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Governing Board Meeting – August 3, 2023, 1:00pm – 4:00pm (Virtual)

MEETING GOALS 
The theme of today’s meeting is to elevate community-led, community-driven solutions and system 
transformations that HealthierHere and its partners are working on. Specifically, we will:  

1) Review the evaluation results and lessons learned from a health literacy grant implemented in
partnership with Public Health Seattle-King County;

2) Learn about the innovative work that HealthPoint and Valley Cities are doing to develop a care
coordination model for patients with complex physical and behavioral health diagnoses;

3) Understand the collaborative work between Downtown Emergency Service Center (DESC),
Community Health Plan of Washington (CHPW), and King County’s Behavioral Health and
Recovery Division (BHRD) to test a new, comprehensive bundled payment model for clients on
Medication Assisted Therapy for opioid use and experiencing complex physical and social health
needs; and

4) Review and approve several governance items, including a new Board member appointment
and an updated charter for our Executive Committee.

AGENDA 

1:00 pm 1) Land Acknowledgement Ryan Gilbert, HealthierHere 

1:05 pm 2) Board Business
• Meeting Agenda and Goals
• Approval of June Meeting Minutes
• Welcoming our Newest Board Member

Jeff Sakuma, Board President 
Betsy Lieberman, Board Vice-President 
John Kim, HealthierHere 

1:10 pm 3) CEO Report John Kim, HealthierHere 

1:15 pm 4) Equity Moment Junson Hu, Board Member 

1:25 pm 5) Governance
• Action Item: Governing Board Appointment
• Action Item: Updated Executive Committee

Charter

Jeff Sakuma, Board President 

1:40 pm 6) Health Literacy Project: Community Impact
and Learnings
• Project Overview and Results
• Board Discussion

Marya Gingrey and Maria Escalera 
Maldonado, HealthierHere 
Yui Hashimoto, Amanda Kay & Matias 
Valenzuela, Public  Health Seattle-King County 

2:25 pm Public Comment 

2:30 pm Break 
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2:35pm 7) Innovation Investments: Testing Models for 
Integrated Care 
                            
Collaboration in Action: Shared Care Between 
Community Mental Health and Primary Care 
• HealthPoint and Valley Cities  

Michael McKee, HealthierHere 
 
 
 
Sarah Jemley, HealthPoint  
 

  
Co-Designing a Low-Barrier MAT Benefit 
• DESC and CHPW  
 
• Board Discussion - Sustaining whole 

person integrated care, particularly for 
people with complex health and related 
social needs, can be challenging. What are 
1 – 2 things about today’s presentations 
that were particularly exciting to you and 
why? 

 
 

 
Jeremy Hoog, DESC 
Courtney Ward, CHPW 
 

3:45 pm 8) Board Reflection: Today’s Key Takeaways Jeff Sakuma, Board President 
Betsy Lieberman, Board Vice-President 
John Kim, HealthierHere 

4:00 pm Adjourn 
 
 

 

Next Meeting: September 7, 2023, 1-4pm (in person)  
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Governing Board Meeting Summary 
June 1, 2023, 1:00 p.m. – 3:30 p.m. 
Video Conferencing 

 

 
Members Present: Amber Casey (delegate for Hepatitis Education Project), Swee May Cripe 
(Best Start for Kids, King Co.), Ryan Gilbert (Seattle Indian Health Board), Junson Hu (Interlm 
Community Development Association), Betsy Lieberman (Betsy Lieberman Consulting),Zayeko 
Ngoma (AZISWA), Semra Riddle (Sound Cities Association), Laurent Rotival (Cambia Health 
Solutions), Jeff Sakuma (City of Seattle), Jennifer Vickers (Bill & Melinda Gates Foundation), 
Jolene Williams (Snoqualmie Tribe), Andrea Yip (Seattle/King County Aging & Disability 
Services), Denise Yu (Kaiser Permanente of WA), and Giselle Zapata-Garcia (Latinos Promoting 
Good Health). 
 
Members Not Present: Shelley Cooper-Ashford (Center for Multicultural Health), Claudia 
D’Allegri (SeaMar Community Health Centers), Jay Fathi (Molina Healthcare), Mario Paredes 
(Consejo Counseling & Referral Services), Ixtlixochitl Salinas White Hawk (Ancestral Sisterhood), 
and Lisa Yohalem (HealthPoint), 
 
Staff: Abriel Johnny, Bello Dondja,  Catherine Seneviratne, Graeme Aegerter, Hannah 
Borneman, John Kim, Lisa Watanabe, Madelyn McCaslin, Marya Gingrey, Monica De 
Leon, Rogelio Mogollan, Tavish Donahue, Thuy Hua-Ly, Tony Ke, and Christina Hulet 
(Consultant).  
 
Guests:  Brenda Hernandez (Consejo Counseling & Referral Services), Gary Renville, Jeralee 
Anderson (City of Redmond), Laura Johnson (United Health Care), Nadine Shiroma, Rim 
Cothren, Roi-Martin Brown, Shiobhan Brown (CHPW), Travis Grady (Cowlitz Tribe) and 
Veronica Flores (Atlantic Street). 

 
 
 

Governing Board Meeting 
The Governing Board meeting, including board members, delegates, and the public, was called 
to order at 1:05 pm. 

 

Welcome & Introductions 
Thuy Hua-Ly welcomed everyone, and Jeff Sakuma reviewed the agenda. 

 

Board Business 
Approval of the Minutes from May 4, 2023 
The board reviewed and approved the May 4th meeting minutes unanimously.  
  
Abstentions: Betsy Lieberman 
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Welcome HealthierHere CEO and New Board Members 
Jeff Sakuma introduced HealthierHere new CEO John Kim and John expressed a few words. 
Betsy Lieberman expressed gratitude for Thuy Hua-Ly on behalf of the Board for their time and 
work as the Interim CEO for HealthierHere. 
 
Jeff Sakuma introduced our new Board members. Time was given to ach new Board member to 
do a short introduction of themselves. 
 
 

Equity Moment 
Semra Riddle shared the meeting equity moment. Semra wanted to start his equity moment 
highlighting what progress has been made in regards to LGBTQ issues since June is Pride month. 
Semra highlighted a few bills that were passes during our legislative session this year. Some bills 
that were highlighted are listed below: 

• SB114  
• SB5142 
• SB5186 

 
CEO Report 
Thuy Hua-Ly introduced John Kim as HealthierHere CEO. John expressed gratitude to the Board, 
staff and partners in the whole hiring process. John also thanked Thuy Hua-Ly for her work as 
interim CEO. John expressed a few words to the Board. 
 
Time was given to Thuy Hua-Ly to express her gratitude for her time as interim CEO. 
 
 
Governance 
Board Member Appointments 
Betsy Lieberman provided an overview of the two Governing Board Appointments. Below are 
highlights. 

• Matias Valenzuela and Andrea Yip 
 

The Executive Committee recommends the Board approve two new appointments. More 
information can be found in the pre-read packet starting on page 16. Time was given for Q & A. 
 
The board unanimously voted to approve the two ne Board Appointments. 
 
Abstentions: None 
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Public Comment 
Amber Casey from the Hepatitis Education Project shared with the Board that the Hepatitis 
Education Project has a new Executive Director. Their new ED is Apoorva Mallya who comes 
from the Gates Foundation, and they are excited to have him on their team and he will be 
starting on June 12th. 
 
 
Overview & Status of HH’s C2C Network (Community Information 
Exchange) 
Thuy Hua-Ly introduced Rim Cothren HH contracted CTO. Their presentation will consist of 
where we started, where we are and where we hope to be. Highlights below: 
 

• Overview of “What is Community Information Exchange?” 
• Feedback from the community 
• Benefits of the Connect2 Community Network 
• Overview of Advisory group and their roles and responsibilities. 
• Review of the “Soft Launch” that occurred on April 1st 
• Reviewed plan for 2023 & 2024 

 
Time was given for Q & A 
 
Waiver Renewal Overview and Status 
Thuy Hua-Ly introduced Cathy Kaufmann from Artemis Consulting. Their presentation will 
consist of an introduction to Washington’s 1115 Medical Waiver. Highlights below: 

• Overview of what is Medicaid 1115 Demonstration Waiver 
• Waiver goals 
• Continuous Apple Health enrollment for children up to age six 
• Apple Health coverage for 12-months after pregnancy 
• Re-entry coverage and services after incarceration 
• Accelerating care delivery and payment innovation focused on health-related social 

needs and equity - now framed as “Taking Action for Healthier Communities” (TAHC) 
• HCA proposing Community Hubs (why, what is a Community Hub, & key elements of the 

hub) 
• Reviewed the new acronym HRSN (Health Related Social Needs) and what constitutes as 

an HRSN. 
• Discussed the following: Community- Based Workforce, Equity Investment Fund, and 

Funding. 
 
Time was given for Q & A. 
 
The meeting adjourned at 3:45 pm. 
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August 2023 Chief Executive Officer Report 
 

 
Date: August 3, 2023 

To: HealthierHere Governing Board and Community 

From: John Kim 

 
Dear Governing Board and Community, 
 
 
It’s my pleasure to write to you for the first �me as HealthierHere’s new CEO. Six weeks into the 

role, I am grateful to have been welcomed with open arms by this collec�ve of change-makers. 

Throughout the course of my onboarding, I have seen the results of your shared passion and 

collabora�ve spirit to date. It’s impressive and I am excited to have been entrusted to build 

forward on this solid base; and build forward we must with the recent approval of the MTP 2.0, 

comple�ng the transi�on to the 501(c)3 structure, the closing and launch of programs, bringing 

in new staff, and so much more.   

 

As we emerge from the liminal space of the last year or so, we have an ideal opportunity to 

refresh and strengthen our commitment to embody our stated values of equity, community, 

partnership, results, and innova�on. To authen�cally advance our mission in our external work 

and rela�onships, we must live into our values in all that we do and ensure that they are more 

than just words on a page.   

 

With these goals in mind, we are excited to have begun working with Be Culture to co-develop 

our organiza�onal culture from the botom up and top down. They are suppor�ng us to create 

HealthierHere’s first internal Culture Charter and accompanying Implementa�on Plan. Their 

guidance will help ensure that this process is inclusive and will withstand the pressures of our 

complex work and the changes that lie ahead. I deeply appreciate HealthierHere staff for their 

willingness to put trust into the process, as we define and move toward shared goals. I look 
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forward to repor�ng back about these efforts as they unfold. In the words of Peter Drucker, 

“culture eats strategy for breakfast.” 

 

Now, it’s �me to celebrate! The Centers for Medicare & Medicaid Services (CMS) recently 

approved the renewal of Washington state’s Sec�on 1115 Medicaid demonstra�on waiver, also 

known as the Medicaid Transforma�on Project (MTP), with the MTP renewal referred to as 

“MTP 2.0.” You can see high-level details about the waiver renewal – including programs that 

were approved to con�nue, newly approved, pending, and denied – in this press release from 

the Washington State Health Care Authority (HCA). For those interested in diving deeper into 

the detail, please read the full approval leter. 

 

We're thankful that CMS is con�nuing to work with HCA and the Accountable Communi�es of 

Health (ACHs) to innovate and break down silos to be able to treat and support people as whole 

people. We know that trea�ng people holis�cally requires barriers to be removed and systems 

integrated. The community has shared with us the barriers they encounter, and more 

importantly, their visions for what it looks like to lead healthy and whole lives. The approval of 

MTP 2.0 indicates that a significant system stakeholder is reac�ng to the compelling community 

learnings gleaned from our work under MTP 1.0. Thank you to everyone who leaned into that 

work which provided a basis to push system transforma�on even further.  

 

MTP 2.0 more inten�onally addresses whole-person care, health-related social needs (HRSNs), 

connec�ng people to services and supports they need to thrive, and coordina�ng services to 

increase their effect. Through MTP 2.0, HCA is funding the 9 ACHs to further build out each 

region’s respec�ve Community Hub through which case management for HRSNs will occur. 

From now through July 1, 2024 we will have a planning year to prepare for Community Hub 

implementa�on. The Health Equity Fund was pended by HCA and CMS. The state is now asking 

CMS to provide guidance on what's going to happen with this fund. The coali�on of 

Washington’s ACHs is very interested in seeing this fund advanced and is pursuing a mul�-level 

strategy to keep nego�a�ons on this body of work going. Even though the health equity fund is 
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pending, our commitment to advancing health equity remains steadfast; it’s in our DNA. We will 

con�nue to pursue equity-related strategies and outcomes within and outside of the waiver.   

HealthierHere recently concluded Care Connect 1.0, the King County part of the Care Connect 

Washington program supported by Washington State Department of Health. Care Connect 1.0 

provided immediate support and direct services to people who tested posi�ve for COVID-19 and 

needed extra support to safely complete quaran�ne at home. This was HealthierHere’s debut in 

direct service provision, and our team worked so hard to launch it and get it running 

successfully. Between September 2022 and June 2023, HealthierHere and our contracted care 

coordina�on agencies (El Centro de la Raza, Lutheran Community Services Northwest, Sisters in 

Common, and Within Reach) served 3,249 clients across King County. People who received Care 

Connect services con�nue to tell us about the posi�ve impact the program had on their lives. 

Some other highlights of our collec�ve achievements include the following: 

 

• 2,721 households supported by food access (grocery orders), with 1,297 households 

supported by HealthierHere directly. 

• 1,342 clients supported with household assistance for rent/mortgage/u�li�es (HARs), 

with 709 clients supported by HealthierHere directly. 

• Close to $2 million in HARs paid out in total, with $851,000 paid out by HealthierHere via 

our contractor Solid Ground. 

• 27 community health workers employed across our Care Coordina�on Agency network 

to support community members. 

• 13 languages spoken by HealthierHere Community Hub CCA staff who provide 

linguis�cally and culturally responsive referral services. 

 

Now we are excited to announce the launch of Care Connect 2.0. This new itera�on builds on 

the learnings from 1.0 and broadens the scope of eligibility to anyone impacted by the COVID-

19 pandemic. This is intended to benefit individuals and families struggling to recover from the 

effects of the pandemic. Some examples include people dealing with long COVID, behavioral 
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health concerns due to deaths of family or friends, loss of employment, difficulty affording basic 

necessi�es, and more.  

 

As of July 1st, 2023, Care Connect 2.0 focuses on COVID recovery rather than isola�on and 

quaran�ne support. Direct services like grocery delivery orders, financial assistance, and care 

kits are no longer available through Care Connect. Instead, the program provides clients with a 

care coordinator who will connect them to the community-based services they may need to 

reach their goals for their health. In addi�on to resource naviga�on and referrals, current 

program benefits include health educa�on, coaching, goal se�ng, ac�on planning, and system 

naviga�on. Care coordinators work with clients over a longer period of �me (3-6 months) and 

check in regularly to help clients achieve their goals. We will con�nue to share progress on Care 

Connect 2.0, as one piece of our evolving care coordina�on efforts.  

 

On a related note, we are thrilled to welcome Anne Farrell-Sheffer to HealthierHere as our first 

Director of Community Informa�on Exchange (CIE) and Care Coordina�on. Anne brings to this 

role a significant amount of leadership experience in the health and social services field. In 

HealthierHere’s early days, Anne was involved in the Community and Consumer Voice 

Commitee and has shared her excitement to be re-joining HealthierHere in this work. Most 

recently, she has been leading the Community Workforce and Partnerships Sec�on at the WA 

Department of Health and has been instrumental in developing opportuni�es for advancing 

community health workers’ role in improving health and wellness outcomes. We are thrilled 

that she will bring this depth and breadth of experience and knowledge to HealthierHere as we 

grow and evolve the Connect2 Community Network and champion care coordina�on system 

transforma�on.  

 

Finally, I want to acknowledge two of HealthierHere’s projects that recently wrapped up: the 

Health Literacy Project (in partnership with Public Health-Seatle & King County and 28 local 

organiza�ons), and the Culturally Responsive and Inclusive Health Care – Addressing Health 

Dispari�es Through Partnerships Fund (in partnership with the City of Seatle, Neighborcare 
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Health, Sea Mar Community Health Centers, and Seatle Indian Health Board). Both projects 

focused on suppor�ng and harnessing community-led solu�ons to advance health equity in our 

region. You can look forward to learning more about success and lessons learned from these 

efforts at our August Governing Board mee�ng, which will focus on community-led solu�ons 

and systems transforma�on. Congratula�ons and many thanks to everyone involved in these 

efforts for your hard work and collabora�on.  

 

Looking back on these pages, taking in all the innova�on, exper�se, and dedica�on 

demonstrated across our organiza�on and network, I am reminded of the reasons I was drawn 

to the CEO role with HealthierHere. You all have built something very special over the last six 

years, and now we will con�nue building and growing together. We each show up to this work 

with unique perspec�ves, but we are unified in facing the complex challenges at hand because 

this is heart work. Thank you all for bringing your full selves to HealthierHere. I invite us all to 

con�nue to lead with passion, live our values, and lean into the mission that brought us here 

and keeps the fire burning. I look forward to connec�ng with you all at our next Governing 

Board mee�ng! 

 

Sincerely, 

John Kim 

CEO, HealthierHere 
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Committee & Workgroup Rosters 

Bold/dark teal denotes Governing Board membership.                             Updated: 7/27/2023 5:10 PM 

Community & Consumer Voice Committee (CCV) 
Meets the 4th Monday of each month at 1:30pm-3:30pm 

Joe Chrasti IAF Northwest/Health Equity  
Gladis Clemente Promotora Comunitaria South Park 
Shelley Cooper-
Ashford Center for Multicultural Health 
Shantel Davis Peoples Harm Reduction Alliance 
Michelle 
DiMiscio Community Health Workers KC 

Lisa Floyd 
KC Department of Community and 
Human Services 

Dorothy Gibson Sound Alliance/AF 
Riham Hashi Living Well Kent 
Shamso Issak Living Well Kent 
Elizabeth Kimball Public Health Seattle/KC 
Guo Liao Asian Counseling & Referral Service 
AJ McClure Global to Local 
Hani Mohamed SKC Public Health 
Sonia Morales Molina Health Care 
Cicily Nordness Seattle Housing Authority 
Janelle Okorogu Center for Multicultural Health 

Hallie Pritchett 
Lake Washington Institute of 
Technology  

Isabel Quijano Promotora Comunitaria South Park 
Jihan Rashid Community Member 
Marguerite Ro AARP Washington 
Julie Romero Neighborhood House 
Nadine Shiroma Hepatitis B Foundation 

Christine Stalie 
DOH & Washington Immigrant 
Network 

Michael Ninburg Hepatitis Education Project 
Laura Titzer Northwest Harvest 
Janet Zamzow 
Bliss Community Member 
Giselle Zapata-
Garcia Latinos Promoting Good Health 

Staff: Marya Gingrey, Abriel Johnny 
 

 

 

Executive Committee (EC) 
Meets the 3rd Friday of every month at 8:30am-10:00am 

Shelley Cooper-
Ashford 
 

Center for MultiCultural Health 

Betsy Lieberman 
(Board Vice 
President) 

Affordable and Public Housing Group 

Mario Paredes Consejo 
Semra Riddle Lake Forest Park City Council 
Jeff Sakuma  
(Board 
President) 

City of Seattle, Human Services Dept. 

