client to Shelter in Place and ensure that the client is aware of the current disaster and has a 
plan to get them through the anticipated duration of the event.  

¶ Advise the client that they can get up-to-date information through the local media (list specific sites if 
available). 

If a Level 2 evacuation is issued, vulnerable clients in the affected geographic area will be notified.  During the 
contact, CMs will: 

¶ Advise the client to Shelter in Place, with preparation to leave if needed, and ensure that the client is 
aware of the current disaster and has a plan to get them through the anticipated duration of the event.  

¶ Advise the client that they can get up-to-date information through the local media (list specific sites if 
available). 

Green/LEVEL 1 (Ready): Conditions are moderate. Prepare to leave your current location if 
conditions escalate.  
Yellow/LEVEL 2 (Set): .Ŝ ǇǊŜǇŀǊŜŘ ǘƻ ƭŜŀǾŜ ŀǘ ŀ ƳƻƳŜƴǘΩǎ ƴƻǘƛŎŜΦ 5ŀƴƎŜǊƻǳǎ ŎƻƴŘƛǘƛƻƴǎ 
threaten your residence or business. Hazards severely limit emergency services protection. If 
you or anyone at your location has special needs, pets or livestock, is medication-dependent, 
or uses electric-assisted medical devices, you should leave at this time.    
Red/LEVEL 3 (Go): Leave immediately. This may be your only notice. Current conditions present 
an immediate threat to your life and safety, and emergency services may not be able to assist 
you. You will not be allowed to return until conditions are safe.    
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If a Level 3 evacuation is issued, vulnerable clients in the affected geographic area will be notified.  During the 
contact, CMs will: 

¶ Direct the client to evacuate their residence. 

¶ Advise the client of their local area shelter. 

¶ Advise the Case Management Director if the client is unable or unwilling to evacuate.  
o The Case Management Director will contact Greater Spokane Emergency Management Duty 

officer if the client has been identified as unwilling or unable to evacuate in a Level 3 evacuation 
area.  

Response to Large Scale Power Outages 

In the event of an ongoing, large-ǎŎŀƭŜ ǇƻǿŜǊ ƻǳǘŀƎŜΣ ![¢/9²Ωǎ /aǎ ǿƛƭƭ ǘŀǊƎŜǘ ǘŜŎƘƴƻƭƻƎȅ-dependent clients 
on the vulnerable clients list. An effort of contact will be made, either telephonically or in person, within 24 
business hours of the power outage. During the contact, CMs will: 

¶ Ensure that the client has a plan to get through the anticipated date of power restoration. If available, 
advise of the anticipated date and time that service will be restored, as determined by utilities providers 
(i.e., Avista, Inland Power, etc.). 

¶ If applicable, advise of local shelter resources (i.e., Riverside High School, on-site nurse to assist as 
needed, etc.). 

¶ Advise the client that they can get up-to-date information through the local media (list specific sites if 
available). 

Emergencies outside of business hours 

In the event that a disaster occurs when the ALTCEW office is closed, the ALTCEW Executive Director will 
determine when to activate the ALTCEW disaster response and business continuity plan. If the Executive 
Director is not available, the Lead Staff in charge will be the Responsible Staff.  
After activating the ALTCEW disaster plan, the Responsible Staff will work with the Executive Director, Planning 
and Resource Director, Case Management Director, and Case Management Supervisors to contact clients.  

¶ Case Management Supervisors will divide the list of vulnerable clients and contact them, from home or 
the office. They will work with the ALTCEW Director to direct clients to the appropriate Emergency 
Services in the community as needed.  

¶ ALTCEW will communicate with staff, media, volunteers, and clients to assist with the dissemination of 
information if necessary and critical to disaster response. 

3. Recovery  

During the recovery phase of a disaster or emergency, ALTCEW will provide services as soon as possible to assist 
clients in re-establishing their lives. ALTCEW will engage in long-range planning and coordination activities. 
ALTCEW will meet with other community organizations to establish needs and resources. Information will be 
communicated to HCLA regarding problems and need in the community. ALTCEW will obtain additional 
resources from HCLA if needed and possible. 

 
ALTCEW and its contractors will coordinate the delivery of services to clients in the community. ALTCEW can 
choose to participate in after-disaster recovery and resource efforts. Task assignments for outreach and referral 
assistance will be coordinated by the CLC director and communicated to all ALTCEW staff and clients as needed. 
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4. Evaluation Component/Debriefing  

CƻƭƭƻǿƛƴƎ ŀ ŘƛǎŀǎǘŜǊ ƻǊ ŜƳŜǊƎŜƴŎȅΣ ![¢/9²Ωǎ [ŜŀŘ {ǘŀŦŦ ǿƛƭƭ ƳŜŜǘ ŀƴŘ ǊŜǾƛŜǿ ǘƘŜ ƛƴŎƛŘŜƴǘ ŀƴŘ ŘŜǘŀƛƭǎ ƻŦ ǘƘŜ 
response. They will make recommendations for improvement to the plan and/or procedures based on lessons 
learned.  

 
5. Emergency Expenditures 

Emergency expenditures are available under the Older Americans Act (OAA), Title III, Sec. 310. The OAA helps 
ensure that AAAs are reimbursed for additional services they may provide during a disaster. In the event of a 
disaster, the following steps will need to be taken for ALTCEW to receive reimbursement under this Act: 

1. Determination of a need and the development of a plan of response to the need shall be developed. This 
may include the number of persons affected, aging facilities damaged, and the characteristics of the disaster 
impact. This is then to be submitted to HCLA, who will then contact the regional office(s) and other state 
agencies. 

2. A skeleton plan will need to be developed with an estimate of the fiscal resources that will be needed to 
implement the plan. ALTCEW will share this with HCLA, state and federal emergency management agencies, 
and regional office(s). 

3. As ALTCEW is responding to an emergency, staff will be responsible for maintaining diaries of expenditures 
and the amount of time they have spent working on the disaster. These receipts and documentation will 
need to be kept on file for reimbursement later.       

Currently, ALTCEW has a Line Item in its budget for emergency expenditures. This allows expenses and 
reimbursements to be processed without a public hearing.  