Staff: Thuy Hua-Ly & Christina Hulet 
 
 

Finance Committee (FC) 
Meets the 3rd Thursday of each month at 3:30 pm-5 pm 

Staff: Thuy Hua-Ly & Christine Berch 

 
Indigenous Nations Committee (INC) 
Meets monthly 

Colleen Chalmers Chief Seattle Club 
Craig Dee Fred Hutchinson 
Matt EchoHawk - 
Hayashi 

Headwater People 

Travis Grady Cowlitz Tribal Health 
Camie 
Goldhammer 

UIATF - Doula program 

Sacena Gurule Cowlitz Tribal Health 
Christian Hogan Unkitawa 
Leslie Jimenz KC Public Health - Environmental 

Health 

Janine Childs Neighborcare 
David DiGiuseppe Community Health Plan of WA 
Pam Gallagher Swedish Hospital 
Travis Grady Cowlitz Tribal Health  
Hiroshi Nakano 
(co-chair) 

Valley Medical 

Mario Paredes Consejo Counseling & Referral 
Service 

Karen Spoelman King County DCHS - BHRD 
Jenny Tripp DESC 
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Committee & Workgroup Rosters 

Bold/dark teal denotes Governing Board membership.                             Updated: 7/27/2023 5:10 PM 

Jessica Juarez-
Wagner 

United Indians of All Tribes 
Foundation 

Ellany Kayce Nakani Native Program 
Sara Marie Ortiz Highline Public Schools - Native 

Education 
Jeff Smith Nakani Native Program 
My-le Tang Dept of Commerce - Tribal 

Homeless Youth 
Raven 
Twofeathers 

 

Ixtli White Hawk Unkitawa 
Chair: Vacant  
Staff: Abriel Johnny 
 

Connect2 Community Network Advisory Group 
Meets every other month 

Tashau Asefaw Community Health Plan of WA 
Modester Chatta 
(co-chair) 

Association of Zambians in Seattle, 
WA 

Barbara de 
Michele (co-chair) 

Issaquah City Council 

Joanne Donahue Sound Generations 
Jon Ehrenfeld Seattle Fire Department 
Allie Franklin Harborview  
Michelle Glatt HealthPoint 
Donald Lachman Westcare WA/WA Serves 
Joceyln Lui Asian Counseling & Referral 

Service 
Sara Mathews Premera 
AJ McClure Global to Local 
Thuy Hua-Ly HealthierHere 
Peter Muigai Pamoja Christian Church 
Michael Myint MultiCare 
Gary Renville Project Access Northwest 
Marcy Miller King County 
Michelle McDaniel  Crisis Connections 
Marguerite Ro AARP Washington 
Lina Stinson-Ali WA State Coalition for African 

Community Leaders 
Sally Sundar YMCA of Greater Seattle 
Cody West Peer Seattle 
Kim Wicklund Kaiser Permanente 
Andrea Yip Aging & Disability Services 

Staff: Thuy Hua-Ly, Michael McKee, & Christina Hulet 

Integration Assessment Workgroup 
Meets the 1st Monday of each month at 2:30pm-4 pm 

Liz Baxter North Sound ACH 
Dee Brown United Health Care 
Miranda Burger Olympic Community Health 
Tory Gildred Molina 
Jennie Harvell HCA 
Michael McKee HealthierHere 
Jessica Molberg Coordinated Care 
Colette Rush HCA 
Caitlin Safford Amerigroup 
John Schapman North Sound ACH 
Audrey Silliman Coordinated Care 
Lindsay Knaus North Sound ACH 
Celeste 
Schoenthaler 

Better Health Together ACH 

Tawnya 
Christiansen 

Community Health Plan of 
Washington 

Mattie Osborn Amerigroup 
Andrea Ray United Health Care 
Siobhan Brown Community Health Plan of WA 
Mary Franzen HCA 
Marc McManus United Health Care 
Sarah Bolling Dorn Better Health Together ACH 

Tri-Chairs: Tory Gildred, Michael McKee, Colette Rush 
Staff: Diana Bianco & Cathy Kaufman, Artemis Consulting 
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Who Purpose Highlights What’s Next 

Governing Board 
(GB, Board) 

• Steward the organization’s overall 
mission and strategic plan 

• Assume fiduciary 
responsibility/single point of 
accountability, including financial 
decision-making authority for 
demonstration projects and fund 
allocations 

• Hire, fire and evaluate the Executive 
Director (ED) 

• Maintain updated operating 
agreements and bylaws 

• Monitor organizational and project 
performance 

• Appoint Governing Board members 
• Represent and communicate HH’s 

work to the public 
• Review and approve 

consumer/community engagement 
plan 

• Ensure alignment with regional 
health needs and priorities 

 
 
July Agenda 
 
• July Board meeting was cancelled 

 

August Agenda 
 
• Review the evaluation results and 

lessons learned from a health 
literacy grant implemented in 
partnership with Public Health 
Seattle-King County; 

• Learn about the innovative work 
that HealthPoint and Valley Cities 
are doing to develop a care 
coordination model for patients 
with complex physical and 
behavioral health diagnoses; 

• Understand the collaborative work 
between Downtown Emergency 
Service Center (DESC), Community 
Health Plan of Washington 
(CHPW), and King County’s 
Behavioral Health and Recovery 
Division (BHRD) to test a new, 
comprehensive bundled payment 
model for clients on Medication 
Assisted Therapy for opioid use 
and experiencing complex physical 
and social health needs; and 

• Review and approve several 
governance items, including a new 
Board member appointment and 
an updated charter for our 
Executive Committee. 

Next Meeting: September 7 
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Who Purpose Highlights What’s Next 

Executive 
Committee 
(EC) 

• Support the ED in achieving 
organizational goals 

• Oversee ED selection, compensation, 
and evaluation 

• Act on behalf of the Governing Board 
in cases of emergency or when 
urgent decisions are needed 

• Approve expenditures/contracts 
between $100-$500K not included in 
the board-approved budget as 
needed 

• Oversee board member recruitment 
and selection process 

• Oversee board governance (e.g., 
committee structure, bylaws) 

• Support HH’s future sustainability 
and the development of key 
initiatives such as the Equity & 
Wellness Fund 

• Approve state-required reports 
 

 
July Agenda 
 
• Renewal Waiver Update 

Appointment of Matias Valenzuela for public 
health seat 

• 501c3 Board Pivot Planning 
• Be Culture Update 
• Review August EC draft agenda 
 
 

 

 
June Agenda 
 
• TBD 
 
Next Meeting: August 11 

Finance 
Committee 
(FC) 

• Oversee HH’s budgeting, financial 
monitoring, internal control 
processes and financial policies and 
procedures 

• Ensure adequate protection of HH’s 
assets 

• Oversee distribution of funds to 
partnering organizations and for 
investment priorities 

• Ensure HH is meeting requirements 
for state, provider, and other 
contracts 

• Oversee/coordinate with Funds Flow 
Workgroup 

• Facilitate value-based payment 
 

 
July Agenda 
 
• July Finance Committee meeting was 

cancelled 
 
 
 

 
 

 
August Agenda: “Tentative” 
 
• Review Q2 Financials for 

HealthierHere LLC and 
HealthierHere 501c3  

• MTP 2.0 updates 
 
Next Meeting: August 17 
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Who Purpose Highlights What’s Next 

Community & 
Consumer Voice 
Committee 
(CCV) 

• Proactively engage communities and 
beneficiaries to co-design and 
embed equity in HH’s work 

• Engage and support community-
based organization (CBO) partners 
and build CBO capacity 

• Actively recruit and support 
community members serving on the 
Board/committees 

• Provide input into and help design 
the community engagement plan 

• Gather data/information on the 
experience of Medicaid members 

• Monitor results and ensure 
accountability/transparency with 
communities 
 

 
July Agenda: 
 
 
INC and CCV meetings were not held due to 
cultural commitments of many committee 
members. 

 
August Agenda: “Tentative” 
 
• Finalizing charter revisions 
• Engagement with PHSKC in 

support of their strategic planning 
and MTP 2.0 

Next meeting: August 28 

 

Indigenous 
Nations 
Committee 
(INC) 

• Proactively engage American 
Indian/Alaska Native/Indigenous 
(AI/AN/I) community and 
beneficiaries to co-design and 
embed equity in HH’s work 

• Engage and support AI/AN/I serving 
community-based organization (CBO) 
partners and build CBO capacity 

• Actively recruit and support AI/AN/I 
community members serving on the 
Board/committees 

• Provide input into and help design 
the tribal engagement plan 

• Gather data/information on the 
experience of Medicaid members 

• Monitor results and ensure 
accountability/transparency with 
community 
 

 
 
Jointly the INC & CCV  

 
• See CCV entry 

 
 
 
 
 
 
 
 
 
 
 
 

 
 
Jointly the INC & CCV  
 
See CCV entry 
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Connect2 
Community 
Network 
Workgroups 

 
Community Information Exchange (CIE) 
Collaborative:   
• Collaborative members will work 

together to establish a community-
led governance structure and guide 
the development of a CIE 

 
Network Partners Workgroup (NP):   
• Develop shared long-term CIE 

requirements and implementation 
plan in consultation with Legal 
Framework and Data & Technology 
Workgroups 

 
Legal Framework and Data and 
Technology Workgroups (LDT):   
• Develop shared long-term CIE 

requirements and implementation 
plan in partnership with Network 
Partners Workgroup 
 

 
Care Coordination Transformation Committee 
 
June Agenda 
• The first meeting was held and the 

workplan and charter where reviewed. 
 
 

 
 
 
 

 
Care Coordination Transformation 
Committee 
 
• Review findings from Care 

Coordination Landscape Analysis 
and feedback session 

• Discuss implications for the Care 
Coordination Strategic Planning 
RFP 

 
Next meeting: September 
 
 
 
 
 
 

Integration 
Assessment 
Workgroup 

 
Supports statewide implementation of a 
standardized tool to assess level of 
integration for outpatient primary care 
and behavioral health agencies. Includes 
representatives from HCA, MCOs, & ACHs 
to: 
• Identify a tool to be implemented 

statewide 
• Make recommendations to HCA on 

implementation and timeline 
• Make recommendations to HCA on 

data collection, analysis, reporting, 
and data sharing 

 
July 10 Agenda: 

 
• Focused discussions on planning for 

implementation without Medical Waiver 
funding 

 
WA-ICA Agenda:  
  
• The WA-ICA workgroup will 

continue to discuss plans for 
implementation without Medical 
Waiver funding 

 
Next Meetings: August 14 
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Who Purpose Highlights What’s Next 
• Make recommendations to HCA on 

quality improvement structure and 
areas of focus including training, TA, 
practice coaching, etc. to help 
providers advance along the 
continuum of integrated care 

• Oversee launch of WA-ICA  
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DECISION MEMO: Governing Board Member Appointment – CBO/SDOH 
Seat 
 
Memo prepared by:   Christina Hulet, on behalf of the Executive Committee 
Date prepared: July 14, 2023 
Date of proposed action: August 3, 2023 
 

Issue 
The appointment of a new Governing Board member to fill a vacant community-based 
organization/social determinants of health (CBO/SDOH) seat.  

Background 
HealthierHere’s 26-member Governing Board was established with designated seats 
representing specific sectors and perspectives. In allocating seats, the team sought to balance 
representation between public, private, and non-profit organizations, as well as between 
institutional health care partners and community-based organizations. In addition, some seats 
were designated as ‘open’ (i.e., open to applicants from the general public), while others were 
‘reserved’ for lead entities to nominate a candidate for the board’s approval.   

The Board has 4 ‘open’ seats designated for community-based organizations representing the 
social determinants of health. One of these seats is vacant.  

Recommendation / Decision 
The Executive Committee recommends the appointment of Marguerite Ro to fill this seat. 
Marguerite is currently the Washington State Director for AARP, the American Association for 
Retired Persons. Prior to this, she served as the Chief of Assessment, Policy Development & 
Evaluation and of Chronic Disease & Injury Prevention at Public Health – Seattle & King County. 
 
Marguerite’s background and expertise is particularly well suited to HealthierHere. First, AARP 
Washington represents nearly 900,000 members 50 years and older, an important demographic 
in our state. Second, she understands HealthierHere very well and has been actively involved in 
our organization since its inception. Marguerite served as Board delegate for the previous 
Seattle-King County Public Health Director, and briefly as an official Board member during the 
County’s leadership transition. She has also been on multiple HealthierHere committees 
including the original Transformation Committee, the Performance Management and 
Evaluation Committee, and our most recent CEO Hiring Committee.  
 
In addition, Marguerite has been a true champion of health equity throughout her career. As a 
public health practitioner, she has worked across sectors and with communities nationwide to 
develop and implement data and community driven strategies and solutions. This ranges from 
addressing racial and income disparities related to access to medical, behavioral, and oral 
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health care, workforce disparities, and chronic diseases and injury prevention. One recent 
example includes her work centering equity as King County’s representative for the 
Communities of Opportunity Governing Group.  
 

Values 
How does this recommendation align with HealthierHere’s core values of equity, community, 
partnership, innovation, and results? 

In making this recommendation, the Executive Committee highly respects Marguerite’s 
personal and professional commitment to advancing equity. We also see value in having AARP 
as a partner formally represented on our Board given its demographic population and broad 
community reach. 
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DECISION MEMO: Updated Executive Committee Charter 
 
Memo prepared by:   Christina Hulet, on behalf of the Executive Committee 
Date prepared: June 22, 2023 
Date of proposed action: August 3, 2023 
 

Issue 
The Executive Committee is proposing an update to its committee charter for the Board’s 
review and approval.  
 

Background 
The Board’s Executive Committee charter was last reviewed and adopted in July 2017. To 
ensure strong governance, the Committee felt it was time to review an updated charter with 
the Board for discussion and approval (see attachment). 
 
Many sections of the charter remain the same. The Committee’s principles, meeting frequency, 
decision-making process, and many of its responsibilities largely mirror the original charter.   
The Committee is, however, recommending the following specific changes (outlined by 
section): 
 

• PURPOSE: Clarifying that the Committee’s purpose is to support the Board in ensuring 
alignment with HealthierHere’s mission and strategic direction, sound fiduciary 
oversight, the hiring and evaluation of our CEO, and effective high-level policy setting 

 
• PRINCIPLES: Adding Tribal voice as an important principle; the previous version 

referenced community voice only 
 

• RESPONSIBILITIES - Adding the following items: 
o Ensuring strong fiduciary oversight and supporting HealthierHere’s long-term 

sustainability  
o Overseeing investment policies in conjunction and collaboration with the 

Finance Committee 
o Helping set high-level organizational policies with input/approval from the Board 

as needed 
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o Selecting among its members who will serve as Board President and Vice-
President for Board approval; this incorporates language from the Board’s 
updated bylaws 

o Having the option to appoint a Chair Emeritus to facilitate a smooth Officer 
transition; also in our bylaws 

o Serving as the Board’s Policy Committee; this is a practice we’ve had for many 
years but was not formalized in the Committee’s charter 

 
• MEMBERSHIP: Committee members have changed quite a bit since 2017. Current 

members have been updated. The Committee is also in the process of recruiting 
additional members  

 
• REPORTING: The previous charter included a “reporting” section with language, for 

instance, on members receiving Committee agendas/materials 3 days in advance and 
providing a summary report at each Board meeting. This section was removed. (Of note, 
HealthierHere’s standard practice is to distribute a status report of all committee 
activity in its monthly Board meeting packet.)  

 

Recommendation 
The Executive Committee recommends approval of the updated charter. 
 

Values 
How does this recommendation align with HealthierHere’s core values of equity, community, 
partnership, innovation, and results? 

In making this recommendation, the Executive Committee values strong and transparent 
governance in order to achieve results and maintain trust with the Board and our partners.  
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Executive Committee Charter 
 

Approved: xx 
Last Updated: July 2017 

 
 

Purpose 
The purpose of the Executive Committee is to support the Governing Board in executing its 
responsibilities, including alignment to HealthierHere’s mission and strategic direction, sound fiduciary 
oversight, the hiring and evaluation of its CEO, and effective high-level policy setting.  
 
 

Principles of Engagement 
The work of the Executive Committee will be guided by the following principles: 
 
Fiduciary responsibility. Always act in the best interest of the community HealthierHere is designed to 
serve, not our personal or organizational self-interests. Operate with the highest legal and ethical 
standards.   

  
Equity. Work intentionally to eliminate racial, ethnic, socio-economic, and geographic disparities in 
health and well-being. In all decisions, consider whether equity is being prioritized. Look at who decides, 
who provides, and who benefits or bears the burden of our actions.   
  
Community & Tribal voice. Consider community and Tribal input/voice in the committee’s decision 
making and process.  
  
Transparency. Make available to interested parties and the public committee work products, processes, 
and recommendations to the greatest extent possible.  
  
Respect. Work in the spirit of mutual agreement and accountability to each other.  
  
Value-centered, active leadership. Model for the Board and broader community the values of the 
organization, and proactively work with and support the CEO in achieving the HealthierHere’s mission; 
this is an “all-hands-on-deck” committee, not an advisory one.   
 
 

Responsibilities 
The Executive Committee is responsible for activities including but not limited to:  

• Provide support to the CEO to achieve the mission/strategic direction of the organization 
• Ensure strong fiduciary oversight and support the long-term sustainability of HealthierHere 
• Oversee HealthierHere’s investment policies in conjunction and collaboration with the Finance 

Committee 
• Help set high-level organizational policies with input/approval from the board as needed 
• Oversee the process for the selection, supervision, compensation, and evaluation of the CEO  
• Ensure proactive community, consumer, and Tribal engagement  
• Serve as the Board’s Policy Committee overseeing HealthierHere’s advocacy work 
• Oversee the process for recruiting/selecting new Board members for Board approval 
• Select among its members who will serve as the Governing Board’s President/Vice-President 

and present its recommendation to the full Board for approval 
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• Has the option to appoint an outgoing President/Vice-President to serve as Chair Emeritus to 
facilitate smooth transitions between Officer appointments 

• Provide oversight and support to HealthierHere’s committees 
• Support the CEO in Board meeting agendas, materials, preparation  
• Approval of any expenditures or contracts between $100,000 and $500,000 that are not 

included in the board-approved annual budget  
• Act on behalf of the Governing Board in cases of emergency or when urgent decisions are 

needed between board meetings (e.g., items subject to time constraints), with an expectation 
that the Executive Committee update and, where possible, solicit input from the Governing 
Board   

 
 

Membership and Terms 
The Executive Committee is comprised of 5-9 Governing Board members, representing a diversity of 
sectors and perspectives. Committee members do not have specific term limits. HealthierHere will 
maintain a detailed roster and representation will be assessed for appropriate adjustments on an annual 
basis.  
 

Name Organization Sector Seat 
Jeff Sakuma (President) City of Seattle Department of Human 

Services 
City of Seattle 

Betsy Lieberman (Vice President) Retired/Independent Consultant Affordable public and 
supportive housing  

TBD (Treasurer)   
Shelley Cooper-Ashford Center for MultiCultural Health Community-based equity 

network, coalition, consumer 
representative 

Mario Paredes  Consejo Counseling and Referral Service Behavioral health provider 
Semra Riddle City Council of Lake Forest Park 

 
Suburban area  
 

Additional Committee member 
recruitment is underway. 

  

 
 
Meetings 
The Executive Committee is a standing committee of the Board that meets at least monthly. It may 
decide to add, cancel, or modify meetings as appropriate.  
 
 

Decision Making 
The Executive Committee aims for consensus but relies on a simple majority vote for final decision-
making. Key decisions will be made in person or virtually at Executive Committee meetings. Members 
will be provided with adequate advance notice about decision items. For more routine items, decision 
making may be conducted over email and/or phone.  
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Executive summary 

Introduction 

Through a two-year grant (2021 – 2023) from the United States Department of Health and Human 
Services Office of Minority Health (OMH), Public Health Seattle & King County (PHSKC) engaged in a 
community-based initiative to advance personal and organizational health literacy1 for communities 
most impacted by COVID-19. The overall goal of the King County Health Literacy Project was to advance 
culturally and linguistically relevant methods of outreach and education that allow individuals, families, 
and communities to make the best health-related decisions for themselves.  

The King County Health Literacy Project brought together HealthierHere, a non-profit, multi-sector hub 
supporting health equity, 26 community-based organizations (CBOs) and two federally qualified 
healthcare centers (FQHCs) as Project Partners (referred to as Partners hereafter). Ten of the Partner 
CBOs and both FQHCs also served as Advisory Group members. PHSKC, HealthierHere, and the 28 
Project Partners came together to work on the following program activities: 

1. Partner and Advisory Group health literacy activities to create and distribute culturally and 
linguistically relevant materials, as well as host community engagement events. 

2. Health Literacy training curriculum for PHSKC staff and other healthcare partners on health 
equity, health literacy practices, and cultural responsiveness. 

3. Plain Language and Health Literacy manual for use by PHSKC and federally qualified healthcare 
center (FQHC) partners in the development of all public-facing information and materials. The 
manual covers topics such as defining plain language, accessibility, and digital communications.  

4. Inclusive Communications process for the Communications Specialist to engage community in 
weekly workshops to get feedback on communication products in progress to help ensure their 
relevance and effectiveness.  

5. Community Co-creation toolkit that will include community engagement strategies and best 
practices for PHSKC efforts that authentically center community voice.  

6. Health Literacy policy development to provide guidance to PHSKC staff on health literacy 
standards and staff accountability.  

These program activities focused on building both personal and organizational health literacy within 
PHSKC, the 28 Partner organizations, and the communities with which we work. Over 13 months (May 
2022 – June 2023), Partners and PHSKC together were able to make headway on all of the activities 
except for the Health Literacy policy.  

Methods 

The evaluation of the King County Health Literacy Project focused on the following questions: 

• To what extent did the health literacy training improve participants’ knowledge and plans to 
implement organizational health literacy? 

• How effective was the Health Literacy Project’s implementation of a community-engaged 

 
1 Personal health literacy is the degree to which individuals have the ability to find, understand, and use 

information and services to inform health-related decisions and actions for themselves and others. Organizational 
health literacy is the degree to which organizations equitably enable individuals to find, understand, and use 
information and services to inform health-related decisions and actions for themselves and others. See 
https://www.cdc.gov/healthliteracy/learn/index.html. 
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process to create and disseminate culturally and linguistically relevant health literacy materials? 

• How has PHSKC heard and implemented community feedback? 

The Health Literacy team employed a community-based, participatory approach to conduct a primarily 
qualitative process and short-term outcome evaluation to assess implementation and immediate impact 
throughout the project. We intentionally chose evaluation methods that allowed for continuous 
improvement, rapid adjustments, and accountability to Partners. The evaluation team aimed to make 
data collection the least burden possible.  

We collected data and analyzed it quarterly so interim findings could inform continuous quality 
improvement efforts and rapid adjustments during implementation. Data collection included a) Partners 
completing quarterly surveys on the progress, success, and challenges of their work implementing 
health literacy strategies, as well as documenting the reach and impact of their work in the community; 
b) assessing the Health Literacy training with polls and surveys, as well as a follow-up listening session; 
and c) observations of and a listening session with Partners involved in the Inclusive Communications 
process to assess implementation of improvements to communication materials. 

Key findings 

From April 2022 to June 2023, the King County Health Literacy Project and Partners reached a broad 
audience, including culturally and linguistically diverse King County residents, PHSKC staff, and FQHC 
staff: 

• Partners engaged in health literacy outreach and education with 6,151,253 community members 
and over 700 culturally and linguistically relevant materials. Activities included ones that 
maximized the number of community members reached, such as social media, as well as ones 
that maximized the efficacy of strategies (e.g. encouraging community members to get 
vaccinated) through building relationships and trust. 

• The Health Literacy training had 70 trainees (50 from PHSKC and 20 from FQHC partners). 
Overall, Health Literacy trainees expanded their knowledge about health literacy and were 
committed to implementing health literacy into their daily lives and practice. 

• Twenty-four (24) Partners attended the Inclusive Communications workshops to provide input 
on communications materials in progress. Over 130,000 community members across King 
County have viewed online materials or received physical copies of these materials. 

The project had several key successes: 

• The project allowed Partners to reach cultural and linguistic communities with smaller 
populations overlooked in population level analyses. Partners were able to use the combination 
of engagement strategies most effective to reach their community members. 

• One of the most consistent successes from Partners was having the time and staff capacity to 
build and deepen relationships with community members. While not the strategies with the 
largest reach, Partners reported that one-on-one interactions were the most effective ways to 
engage community in health literacy work. Building relationships led to building of trust. 

• Partners and Advisory Group members reported appreciating the co-design processes for health 
literacy materials and trainings. 

• The flexibility of the project design enabled rapid adjustments to reflect the needs of Partners, 
Advisory Group members, and trainees while the pandemic evolved. This included implementing 
a Google drive for Partners with the most up to date COVID-19 resources and incorporating a 
pilot Community of Practice for Health Literacy trainees. 
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Partners and trainees came up against several challenges to their health literacy work: 

• Partners discussed sustainability as one of their biggest challenges. Without the support of the 
King County Health Literacy Project, Partners were unsure of how to continue their work with 
communities. Sustainability needs included time, staff capacity, staff and community energy to 
work on health literacy, and rigid grant funding structures. 

• Partners reported community COVID-19 fatigue, misinformation, and believing the pandemic 
over were the main barriers to their Health Literacy outreach and education.  

• Barriers to participation included community members being unable to meet basic needs (e.g. 
housing, food, and safety) which reduced their bandwidth to focus on COVID-19 and 
vaccinations.  

• Health Literacy trainees found that a lack of buy-in from leadership the biggest barrier to their 
health literacy work. Some trainees also cited that issues implementing health literacy were 
beyond their scopes of work. 

• Partners participating in the Inclusive Communications workshops noted that scheduling 
conflicts and high workloads prevented them from participating in more of the workshops.  

Conclusion 

The King County Health Literacy Project’s effort to implement a community-engage process to create 
and distribute culturally and linguistically relevant materials was effective based on process evaluation 
findings and observed short-term outcomes.  

• Partners valued the process and offered suggestions on how to better get their input on 
materials and community engagement.  

• Through a variety of outreach and education efforts, Partners reported reaching an estimated 
6,151,253 community members representing diverse racial, ethnic, cultural, and linguistic 
communities from primarily south King County and south Seattle.  

• The pilot Health Literacy training improved trainees’ knowledge and supported their plans to 
improve organizational health literacy.  

• The pilot Community of Practice participants identified some systemic challenges to 
implementing health literacy, including leadership buy-in. 

The King County Health Literacy Project has two limitations that are important to consider. First, the 
impact of this project cannot be isolated from other activities focusing on the same outcomes. Second, 
data regarding health literacy materials is from Partners rather than direct impressions from community 
members. The scope of the project did not enable gathering direct community input. Despite these 
limitations, the King County Health Literacy Project provided critical supports to advance health literacy, 
as well as supports such as a training curriculum and toolkit that will help guide future communication 
efforts. 

PHSKC’s Health Literacy team will provide additional Health Literacy trainings in No Cost Extension phase 
of the project to ensure its effectiveness and promote health literacy, as well as build a health literacy 
Community of Practice. We plan to develop guidelines or policies to support and integrate health 
literacy into regular county practices. 

Next steps 

The goal of the next phase of the King County Health Literacy Project is to complete projects still in 
progress. 
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• The Communications Specialist will be creating a communications plan for the Plain Language 
and Health Literacy manual, as well as the Community Co-Creation toolkit. The Evaluator will be 
collecting dissemination statistics on these deliverables.  

• The Educator Consultant will expand the training to more teams throughout PHSKC. The 
Evaluator will continue to implement pre- and post-polls, as well as final survey. In addition, the 
Evaluator will conduct semi-structured interviews or focus groups with teams who have been 
trained to understand the longer-term impacts of the training and collect pre- and post-training 
examples of materials that have changed due to participation in the training. 

• The Project Manager will work on drafting the Health Literacy policy. If the policy is 
implemented before the end of the grant, the Evaluator will collect dissemination and 
implementation statistics. 

While COVID-19 positivity, hospitalization, and death rates have declined overall, disparities in these 
outcomes, as well as vaccination rates, by age and race/ethnicity remain. Black, Indigenous and people 
of color (BIPOC) and south King County residents are more likely to experience COVID-19 and less likely 
to be fully vaccinated compared to other residents. Additional and ongoing efforts are needed to 
improve the health of King County residents as well as health equity.  
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I. Background 

In this section, we contextualize the King County Health Literacy Project by describing King County’s 
pandemic context and PHSKC’s efforts to respond to and slow the spread of COVID-19. We situate the 
Health Literacy Project within a subset of the overall universe of PHSKC’s Office of Equity and 
Community Partnerships’ (OECP) efforts and community-based organizations (CBOs) with whom OECP 
works.  

In the project, we define health literacy in the following ways2, which helped shape the activities for the 
King County Health Literacy Project: 

• Personal health literacy is the degree to which individuals have the ability to find, understand, 
and use information and services to inform health-related decisions and actions for themselves 
and others.  

• Organizational health literacy is the degree to which organizations equitably enable individuals 
to find, understand, and use information and services to inform health-related decisions and 
actions for themselves and others.  

 

A. COVID-19 positivity, hospitalization, death, and vaccination rates 

The COVID-19 landscape has changed significantly since the beginning of the King County Health Literacy 
Project. When the project began in the summer of 2021, the COVID-19 pandemic had not reached its 
peak in terms of positivity and vaccines were only available for adults. Now, population level COVID-19 
positivity, hospitalization, and death rates have lowered to the point that the Department of Health and 
Human Services allowed the federal Public Health Emergency to expire on May 11, 2023. Table 1 
summarizes the COVID-19 events that have occurred since the beginning of the project (see Appendix 1 
for a more comprehensive timeline). In this section, we highlight comparisons between COVID-19 
positivity, hospitalization, death, and vaccination rates to provide population level context to the King 
County Health Literacy Project. 

Table 1: Major COVID-19 related Developments during the King County Health Literacy 
Project 

Month COVID-19 Event 

October 2021 FDA approves Pfizer-BioNTech vaccine for kids 5-11 

November 2021 CDC recommends COVID-19 vaccine for everyone 5+ 

November 2021 CDC updates guidance, all people 18+ can get COVID-19 booster 

December 2021 Omicron becomes the dominant COVID-19 variant in the U.S. 

March 2022 FDA authorizes a second booster for Pfizer-BioNTech or Moderna for people 50+ 
and immunocompromised people 

May 2022 FDA expands eligibility of Pfizer-BioNTech COVID-19 vaccine booster for kids 5-11 

June 2022 CDC recommends COVID-19 vaccine for young kids, 6 months – 5 years old 

September 2022 Updated boosters (Bivalent) arrive in King County 

December 2022 FDA authorizes bivalent COVID-19 vaccine for children 6 months + 

May 11, 2023 Public Health Emergency for COVID-19 ends 

• Remaining 2 PCR testing sites in King County close 

 
2 Definitions are from the Centers for Disease Control: https://www.cdc.gov/healthliteracy/learn/index.html. 
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Month COVID-19 Event 

• Washington state Say Yes! COVID-19 Test Program stops free home 
COVID-19 test kits 

• PHSKC distribution of at-home test kits via community organizations and 
sites in community continues 

June 12, 2023 King County Mass Vaccination Clinic in Auburn closes, mobile vaccinations will 
continue to be available. 

Purple: King County event; Orange: Washington state event 

Disparities in COVID-19 positivity, hospitalization, death rates are most significant by age. Older King 
County residents, those 50 years and older, have the highest rates of hospitalizations and deaths3 while 
also having the highest rates of vaccination (Appendix 2). Residents 65 years and older have the highest 
rates of being up to date on vaccines while also continuing to have the highest rates of hospitalizations 
and deaths.  

While positivity rates have declined for all racial groups since the King County Health Literacy Project 
began in November 2021, disparities in positivity, hospitalization, death, and vaccination rates between 
King County’s Black, Indigenous, and People of Color (BIPOC) residents and white residents persist (Table 
2). Within King County, COVID-19 has had the greatest impact on South Seattle and South King County.4 
These regions have the highest proportions of low-income and BIPOC residents and have the highest 
rates of COVID-19 positivity rates, hospitalizations, and deaths, and the lowest rates of testing and 
vaccinations (Tables 2 & 3; Appendix 3). PHSKC observed that food insecurity5, family violence, housing 
insecurity6, and other social determinants of health have increased since before the pandemic was 
declared in March 2020.  

  

 
3 https://kingcounty.gov/depts/health/covid-19/data/trends.aspx#demog 
4 See https://kingcounty.gov/depts/health/covid-19/data/current-metrics.aspx#geography. 
5 Food Insecurity in King County. Report written for King County Council. Published February 2023. Accessed July 
19, 2023. https://kingcounty.gov/depts/health/heal/~/media/depts/health/heal/documents/food-insecurity-
report-feb-2023.ashx 
6 https://kingcounty.gov/depts/health/covid-19/data/impacts.aspx 
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Table 2: COVID-19 Positivity Rates in King County per 100,000 Residents by Race/Ethnicity, 
November 2021 vs. April 20237 

Race/ethnicity8 
Cases per 100,000 residents, 

November 7, 2021 
Cases per 100,000 residents, 

April 12, 2023 

AIAN 9,626.9 46.4 

Asian 4,540.7 39.0 

Black 10,643.2 49.1 

Hispanic 13,865.7 49.2 

NHPI 21,993.2 61.3 

White 5,174.4 33.0 

Multi/Other9 N/A N/A 

 
As King County and its partners have phased out PCR testing for COVID-19, positivity rates are no longer 

the most accurate way to understand the impact of the pandemic on a population level. It has become 

more accurate to measure the impact of COVID-19 by looking at hospitalization and death rates because 

cases are underreported. Overall, COVID-19 hospitalization and death rates have declined for all 

racial/ethnic groups over the project period, except for a slight increase in Black hospitalization rates 

and a significant rise in hospitalization rates for multi or other racial/ethnic group-identifying residents 

(Table 3). At the end of the King County Health Literacy Project, hospitalization rates remain higher for 

BIPOC residents than their white counterparts.  

  

 
7 Time period comparison comes from the quantitative baseline report submitted at the beginning of the grant 
period and the Q2 2023 quarterly report performance measures. 
8 Racial/ethnic groups as defined in the King County data dashboards (https://kingcounty.gov/depts/health/covid-
19/data/race-ethnicity.aspx): 
AIAN: American Indian/Alaska Native 
Black: Black/African American 
Hispanic: Hispanic/Latino, Latina, or Latinx, of any race 
NHPI: Native Hawaiian/Pacific Islander 
White: White, not Hispanic 
Multi/Other: Multi-racial or other race, not Hispanic 
9 The data for the racial group Multi/Other are unavailable due to small population size and errors in reporting 
racial groups. 
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Table 3: COVID-19 Hospitalization and Death Rates10 in King County per 100,000 Residents by 

Race/Ethnicity, November 1, 202211 vs. June 7, 2023 

Race/ethnicity9 
Hospitalization rates due to 

COVID-19 over the past 28 days  
Death rates due to COVID-19 

over the past 28 days12 

Observation Date Nov 1, 2022 June 7, 2023 Nov 1, 2022 June 7, 2023 

AIAN 1.9 1.6 0 0.00 

Asian 2.2 1.2 0.5 0.16 

Black 2.8 3.2 0.5 0.08 

Hispanic 4.0 3.0 0.3 0.34 

NHPI 4.1 3.9 0 0.00 

White 3.1 2.0 0.5 0.11 

Multi/Other2 3.4 9.7 0 0.00 

 

Vaccination rates have continuously provided a point of comparison across racial/ethnic groups as 

healthcare providers and vaccination sites continue to collect this data. The vaccine series have changed 

since the beginning of the project so we are not able to do a direct comparison, but we can track the 

disparities in vaccination uptake (Table 4; Appendix 3). King County’s local COVID-19 landscape reflects 

national trends, but King County had the lowest death rate of the twenty largest metropolitan areas in 

the United States (as of January 2022).13 

Vaccination rates vary by race/ethnicity, age, and region. Over 75% of all King County completed the 

first vaccination series (Table 4). Roughly 33% of Black and Hispanic/Latinx residents obtained the first 

booster, however, these rates are low when compared with 52-66% of other groups getting the booster. 

This pattern persisted for the updated (bi-valent) booster, with 17-18% of Black and Hispanic residents 

getting the updated booster, compared to 24-37% of other residents.  

Adults were more likely to obtain the first vaccination series than were children. The vaccination rate for 

the first (primary) series also declined with age: 76% of 12–17-year-olds, 53% of 5–11-year-olds, and 

23% of children 4 years of age or under obtained the first series (Appendix 2). In comparison, 78% of 18–

34-year-olds and 93% or more of adults aged 35 years of age and older obtained the first vaccination 

series. This pattern of vaccination rates declining with age persists when looking at vaccination boosters. 

Overall rates across age groups were lower for the boosters than the first (primary) series (Appendix 2).  

 

 
10 The values for hospitalizations and deaths due to COVID-19 can be found in the King County data dashboard 
(https://kingcounty.gov/depts/health/covid-19/data/current-metrics.aspx#counts)  
11 Data is only available for the first of each month.  
12 While at the beginning of the project it was more accurate to use case reports, drastic decreasing in testing for 
various reasons including less access to fixed sites, led to hospitalizations and deaths are a better indicator of 
COVID-19's impact in community 
13 https://publichealthinsider.com/2022/12/30/public-health-reflects-on-lessons-learned-from-covid-19-response-
in-summary-report/ 
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Table 4: COVID-19 Vaccination Rates in King County per 100,000 Residents by Race/Ethnicity, 

November 2021 vs. April 2023 

 

COVID-19 vaccination rates by 
race/ethnicity for eligible 

populations (12+), Nov. 7, 202114 
COVID-19 vaccination rates by age for all eligible 

populations as of April 12, 2023 

Race/Ethnicity9 
Percent with at 

least 1 dose 

Percent 
completed 

series 

Vaccination 
(primary 
series) 

Vaccination 
(primary + 1 

booster) 

Vaccination 
(updated 
booster) up to date15 

King County 
average 

78.7% 73.2% 85.1% 52.7% 32.1% 32.6% 

AIAN >95% 93.0% >95% 62.8% 36.4% 37.0% 

Asian >95% 91.2% >95% 66.4% 36.9% 37.6% 

Black 77.0% 68.3% 79.0% 35.2% 18.2% 18.6% 

Hispanic 75.7% 68.0% 73.0% 33.6% 17.2% 17.7% 

NHPI >95% >95% >95% 52.2% 24.4% 24.8% 

White 78.1% 73.7% 81.0% 55.2% 36.4% 36.9% 

Multi/Other >95% >95% N/A N/A N/A N/A 

 

As mentioned previously, vaccination rates for the first series were lowest in south Seattle and south 

King County (Figure 1.1 and 1.2). Within south King County, vaccination rates were highest among Asian 

American, Native Hawaiian, Pacific Islander, and Native American residents (88-90%), and lowest among 

Black (70%), Hispanic (70%) and White (60%) residents.  