 
 

IX. Business Continuity Plan  

Disasters can happen at any time. Having a plan in place to ensure agency operation during a crisis ensures that 
![¢/9² ǿƛƭƭ ŎƻƴǘƛƴǳŜ ǘƻ ōŜ ŀōƭŜ ǘƻ ǇǊƻǾƛŘŜ ǉǳŀƭƛǘȅ ŎƭƛŜƴǘ ŎŀǊŜ ŀƴŘ ƻǇŜǊŀǘƛƻƴǎ ŜǎǎŜƴǘƛŀƭ ǘƻ ![¢/9²Ωǎ ƳƛǎǎƛƻƴΦ ¢Ƙƛǎ 
plan addresses internal ALTCE² ƻǇŜǊŀǘƛƻƴǎ ŀƴŘ 5ƛǊŜŎǘ {ŜǊǾƛŎŜǎΦ ![¢/9²Ωǎ ǎǳōŎƻƴǘǊŀŎǘƻǊǎ ŀǊŜ ŎƻƴǘǊŀŎǘǳŀƭƭȅ 
responsible for developing their own internal business continuity plan and disaster preparedness plan. 
 
A. Decision Making 

 
Responsible Staff 
Decision-making during a large-scale emergency will be done by the Executive Director. If the Executive Director 
is unavailable, the Lead Staff member in charge will be responsible for decision-making and signing documents. 
Hereafter, the person responsible for decision-making during a disaster will be referred to as the Responsible 
Staff. The Responsible Staff will coordinate with emergency responders and disaster response agencies, as well 
as coordinate intra- and inter-ŀƎŜƴŎȅ ŘƛǎŀǎǘŜǊ ǊŜǎǇƻƴǎŜΦ ¢Ƙƛǎ ƛƴŎƭǳŘŜǎ ŘŜǘŜǊƳƛƴƛƴƎ ƛŦ ![¢/9²Ωǎ ǎǳōŎƻƴǘǊŀŎǘŜŘ 
service providers are able to function after the disaster. 
 
Disaster Preparedness Coordinator 
The Responsible Staff will receive technical support from the Disaster Preparedness Coordinator during and 
after a disaster. 
 
Supervision 
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Supervision will follow the normal chain of command unless choosing an alternate supervisor within the 
department will allow for a smoother transition of services during a crisis. Supervisors will work closely with the 
Responsible Staff to coordinate services and carry out the emergency response plan. 
 
Planning and Management Council 
In the event of an emergency, the Planning and Management Council (PMC) will be temporarily suspended until 
conditions improve to the point that a meeting can be held. ALTCEW values the PMC volunteers and ensuring 
their safety is important. Responsible Staff will update the PMC Executive Committee by email on updates to 
agency operations and disaster response as soon as feasible. The agency may use remote meeting options as 
needed during disaster recovery. 
 
 
Governing Board 
Governing Board meetings, if scheduled during or after a disaster, will attempt to be facilitated using remote 
meeting options. This will be to ensure the safety of the Governing Board members. Responsible Staff will 
update the Governing Board Chair by phone or email on agency operations and disaster response as soon as 
feasible.  
 

B. Personnel 

ALTCEW is a complex organization made up of diverse departments and internal management of personnel 
functions is critical to recovering from a disaster in a timely and organized manner. The criticality, roles, and 
responsibilities of each department will vary depending on the type, length, and severity of the disaster. The 
Responsible Staff will determine which departments will continue to operate in what capacity. Supervisors will 
follow the direction of the Responsible Staff. 
 
ALTCEW acknowledges that not all employees may be available in an emergency or area-wide disaster. Taking 
care of family and property is usually our first priority, but client care cannot fall by the wayside. Employees will 
work with their supervisors and the Responsible Staff to cover workloads during a crisis. We are here to support 
each other and our clients during a disaster. 
 
During a disaster, ALTCEW will make every effort to maintain agency operations and direct services to the 
community, and may alter service delivery methods to facilitate the response. ALTCEW will leverage remote 
work options during disasters and may temporarily reassign staff to disaster response activities if their current 
position is impacted by the disaster. Department considerations during disaster response are listed below. 
 
Case Management 
CMs will follow the Case Management Client Contact Plan in the event of a disaster, as appropriate. The Case 
Management Director will work with the Responsible Staff and CMs to determine appropriate staffing levels to 
ensure quality client care. 
 
Nursing Consultants 
During a disaster, non-urgent nursing services may be temporarily suspended, or nursing staff reduced under 
the direction of the Responsible Staff. The Care Services Director and RN Supervisor will follow the direction of 
the Responsible Staff and work closely with the Case Management Director to coordinate client services. 
 
Accounting 
The accounting department will continue operation during a disaster to ensure continuity of payroll, accounts 
payable, and accounts receivable. Additional responsibilities may include tracking disaster response expenses 
for future reimbursement or helping to reallocate and award funds for disaster response.   
 
Information Technology (IT) 
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During and after a disaster, IT plays an important role in response and recovery since so many mission-critical 
functions are technology-dependent. The IT department will be responsible for server maintenance and backup 
procedures, restoring the server, establishing necessary technology at an alternate site, maintaining access to 
remote work options, and procuring needed technology after a significant loss of technology during a disaster. 
The IT department will work closely with ALTCEW leaders in each department to ensure that the appropriate 
systems are in place to sustain agency operations.   
 
Contract Monitoring/Quality Assurance 
Ongoing monitoring duties may be temporarily suspended during a disaster. In the case of an area-wide 
disaster, the Accounting and Contracts Director will work closely with contractors to help facilitate regional 
disaster response. Contracts Monitoring staff will shift focus during a disaster from monitoring to technical 
assistance and support. 
 
Case Management Administration 
/ŀǎŜ aŀƴŀƎŜƳŜƴǘ !ŘƳƛƴƛǎǘǊŀǘƛƻƴ ǎǘŀŦŦ ǿƛƭƭ ǎǳǇǇƻǊǘ /aΩǎ ŀƴŘ ŎŀǎŜ ƳŀƴŀƎŜƳŜƴǘ ǎǳōŎƻƴǘǊŀŎǘƻǊǎ ŀǎ ƴŜŜŘŜŘ 
during the disaster. The CM director will work directly with the ALTCEW staff and HCLA to ensure that all clients 
are contacted and offered resources when needed during a disaster.  
 