We cannot quantify how specific policies, health literacy campaigns, translation of documents, and 

events, such as testing clinics, have individually reduced positivity rates because these efforts 

overlapped over time. As our Partners and PHSKC staff working with community highlighted, social and 

economic impacts of COVID-19, such as unemployment, food insecurity, and mental health crises also 

impact policy implementation and the ability to integrate health literacy.16 For example, PHSKC 

Community Navigators described community members wanting to get the vaccine but did not know 

about King County’s ride service to vaccine sites. Partners described community members not having 

the bandwidth to access the vaccine because they could not meet their basic needs.  

 
14 There are only two columns for vaccination rates by age in November 2021 because no vaccines beyond the 
primary series existed. 
15 "Vaccination up to date" is defined by the CDC as receiving all doses in the primary series and all boosters 

recommended for you when eligible. Second boosters are currently only available to those 50 years+ and those 
under 50 years that are immunocompromised. 
16 Wong, E. Y., Schachter, A., Collins, H. N., Song, L., Ta, M.L., Dawadi, S., Neal, S., Pajimula, F. F., Colombara, D.V., 

Johnson, K., & A. A. Laurent. (2021). Cross-sector monitoring and evaluation framework: Social, economic, and 
health conditions impacted during the COVID-19 pandemic. American Journal of Public Health, 111(53), S215 – 
S223. 
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Figure 1.1 & 1.2: Map of King County’s Vaccination Rates by Region17, 

November 1, 2021, vs. June 15, 2023 

 
17 These maps highlight the vaccination rates for the four regions making up South Seattle, and South King County, 
highlighted in orange. Figure 1.1 was collected for the baseline measures at the beginning of the King County 
Health Literacy Project and Figure 1.2 for the final report. 
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B. Public Health Seattle & King County’s community-engaged COVID-19 mitigation 

strategies 
The King County Health Literacy Project builds on existing work at PHSKC that dates to 2008 and the 
formation of an Equity & Social Justice initiative. The onset of COVID-19 in February 2020 and 
concurrent demands for racial justice in Seattle and across the country galvanized PHSKC’s commitment 
to social justice. PHSKC declared Racism is a Public Health Crisis in June 2020. Because of the 
disproportionate impact of COVID-19 on BIPOC communities, PHSKC has deepened its community 
engagement efforts during the pandemic.  

This commitment resulted in the formation of the Office of Equity and Community Partnerships (OECP), 
formerly known as Community Mitigation and Response (CMR). The OECP promotes work both within 
PHSKC, growing its equity and community-facing capacity, and externally, working to be anti-racist and 
co-create with community to shift power, develop pro-equity policies and systems, and ultimately 
address health inequities. The OECP works to sustain and routinize community- and equity-centered 
work within the department. 

The OECP’s approach is community-centered, multi-pronged, and involved the creation and sustained 
efforts of new teams developed during the pandemic: 

- Community Navigators work with over 45 communities, representing those most impacted by 
health inequities. These are compensated community leaders who educate, equip, and serve as 
connectors to their communities by providing culturally responsive information and resources, 
addressing social determinants of health, and provide guidance to PHSKC.  

- The Priority Population Teams consist of PHSKC staff and community partners addressing health 
inequities in the following communities: Black, African Immigrant, Native/Indigenous, Latinx, 
Pacific Islander, Asian, South Asian, lesbian, gay, bisexual, transgender, queer or questioning 
people (LGBTQ+), and people living with disabilities. The teams work to connect the priority 
populations with PHSKC resources, as well as to focus on having a tailored and co-created 
approaches for each community. 

- The Language Access Team provides rapid, high quality translation and interpretation services to 
advance language access, working with 130 contracted community members and serving 44 
languages. The team delivers meaningful language access assistance resulting in accurate, 
timely, and effective communications for King County’s multilingual and linguistically diverse 
communities.  

Throughout the pandemic, PHSKC worked to understand successes and challenges to reducing positivity 
and increase testing and vaccination rates. One such project was a community-led information sharing 
project18 at the beginning of the pandemic. 

 

C. Public Health Seattle & King County’s COVID-19 health literacy work 

PHSKC engaged in a community-led information-sharing project with HealthierHere and 32 community-
based organizations (CBOs). The goals were to respond to community questions and learn about 
disseminating accurate, timely, and culturally relevant COVID-19 information and mitigation strategies 
to BIPOC communities. 

 
18 This project was funded by the Gates Venture Fund. 
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Staff from the CBOs were also asked to provide feedback on the community-led partnership model used 
in the project. PHSKC learned: 

• The value of existing positive relationships, open and real-time communication, and meeting 
project goals. 

• CBO partner staff support future collaborative work that builds on the partnership model. 

• Consistent funding was the biggest limitation to sustainability. 

• CBO staff’s funding priorities for ongoing COVID-19 information sharing and mitigation included: 

o Translation, interpretation, and navigation. 
o Technology platforms and capacity building. 
o Direct assistance: more investments in families’ ability to self-isolate, quarantine. 
o Mental health supports. 

 
The CBO staff suggested the following next steps: 

1. Establish an ongoing two-way communication and feedback channel between PHSKC and 
community partners. 

2. Create and share a comprehensive, centralized information source of available resources. 

3. Leverage existing partner network to launch a community-owned emergency preparedness 
plan. 

The Office of Minority Health’s Advancing Health Literacy Project enabled PHSKC and community 
partners to establish two-way communications more formally, as well as create and share resources 
designed to improve the health of communities.  

 

D. King County Health Literacy Project approach 

The King County Health Literacy Project builds on the community-led information sharing project and 
PHSKC’s community engagement with the county’s BIPOC communities to reduce health disparities. 
PHSKC is taking a community-engaged approach to improve COVID-19 health literacy. To achieve this 
goal, the Health Literacy team collaborated with HealthierHere and the project’s 26 CBOs and two 
federally qualified healthcare center (FQHC) Partners (referred to as Partners hereafter). Twelve of 
these organizations also served as Advisory Group members. 

PHSKC, HealthierHere, and several of HealthierHere’s community partners from other projects selected 
Partners and Advisory Group members through a request for applications process that HealthierHere 
coordinated. The group chose Partners and Advisory Group members based on the following criteria: 

• Work with King County priority populations, including groups who are underrepresented in 
population level data based on community feedback;  

• Include South Seattle and/or South King County in communities served;  

• Have experience providing culturally and linguistically responsive outreach services;  

• Be viewed as Trusted Community Advisors within the communities they serve; and 

• Take a community-led and community-centered approach to information-sharing, outreach, and 
engagement. 

39 of 148



DRAFT: NOT FOR CIRCULATION 

12 
 

Originally, HealthierHere and PHSKC identified the following priority populations: 

o Individuals who identify as Black/African American; 
o Individuals who identify as American Indian/Alaska Native; 
o Individuals who identify as Latino/a/x; 
o Individuals who identify as Native Hawaiian/Pacific Islander. 

Based on community input, however, PHSKC and HealthierHere decided to expand the focus 
populations to include smaller communities overlooked in population level statistics, such as ethnic 
groups, elders, two-spirit, lesbian, gay, bisexual, trans, queer, intersex, and asexual (2SLGBTQIA+) 
community members, and unhoused community members. For example, while COVID-19 positivity rates 
were lower amongst Asian/Asian Americans in population level statistics, PHSKC and HealthierHere 
heard from community members that Asian/Asian American elders had higher rates of COVID-19 and 
lower rates of vaccinations. population level measures do not capture reach for. One of the major aims 
of the King County Health Literacy Project was to reach some of the smaller ethnic, cultural, and 
linguistic communities overlooked in population level Public Health measures and initiatives. Partners 
identified these smaller subcommunities and used the King County Health Literacy Project, their 
relationships with community leaders, and community organizing expertise to develop health literacy 
strategies to engage these communities. 

Appendix 4 shows the Partners and Advisory Groups and the priority populations they work with based 
on their applications The final priority populations included the following groups: 

o Individuals who identify as Asian; 
o Individuals who identify as Middle Eastern/North African; 
o Individuals who identify as LGBTQ+; 
o Elders; 
o Individuals with limited English proficiency; 
o Refugee/immigrant communities; 
o Individuals with disabilities; 
o Individuals experiencing mental health/behavioral health needs; 
o Individuals experiencing substance use disorder; 
o Individuals with chronic illness; 
o Individuals experiencing homelessness; 
o Veterans; 
o System involved youth (including child welfare, behavioral health, and/or juvenile 

justice systems); 
o Individuals who have been formerly incarcerated; 
o Other populations/communities experiencing health disparities. 

The King County Health Literacy Project proposed completing the following activities and deliverables: 

7. Partner and Advisory Group health literacy activities to create and distribute culturally and 
linguistically relevant materials, as well as host community engagement events. 

8. Health Literacy training curriculum for PHSKC staff and other healthcare partners on health 
equity, health literacy practices, and cultural responsiveness. Led by Educator Consultant. 

9. Plain Language and Health Literacy manual for use by PHSKC and federally qualified healthcare 
center (FQHC) partners in the development of all public-facing information and materials. The 
manual covers topics such as defining plain language, accessibility, and digital communications. 
Led by Communications Specialist. 
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10. Inclusive Communications process for the Communications Specialist to engage community in 
weekly workshops to get feedback on communication products in progress to help ensure their 
relevance and effectiveness.  

11. Community Co-creation toolkit that will include community engagement strategies and best 
practices for PHSKC efforts that authentically center community voice. Led by the 
Communications Specialist. 

12. Health Literacy policy development to provide guidance to PHSKC staff on health literacy 
standards and staff accountability. Led by the Project Manager. 

The King County Health Literacy Project experienced delays in contracting with HealthierHere, as well as 
Partners and Advisory Group, which impacted the project’s ability to complete our proposed activities 
and deliverables. With the delayed start, PHSKC focused its attention on the first four activities listed 
above: Partner and Advisory Group health literacy strategies; Inclusive Communications, the Plain 
Language manual, and the co-design and pilot testing of the Health Literacy curriculum. The Health 
Literacy team requires more time and resources to implement the training to more PHSKC and FQHC 
staff, create a communications plan to disseminate the Plain Language manual and Community Co-
creation toolkit, and design and implement the Health Literacy policy. 

 

Partners & Advisory Group 

The aim of Partner health literacy activities was to address personal and organizational health literacy. 
Partner activities addressed organizational health literacy by forming partnerships and building 
processes to create and distribute culturally and linguistically relevant materials. Partner activities 
addressed personal health literacy by engaging in outreach and education with their communities.  

The 26 CBO Partners and two FQHC partners engaged in culturally and linguistically aligned outreach 
and education with community members on COVID-19 health information and guidance. Example 
activities included hosting cultural celebrations, facilitating vaccine clinics, and going door-to-door 
building relationships with community members (Appendices 5 & 6). Partners submitted quarterly 
reports to PHSKC to track progress, successes, and challenges to building relationships with community 
and improving health literacy.  

Advisory Group members participated in twice-monthly meetings for the first six months and then 
monthly meetings for the rest of the grant period. During these meetings, they advised on the direction 
of the program deliverables, including co-designing the Health Literacy curriculum, validating the 
quarterly report narrative, and providing input on the Plain Language and Health Literacy Manual and 
Community Co-creation toolkit.  

In an Advisory Group meeting discussing meaningful community engagement, the Communications 
Specialist asked Advisory Group members to describe what community-engagement looks like to them. 
Advisory Group members used terms including community-led, multi-lingual, collaborative, and 
intergenerational (incorporating community members of all ages). The Communications Specialist used 
the exercise to define community engagement for the Co-creation toolkit. This process is an example of 
the Inclusive Communications process at work in the Advisory Group meeting that the Communications 
Specialist created and implemented during the Health Literacy Project.  

Health Literacy trainings 

The Health Literacy trainings aimed to impact organizational health literacy by training public health and 
healthcare professionals in health literacy strategies and concepts such as the teach-back method and 
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cultural humility. The goal was to ensure that communities were reached effectively with culturally and 
linguistically relevant public health messaging about COVID-19 mitigation. 

The Educator Consultant took a novel approach to curriculum development by engaging in a co-design 
process with both PHSKC staff and the project Advisory Group. The Communications Specialist defined 
co-design and co-creation as collaborative processes between multiple groups. They are an intentional, 
time-bound approach that centers and prioritizes shared power and decision-making for mutually 
beneficial outcomes. Co-creation and co-design can be used to develop a wide variety of materials such 
as manuals, toolkits, style guides, curriculums, surveys, programs, and more that best serve our 
communities. 

The Advisory Group provided five rounds of feedback. The two groups provided input on the 
curriculum’s topics, framing of the curriculum, content of the lessons, and activities. The co-design 
process resulted in the following modules: 

• Module One: Connecting Racism, Health Equity, and Health Literacy provides an overview of 
the historical and ongoing racism within public health and healthcare, and its connection to 
health literacy.  

• Module Two: Communication Methods focuses on different communication strategies and 
health literate best practices, such as plain language and teach-back. 

• Module Three: Cultural Responsiveness prompts trainees to think about ways of being a 
culturally responsive organization.  

Once the Educator Consultant completed the co-design process, they and the Advisory Group members 
invited a small group of PHSKC and Partner staff to beta test the curriculum. The beta testers 
participated in the interactive components of the curriculum (the activities, discussions, and videos) to 
ensure they were effective, took an appropriate amount of time, and had appropriate instructions.  

The Educator Consultant incorporated feedback from the beta testing for the pilot trainings with PHSKC 
and the HL project FQHC partner staff who create content for or work directly with the public. The 
Educator Consultant, Health Literacy team, and Advisory Group members trained 50 PHSKC and 20 
FQHC staff members. 

The Educator Consultant then invited a smaller group of trainees back to pilot community of practice 
sessions. The Health Literacy team heard from trainees that peer learning and accountability was 
necessary to put into practice the lessons from the training. The Health Literacy Project’s pilot 
community of practice involved a small group of trainees and a facilitator engaging in a discussion about 
their health literacy goals, as well as successes, and challenges to implementing lessons learned. 
Through peer learning and support, trainees were able to strategize a variety of ways to implement 
health literacy practices into their work, as well as make organizational changes.  

 

Plain Language and Health Literacy Manual 

The Communications Specialist designed the Plain Language and Health Literacy Manual with the 
support of the Advisory Group to provide guidelines for plain language content creation within PHSKC. 
The manual promotes organizational health literacy within PHSKC by providing plain language and 
health literacy standards for content creators across PHSKC and our FQHC partners. 

As Partners and OECP Community Navigators have been telling PHSKC, health information and guidance 
is often overly technical and difficult to understand. This makes it difficult for community to make the 
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best health decisions for themselves and for the public to trust PHSKC. Plain language is communication 
that is clear, accessible, useful, and conversational. Plain language makes public health communications 
more effective and easier to translate by focusing on what readers need to know. Plain language also 
helps reduce the spread of misinformation. 

The Communications Specialist created this manual to help Public Health staff develop materials the 
public can easily use and understand. The Advisory Group was instrumental in helping to identify what 
increases understanding among priority populations. They provided review and feedback in the 
development of the manual, including the topics included in the manual. Topics in the manual include:  

• Defining Plain Language and Health Literacy; 

• How are Plain Language and Health Literacy connected; 

• What steps we can take to improve organizational health literacy; 

• Project Planning; 

• Plain Language Writing Guidelines; 

• Accessibility, Formatting, and Style; 

• Translation and Transcreation; 

• Cultural Humility; 

• A Checklist to support practices; and  

• Additional Resources. 

This is a living document that should be updated regularly with community input, as plain language and 
health literacy guidance evolves. 

 

Inclusive Communications Process 

The Inclusive Communications Process aimed to shift organizational health literacy within PHSKC by 
changing the way it engaged with and was accountable to community. PHSKC heard consistently from 
multiple sources during the COVID-19 pandemic that, despite getting feedback from community, 
PHSKC’s materials did not resonate with King County’s multilingual and diverse communities. 
Community navigators from the OECP heard from their communities that materials did not resonate 
with them nor incorporate the feedback they had provided to PHSKC. The lack of accountability 
contributed to a lack of community trust in PHSKC.  

The Communications Specialist designed an Inclusive Communications process (Figure 2), which aims to 
integrate community feedback loops to drive content creation and dissemination. The tool works to 
ensure that residents most impacted by COVID-19 provide input on content-in-progress. Community 
then receives health literate information and guidance that resonates with them. This tool will become 
part of the Community Co-creation Toolkit after testing, feedback, and final revisions. 

Two aspects of the Inclusive Communications Process make it unique. First, the Communications 
Specialist incorporated a regular time to gain community feedback. During the COVID-information 
sharing project described above, CBO partners recommended implementing a two-way feedback loop 
on developing materials. Steps 4 and 5 in the Inclusive Communications process (Figure 2) highlight 
where the Communications Specialist facilitated weekly, 1-hour Inclusive Communications workshops 
with Partners to gain feedback on communications materials in the design phase. The Communications 
Specialist solicited multiple cycles of feedback from Partners on materials including a children’s coloring 
book on germs and vaccines, as well as the Plain Language and Health Literacy manual.  
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Second, the Communications Specialist incorporated accountability into the process to respond to 
places where final materials not reflecting their input. Step 7A (Figure 2) highlights where the 
Communications Specialist incorporated an accountability step where the Communications Specialist 
brought back materials to Inclusive Communications workshops. In this way, the Communications 
Specialist could respond to community feedback and develop materials that truly resonated with 
community members and reflected their input. This step to bring materials back to those who provided 
input is a radical departure from PHSKC’s normal community engagement practices. 

 
Figure 2: Health Literacy Project Inclusive Communications Process 

 
 

Next steps: Co-Creation Toolkit 

The Communications Specialist is in the process of assembling a Co-creation Toolkit to support PHSKC 
teams looking to engage community in content co-creation and development. The Co-creation toolkit 
improves PHSKC’s organizational health literacy by prompting staff to think beyond extractive 
community engagement where PHSKC takes knowledge from community but remains unaccountable.  

The Co-creation toolkit contains guiding principles for co-creation, levels of engagement to consider 
when starting a project, examples of co-creation methods, tips, and lessons learned. The methods 
outlined in the toolkit are from various projects and bodies of work throughout Public Health. It is meant 
to serve as a guide that should be adapted as needed by the reader. 