Community Living Connections (CLC) 
CLC services will continue to offer supportive services as needed.  
 
Care Services (Health Homes/Supportive Housing/Medication Management/Care Transitions) 
Services may shift to telephonic and virtual options if needed during a disaster. The Care Services Director will 
coordinate any shifts in service delivery with contracting agencies. 
 
State Health Insurance Benefits Advisors (SHIBA) 
SHIBA may continue to provide remote and telephonic services as needed during a disaster.  If necessary, 
functions can be temporarily transferred to other SHIBA providers or the Office of Insurance Commissioner 
(OIC). 
 
Office Assistants 
ALTCEW may use remote work options for Office Assistants as needed during a disaster and response. The 
agency may use remote options to manage calls if physical locations are not open or accessible. 
 

C. Technology 

IT employees will be responsible for the relocation of reusable IT equipment as well as the coordination, 
purchase, and initiation of technology if operations move to an alternate location (see D ς Facilities). IT staff will 
also be responsible for providing support and technical assistance to employees using the Virtual Private 
Network (VPN) for remote work during a disaster. 

D. Facilities 

In the event of a disasterΣ ǘƘŜ ŀƎŜƴŎȅΩǎ ƻŦŦƛŎŜ ǎǇŀŎŜ may be entirely lost or temporarily vacated. ALTCEW may 
prioritize the use of remote work during building closures, rather than relocating physical offices. If physical 
relocation of servers is necessary to facilitate continued remote work, ALTCEW will work with local DSHS offices 
to determine a temporary placement that has access to the DSHS WAN.  Local DSHS office options include 
alternate locations in Rockpointe East, Rockpointe III, Rockpointe Tower, and West Boone. 
 

E. Communication 
Lƴ ǘƘŜ ŎŀǎŜ ƻŦ ŀ ǘŜƳǇƻǊŀǊȅ ŀƎŜƴŎȅ ŎƭƻǎǳǊŜΣ ǘƘŜ ŀƎŜƴŎȅΩǎ ƛƴŎƻƳƛƴƎ ǾƻƛŎŜƳŀƛƭ ƳŜǎǎŀƎŜ ƛǎ ǎŎǊƛǇǘŜŘ ōŜƭƻǿΦ Lƴ ǘƘŜ 
event that critical personnel are moved to an alternate facility or work remotely, they will continue to be able to 
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Ŏŀƭƭ ōƻǘƘ ƛƴōƻǳƴŘ ŀƴŘ ƻǳǘōƻǳƴŘΣ ǘƘŀƴƪǎ ǘƻ ǘƘŜ ŀƎŜƴŎȅΩǎ ǎƘƛŦǘ ǘƻ ŀ ǎƻŦǘǿŀǊŜ-based phone system which functions 
off of any internet connection and are not reliant on DSHS or agency servers. 
 
Voicemail script: 
The agency is currently closed due to an emergency (ƻǇǘƛƻƴŀƭƭȅ άǎǘŀǘŜ ŜǾŜƴǘέ). If this is an emergency, hang up 
ŀƴŘ Řƛŀƭ фммΦ LŦ ȅƻǳ ƪƴƻǿ ȅƻǳǊ ǇŀǊǘȅΩǎ ŜȄǘŜƴǎƛƻƴΣ ǇƭŜŀǎŜ ŜƴǘŜǊ ƛǘ ƴƻǿ ƻǊ ȅƻǳ Ƴŀȅ ǇǊŜǎǎ л ǘƻ ƭŜŀǾŜ ŀ ƳŜǎǎŀƎŜ ƛƴ 
our general delivery mailbox. 
 
If employees are unable to access agency computer or cell phones, essential calls may be made using personal 
cell phones via the Zoom app. The accounting department will work with the Responsible Staff to determine 
guidelines for reimbursing employees if personal cell phones are used in a disaster situation. The Disaster 
Preparedness Coordinator and the Marketing and Outreach Coordinator will create website and social media 
announcements. 

When an area-wide disaster occurs, ALTCEW will utilize and share communications via agency email, Zoom, and 
Teams.  Supervisors may use emergency contacts and employee cell contacts to reach employees. 

Employee phone numbers and emergency contacts are maintained in Paycom and are accessible by supervisors 
to use in case of an emergency. Upon the occurrence of a disaster situation, lead staff will contact one another 
and determine who is available to be the Responsible Staff. Once the next course of action is determined, lead 
staff will contact all supervisors and direct reports via Zoom or email, who will in turn contact their employees. If 
an employee is unable to be reached, the Responsible Staff will be notified, and a good-faith effort to contact 
them will be made until all employees are accounted for. If a supervisor or lead staff member is unavailable or 
does not respond, the Responsible Staff will contact all their direct reports to ensure all employees receive 
instructions. 
 
If phone lines and cell phone towers are down in the case of an area-wide disaster, a good-faith effort will be 
made by lead staff to ensure that the names of clients at risk will be turned over to emergency management 
personnel.  
 

F. Transportation 

Transportation can be challenging in Spokane and surrounding areas during the winter and during summer 
storms. Employees ǿƛƭƭ ǳǎŜ ŘƛǎŎǊŜǘƛƻƴ ǿƘŜƴ ǘǊŀƴǎǇƻǊǘƛƴƎ ǘƘŜƳǎŜƭǾŜǎ ǘƻ ŀ ŎƭƛŜƴǘΩǎ ƘƻƳŜ ƻǊ ǘƻ ǘƘŜ ƻŦŦƛŎŜ ŘǳǊƛƴƎ 
inclement weather. In-person services may be temporarily suspended or rescheduled in the case of a short-term 
weather crisis due to heavy snow, icy roads, windstorms, or ice storms. The Responsible Staff will notify 
supervisors of office closure or travel advisories. Any temporary closures of physical offices will be 
communicated to employees via email, Teams, and Zoom platforms if needed, and the agency will shift to 
remote work during closures. 