 

Next steps: Health Literacy Policy 

The Health Literacy policy is the final part of the King County Health Literacy Project that aims to 
improve organizational health literacy by incorporating accountability for health literacy within PHSKC. 
Due to contracting delays with HealthierHere and Partners, we were unable to begin this part of the 
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project during the initial grant period. The goal is to complete implementation during the one year No 
Cost Extension period. 

The Health Literacy policy will build on an existing Translation Policy within PHSKC. In 2008, PHSKC 
created and adopted a Translation Policy that provides guidance for staff on one aspect of language 
access: written information translated into language. The project will make a revision to the Translation 
Policy to incorporate organizational health literacy. In the revised policy, we will provide guidance for all 
components of language access including translation, interpretation, health literacy, and engaging with 
bilingual staff.   

We will use the information from the first phase of this grant to identify additional barriers and 
successes to implementing organizational health literacy within PHSKC to inform the policy. We will 
meet with Health Literacy and Plain Language experts across the United States to identify successes and 
challenges in developing and introducing plain language and health literacy policies in organizations.   

The following section describes the community-based approach and methods used to evaluate each of 
these program areas. 

 

II. Evaluation methods 

A. Purpose 

The King County Health Literacy Project evaluation reflected the program values centering community 
engagement. The evaluation methods incorporated continuous quality improvement cycles, collecting 
feedback from the Partners, Advisory Group, PHSKC staff, and other partners participating in the 
project’s various activities. Using interim evaluation findings to inform a continuous quality 
improvement process enabled rapid adjustments to improve project efforts. 

The objectives of the evaluation were to observe: 

• How PHSKC and Partners developed and implemented health literacy interventions;  

• What impact the interventions had on personal and organizational COVID-19 health literacy and 
vaccination rates; 

• How PHSKC and Partners were able to implement continuous quality improvement. 

PHSKC and HealthierHere (HH) used a community engaged approach to design and implement an 
equitable evaluation. The King County Health Literacy Project partnered with 26 community-based 
organizations (CBOs) and two FQHCs to gain community feedback, as well as implement quality 
improvements. 

The core values of all partners informed the evaluation approach. The first was a commitment to 
community engagement. The Advisory Group was particularly important to providing insights to drive 
continuous change and integrating rapid changes. Second, the evaluation team designed data collection 
to be as low burden on Partners as possible. Lastly, evaluation findings were actionable and support 
equity. 

The evaluation of the Health Literacy Project involved understanding process and impact of outcomes. 
Process evaluation questions examined which specific strategies Partners implemented, whether 
implementation occurred as designed, and which populations Partners engaged and reached (Appendix 
2). Outcome evaluation questions examined which populations Partners impacted, whether changes 
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occurred in COVID-19 vaccination and positivity rates. The evaluation also assessed the degree to which 
implemented health literacy strategies meet National CLAS standards19. 

Three key questions guided the King County Health Literacy Project evaluation: 

• To what extent did the health literacy training improve participants’ knowledge and plans to 
implement organizational health literacy? 

• How effective was the Health Literacy Project’s implementation of a community-engaged 
process to create and disseminate culturally and linguistically relevant health literacy materials? 

• How has PHSKC heard and implemented community feedback? 

Table 5 summarizes the breakdown of specific evaluation questions and methods, as well as outcome 
and performance measures. The main sources of data for the evaluation came from surveys and focus 
groups. Participants in these evaluation activities provided feedback on the Health Literacy training, 
Inclusive Communications, and Partners’ own progress with health literacy activities via quarterly 
surveys and focus groups to validate the results from their reports. To provide King County-level data for 
project context, the evaluation team relied on the King County COVID-19 data dashboards20. 

 

B. Methods 

The Background section highlighted the population level COVID-19 positivity, hospitalization, death, and 
vaccination rates. These population level statistics cannot be used to evaluate or isolate the impacts 
from a community scale project like the King County Health Literacy Project because PHSKC and its 
partners had multiple, on-going efforts taking similar approaches. Rather a qualitative, community-
based approach to evaluation focused on qualitative, community-engaged methods to understand 
process and short-term outcomes from project activities. Appendix 7 provides more detailed methods to 
evaluate each of the King County Health Literacy Project’s activities. The Evaluation team used the 
following methods to evaluate the various project components: 

• Partner health literacy activities and Advisory group:  
o The Evaluation team collected quarterly reports from Partners that included narratives 

about project progress, successes, and challenges. 
o We also collected performance measures on activities hosted, number of community 

members in attendance, and demographic data.  
o We then analyzed and presented findings to Advisory Group members who then 

validated and groundtruthed the analysis. 

• Health Literacy training curriculum:  
o Trainees took anonymous pre- and post-training Zoom polls to measure prior 

knowledge and knowledge gained from the training. 
o Trainees then took a final post-training survey to provide feedback on logistics and 

content of the training. 

• Inclusive Communications process: 

 
19CLAS standards include providing effective, equitable, understandable, and respectful quality care and services 

that are responsive to diverse cultural health beliefs and practices, preferred languages, health literacy, and other 
communication needs. For a full list of CLAS standards, see https://thinkculturalhealth.hhs.gov/clas/standards. 
20 See https://kingcounty.gov/depts/health/covid-19/data/current-metrics.aspx#geography 
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o Partners who attended any of the workshops were sent an anonymous survey on their 
experience of the process and areas for improvement. 

The following activities have not been evaluated because they were not implemented during the original 
grant period. These activities will be evaluated based on their reach within PHSKC via distribution 
metrics. 

• Plain Language and Health Literacy manual; 

• Co-creation toolkit; 

• Health Literacy policy.
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Table 5: Evaluation Methods by Evaluation Question 

Evaluation question Method Timing Participants Outcomes, Performance measures 

What evidence-informed and 
community-based health 
literacy strategies were 
developed and implemented? 

Questionnaire Quarterly Partners  
(n= 28) 

• The health literacy 
intervention(s) implemented 

• Increased Public Health and 
Health Service knowledge of 
health literacy improvement 
strategies 

Poll, questionnaire, 
focus group 

Pre- and post-Health 
Literacy training 

Health Literacy training 
participants (n=70) 

Did implementation go as 
planned? What successes, 
challenges and early learnings 
did CBOs, healthcare providers 
and other partners/stakeholders 
experience? 

Questionnaire Quarterly Partners (n=28) • Qualitative observations about 
implementation challenges, 
successes and lessons learned 

• Community partner feedback 
relative to Public Health 
adaptations implemented 

Questionnaire, 
focus group 

Post-Health Literacy 
training 

Health Literacy training 
participants (n=70) 

How are we learning and 
adapting based on feedback 
from community? 

Focus group Quarterly Advisory group (n=12) 

Questionnaire; poll End of grant; weekly 
after Inclusive 
Communications 
workshops 

Partner participants in 
Inclusive 
Communications 
workshops (n=24) 

Which populations were 
reached by the health literacy 
interventions? 

Questionnaire Quarterly Partners (n=28) Demographic characteristics of 
populations reached through 
interventions 

What changes in access, use and 
outcomes of COVID-19 
vaccination, testing, and related 
activities (e.g., contact tracing, 
preventive behaviors) occurred? 

Questionnaire Quarterly Partners (n=28) Estimated number of individuals 
impacted by the health literacy 
intervention 

King County 
COVID-19 data 
dashboards 

Quarterly N/A COVID-19 vaccination, testing and 
positivity rates for groups of 
interest (race/ethnicity, geography, 
etc.) 
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Table 5: Evaluation Methods by Evaluation Question 

Evaluation question Method Timing Participants Outcomes, Performance measures 

Do more people report 
healthcare providers checking 
their understanding, involving 
them in decisions and positive 
communication with providers? 

Questionnaire Quarterly Federally qualified 
healthcare center 
Partners 
(n=2) 

• Proportion of adults whose 
health care provider checked 
their understanding (HC/HIT-01) 

• Proportion of adults who report 
poor communication with their 
health care provider (HC/HIT-02) 

• Proportion of adults whose 
health care providers involved 
them in decisions as much as they 
wanted (HC/HIT-03) 

• Proportion of people with 
vaccination records in an 
information system (IID-D02) 

How many people were 
impacted by the health literacy 
intervention? 

Questionnaire Quarterly Partners 
(n=26) 

Estimated number of individuals 
impacted by the health literacy 
intervention 

 
 

49 of 148



DRAFT: NOT FOR CIRCULATION 

22 
 

III. Results 

A. Partner health literacy activities & Advisory Group 

Key findings 

Table 6: Summary of Key Findings by Partner & Advisory Group Project Focus 

Project focus What went well? What emerged as challenges? What could be 
improved? 

Populations 
reached 

Reaching BIPOC and 
multilingual communities 

Reaching subcommunities that 
require different types of 
outreach (e.g. unhoused 
community) 

Local government and 
CBOs need to make sure 
community basic needs 
are met so they can 
focus on emergent 
issues, such as COVID-
19 and vaccinations 

Reaching smaller cultural and 
linguistic communities not 
reached by population-level 
efforts 

Community members continue to 
struggle to meet basic needs so 
cannot prioritize health literacy 

Number of 
people 
impacted 

Partners reached 6,151,253 
community members total 

Logistical challenges, such as 
transportation and availability of 
space 

Provide flexible funding 
and holistic services 
that address multiple 
issues at once Partners hosted 207 in-person 

community events 
Siloing of services: providing 
discrete services, such as flu 
vaccines and COVID-19 vaccines 
separately 

Partners created and 
distributed over 700 culturally 
and linguistically relevant 
materials 

Translating into languages with 
smaller communities in King 
County 

Sustaining flow of information 
between PHSKC and community 
members via Partners 

Health literacy 
strategies 
implemented 

Partners identified, developed, 
and implemented culturally 
and linguistically relevant 
health literacy strategies, 
including ones that maximized 
reach such as social media and 
videos, as well as ones that 
maximized efficacy, including 
door-to-door outreach.  

Keeping community members 
engaged due to COVID-19 
fatigue, misinformation, and 
believing COVID-19 to be over  

Enable co-creation of 
materials and 
community education 
strategies to continue 
beyond the grant to 
support community 
health and health 
equity 

Sustaining time and energy 
intensive outreach strategies 

Constantly changing COVID-19 
guidance and information 

Implementation: 
successes, 
challenges, and 
learnings 

Building trust, relationships 
within the communities 
Partners serve was the most 
effective strategy 

Sustainability Identify opportunities 
for longer term funding 
sources to sustain 
health literacy work 

Resource sharing amongst 
Partners 

Systemic challenges, e.g. end of 
COVID-19 supports 
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Table 6: Summary of Key Findings by Partner & Advisory Group Project Focus 

Project focus What went well? What emerged as challenges? What could be 
improved? 

Learning and 
adapting based 
on community 
feedback 

Implemented support tracker 
for Partner requests for 
support 

Sustaining feedback loops after 
the grant ends 

Identify how feedback 
loops can be sustained 
after the grant ends 
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Populations reached 
Appendix 4 provides a complete list of the 28 selected Partners and their priority populations. 

During quarterly reporting, Partners identified the primary racial/ethnic priority populations reached 
with their health literacy outreach activities and materials. For each racial/ethnic group, we list the top 
two activities by number of community members reached based on partners’ reports below:  

• In-person activities were the only activity type that reached all racial/ethnic priority populations. 
In-person activities included back-to-school events and COVID-19 educational workshops.  

• Social media and in-person events reached the most community members identifying as 
Asian/Asian American (social media reached 4,946,306 community members and in-person 
events reached 11,442 community members). 

• Social media and other events (e.g. vaccine clinics and at-home test kit distribution) reached the 
most community members identifying as African American/Black (social media reached 80,451 
community members and other activities reached 16,714 community members). 

• In-person and virtual events (e.g. community breakfasts, COVID-19 education events) reached 
the most community members identifying as Indigenous/Native American/American Indian (in-
person events reached 5,199 community members and virtual events reached 1730 community 
members). 

• Radio campaigns and social media reached the most community members identifying as Latinx. 
Radio campaigns reached 1,000,000 community members and social media reached 11,855 
community members (in-person events also reached 7,616 community members). 

• Social media and health fairs reached the most community members identifying as Native 
Hawaiian/Pacific Islander (social media reached 9,750 community members and health fairs 
reached 250 community members). 

• In-person events and other events (e.g. vaccine clinics) reached the most community members 
identifying as white (in-person events reached 875 community members and other events 
reached 240 community members). 

The number of community members reached for activities engaging communities identifying as 
Indigenous/Native American/American Indian and Native Hawaiian/Pacific Islander are small compared 
to, for example, the reach for communities identifying as African American/Black and Latinx. First, more 
of the Partners engage with African American/Black and Latinx communities. Second, African 
American/Black and Latinx communities represent a higher proportion of the population in King County. 
The reach for Indigenous/Native American/American Indian and Native Hawaiian and Pacific Islander is 
still meaningful, however, because they represent a significant percentage of the relatively small 
populations in King County who are disproportionately impacted by COVID-19 and have lower than 
average vaccination rates.  

“[We have] two communities that we wanted to work closely with during the duration of the 

Health Literacy Project. There is a lot of vaccine hesitancy in these communities. They are 

spread out and don't have a central organization or community group, so they can be hard to 

reach. We are glad that we were able to work with the various leaders and community 

health workers in their communities to spread informative information regarding COVID-

19 and the COVID-19 vaccine in their native language.”  

–Partner serving the African-born community 
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The prior quote emphasizes the importance of tailoring outreach for specific communities when 
needed. Qualitative findings suggest that partners’ outreach efforts increased awareness and knowledge 
of COVID-19 risks and why they should vaccinate. Partners noted, however, that many of their 
community members struggle to meet basic needs and so PHSKC and its partners must support the 
ability to meet basic needs to better equips community members to manage COVID-19 risks. 

 

Number of community members impacted by Partner activities 
Partners were entrusted to reach community members with the best health literacy outreach methods 
and information for their communities. Partners used strategies such as social media to reach the 
greatest number of community members, as well as more personal strategies that aimed to build trust 
such as door-to-door outreach. Highlights of the activities that reached the most community members 
follow: 

• Partners created and distributed over 700 culturally and linguistically appropriate COVID-19 
materials. Across all activity types, including material distribution, in-person events, and 
vaccination drives, Partners engaged in over 700 Health Literacy activities.  

• The most common event type was in-person community events, such as community meals and 
cultural celebrations (see Appendix 5 for community members reached and Appendix 6 for 
number of activities by type). Partners hosted nearly 250 celebrations during the project.  

• One radio show reached approximately 1,000,000 individuals identifying as Latinx (Appendix 2).  

• Partner outreach efforts and materials reached an estimated 6,151,253 total community 
members. 

Partners found social media the best way to connect with and distribute information to the broadest 
number of community members, particularly with social distancing and during the shift back towards in-
person work and school. Partners reached 5,060,326 community members via posting information and 
videos on social media platforms, including Instagram, Facebook, and Twitter. The largest priority 
population group utilizing social media identified as Black/African American, with 80,451 community 
members engaging with 71 different posts. 9400 Black/African American identified community members 
also engaged with Partners on messaging apps, such as Whatsapp and Telegram. 

 

Partner health literacy strategies implemented 
Partners used the methods they found most effective for sharing information, including social media, in-
person events, and teach-ins. They chose outreach methods based on their knowledge of effective ways 
to engage community members and had to remain creative in reaching different populations within 
their communities. For example, one Partner serving the Asian community described using social media 
to reach youth working with them but needing to use word of mouth for elders with low literacy skills.  

Partners created materials including: 

• Series of videos on the importance of parents and caregivers vaccinating their children; 

• Flyers and newsletters encouraging elders and immunocompromised community members to 
get the booster; 

• In-language instructions on how to use at-home test kits correctly; 

• Teach-in curricula on the COVID-19 virus, the vaccine, and long COVID; and 

• Presentations and flyers on the tri-demic (COVID-19, influenza, and RSV). 

Partner shared information using various strategies, including: 
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• Hosting vaccine clinics in partnership with PHSKC and other healthcare partners; 

• Making vaccine appointments for community members; 

• Sharing a vaccine video campaign featuring vaccinated community members; 

• Gathering community feedback on current strategies and potential improvements; 

• Engaging youth in outreach activities with peers and adults; and 

• Engaging in outreach with smaller linguistic and cultural communities with high vaccine 
hesitancy overlooked by population level outreach strategies. 

 

Implementing the Partner health literacy activities: successes, challenges, and learnings 

Partner successes & learning based on community feedback  

One of the unique aspects of the King County Health Literacy Project was to learn some of the best 
practices of community engagement to increase health literacy. Throughout the project, Partners shared 
some of these best practices and the Advisory Group helped refine them. Partners emphasized the 
importance of partnerships with allied organizations and continuously building trust with community 
members. Without partnerships and trust, Partners would not have been able to increase health literacy 
and vaccination rates while lowering positivity rates.  

Advisory Group members described what building trust with community members meant: 

• Using trusted messengers to deliver key health literacy messages. Trusted messengers include 
religious and community leaders, Community Health Workers, Cultural Navigators, youth, family 
members, and medical professionals from the communities. 

• Using storytelling to engage community members and deliver key messages. For example, a 
Partner told the story below where some parents felt confident in getting their children 
vaccinated after watching stories of children and parents in their community getting vaccinated. 

 

• Engaging in one-on-one, culturally relevant interactions. One Advisory Group member working 
with the South Asian community described the importance of both formal (e.g. at health fairs) 
and informal (e.g. in the hallways of an organization) in engaging community members in 
discussions on COVID-19 and health literacy. Community members needed multiple interactions 
and conversations before understanding a change in COVID-19 guidance (e.g. the updated 
booster) or making decisions on whether to get the vaccine. Partners described one-on-one 
interactions are most important to reach communities mistrusting of the government, hesitant of 
the vaccine and healthcare, or believing in misinformation. 

• Allowing communities to make the best health decisions for their physical and mental health. 
Partners saw themselves as advocates and facilitators to get community members the 

“[Our organization rolled out] vaccine video campaigns by champions and health care 

providers. Our team worked with East African parents/guardians whose children were 

vaccinated to recruit their children to act as champions to motivate, activate and 

encourage vaccine trust and confidence in friends and family members with unvaccinated 

children.” 

– Project Partner working with the East African community 
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information and access to resources they need to make the best health decisions for themselves 
and their families. In doing so, Partners were engaging in personal health literacy. 

Advisory Group members highlighted that building trust with community members requires several 
qualities to be successful: 

• Creativity: Partners need use a range of strategies to keep community engaged and reach 
multiple subcommunities (e.g. elders, youth, and unhoused community members). 

• Gathering community feedback on the most effective ways to engage in outreach and share 
health information. Several Partners used a variety of methods, including focus groups and 
surveys to better understand what community members from different cultural and linguistic 
communities are best reached.  

• Meeting community where they are and understanding what’s going on in their lives: Partners 
designed and implemented strategies that best fit the lives and contexts of their community 
members. For example, one Advisory Group member serving the Southeast Asian community 
described working with elders to navigate public transportation to reduce anxiety and confusion. 
On these trips, they had conversations about their experiences with health and healthcare, as 
well as what they needed to advocate for themselves in healthcare encounters. 