 
G. Other 

ALTCEW will continue to use multiple suppliers for office and technology materials to ensure that, in the case of 
a disaster, there will be a way to secure essential supplies. Vendor account numbers and the names of 
employees on the accounts will be backed up and stored in a secure off-site location for emergencies. 
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Appendix B: Governing Board & Advisory Council 

 
2026-2027 ALTCEW Governing Board Membership 

 
Zack Trudell 
Ferry County Commissioner 
 
Monty Stobart 
Stevens County Commissioner 
 
Paul Dillon 
Spokane City Council 
 
Chris Jordan, Vice Chair 
Spokane County Commissioner 
 
John Gentle 
Pend Oreille Commissioner 
 
Jessica Yaeger 
Spokane Valley City Council 
 
Arthur D. Swannack, Chair 
Whitman County Commissioner 
 
Dawn Kinder  
City of Spokane Appointee 
 
 
Legal Counsel: 
 
Matt Cozza 
Governing Board Legal Counsel 
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Advisory Council 
Planning and Management Council 

2026-2027 Membership 
 
Spokane County Residents     Ferry County Residents   

Adell Whitehead      Dan Giebel 
Allan Cory       Karen Giebel 
Aruna Bhuta        
Beryl Pielli 
Bob Scarfo       Pend Oreille County Residents 
Connie Jay       Anita King 
Debra Trowbridge      Kenneth Smith 
Frances Goodrow 
Jacqueline Babol       
Jan Hartman       Stevens County Residents 
Jean Kindem       Barry Lamont 
Kelsey Solberg       Fran Bessermin 
Laura Smith       Hal Balzert 
Margaret Ennis       
Margie Bensching 
Maria Hernandez-Peck 
Martha Raske, PMC Chair     Whitman County Residents 
Marty Johnston      Karen Kiessling 
Mary Ann McCurdy      Lin Moeller, PMC Vice Chair 
Rie Kobayashi       Sue Hallett  
Theresa Ashmore 
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Appendix C.1: Area Plan Survey and Focus Group Press Release 

FOR IMMEDIATE RELEASE      Aging & Long Term Care of Eastern Washington 
www.altcew.org 
(509) 458-2509 

action@altcew.org 
PRESS RELEASE:                  

Your voice matters! Aging & Long Term Care Seeks Community Input for 2027 ς 2030 Area Plan 
Spokane, Whitman, Ferry, Stevens, Pend Oreille Counties ς Aging & Long Term Care of Eastern Washington (ALTCEW) is 
inviting community members to share their input and help shape our plan for providing services in Eastern Washington! 
Every four years, Area Agencies on Aging are required to develop an Area Plan that outlines how they will prioritize 
services and allocate funding within their region. This plan explains how resources and support are provided to older 
adults, people with disabilities, caregivers, and their families. It includes information on demographics, trends, budgets, 
available services, and more. The final plan is submitted to the Home and Community Living Administration to help 
shape the Washington State Plan on Aging and is shared with the community.  
 
As planning begins for the 2027 ς 2030 Area Plan, ALTCEW is seeking input to ensure the voices of our community are 
heard.  
 
How can you get involved?  

1. Take the Community Survey by November 15th: Share your thoughts on current needs and priorities! The 

survey is open to all community members with a special focus on older adults, people living with disabilities, 

caregivers, family members who support them, and those who work with these populations. Click here: 

https://www.surveymonkey.com/r/ZQ5JFV8  

2. Join a Community Focus Group this September or October: ALTCEW will be hosting several small group 

discussions to hear more in-depth perspectives. These are being scheduled in Spokane, Whitman, Ferry, Stevens, 

and Pend Oreille counties. For dates, locations and to register, visit 

https://www.surveymonkey.com/r/GS9XNLT.  

ά²Ŝ ƪƴƻǿ ǘƘŀǘ ǘƘŜ ōŜǎǘ ǎƻƭǳǘƛƻƴǎ ŎƻƳŜ ŦǊƻƳ ƭƛǎǘŜƴƛƴƎ ǘƻ ǘƘŜ ǇŜƻǇƭŜ ǿƘƻ ƭƛǾŜ ǘƘŜƳ ŜǾŜǊȅ ŘŀȅΣέ ǎŀƛŘ [ȅƴƴ YƛƳōŀƭƭΣ 
9ȄŜŎǳǘƛǾŜ 5ƛǊŜŎǘƻǊΦ άLƴvolvement ŦǊƻƳ ŎƻƳƳǳƴƛǘȅ ƳŜƳōŜǊǎ ŜƴǎǳǊŜǎ ǿŜΩǊŜ ŦƻŎǳǎƛƴƎ ǊŜǎƻǳǊŎŜǎ ǿƘŜǊŜ ǘƘŜȅ ƳŀƪŜ ǘƘŜ 
ƎǊŜŀǘŜǎǘ ƛƳǇŀŎǘΗέ 
 
Community voices are essential to building a stronger, more supportive future. ALTCEW encourages you to consider 
participating in one of these opportunities. Learn more about our agency and Area Plan at www.altcew.org. 
If you have questions or need reasonable accommodations, please contact us at action@altcew.org or call 509-458-
2509.  
------------------------------------------------------------------------------------------------------------------------------------------ 
Aging & Long Term Care of Eastern Washington (ALTCEW) is a social service agency that supports the well-being of 
older adults, adults living with disabilities, and their care partners. The goal is to connect such individuals with the best 
home and community-based services to support healthy living and aging in their homes in their communities. 
ALTCEW is the local Area Agency on Aging for northern Ferry, Stevens, Pend Oreille, Spokane, and Whitman Counties.  

 

 

 

 

http://www.altcew.org/
mailto:action@altcew.org
https://www.surveymonkey.com/r/ZQ5JFV8
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.surveymonkey.com%2Fr%2FGS9XNLT&data=05%7C02%7Csavannah.reams-taylor%40dshs.wa.gov%7Cb02c1c4300b74d44d68908ddf536ed4d%7C11d0e217264e400a8ba057dcc127d72d%7C0%7C0%7C638936338436923852%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=oplNtW1YL0xair%2FhSRV%2Fw4UWUj0i8wvp0j2DMNgKU0Q%3D&reserved=0
http://www.altcew.org/about-who-we-are/area-plan
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Appendix C.2: ALTCEW Area Plan Flyer for Focus Groups and the Survey 
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Appendix C.3: Focus Group Questions Final 2027-2030 

Focus Group Guide: Area Plan for Older Americans & People with Disabilities  

 

Goals: - Identify services not adequately provided to the aging population - Understand the concerns and values of older 

adults and people with disabilities in our community.  