• Meeting basic, urgent needs like food, housing, and diapers. One Advisory Group member 
serving Native communities described needing to shift outreach strategies at one point during 
the project away from health literacy to focus on grocery delivery to families struggling to make 
ends meet after the end of COVID-related social programs. 

• Tackling complex emotions and feelings of exhaustion, fear, fatigue, confusion, trauma amongst 
community members and CBO staff. Many of the communities participating in the project went 
into the pandemic with numerous intergenerational and current traumas. The pandemic 
continues to exacerbate these traumas with joblessness, eviction, long COVID, and grieving death 
of loved ones. While health literacy outreach activities and educational materials were 
important, Advisory Group members identified needing to work through the numerous emotions 
about COVID-19 before being able to embark on factual conversations about the Omicron 
variant, the vaccine for children, or the updated booster for adults. 

• Engaging in the work from a place of love and care. To engage in the deeply emotional 
community work on COVID-19 health literacy, Partners had to approach their work from a place 
of love and care for their communities and for themselves. A few of the Advisory Group members 
described their work with communities as mundane, day in and day out, and constantly engaging 
with community. The only way they sustain this work is because of their love for their 
communities and desire to improve community health. Partners reported that staff working on 
the project found it increasingly difficult to sustain motivation and energy when everyone around 
them seemed to be going back to business as usual.  

• Using language access to engage in outreach and education on health literacy. To build trust, 
Partners needed staff and medical professionals who spoke the languages of their community 
members and high quality, culturally and linguistically relevant materials. To create materials that 
were factually accurate and health literate, Partners had to rely on PHSKC’s language access 
program or when their community language was not available, community translators and 
interpreters. 

• Building and sustaining partnerships with other CBOs, healthcare organizations, school districts, 
and PHSKC was the only way to support their community members with health literate 
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information, access to vaccines, meeting basic needs, and community building. Partners 
supported each other during peer learning opportunities during Partner and Advisory Group 
meetings and sharing their translate materials with each other, as highlighted in the quote 
below. During peer learning, Partners shared effective strategies to keep community members 
engaged, challenges they faced and workarounds, and plans to sustain their health literacy work.  

 

 

Partners identified the following outcomes from building trust with community members and building 
partnerships with other organizations: 

• Working against misinformation and COVID-19 fatigue. 

• Facilitating parents and caregivers feeling more comfortable with vaccine: more caregivers 
getting young people vaccinated. 

• Educating adults and elders on the need for boosters. 

• Supporting community through the broader impacts of COVID-19 (e.g. eviction, joblessness, 
loved ones, etc.). 

Based on Partner feedback, the Health Literacy team created tools to better support Partners in their 
health literacy work: 

• The Health Literacy team implemented a support tracker. It was a spreadsheet where we kept 
track of partner requests for support, delegated requests to different team members, and kept 
ourselves accountable to them to communicate back the outcomes. 

• The Communications Specialist created a Google drive with translated PHSKC materials, 
guidance, and talking points on COVID-19, vaccines, Mpox, tridemic (flu, RSV, COVID), and other 
resources from PHSKC. The folder also contained information on PHSKC events, such as a free 
health and dental clinic and COVID-19 vaccine clinics. 

Challenges Partners face 

Partners reported several challenges to engaging as many community members as possible. The 
pandemic passed the three-year mark during the project. Partners continued to experience challenges 
dispelling COVID-19 misinformation, COVID-19 fatigue, and keeping community members engaged in 
COVID-19 health literacy.  

Partners also discussed the logistics of planning and implementing health literacy activities and creating 
health literacy materials. For example, a few Partners described not having enough room to hold COVID-
19 vaccination clinics in their organization. At least two Partners noted they were able to host events 
but many of their community members could not attend because of mobility and transportation issues. 
They needed access to vans to transport elders, disabled community members, and others with mobility 
issues to in-person events if they wanted to increase reach. 

“We received positive feedback from our community partners in taking the time to 

develop useful instructions for the Flowflex test… We shared the information with [two 

Health Literacy Project Partners], and at the request of a coalition partner, we shared 

the information with [an organization] in Pierce County to distribute at their weekly 

COVID-19 vaccine/testing clinic.”  

– Project Partner working with the Asian American community 
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During meetings, Advisory Group members noted community members struggling to meet basic needs. 
They reported consistently that they could increase engagement with materials and events if they could 
provide holistic services with their healthcare, PHSKC, and community partners. They stated that if the 
overall project goal is to maximize vaccinations and improve community health, then vaccination clinics 
should include services such as dental clinics, food drives, cancer screenings, and diabetes clinics. In 
another example, during the 2022 winter ‘tri-demic’ of COVID-19, respiratory syncytial virus (RSV), and 
influenza, Partners expressed frustration at funding structures for vaccines that prevented PHSKC 
COVID-19 vaccination teams from offering flu and COVID-19 vaccines in the same clinic. Partners were 
frustrated that they could not make access to vaccinations as simple and seamless as possible for 
communities already skeptical about vaccines. 

Partners face challenges translating into languages for smaller communities in King County and 
maintaining the flow of information from PHSKC into the community once the grant period ends. 
Partners spent considerable effort during the project building relationships and health literacy with 
smaller ethnic and linguistic groups excluded when looking at population level data. Partners reported 
fears that they will not be able to sustain translation and interpretation without the resources from the 
King County Health Literacy Project.  

Advisory Group members added during meetings their concerns about sustaining time and energy 
intensive outreach and education strategies after the grant period. While the King County Health 
Literacy Project provided time and resources to develop and implement culturally and linguistically 
relevant outreach methods and educational materials, Advisory Group members were not sure if they 
could sustain the same level of activity. The Advisory Group found that while the specific methods for 
outreach and education differed, the most effective strategies in terms of encouraging community 
members to get vaccinated engaged them one-on-one, where they are, and with trusted messengers. 
These are time and resource intensive strategies that many organizations do not have capacity to deliver 
beyond their daily operations. One of the Partners working with the East African community illustrated 
the challenges.  

 
Some Partners also indicated that outreach and education staff were also beginning to feel their own 
kind of COVID-19 fatigue, feeling like they were not able to sustain their enthusiasm and energy for an 
overwhelming topic such as health literacy that requires life-long work.  

During an Advisory Group meeting on sustainability, members highlighted several challenges to 
sustaining their work from the King County Health Literacy Project. As discussed in more detail above, 
Partners shed light on several logistical issues to continuing their work: 

• Sustaining PHSKC’s community-engaged feedback loops after the grant period ends. 

• Staff capacity to provide all the services that community needs including health literacy while 
sustaining energy to change with community needs. 

“Our current challenges relate to [community] wanting additional services from us that 

we do not have the capacity or financing to provide… Many expect assistance with a 

wide range of medical issues in addition to COVID-19 which we are unequipped to 

address.” 

- Project Partner serving the East African community 
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• Keeping community members engaged on issues of COVID-19. To keep community members 
engaged, organizations, one Advisory Group member said they must infuse “health literacy in 
everything we do”. 

• Reaching community members unreachable via standard strategies (e.g. unhoused community 
members). 

• Making progress on health literacy in BIPOC and multilingual communities requires time and 
resource intensive outreach strategies. 

• Translating into languages with smaller communities. 

Partners also highlighted several systemic issues beyond the scope of the King County Health Literacy 
Project that nonetheless impact their ability to engage in health literacy work: 

• Ending of state and federal funding for social supports, including housing and healthcare. 

• Creating flexible and sustainable funding structures, including grant durations and scopes of 
work that consider an organization’s work and capacity. Organizations need stable funding, not 
only project-based funding. They also need sustained funding so Partners “don’t have to wait for 
the next pandemic”. 

• Needing longer grant timelines to see true results and benefits. 

• Siloing of services and single-issue services. Partners found it challenging working on health 
literacy when it is so intertwined with other health issues. For example, an Advisory Group 
member working with refugees and asylees described frustrations with a Tuberculosis program 
separate from COVID-19 programs, food security, vision, and housing supports. The siloing make 
access to resources more difficult for community members.   
 

B. Health Literacy Training 

Key findings 

Table 7: Summary of Key Findings from the Health Literacy Training  

Project goals What went well? What emerged as 
challenges? 

What could be 
improved? 

Number of trainees 70 PHSKC and FQHC 
staff trained. 

Health Literacy team 
unable to roll out training 
fully due to compressed 
project timeline. 

Solicit continual feedback 
from trainees. 

14 Advisory Group 
members supported 
training facilitation. 

Trainees 
implementing 
training: successes, 
challenges, and 
learnings 

Trainees enhanced 
knowledge and 
commitment to 
implementing health 
literacy strategies and 
CLAS standards. 

Leadership buy-in and 
support for health literacy 
training and 
implementation. 

Implement a Community 
of Practice where 
trainees can peer learn 
and problem solve 
together. 

Trainees agreed they 
would be 
implementing health 
literacy practices. 

Sustaining energy to 
continuously implement 
health literacy. 
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Learning and 
adapting based on 
trainee feedback 

The Health Literacy 
team received lots of 
feedback to improve 
the trainings. 

Trainees described 
scheduling and workload 
as challenges to 
participating in such an 
extensive training. 

Tailor training to specific 
teams, such as clinical, 
communications, and 
epidemiology.  

Record portions of the 
training to allow for 
flexibility 

Implement health 
literacy Community of 
Practice 

 

Number of trainees 
Due to a compressed project timeline with Advisory Group members, the Educator Consultant 

implemented one pilot training. The training reached a total of 70 trainees, 50 PHSKC staff and 20 FQHC 

partner staff. The Health Literacy team asked optional demographic questions of trainees at the end of 

the post-training survey (n=44). 

Responding training participants came from a variety of divisions across PHSKC, as well as departments 

across FQHCs (Figure 3). PHSKC staff included nurses, health educators, and epidemiologists from units 

and departments such as Communicable Disease, Jail Health Services, and Public Health clinics.  

Figure 3: Trainee Workplace Settings (n=44)21 

 

 

In the post-training survey, 39 of 44 respondents provided their racial identification. The majority of 

respondents who attended were white (Figure 4). Participants were not required to identify their 

racial/ethnic identities, and five respondents skipped this question.  

 
21 Percentages add up to more than 100% as trainees were able to choose multiple workplace settings.  
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Figure 4: Racial/Ethnic Self-identification of Trainee Respondents (n=39)22 

 

 

Learning based on trainee feedback 
Health Literacy trainees took a pre-training poll before each module to gauge existing knowledge, post-

training poll after each module to understand change in knowledge, and a post-training survey to gain 

feedback on training logistics, curriculum content, and plans to implement learnings from the training 

into their daily practice. The Health Literacy team analyzed the post-training survey data and will use the 

information to improve the logistics and content of the training for the next cohort of trainees. 

Most of the learning for the Health Literacy team related to the training came from questions on 

logistics. Trainees provided the following feedback in the post-training survey: 

• Duration of modules and amount of content overwhelming; 

• Barriers to participating fully in the training included workload and scheduling; 

• Breaks not frequent enough; 

• Trainings over lunch hour were challenging; 

• Training guide for trainees was useful to help them follow along and use as a resource; 

• Training needs to address how to get manager and leadership buy-in to value these trainings; 

• Trainings could be held in-person for teams already working in person (e.g. nurses);  

• Portions of trainings could be recorded. 

The post-training survey also gave trainees an opportunity to reflect on how implementing the lessons 

from the training might go for them and how the Health Literacy team might be able to support them in 

the future. Participants responded to the question “How comfortable do you feel implementing some of 

the concepts and strategies you’ve learned from the training?” pre- and post-training via polling (Table 

8). 

 
22 Five participants skipped this question, 11% of the 44 post-training survey respondents. 
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• Nearly two-thirds (65%) of the post-training survey respondents said that they were very 

comfortable implementing some of the concepts and strategies from the training.  

• Another one-third (36%) said they were somewhat comfortable and with practice they would 

feel more comfortable. This response and feedback from the trainees during the training led the 

Health Literacy team to host pilot community of practice session with a select group of trainees. 

These sessions allowed the Health Literacy team to circle back with trainees to build on their 45-

day action plans they created during the training. The sessions also allowed participants to 

problem solve and peer learn from any issues that came up with short term implementation. 

Table 8: Table of Results for Pre- and Post-Training Question on Implementing Health Literacy 

Pre-training options 
Pre-training 
responses (%) Post-training options 

Post-training 
responses (%) 

Not at all. I'm still trying to 
grasp the concepts 

0 
Not at all. I'm still trying to grasp the 
concepts 

0 

Somewhat. With a bit of 
practice, I'll be able to 

32 
Somewhat. I have my 45-day action 
plan, but I still don't know how to 
implement it in my work 

0 

Very comfortable. I was 
unfamiliar with the concepts 
and practices in the training 
and now I have better tools 
and understanding 

36 
Somewhat. With the 45-day action plan 
and a bit of practice, I'll be able to 

36 

Very comfortable. This is part 
of my daily work and now I 
better tools and 
understanding 

32 

Very comfortable. I had never learned 
about these concepts and now with the 
45-day action plan, I have the tools and 
understanding. 

30 

No comparison. 

Very comfortable. This is a part of my 
daily work and now with the 45-day 
action plan I have better tools and 
understanding 

34 

 

Implementing the Health Literacy training: successes, challenges, and lessons learned 

Health Literacy training successes 

In the post-training survey, we asked respondents to name two or three strategies that trainees hope to 

implement into their daily lives (Figure 5). Most respondents (66%) indicated they would be 

incorporating plain language and the teach-back method. Respondents also indicated they would be 

collaborating more with community to get feedback (23%) and had a greater awareness of language 

access and cultural humility (27%).   
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Figure 5: Ways Trainee Respondents Will Implement Health Literacy into their Daily Lives  

(%, n=44) 
 

 

 

The training was also successful in making trainees more familiar with the National Culturally and 

Linguistically Appropriate Services (CLAS) standards, which is one of the King County Health Literacy 

Project’s goals. In a pre- and post-training poll before and after Module 2 of the training, the Health 

Literacy team asked about their familiarity with any of the 15 the CLAS standards: 

• Pre-training question: "How familiar are you with the national Culturally and Linguistically 

Appropriate Services (CLAS) standards? " 

• Post-training question: " Do you feel like you can name 1-2 of the 15 National Culturally and 

Linguistically Appropriate Services (CLAS) standards after taking Module 1?" 

Before the training, 50% of trainees had never heard of the CLAS standards and 22% had heard of them 

but were not familiar with what they were (Table 9). After the training, 43% of trainees said they could 

name 1-2 CLAS standards and another 18% said they may be able to name 1-2 CLAS standards. None of 

the trainees said they were unable to name any CLAS standards post-training.  

Overall, trainees reported that the Health Literacy training enhanced their learning and they felt 

energized for implementing health literacy practices into their daily work.  

• Approximately 95% (42 of 44) respondents agreed or strongly agreed that the training enhanced 

their knowledge and that they would be implementing some of the concepts and practice into 

their work (Figure 6). 

• One respondent neither agreed nor disagreed and another strongly disagreed that the training 

enhanced their knowledge and that they would be implementing some of the concepts into 

their work. These results underscore the need for more opportunities for staff to discuss issues 

of health literacy in their work and to refine the curriculum. 
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33% 

33% 
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Table 9: Summary of Reponses to Pre- and Post-training Questions about 

Familiarity with CLAS Standards (n = 44) 

Pre-training options 
"How familiar are you with 
the national Culturally and 
Linguistically Appropriate 
Services (CLAS) standards? " 

Pre-training 
responses 
(%) 

Post-training options 
" Do you feel like you can name 1-
2 of the 14 national Culturally and 
Linguistically Appropriate Services 
(CLAS) standards after taking 
Module 1?" 

Post-training 
responses 
(%)23 

I’ve never heard of them before 50 Yes 43 

I’ve heard of them before, but I 
don’t know what they are 

22 No 0 

I know what they are but have 
not/don’t know how to put 
them into practice 

17 Maybe 18 

I know the CLAS standards, and 
I put some of them into practice 

11   

 

Figure 6: Trainee Respondents on whether the Training Enhanced their Knowledge (n=44) 

 

 
The post-training survey respondents provided overwhelmingly positive feedback from trainees. Many 

trainees described wanting “these types of trainings [to be] mandatory trainings for PHSKC staff”. 

Another PHSKC staff member said, “I have been working in healthcare for over 20 years and this is one 

 
23 The post-training responses do not add up to 100% because some poll respondents did not respond to this 
question. 
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of the best trainings I have ever taken”. Many trainees working in public-facing settings, such as clinics, 

reflected what this FQHC partner trainee described, “This training made me rethink the ways I approach 

my audiences, and actually gave me the skills to apply what I learned”.  

Health Literacy training challenges 

Post-training survey respondents and pilot Community of Practice (CoP) participants underscored two 
challenges related to the Health Literacy training. The first relates to the length of the training. Survey 
respondents reported that high workloads and scheduling conflicts prevented them from participating 
fully in the training.  

The second challenge relates to a lack of leadership buy-in for implementing health literacy 
organizationally. In the post-training survey, we found that trainees had encountered similar barriers in 

their teams and organizations. One PHSKC trainee recommended the following: “I feel there needs to be 

a training for administrators about health literacy in terms of why it is important and the real-
life impacts on the families that we serve in Public Health.” 

Trainees elaborated on the challenges to implementing lessons from the Health Literacy training during 
pilot community of practice sessions approximately 45 days after the trainings. During these sessions, 
the Educator Consultant facilitated discussions on successes, challenges, and next steps to implementing 
health literacy. Key themes that emerged are: 

• First, pilot CoP participants wanted more opportunities for training and practicing what they 
learn in the trainings in a consistent CoP. 

• Second, pilot CoP participants experienced systemic challenges to implementing health literacy 
beyond their own practice. They found it challenging to communicate the importance and value 
of health literacy and plain language to their colleagues and/or leadership. Participants found 
trying to change organizational cultures where complex language is the norm and have strong, 
established hierarchies was particularly difficult. Some participants believed “it isn’t their job” to 
implement health literacy in their work and need more funding or incentives to do so.  
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C. Inclusive Communications Workshops 

Key findings 

Table 10: Summary of Key Findings from the Inclusive Communications Workshops 

Project goals What went well? What emerged as 
challenges? 

What could be improved? 

Number of 
materials created 
and distributed 

Inclusive 
Communications 
process resulted in four 
documents distributed 
and two pending 
distribution. 

Community engagement 
forces a longer timeline to 
release materials. 

Identify ways to continue 
Inclusive Communications 
process beyond grant. 

Sustainability of inclusive 
communications without 
support of the Health 
Literacy Project 

Community 
feedback on 
PHSKC’s 
communications 
materials  

Implementing well-
attended weekly 
Inclusive 
Communications 
workshops. 

Scheduling workshops 
around busy Partner work 
schedules. 

Provide Partners a variety of 
methods to provide 
feedback, e.g. workshops and 
surveys. 

Creating feedback loop 
with Partners by 
bringing back materials 
with changes 
incorporated. 

 

Number of culturally and linguistically relevant materials created and distributed 
The Inclusive Communications process aimed to create a structure for community engagement and 
accountability for PHSKC’s COVID-19 materials and guidance. Partners reviewed six documents in 
progress over 13 sessions between November 2022 and May 2023 (See Appendix 7 for more details). 
Two documents have completed the Inclusive Communications process but have yet to be formally 
released to their audiences, including the Plain Language manual that underwent review five times. 

The process resulted in four complete documents created and distributed to the appropriate audiences:  

• The Ultra Germ Fighters kids’ coloring book; 

• The Race/ethnicity COVID-19 dashboard blog; 

• Updated (bi-valent) booster presentation; 

• Respiratory illnesses community FAQ on COVID-19, RSV, and flu. 

Partners engaged with it four times before publication. The kids’ coloring book was the most widely 
disseminated document from the Inclusive Communications process, including the Health Literacy 
Partners. It engaged children and families on the importance of vaccinations and other preventative 
measures for kids and their families. Over 30,000 of the books are available in a range of locations 
throughout King County in 17 different languages, including our Partner organizations.  

The feedback loop with partners makes the Inclusive Communications process unique to PHSKC’s other 
community-based efforts. The Communications Specialist brought back materials to show Partners 
where changes had been incorporated and explained why some changes could not be made (e.g. 
language mandated by CDC).  
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Community feedback about the process 
The weekly online Inclusive Communications process workshops provided a venue for the 
Communications Specialist to share communications materials in progress and bring back finished 
materials. Facilitators invited partners to weekly workshops to provide input and hear back about 
communications materials in progress.  

At the conclusion of the Inclusive Communications workshops in May 2023, the Evaluation team 
surveyed the Partner staff who participated in the Inclusive Communications workshops (n=24). Two of 
the 24 participants no longer worked at their organization when we distributed the survey. Five 
participants (20%) responded to the survey. 

The survey focused on: 1. whether the Communications Specialist was responsive to Partner input; and 
2. ways to improve the Inclusive Communications process. We asked participants: “Have you seen Public 
Health make changes to materials based on the feedback that you and other Inclusive Communications 
workshop participants have provided?” Most respondents (80%, n=4) agreed that yes, the 
Communications Specialist made changes based on their feedback. One (20%) Partner participant said 
they had seen some changes made.  

Due to busy work schedules, Partners reported that attending the workshops was sometimes a 
challenge. They indicated other ways of providing feedback on materials, such as email and surveys, 
could increase participation and ease burden by allowing Partners to engage on their own time.  

After the end of the first grant period, Partners are unable to devote time and resources to working with 
PHSKC on providing community input. The Inclusive Communications process created during the King 
County Health Literacy Project was made possible through paying for Partner participation and time. 
Partners raised these issues as concerns for the sustainability of the Inclusive Communications 
workshops and process. 

 

D. Sustaining Health Literacy 

Because of contracting delays with HealthierHere and the Partners, the King County Health Literacy 
team could not complete all of its proposed deliverables and activities. PHSKC was awarded a No Cost 
Extension (NCE) from the Office of Minority Health on June 29, 2023. The NCE will allow PHSKC to 
continue to advance this work, based on the learnings from the Health Literacy Project, which supports 
the department’s ability to sustain health literacy efforts over time. As Partners and the Health Literacy 
team have learned, long-term funding and resourcing are fundamental and necessary to sustainability as 
they increase the ability to advance, implement, and observe longer-term changes and outcomes. 

The NCE Health Literacy activities will include the following (see Appendix 8 for details): 

• Health Literacy and Plain Language Manual  

• Organizational Health Literacy Training 

• Organizational Health Literacy Community Co-Creation Toolkit 

• Organizational Plain Language and Health Literacy Policy  

Partners sustaining health literacy 
Partners will be using the following strategies to make their health literacy work more sustainable. 

• Partners laid the groundwork for sustainability by building trust over the course of the project; 
they now familiar faces and communities recognize them as trusted sources of information and 
resources. 
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• Some have created toolkits or strategic plans for health literacy work after the grant. 

• Partners have relationships with trusted messengers, volunteers, and partners to continue health 
literacy work. 

• Partners have been working on improving organizational health literacy and have provided 
feedback on how to change PHSKC’s community-engaged methods to get input on 
communications materials. 

Partners have also outlined what they and their community members need from PHSKC and institutional 
partners to be successful and to continue reaching community members with health literate information 
and guidance. They need PHSKC and institutional partners to: 

• Remember community’s complex needs and priorities: they have to deal with crises before 
thinking about COVID-19 and vaccines. 

• Acknowledge that health disparities have increased for some communities during the pandemic. 

• Provide holistic services alongside COVID-19, for example rental assistance and dental services 

• Support community members with long COVID, mental health, and trauma. 

• Provide CBO staff and community members spaces to give PHSKC feedback  

The evaluation findings will also inform PHSKC on how to continuously improve on its efforts to train its 
workforce in health literacy and engage in an inclusive, community-engaged, and accountable 
communications process.  

  

67 of 148



DRAFT: NOT FOR CIRCULATION 

40 
 

IV. Conclusion 

The King County Health Literacy Project’s effort to implement a community-engaged process to create 
and distribute culturally and linguistically relevant materials was effective based on process evaluation 
findings and observed short-term outcomes. Partners reported that the co-creation of communication 
materials was effective. They valued the process and offered suggestions on how to better get their 
input on materials and community engagement. Through a variety of outreach and education efforts 
with community members, including vaccination events and engagement at cultural celebrations, 
Partners reported reaching an estimated 907,000 community members representing diverse racial, 
ethnic, cultural, and linguistic communities from primarily south King County and south Seattle. The 
Health Literacy Project has been successful in addressing personal and organizational health literacy for 
Black, Indigenous, and People of Color (BIPOC) communities most impacted by COVID-19 despite 
embarking on the Partner and Advisory Group work later than planned. Partners report continuing to 
address misinformation, vaccine hesitancy, fears of healthcare and government, language access issues, 
and challenges reaching smaller groups within their communities.  

The pilot Health Literacy training improved trainees’ knowledge and supported their plans to improve 
organizational health literacy. More trainees reported being very comfortable with the concepts and 
having tools to implement concepts immediately following the training than did before the training. 
Following the training, roughly two-thirds of trainees reported being very comfortable and one-third 
reported feeling somewhat comfortable with the concepts. The pilot Community of Practice participants 
identified some systemic challenges to implementing health literacy, including leadership buy-in and 
decreased resources. 

The King County Health Literacy Project has two limitations that are important to consider. First, the 
impact of this project cannot be isolated from other activities focusing on the same outcomes. Within 
PHSKC, multiple efforts had similar goals that may have had similar impacts. Second, data regarding 
health literacy materials is from Partners rather than direct impressions from community members. The 
scope of the project did not enable gathering direct community input. Partner perspectives, however, 
were key to understanding and improving a community-engaged process. Despite these limitations, the 
King County Health Literacy Project provided critical supports to advance health literacy, as well as 
supports such as a training curriculum and toolkit that will help guide future communication efforts. 

PHSKC’s Health Literacy team will provide additional Health Literacy trainings in No Cost Extension phase 
of the project to ensure its effectiveness and promote health literacy, as well as build a health literacy 
Community of Practice. We plan to develop guidelines or policies to support and integrate health 
literacy into regular county practices. While COVID-19 positivity, hospitalization, and death rates have 
declined overall, disparities in these outcomes, as well as vaccination rates, by age and race/ethnicity 
remain. BIPOC and south King County residents are more likely to experience COVID-19 and less likely to 
be fully vaccinated compared to other residents. Additional and ongoing efforts are needed to improve 
the health of King County residents as well as health equity.   
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Appendices 

Appendix 1: Timeline of Federal, State, and County COVID-19 Events during the King County 
Health Literacy Project, September 2021 – June 2023 

Month COVID-19 Event 

September 2021 – July 2022 Original COVID-19 vaccine is used as booster for certain populations 

August 2021 FDA authorizes Pfizer-BioNTech and Moderna vaccines for 
immunocompromised people 

October 2021 FDA authorizes booster of Moderna & Johnson and Johnson for 
eligible populations 

October 2021 FDA approves Pfizer-BioNTech vaccine for kids 5-11 

November 2021 CDC recommends COVID-19 vaccine for everyone 5+ 

November 2021 CDC updates guidance, all people 18+ can get COVID-19 booster 

December 2021 FDA expands Pfizer-BioNTech boosters to 16 & 17-year-olds 

December 2021 Omicron becomes the dominant COVID-19 variant in the U.S. 

December 2021 FDA authorizes oral antiviral for treating COVID-19 

December 2021 CDC updates its guidance and shortens isolation and quarantine 
period for the general population 

January 2022 FDA amends emergency use for Pfizer-BioNTech COVID-19 vaccine 
to: 

• Expand single booster to people 12-15 years old 

• Shorten the time between the completion of primary 
vaccination and the booster to at least 5 months 

• Allow for third-party series dose for certain 
immunocompromised kids 5-11 years old 

January 2022 CDC expands booster shot eligibility and strengthens 
recommendations for 12-17-year-olds 

January 2022 President Biden admin requires insurance companies and group 
health plans to cover the cost of over-the-counter, at-home COVID-
19 tests 

• Launches mail-at-home COVID-19 tests  

January 2022 FDA approves the second Moderna COVID-19 

February 2022 CDC updates mask-wearing guidance based on risk 

March 2022 President Biden announces Test-to-Treat initiative: people can get 
tested at a pharmacy, and if positive they can receive antiviral pills 
on the spot at no cost 

March 2022 FDA authorizes a second booster for Pfizer-BioNTech or Moderna 
for people 50+ and immunocompromised people 

May 2022 FDA expands eligibility of Pfizer-BioNTech COVID-19 vaccine booster 
for kids 5-11 

June 2022 CDC recommends COVID-19 vaccine for young kids, 6 months – 5 
years old 

August 2022 FDA authorizes Moderna and Pfizer-BioNTech bivalent COVID-19 for 
use as a booster for people 12+ 

September 9, 2022 Updated boosters (Bivalent) arrive in King County 
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Purple = King County events; orange = Washington state events 

Month COVID-19 Event 

October 2022 CDC allows Novavax monovalent COVID-19 booster for adults 18+ 

October 12, 2022 CDC and FDA expand updated booster eligibility to include children 
ages 5-11:  

• People 5+ can now get updated (bivalent) booster 

December 2022 FDA authorizes bivalent COVID-19 vaccine for children 6 months + 

February 2022 King County & City of Seattle announce they are no longer requiring 
COVID-19 vaccine as requirement for employment 

March 2023 Washington State announces masks in healthcare settings are no 
longer required after April 3,2023 

March 2023 Regional healthcare organizations adopt joint consensus to continue 
masking in healthcare facilities. 

• Public Health Seattle & King County, Tacoma-Pierce, 
Snohomish, Kitsap, San Juan, and Clallam and Jefferson 
Health Departments and districts release statement fully 
supporting the decision to continue masking in healthcare 
settings 

March 31, 2023 Most PCR testing sites in King County close 

April 2023 FDA authorizes using bivalent vaccine for all COVID-19 vaccines for 6 
months+ 

• Authorizes people 65+ and immunocompromised people to 
get a second bivalent booster 

May 11, 2023 Federal Public Health Emergency for COVID-19 ends 

• Remaining 2 PCR testing sites in King County close 

• Washington state Say Yes! COVID-19 Test Program stops 
free home COVID-19 test kits 

June 12, 2023 Mass Vaccination Clinic in Auburn closes, mobile vaccinations will 
continue to be available. 

September 2023 Projected date for when free federal supplies will be depleted. 
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Appendix 2: King County COVID-19 Vaccination Rates per 100,000 Residents by Age, May 2022 vs. April 2023 

 

 

 
24 May 5, 2022 was the earliest date for which the Health Literacy Project collected county-level vaccination data for quarterly reporting performance 
measures. April 12, 2023 was the most recent date we collected county-level vaccination data for quarterly reporting. Data came from the King County Data 
Dashboard COVID-19 Vaccination Summary (https://kingcounty.gov/depts/health/covid-19/data/vaccination.aspx ) 
25 All data came from the King County Data Dashboard COVID-19 Vaccination Summary 
https://tableaupub.kingcounty.gov/t/Public/views/COVIDVaccinePublicDashboardV2/CoveragebyAgeandRaceEthnicity?:embed_code_version=3&:embed=y&:loadOrderID=0&:d
isplay_spinner=no&:showAppBanner=false&:display_count=n&:showVizHome=n&:origin=viz_share_link 
26 "Vaccination up to date" is defined by the CDC as receiving all doses in the primary series and all boosters recommended for you when eligible. Second 

boosters are currently only available to those 50 years+ and those under 50 years that are immunocompromised.  
27 The numbers are unavailable due to small population size and errors in reporting age groups. 
28 For children aged 6 months--4 years, updated boosters are only recommended if the primary series was Moderna. Updated doses may be given as part of 
the Pfizer primary series, but those are not considered boosters.  

 

COVID-19 vaccination rates by age for all eligible 

populations as of May 5, 202224 

COVID-19 vaccination rates by age for all eligible 

populations as of April 12, 2023 

Age 

Vaccination 

(primary 

series)25 

Vaccination 

(primary + 1 

booster) 

Vaccination 

(up to date)26 

% Who have 

completed the 

primary 

vaccination 

series 

% Who have 

completed 

primary series 

+ 1 booster 

% Who are up 

to date on all 

vaccines and 

eligible 

boosters 

0-4  1.5% N/A27 N/A 23.2% 0.0%28 13.2% 

5-11  53.4% 14.9% 20.4% 53.4% 18.0% 19.0% 

12-17 77.1% 37.9% 39.5% 76.2% 36.3% 23.2% 

18-34  77.6% 41.6% 42.3% 78.4% 41.1% 19.8% 

35-49 90.9% 59.1% 59.7% 93.7% 59.8% 33.6% 

50-64 >95% 69.8% 29.6% >95% 70.3% 42.7% 

65+  >95% 91.0% 55.2% >95% >95% 69.4% 
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Appendix 3: Vaccination Rate among King County Residents by Race/Ethnicity across Four South Seattle & South King County 

Regions, November 7, 202129 vs. June 21, 202330 

 

  Racial/Ethnic Groups 

Regions 

All White Asian 
Black/African 

American Hispanic/Latinx 

American 
Indian/Alaska 

Native 

Native 
Hawaiian/ 

Pacific Islander 

King County 
total 

81% 32% 75% 38% 92% 39% 70% 20% 69% 19% 94% 39% >95% 26% 

Auburn, Kent, 
and Federal 
Way 

72% 19% 60% 22% 88% 27% 78% 17% 70% 10% 87% 27% 90% 15% 

Burien, 
Renton, 
Tukwila, and 
SeaTac 

78% 26% 75% 34% 84% 29% 69% 17% 68% 14% 94% 36% 74% 17% 

Central Seattle 77% 37% 72% 42% >95% 42% 48% 18% 65% 27% 75% 36% >95% 48% 

W Seattle, S 
Seattle, 
Delridge, 
Highline 

85% 40% 94% 57% 73% 33% 65% 18% 68% 24% >95% 47% >95% 36% 

 
29 In November 2021 when the quantitative measures were taken, only the primary series (two shot) series was available. The percentages on the left side of 
each racial/ethnic group column shows percentages of the population who had completed the primary series.  
30 The right side of each racial/ethnic group column highlights the percentage of the population in that racial/ethnic group who is up to date on their 
vaccinations (ie: they have completed all of the recommended doses of vaccines for their age categories and health status). 
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Appendix 4: Health Literacy Partner Populations Served 
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AOS33 X X X  X  X X X X X X X X X X     X 

African 
Leaders 
Health Board X      X X X X  X  X   X X    

APICAT34    X  X X   X       X X   X 

CMCH35 X    X  X X X X X X X X X X X X   X 

 
31 As defined by OMH 
32 Other priority populations served categories came from conversations with Community Navigators, Priority Population teams in the Office of Equity and 
Community Partnerships, HealthierHere, and CBOs attending the Health Literacy RFA webinar. Applicants to the Health Literacy Project were asked to provide 
justification for working with other priority populations. 
33 Advocates of Sacred 
34 Asian Pacific Islander Coalition Advocating Together for Health 
35 Center for MultiCultural Health 
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CIN36 X      X     X  X   X  X X  

ICHS37    X   X               
Khalsa 
Gurmat 
Center      X    X       X     

KCSKC38      X X   X       X     
Kin On Health 
Care Center X      X X X X X X     X X   X 

LCSNW39       X               
Lifelong: 
Health for All X X X X  X X X X X  X X X   X X    

 
36 Congolese Integration Network 
37 International Community Health Services 
38 Khmer Community of Seattle King County 
39 Lutheran Community Services Northwest 
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MSSCTF40 X  X               X    
Sea Mar 
Community 
Health 
Centers   X                   

WCCDA41 X X X X    X  X X     X      

AZISWA42 X      X               
East African 
Community 
Services X      X        X X X     

 
40 Metropolitan Seattle Sickle Cell Task Force 
41 White Center Community Development Association 
42 Association of Zambians in Seattle, Washington 
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Eritrean 
Association in 
Greater 
Seattle X      X   X       X     

ECS43       X               
Fanikia 
Foundation X      X               

HOAS44 X      X   X  X  X   X X    

ICDA45       X X   X    X   X     

Para los Niños    X    X          X     

 
43 Ethiopian Community in Seattle 
44 Horn of Africa Services 
45 Interim Community Development Association 
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Serve 
Ethiopians 
Washington X      X   X       X     

Somali Bridge X      X   X       X     
United 
Communities 
of Laos      X X X  X X X     X    X 

UTOPIA46    X   X  X             

Villa 
Communitaria   X                   
ZACUSA47 X                     

 
46 United Territories of Pacific Islanders Alliance Washington 
47 Zanzibar Community of Washington, USA 
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Appendix 5: Total Number of Community Members Reached through Partner Health Literacy 

Activities by Race/Ethnicity, April 2022 – June 2023 

HL Activity Population Reached by Partner Projects* 

Number of 
community 
members reached  

In-person events 
(i.e. Back to 
school event, 
community 
health days, 
COVID-19 
educational 
workshops)  

Individuals who identify as Asian/Asian American 11,442 

Individuals who identify as African American/Black 10,287 

Individuals who identify as Indigenous/Native American/ 
American Indian 5199 

Individuals who identify as Latinx 8514 

Individuals who identify as Native Hawaiian/Pacific Islander 178 

Individuals who identify as White (non-Hispanic) 875 

Total 34,708 

Virtual 
community 
event (i.e. 
Community 
breakfast, 
COVID-19 
education 
meetings) 

Individuals who identify as Asian/Asian American 269 

Individuals who identify as African American/Black 1730 

Individuals who identify as Indigenous/Native American/ 
American Indian 962 

Individuals who identify as Latinx 12 

Individuals who identify as Native Hawaiian/Pacific Islander 0 

Individuals who identify as White (non-Hispanic) 0 

Total 2973 

Social Media 
(i.e. Facebook, 
Twitter, 
Instagram, 
LinkedIn, etc. to 
share COVID-19 
related 
information 
through 
webinars, 
videos, etc.) 