 

Opening (10 min): 

Thank you so much for being here today.  We know your time is valuable and we appreciate you taking the time to be 

ƘŜǊŜ ǿƛǘƘ ǳǎ ǘƻŘŀȅΦ  L ǿƻǳƭŘ ƭƛƪŜ ǘƻ ƎŜǘ ǘƘƛǎ ǎǘŀǊǘŜŘ ǎƻ ǘƘŀǘ ǿŜ Řƻ ƴƻǘ ǿŀǎǘŜ ŀƴȅƻƴŜΩǎ ǘƛƳŜΦ   

Aging & Long Term Care of Eastern Washington ƛǎ ǊŜǎǇƻƴǎƛōƭŜ ŦƻǊ ƎŀǘƘŜǊƛƴƎ ƛƴŦƻǊƳŀǘƛƻƴ ƻƴ ǎŜǊǾƛŎŜǎ ƛƴ ȅƻǳǊ ŀǊŜŀ ŦƻǊ 

ƻƭŘŜǊ ŀŘǳƭǘǎ ŀƴŘ ǇŜƻǇƭŜ ǿƛǘƘ ŘƛǎŀōƛƭƛǘƛŜǎΦ  Lǘ ƛǎ ƻǳǊ ŎƻƳƳƛǘƳŜƴǘ ǘƻ ƘŜƭǇ ǇŜƻǇƭŜ άŀƎŜ ƛƴ ǇƭŀŎŜΦέ  !ƎƛƴƎ ƛƴ ǇƭŀŎŜ ƳŜŀƴǎ ǘƘŀǘ 

ǇŜƻǇƭŜ Ŏŀƴ ǎǘŀȅ ƛƴ ǘƘŜƛǊ ƘƻƳŜǎ ŦƻǊ ŀǎ ƭƻƴƎ ŀǎ ǇƻǎǎƛōƭŜΦ  hǳǊ Ǝƻŀƭ ƛǎ ǘƻ ƳŀƪŜ ǘƘŀǘ ƘŀǇǇŜƴ ǿƛǘƘ ŜǾŜǊȅƻƴŜ ǿŜ ǎŜǊǾŜΦ  

!ƎƛƴƎ ϧ [ƻƴƎ ¢ŜǊƳ /ŀǊŜ ƛǎ ŘŜǾŜƭƻǇƛƴƎ ǘƘŜ нлнтςнлол !ǊŜŀ tƭŀƴΣ ǿƘƛŎƘ ƻǳǘƭƛƴŜǎ ǘƘŜ ǇǊƛƻǊƛǘȅ ŀƴŘ ƴŜŜŘŜŘ ǎŜǊǾƛŎŜǎ ƛƴ ȅƻǳǊ 

ŎƻƳƳǳƴƛǘȅΦ ¢ƘŜ ŦƻŎǳǎ ƎǊƻǳǇ ŀƛƳǎ ǘƻ ƎŀǘƘŜǊ ȅƻǳǊ ƛŘŜŀǎ ƻƴ Ƙƻǿ ǘƻ ŀŎƘƛŜǾŜ ǘƘƛǎ ƎƻŀƭΦ   

¢ƘŜ ŦƻŎǳǎ ƎǊƻǳǇ ǿƛƭƭ ƭŀǎǘ прπфл ƳƛƴǳǘŜǎΦ ¢Ƙƛǎ ƛǎ ŀƴ ƻǇŜƴ ŘƛǎŎǳǎǎƛƻƴΣ ŀƴŘ ȅƻǳǊ ǘƘƻǳƎƘǘǎ ŀƴŘ ƛŘŜŀǎ ŀǊŜ ƛƳǇƻǊǘŀƴǘ ǘƻ ǘƘŜ 

ǎŜǊǾƛŎŜǎ ŀǾŀƛƭŀōƭŜ ƛƴ ȅƻǳǊ ŎƻƳƳǳƴƛǘȅΣ ǎƻ ǇƭŜŀǎŜ ŦŜŜƭ ŦǊŜŜ ǘƻ ǎƘŀǊŜΦ   

!ǎ ǿŜ Ǝƻ ǘƘǊƻǳƎƘ ǘƘŜ ǉǳŜǎǘƛƻƴǎΣ L ǿƛƭƭ ƘŀǾŜ ŀ ǎŎǊƛōŜ ǿǊƛǘŜ ǘƘƛƴƎǎ Řƻǿƴ ƻƴ ŀ ŦƭƛǇ ŎƘŀǊǘΦ !ŘŘƛǘƛƻƴŀƭƭȅΣ ǘƘŜǊŜ ǿƛƭƭ ōŜ ǎƻƳŜƻƴŜ 

ǘŀƪƛƴƎ ŘŜǘŀƛƭŜŘ ƴƻǘŜǎ ƻƴ ǘƘŜ ŦƻŎǳǎ ƎǊƻǳǇ ŀǎ ŀ ǿƘƻƭŜΦ ²Ŝ ǿƛƭƭ ŀƭǎƻ ōŜ ŀǳŘƛƻ ǊŜŎƻǊŘƛƴƎ ǘƘŜ ŦƻŎǳǎ ƎǊƻǳǇ ǘƻ ŜƴǎǳǊŜ ǿŜ 

ŎŀǇǘǳǊŜ ŀŎŎǳǊŀǘŜΣ ǊŜŀƭπǘƛƳŜ ǊŜǎǇƻƴǎŜǎ ŀƴŘ Řƻ ƴƻǘ Ƴƛǎǎ ŀƴȅ ƛƴŦƻǊƳŀǘƛƻƴΦ LŦ ǘƘƛǎ ǇƻǎŜǎ ŀƴ ƛǎǎǳŜΣ ǇƭŜŀǎŜ ƭŜǘ ǳǎ ƪƴƻǿΣ ŀƴŘ ǿŜ 

ǿƛƭƭ ǎǿƛǘŎƘ ǘƻ ƘŀƴŘǿǊƛǘǘŜƴ ƴƻǘŜǎΦ {ƻΣ ƭŜǘΩǎ ƎŜǘ ǎǘŀǊǘŜŘΗ 

Ṟ Key Questions  

1. Tell us about what you know about the services that older adults and people with disabilities receive to help them 

remain in their homes. 

2.  Tell us your thoughts and Ideas about how we can improve services for older adults and people with disabilities 

so that they can remain in their homes. 

3. What are some of the challenges that older adults and people with disabilities face while trying to access 

services? 

4. ²Ƙŀǘ ŀǊŜ ǎƻƳŜ ŎƘŀƴƎŜǎ ȅƻǳΩŘ ƭƛƪŜ ǘƻ ǎŜŜ ƛƴ ȅƻǳǊ ŎƻƳƳǳƴƛǘȅ ǘƻ ƳŀƪŜ ƛǘ ŀ ōŜǘǘŜǊ ǇƭŀŎŜ ŦƻǊ ƻƭŘŜǊ ŀŘǳƭǘǎ ŀƴŘ ǇŜƻǇƭŜ 

with disabilities to live? 

Closing Questions: - Lǎ ǘƘŜǊŜ ŀƴȅǘƘƛƴƎ ǿŜ ƘŀǾŜƴΩǘ ŀǎƪŜŘ ǘƘŀǘ ȅƻǳ ǘƘƛƴƪ ǿŜ ǎƘƻǳƭŘ ƪƴƻǿΚ  
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Appendix C.4: Focus Group Flyer Stevens 
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Appendix C.5: Focus Group Flyer Ferry County 

 
 

 

 



 
 

2027-2030 Proposed Area Plan, Aging & Long Term Care of Eastern WA Page 89 

Appendix C.6: Focus Group Flyer Spokane County 
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Appendix C.7: Focus Group Flyer Whitman 
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Appendix C.8: Focus Group Flyer Pend Oreille 
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Appendix C.9: Community Needs Assessment Online Survey Comprehensive 
Results 

Q1 Are you answering this survey on behalf of an organization? 
Answered: 347 Skipped: 0 

 
 
 
 
 
 

Q2 What County do you reside in? 
Answered: 347 Skipped: 0 

 
 
 
 
 
 
 
 
 
 

Q3 What is your age? 
Answered: 345 Skipped: 2 
 

Answer Choices Percentage Responses 

 Under 20 0% 0 

 21 to 29 2.61% 9 

 30 to 39 4.35% 15 

 40 to 49 11.59% 40 

 50 to 59 15.07% 52 

 60 to 74 years 37.39% 129 

 75 to 84 years 23.19% 80 

 85 years or older 4.06% 14 
Total  345 

 
Q4 Which most accurately describes you? (Select all that apply) 
Answered: 345 Skipped: 2 
 

Answer Choices Percentage Responses 

 Male 17.68% 61 

 Female 79.71% 275 

 Non-binary 0.58% 2 

 Prefer not to answer 2.03% 7 

 Other (please specify) 0.58% 2 

Total  347 

 

Answer Choices Percentage Responses 

 No 79.25% 275 

 Yes 20.75% 72 

Total  347 

Answer Choices Percentage Responses 

 Spokane County 68.59% 238 

 Ferry County 3.75% 13 

 Whitman County 9.80% 34 

 Stevens County 9.22% 32 

 Pend Oreille 6.63% 23 

 Other (please specify) 2.02% 7 

Total  347 
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Q5 Which race or ethnicity best describes you? 
Answered: 343 Skipped: 4 
 

 

Q6 Are you: (Select all that apply) 
Answered: 336 Skipped: 11 
 

 An individual living with disabilities with care needs 4.46% 15 

 An older adult with care needs (aged 60+) 6.85% 23 

 An individual living with disabilities without care needs 8.63% 29 

 An older adult without care needs (aged 60+) 41.96% 141 

 A relative of someone who needs care 26.79% 90 

 A friend/neighbor of someone who needs care 11.01% 37 

 A paid caregiver of someone who needs care 3.57% 12 

 A provider who serves older adults or individuals living with disabilities 16.96% 57 

Total  444 

 

Q7 What is your current marital status? 
Answered: 343 Skipped: 4 
 

Answer Choices Percentage Responses 

 Single 14.29% 49 

 In a relationship 1.75% 6 

 Married or in a domestic partnership 59.18% 203 

 Separated 0.58% 2 

 Divorced 10.79% 37 

 Widowed 10.79% 37 

 Prefer not to say 2.62% 9 

Total  343 
 
 
 

 

 American Indian or Alaskan Native  4.08% 14 

 !ǎƛŀƴκtŀŎƛŬŎ Islander  2.62% 9 

 Black or African American  1.17% 4 

 Hispanic  2.33% 8 

 Caucasian/White  87.76% 301 

 Prefer not to say  4.66% 16 

 Multiple ethnicity/Other (please specify) Show responses 1.75% 6 

Total   358 

  Percentage Responses 

  Percentage Responses 
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Q8 What languages do you speak? (Select all that apply) 
Answered: 342 Skipped: 5 
 

Answer Choices Percentage Responses 

 Arabic 0.29% 1 

 Bengali 0% 0 

 Bosnian 0% 0 

 Chinese 0.29% 1 

 English 97.08% 332 

 Filipino 0% 0 

 French 2.34% 8 

 German 1.75% 6 

 Hindi 0.88% 3 

 Hmong 0% 0 

 Italian 0.88% 3 

 Korean 0% 0 

 Marshallese 0.29% 1 

 Nepali 0% 0 

 Portuguese 0% 0 

 Punjabi 0% 0 

 Romanian 0% 0 

 Russian 0.58% 2 

 Spanish 5.26% 18 

 Ukrainian 0.29% 1 

 Vietnamese 0% 0 

 Other (Please Specify) 2.34% 8 

Total  384 

 

Q9 What is your annual household Income? 
Answered: 342 Skipped: 5 

 
 

Answer Choices Percentage Responses 

 Less than $15,000 3.51% 12 

 $15,000 to $19,999 2.05% 7 

 $20,000 to $24,999 2.34% 8 

 $25,000 to $34,000 7.02% 24 

 $35,000 to $49,999 10.23% 35 

 $50,000 to $74,999 19.30% 66 

 $75,000 to $99,999 14.91% 51 

 More than $100,000 20.47% 70 

 Prefer not to say 20.18% 69 

Total  342 
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Q10 In the past year, have you experienced difficulty accessing services due to: (Select all that apply) 
Answered: 276 Skipped: 71 

Q11 How often do you feel socially isolated/lonely/lack of companionship? 
Answered: 276 Skipped: 71 
 

Answer Choices    Percentage  Responses 

 Never 32.61% 90 

 Rarely 26.45% 73 

 Sometimes 30.07% 83 

 Often 9.78% 27 

 Always 1.09% 3 

Total  276 

 

vмн IŀǾŜ ȅƻǳ ŦŜƭǘ ǎƻŎƛŀƭƭȅ ƛǎƻƭŀǘŜŘ ōŜŎŀǳǎŜ ȅƻǳ ǿŜǊŜƴΩǘ ŀōƭŜ ǘƻ ŎƻƴƴŜŎǘ ǿƛǘƘ ŦŀƳƛƭȅΣ ŦǊƛŜƴŘǎΣ ƻǊ ƻǘƘŜǊ ƎǊƻǳǇǎκŜǾŜƴǘǎΣ 
through using technology? 
Answered: 272 Skipped: 75 

 
 
 

Answer Choices Percentage Responses 

 Lack of Transportation 18.12% 50 

 Language or Communication barriers 2.90% 8 

 Cultural Barriers 3.62% 10 

 Don't have/lack internet services 5.07% 14 

 Don't qualify for programs 22.83% 63 

 Not knowing Ƙƻǿ ǘƻ ŬƴŘ services 21.38% 59 

 Social Isolation/lack of support 12.68% 35 

 Physical or mental disability 10.51% 29 

 /ŀƴϥǘ ŀũƻǊŘ ǎŜǊǾƛŎŜǎ 12.32% 34 

 No services in your area 12.32% 34 

 Not knowing how/what to ask 20.65% 57 

 Cognitive impairment or memory loss 7.97% 22 

 None of the above 48.91% 135 

 Other (please specify) Show responses 8.33% 23 

Total  573 

Answer Choices Percentage Responses 

 Yes 13.97% 38 

 No 75.00% 204 

 Not sure 11.03% 30 

Total  272 
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Q13 Which of the following devices do you own that allow you to go online (if any)? (Select all that apply) 
Answered: 278 Skipped: 69 
Answer Choices Percentage Responses 

 Smartphone 90.29% 251 

 Tablet 41.37% 115 

 Laptop 60.43% 168 

 Desktop computer 37.05% 103 

 I do not own any of these devices 2.16% 6 

 Other (Please Specify) 3.96% 11 

Total  654 

 
 

Q14 How confident are you in using online devices to access services? (e.g., health care, government forms, 
transportation apps/services, etc.) 
Answered: 278 Skipped: 69 
 

 Very ŎƻƴŬŘŜƴǘ 39.57% 110 

 Somewhat ŎƻƴŬŘŜƴǘ 42.45% 118 

 Not ŎƻƴŬŘŜƴǘ 13.67% 38 

 I do not use technology for these services 4.32% 12 

Total  278 

 
 

Q15 How often do you feel you can afford basic needs (food, housing, medication) on your current income? 
Answered: 276 Skipped: 71 
 

Answer Choices    Percentage  Responses 

 Never 2.90% 8 

 Rarely 3.26% 9 

 Sometimes 15.22% 42 

 Often 23.91% 66 

 Always 54.71% 151 

Total  276 

 

Q16 If/when you do not feel you can afford basic needs (food, housing, medication), what is this due to? (Select all 
that apply) 
Answered: 254 Skipped: 93 
 
Answer Choices Percentage Responses 

 Utility costs 15.75% 40 

 Transportation costs 12.99% 33 

 Rent/Mortgage costs 17.32% 44 

 Food costs 22.83% 58 

 Medical costs 19.29% 49 

 Property Tax costs 13.78% 35 

 I feel I can always ŀũƻǊŘ basic needs 57.09% 145 

Total  428 

  Percentage Responses 
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Q17 Do you feel you have access to services that respect your cultural background? 
Answered: 272 Skipped: 75 
Answer Choices Percentage Responses 

 Yes 77.57% 211 

 No 5.15% 14 

 Not sure 17.28% 47 

Total  272 

 
Q18 In your experience, what are the top TOP THREE (3) needs for older adults in your community? 
Answered: 276 Skipped: 71 

 
 

Q19 Have you used any of the following wellness or prevention services in the past year? (Select all that apply) 
Answered: 271 Skipped: 76 
 

Answer Choices Percentage Responses 

 Physical activity/ exercise programs 43.91% 119 

 Chronic disease education 7.75% 21 

 Diabetes or heart health education 16.24% 44 

 Social Activities to prevent isolation 28.41% 77 

 Nutrition counseling or education 11.81% 32 

 Falls prevention education 26.94% 73 

 Brain/Cognitive Health programs 11.44% 31 

 Mental/Behavioral Health counseling 15.87% 43 

 None 30.63% 83 

 Other (please specify)  2.58% 7 

Total  530 
 
 
 

 

Answer Choices Percentage Responses 

 Food Access/Nutrition 39.13% 108 

 Dementia Support/Brain Health 22.46% 62 

 Housekeeping Help 17.75% 49 

 Information & Assistance 25.36% 70 

 Socialization 25.36% 70 

 Housing 22.83% 63 

 Health & Wellness Programs 15.94% 44 

 Mental Health Support 17.03% 47 

 Income/Financial Concerns 25.00% 69 

 In-home personal care 28.99% 80 

 Transportation 31.52% 87 

 Healthcare 21.01% 58 

 Other (please specify) Show responses 7.61% 21 

Total  828 
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Q20 How would you rate your current health? 
Answered: 274 Skipped: 73 
 
Answer Choices    Percentage  Responses 

 Excellent 17.88% 49 

 Good 54.74% 150 

 Fair 22.63% 62 

 Poor 4.74% 13 

Total  274 

 
Q21 Which of these services have you used in the past 12 months? (Select all that apply) 
Answered: 262 Skipped: 85 
 

Q22 Did the services you checked off as received (in the past 12 months) meet your needs? 

Answered: 255 Skipped: 92 
 

 
 

 

Answer Choices Percentage Responses 

 Yes 34.12% 87 

 Partially 17.25% 44 

 No 1.18% 3 

 Not Applicable 47.45% 121 

Total  255 

Answer Choices Percentage Responses 

 Social work or Case Management 11.07% 29 

 Home Delivered Meals 4.58% 12 

 Congregate Meals (Group meals at Senior or Community Centers 7.63% 20 

 Caregiver Support (Support Groups, Caregiver Training and Education, etc.) 11.83% 31 

 Adult Day Care or Adult Day Health Services 2.29% 6 

 In-home care services (Respite, Personal Care) 11.45% 30 

 Legal Services 11.07% 29 

 Transportation 11.07% 29 

 Home repairs ƻǊ ƳƻŘƛŬŎŀǘƛƻƴǎ 13.36% 35 

 Falls Prevention Education 21.76% 57 

 I have not used any of these services 51.15% 134 

Total  412 
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Q23 What other services do you plan to use in the future or find helpful? (Select all that apply) 
Answered: 249 Skipped: 98 

 

Q24 If you needed help at home (e.g., bathing, cooking, cleaning), would you know where to go for assistance? 
Answered: 254 Skipped: 93 
 

Answer Choices Percentage Responses 

 Yes 53.94% 137 

 No 46.06% 117 

Total  254 

 
 

Q25 Are there services you need but are currently not receiving? If so, please specify. 
Answered: 64 Skipped: 283 

 
 

Q26 How satisfied are you with your ability to age in your home/community? 
Answered: 256 Skipped: 91 
 

Answer Choices Percentage Responses 

 Very ǎŀǘƛǎŬŜŘ 39.45% 101 

 Somewhat ǎŀǘƛǎŬŜŘ 43.75% 112 

 Not ǎŀǘƛǎŬŜŘ 11.33% 29 

 Not sure 5.47% 14 

Total  256 

Q27 Are you currently providing care to a friend or family member who is older or has a disability? 
Answered: 260 Skipped: 87 
 

Answer Choices Percentage Responses 

 Yes, paid caregiving 3.46% 9 

 Yes, unpaid caregiving 30.77% 80 

 No 65.77% 171 

Total  260 

 

Answer Choices Percentage Responses 

 Social work or Case Management 17.27% 43 

 Home Delivered Meals 12.85% 32 

 Congregate Meals (Group meals at Senior or Community Centers) 13.65% 34 

 Caregiver Support (Support Groups, Caregiver Training and Education, etc.) 24.50% 61 

 Adult Day Care or Adult Day Health Services 8.03% 20 

 In-home care services (Respite, Personal Care) 25.70% 64 

 Legal Services 18.47% 46 

 Transportation 23.69% 59 

 Home repairs ƻǊ ƳƻŘƛŬŎŀǘƛƻƴǎ 30.52% 76 

 Falls Prevention Education 20.48% 51 

 I have not used any of these services 38.96% 97 

Total  583 
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Q28 How many of hours of care do you provide per week (estimated)? 
Answered: 91 Skipped: 256 
 

Answer Choices Percentage Responses 

 1-10 49.45% 45 

 11-30 19.78% 18 

 31-40 9.89% 9 

 41+ 20.88% 19 

Total  91 

 
Q29 Do you feel you have the support you need as a caregiver? 
Answered: 90 Skipped: 257 
 

Answer Choices Percentage Responses 

 Yes 34.44% 31 

 No 34.44% 31 

 Not sure 31.11% 28 

Total  90 

 

Q30 Do you feel your caregiving responsibilities limit your ability to: (Select all that apply) 
Answered: 88 Skipped: 259 
 

Answer Choices Percentage Responses 

 Work or maintain income 32.95% 29 

 Care for your own health 47.73% 42 

 Socialize or take breaks 47.73% 42 

 None of the above 37.50% 33 

Total  146 

 
Q31 Do you identify as a member of a Tribal nation or Indigenous community 
Answered: 260 Skipped: 87 
 

Answer Choices Percentage Responses 

 Yes 3.08% 8 

 No 93.85% 244 

 Prefer not to say 3.08% 8 

Total  260 
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Q32 Do you feel that Tribal elders and families in your area have equitable access to aging services? 
Answered: 15 Skipped: 332 
 

Answer Choices Percentage Responses 

 Yes 26.67% 4 

 No 20.00% 3 

 Not sure 53.33% 8 

Total  15 

 
 

Q33 What recommendations do you have for improving access to aging services for Tribal elders and families? 
Answered: 7 Skipped: 340 
 
 

Q34 How did you hear about this survey? (Please specify) 
Answered: 221 Skipped: 126 

 
 
 
 
 

Q35 How do you prefer to get your information? (Select all that apply) 
Answered: 255 Skipped: 92 
 

Answer Choices Percentage Responses 

 211 1.96% 5 

 .ǊƻŎƘǳǊŜǎκƅȅŜǊǎ 25.88% 66 

 AARP 21.96% 56 

 Church/Faith-based communities 21.18% 54 

 Family members 21.57% 55 

 Health care provider 43.14% 110 

 Friends or neighbors 33.33% 85 

 Social media 19.22% 49 

 Newspapers 30.59% 78 

 Internet 54.51% 139 

 Public Health 17.25% 44 

 Library bulletin boards 12.94% 33 

 Radio 12.55% 32 

 Conferences/Events 16.47% 42 

 Email 62.35% 159 

 Senior or community centers 17.25% 44 

 Television 24.71% 63 

 Other (please specify)  4.71% 12 

Total  1126 
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Appendix C.10: COMBINED - ALTCEW Area Plan - Community 
Feedback Forum Flyer 
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Appendix C.11: MS FORMS - CFF Online Feedback Questions 
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Appendix C.12: Public Hearing Flyer All Counties 

 
 






















