Individuals who identify as Asian/Asian American 4,979,761 

Individuals who identify as African American/Black 80,451 

Individuals who identify as Indigenous/Native American/ 
American Indian 430 

Individuals who identify as Latinx 11855 

Individuals who identify as Native Hawaiian/Pacific Islander 9750 

Individuals who identify as White (non-Hispanic) 0 

Total 5,060,326 

Messaging Apps 
(i.e. using 
WhatsApp, 
WeChat, etc. to 
share COVID-19 
guidance 
updates) 

Individuals who identify as Asian/Asian American 2696 

Individuals who identify as African American/Black 9400 

Individuals who identify as Indigenous/Native American/ 
American Indian 0 

Individuals who identify as Latinx 450 

Individuals who identify as Native Hawaiian/Pacific Islander 0 

Individuals who identify as White (non-Hispanic) 0 

Total 12,546 

Other (i.e. 
Vaccine clinics, 

Individuals who identify as Asian/Asian American 1084 

Individuals who identify as African American/Black 16,714 
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HL Activity Population Reached by Partner Projects* 

Number of 
community 
members reached  

test 
distributions, 
feedback 
sessions, video 
campaigns) 

Individuals who identify as Indigenous/Native American/ 
American Indian 0 

Individuals who identify as Latinx 1527 

Individuals who identify as Native Hawaiian/Pacific Islander 53 

Individuals who identify as White (non-Hispanic) 240 

Total 19,618 

Printed material 
(i.e. Flyers with 
COVID-19 
information) 

Individuals who identify as Asian/Asian American 1182 

Individuals who identify as African American/Black 9380 

Individuals who identify as Indigenous/Native American/ 
American Indian 60 

Individuals who identify as Latinx 1300 

Individuals who identify as Native Hawaiian/Pacific Islander 20 

Individuals who identify as White (non-Hispanic) 440 

Total 12,382 

Food 
distribution (i.e. 
Providing food 
with COVID-19 
information) 

Individuals who identify as Asian/Asian American 380 

Individuals who identify as African American/Black 1740 

Individuals who identify as Indigenous/Native American/ 
American Indian 0 

Individuals who identify as Latinx 3725 

Individuals who identify as Native Hawaiian/Pacific Islander 0 

Individuals who identify as White (non-Hispanic) 0 

Total 5825 

Health Fairs 

Individuals who identify as Asian/Asian American 0 

Individuals who identify as African American/Black 480 

Individuals who identify as Indigenous/Native American/ 
American Indian 0 

Individuals who identify as Latinx 1065 

Individuals who identify as Native Hawaiian/Pacific Islander 250 

Individuals who identify as White (non-Hispanic) 50 

Total 1845 

Website (i.e. 
Blog posts, 
online COVID-19 
test ordering) 

Individuals who identify as Asian/Asian American 60 

Individuals who identify as African American/Black 575 

Individuals who identify as Indigenous/Native American/ 
American Indian 0 

Individuals who identify as Latinx 0 

Individuals who identify as Native Hawaiian/Pacific Islander 0 

Individuals who identify as White (non-Hispanic) 99 

Total 734 

Planning 
Activities 

Individuals who identify as Asian/Asian American 48 

Individuals who identify as African American/Black 98 
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HL Activity Population Reached by Partner Projects* 

Number of 
community 
members reached  

Individuals who identify as Indigenous/Native American/ 
American Indian 0 

Individuals who identify as Latinx 150 

Individuals who identify as Native Hawaiian/Pacific Islander 0 

Individuals who identify as White (non-Hispanic) 0 

Total 296 

Radio & TV 
Campaign 

Individuals who identify as Asian/Asian American 0 

Individuals who identify as African American/Black 0 

Individuals who identify as Indigenous/Native American/ 
American Indian 0 

Individuals who identify as Latinx 1,000,000 

Individuals who identify as Native Hawaiian/Pacific Islander 0 

Individuals who identify as White (non-Hispanic) 0 

Total  1,000,000 

Total of 
community 
members 
reached for all 
activity types Individuals from all racial/ethnic groups 6,151,253 
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Appendix 6: Number of Partner-organized Health Literacy activities, April 2022 – June 2023 

Health Literacy Activity 

Number of 
Health 
Literacy 
activities  

In person events (i.e. Back to school, community health days, COVID-19 educational 
workshops)  

247 

Virtual community event (i.e. Community breakfast, COVID-19 education meetings) 48 

Social Media (i.e. Using Facebook, Twitter, Instagram, LinkedIn, etc. to share COVID-19 
related information through webinars, videos, etc.) 

105 

Messaging Apps (i.e. using WhatsApp, WeChat, etc. to share COVID-19 guidance 
updates) 

39 

Other (i.e. Vaccine clinics, test distributions, feedback sessions, video campaigns) 87 

Printed material (i.e. Flyers with COVID-19 information) 107 

Food distribution (i.e. Providing food with COVID-19 information) 27 

Health Fair (i.e. Tanzania Community Day, Fair for Queer & BIPOC for COVID-19 
information) 

11 

Website (i.e. Blog posts, online COVID-19 test ordering) 7 

Planning Activities 14 

Radio & TV Campaign 10 

TOTAL NUMBER OF ACTIVITIES ACROSS ALL TYPES 702 
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Appendix 7: King County Health Literacy Project Methods 

Partners & Advisory Group 

Quarterly Reporting 

• Once a quarter, the Partner staff engaged in a survey on progress, successes, and challenges. In 
the survey, they provided both qualitative and quantitative data through narrative reports and 
performance measures of activities. This allowed Partners to reflect on their organizations and 
recognize what they were doing well and where they needed support.    

• Based on the responses, the evaluation team analyzed the data by taking Partners’ raw data and 
dividing it into performance measures and narratives. 

o We asked the Partners to measure multiple different things for performance measures. 
For example, we asked them to estimate the number of participants they’ve reached, to 
tell us their method of counting (including sign in sheet, online sign up, and view 
counter), and then estimate the top three racial/ethnic groups served by the activity. 

o For the narrative reports, we pasted them into an excel spreadsheet. The evaluation 
team coded the reports based on the themes found throughout the report. Codes 
included partnership/events, outreach & education, vaccines, data and language access. 

• The Evaluator created a presentation to share back data and to present it to the AG. The AG 
would then participate in a quarterly listening session on the analysis of the surveys to 
groundtruth or validate results.  

• This process led to accountability for PHSKC and validation of community’s experiences by 
reporting back findings at Advisory Group meetings (See Figure 2, steps 3 and 4).   

Support Tracker 

• The evaluation team input requests for support into a support tracker in 2022. The support 
tracker is a document that came about because the HL team needed an organized way to track 
Partners' requests for support from the quarterly report.  

• The support tracker wasn’t a part of the original plan, but we developed it as another way to 
close the continuous quality improvement cycle and as a form of accountability for the HL team. 

o The support tracker was an ongoing process where Public Health could hold themselves 
accountable by ensuring that they were addressing the needs of community. Firstly, all 
the needs were organized into categories based on the type of support needed, 
identified who was responsible, and color coded based on if the work was completed or 
in progress. 

• The PHSKC HL team used the support tracker to improve the health literacy materials, trainings, 
and evaluation. The type of support that Partners asked for was translated instructions for 
COVID-19 test kits, more information on COVID-19 boosters and their efficacy, and COVID-19 
communication outreach. The evaluation team also created an infographic that explained the 
support tracker to Partners.  

Final Quarterly Report Survey 

• Partners took a final survey to reflect on how partnership went between Partners, Healthier 
Here (HH), and Public Health Seattle & King County (PHSKC). 

• The survey questions were adapted from the Partnership Self-Assessment Tool and cover topics 
such as cooperation and collaboration, and participation. An example question includes “How 
well has PHSKC been able to respond to the needs and concerns of the community by working 
with Partners?” 
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• By adapting the survey, we were able to receive more information about the partnership and 
how it went, to inform future partnerships.    

Health Literacy Training 

Codesign and Beta-testing 

• The Educator Consultant codesigned the Health Literacy training with the Advisory Group.  

• The Advisory Group helped by providing input on the curriculum’s topics, framing of the 
curriculum, content of the lessons, and the activities.  

o This was considered a form of evaluation itself because the AG provided direct feedback 
throughout the creation of the curriculum.  

• The HL team beta-tested the interactive components of the curriculum (the activities, 
discussions, and videos) with the AG members and a small group of PHSKC and Partner staff. 
This allowed them to ensure the clarity of instructions, effectiveness, and timeliness of those 
components.   

o There wasn't any formal evaluation because the beta-testing itself served as the 
evaluation by testing out the materials.  

• The Educator Consultant analyzed the notes from the beta-testing sessions to inform changes to 
the curriculum.   

Pilot Training 

• The Educator Consultant conducted pilot training with Federally Qualified Health Center (FQHC) 
and PHSKC staff. We evaluated the training in two ways: checking participants understanding via 
pre- and post-Zoom polls and a post-training survey. We used these methods to measure 
learning and effectiveness of the training. 

o For each module, pre- and post-training poll consisted of three questions that asked 
about prior knowledge versus knowledge, learning, and plans to implement after the 
training. 

o An example pre- training poll question was “How familiar are you with health literacy?” 
and its corresponding post- training poll question was “Has your understanding of 
health literacy changed based on Module One?” 

o Immediately after the training, the Evaluator sent out a post-training evaluation survey 
consisting of two parts: logistics and content of the training. Evaluating these two 
components provided insight on how the training went and the effectiveness of the 
curriculum topics.  

o The information provided from this survey will be wed to inform the curriculum in the 
future. By adapting the curriculum based on trainee experiences, such as what went 
well and what didn’t go well, it can provide insight on how the curriculum can be 
improved.   

Community of Practice Focus Groups 

• 45 days after the training, the Educator Consultant conducted practice coaching focus groups, 
which is when a small group of people participate in a guided discussion about a specific topic, 
such as the curriculum.  

o 4-6 participants invited back from pilot testing. Educator consultant and program 
manager held a supportive space where participants could talk through what went well 
and what didn’t.  
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o No formal evaluation needed because the sessions themselves serve as evaluation since 
participants are providing direct feedback to the HL team.  

• The goal was to hear more about what went well and what was challenging when implementing 
health literacy practices. The evaluation team analyzed the notes from the sessions to provide 
recommendations on how to best support health literacy. It’s also a way to understand the 
longer-term impacts of the training and what other work needs to happen to support heath 
literacy.  

Inclusive Communications Workshops 

• The Evaluation team created a survey to evaluate the Inclusive Communications process and 
workshops. The survey was sent out in May 2023 to participants of the workshop. They were 
able to anonymously report back on PHSKC involvement and if they felt like their voices were 
being heard.  

• The purpose of the survey included holding ourselves accountable by ensuring that we listened 
to community and implemented changes they asked for.  

• An example question from the survey was “Do you feel like the Inclusive Communications 
process is an effective way of gathering feedback?”  

• Outcomes included Public Health utilizing the feedback they received to inform the future 
development of health materials in order to ensure that voices and experiences of King County’s 
multilingual BIPOC community are being centered.  
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Appendix 8: Documents Included in the Inclusive Communications Process 

Document 

# Inclusive 
Communication 

sessions Community feedback Approximate reach 

Plain language 
manual 

5 • Definition of plain language 

• Updates based on feedback 

• Content suggestions and edits 

• Formatting and layout 

N/A: has not been released yet48 

Ultra germ fighters 
kids’ activity book 

4 

• Visual style and appeal 

• Vaccination content 

• Activity content 

• Languages for translation 

• 17 language communities, including: Spanish, 
Vietnamese, Somali, Samoan, Arabic, and Mixteco 

• 91 organizations  

• 30,730 books total distributed throughout the 
county at locations including, but not limited to:  

o Seattle Public Libraries  

o Healthcare clinics (PHSKC, SeaMar, 
International Community Health Services, 
Seattle Children’s, HealthPoint) 

o Partners offices 

o King County Housing Authority 

• 5,452 books will go to our Partners 

Race/ethnicity 
COVID-19 dashboard 
blog 

1 • Reviewing Public Health Insider blog post 
for revamped COVID-19 dashboard 
(originally posted February 22, 2023) 

• 101,064 views as of June 5, 2023 

Bivalent booster 
presentation for 
Place-based 
vaccinations team 

1 • Identifying what is confusing/difficult to 
understand and needs more clarity 

• Informing PHSKC on misinformation being 
spread in the community   

• Finding mistakes within dashboard tables 
and their labels 

• Defining the primary series for vaccination 

• Unknown  

 
48 Because of contracting delays and staffing issues, the Plain Language manual still requires a communications plan for distribution to PHSKC and FQHC 
content creators. 
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Document 

# Inclusive 
Communication 

sessions Community feedback Approximate reach 

• Explaining why this is important for Seattle 
and Tukwila  

Respiratory illnesses 
community FAQ on 
COVID-19, RSV, and 
flu 

1 • Questions about each illness, how they are 
similar and how they are different  

• Where are folks getting information about 
the viruses?  

• Community’s preferred source for this info  

• Best format for distributing information  

• Identifying misinformation  

• Unknown: main document divided into different 
formats, such as social media and community 
presentations 

Autism and MMR 
vaccine infographic 

1 • Questions about content 

• Is the document in plain language and 
health literate?  

• Is the message clear? What changes could 
be made to help better explain that 
vaccines do not cause autism? 

• Visual style and appeal 

N/A: has not yet been released to the public  
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Appendix 9: King County Health Literacy Project No Cost Extension Plans 

Health Literacy and Plain Language Manual  

• Create communications plan 

• Format and disseminate to PHSKC staff, partner FQHCs, and other PHSKC institutional partners 
to improve organizational health literacy implementation  

• The Evaluation team will collect: 

- dissemination metrics of the manual 

- qualitative and quantitative data on adoption, implementation, and impact of 
manual  

Organizational Health Literacy Training 

• Develop plan to resolve logistic issues including accessibility, length, and scheduling 

• Train additional PHSKC staff 

• Expand training to community-based organizations and other institutional partners 

• The Evaluation team will collect: 

o Pre-, post-training polls 

o Post-training survey 

o Interview data with content creators, community navigators, Public Health nurses to 
understand longer term impact of training 

o Pre- and post-training communications products to see impact of training and where 
gaps in implementation remain 

o Notes from a health literacy community of practice that continues conversations started 
during the Health Literacy training 

Organizational Health Literacy Community Co-Creation Toolkit 

• Create communications plan 

• Roll out toolkit to PHSKC staff 

• The Evaluation team will collect: 

o Dissemination metrics of the toolkit 

o Qualitative and quantitative data on adoption, implementation, and impact of the 
toolkit  

Organizational Plain Language and Health Literacy Policy  

• Identify additional barriers and successes to implementation of organizational health literacy 
within PHSKC to inform policy 

• Meet with Health Literacy and Plain Language experts across the United States to identify 
successes and challenges in developing and introducing plain language and health literacy 
policies in organizations  
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PRE-READ - Innovation Funds – 
Testing Models for Integrated Care

August 3, 2023
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W o r k i n g  To g e t h e r  t o  M a k e  H e a l t h  M o r e  E q u i t a b l e   

Goals of Innovation Fund

Catalyze quick tests of innovation connected to HealthierHere’s 
transformation portfolio and have potential to impact health 
outcomes 

Scale what is working and discontinue funding for things that are not
– Demonstrate proof of concept

– Establish return on investment

Strengthen bi-directional community and clinical partnerships
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Testing Models for Integrated Care Innovations

Purpose
– Encourage innovative partnerships between behavioral health agencies and primary care who 

serve a significant number of the same patients who fall into a defined focus population (Severe 
Mental Illness and chronic conditions like diabetes).

– Elevate learning what workflows, agreements, communication standards work best to improve 
integrated care across agencies for patients who receive a higher level of community-based care. 

Support
– UW AIMS is contracted to provide TA and individual support as integrated care experts.

Timeline
– Innovations launched in mid-2020
– Two years of funding was made available depending on progress
– Most received no cost extensions due to COVID
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Key Findings from Process Evaluations

Primary Adaptations

• Changes in program timelines

• Changes related to staff capacity/hiring 

• Changes related to data sharing 
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Primary Challenges

COVID-related

▪ Staff capacity, well-being, and hiring 
▪ Project timelines 
▪ Team coordination – had to adapt to virtual workspace
▪ Competing priorities 
▪ Inequities – clients not having access to telehealth devices, COVID 

exacerbating existing inequities 

Non-COVID related

▪ Data sharing and data management 

Key Findings from Process Evaluations
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Primary Facilitators 

▪ Engaging and/or communicating with stakeholders and other 
partners 

▪ Actively collaborating with partners 

▪ Having support from UW AIMS

▪ Staffing to work on project - talented/engaged team, project 
management/coordination, and dedicated additional staff to 
increase capacity/combat competing priorities

▪ Buy-in – both leadership and staff level 

Key Findings from Process Evaluations
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Primary Best Practices

▪ Helpful to have project deliverables defined before the project 
begins 

▪ Leverage technology and adapting creative and flexible 
communication and collaboration strategies with partners

▪ Important to engage and communicate with wide stakeholder 
team - include data teams, clinic leaders, legal department, and 
other key stakeholders 

▪ Purposefully and deliberately think through equity - in particular 
when it comes to the accessibility and quality of services

Key Findings from Process Evaluations
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Primary Best Practices – continued 

▪ Leverage the variability and differences between 
practices/teams to learn and strengthen collaboration 

▪ Remote meetings should be standard for multi-
organizational projects (increases accessibility and reduces 
time commitment) 

▪ Technical assistance related to technical considerations - 
such as legal barriers, data management/sharing, etc.

▪ Essential to have strong data analytics teams at all 
participating organizations 

Key Findings from Process Evaluations
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Successes & Lessons learned

The most common successes:

Other reasons to celebrate were:

Collaboration with partners

• Completing the contract for the project
• Having support from UW AIMS
• Having developed a financial sustainability workbook
• Project's potential to support clinical staff and improve client's 

health outcomes
• Enrolling the first patient
• The level of engagement of the first patients
• Having learned about the culture of other organizations 

involved in the work
• Learning how to do the work virtually
• Taking care of self, patients and the community

2

3

Support and engagement from  providers

Hiring staff for the program

Implementing the program

2

2

Frequency each success came up in the 6 survey responses.

Lessons learned:
• Exchange of information among care team members is 

essential to address care gap
• The global pandemic enhanced exchanges between 

organizations, helping them learn about each other's culture
• Using data to work on the equity tool brought new ideas for 

implementation and client engagement, and helped show the 
reason for doing the work

• Planning a training program for organizations that vary in their 
approach to IBH is a complex task

• It's important to assess the needs of the clinic PCPs and address 
them while staying in alignment with the model

It’s exciting to start this work and give attention to issues we’ve long 
wanted to improve (care coordination, shared client registry, EHR 
communication, whole person health care).(HH Innovation Fund grantee)

We learned how to live in a virtual world, take care of 
ourselves, and take care of our patients and 
community… virtually. (HH Innovation Fund grantee)
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Successes & Lessons learned

The most common successes:

Other reasons to celebrate were:

Making progress in managing and sharing data 
with partner

• Collaboration with partners
• Hiring staff quickly
• Having patients enrolled and engaged in the program
• Having support from UW AIMS
• Forming a steering committee to support the work
• Learning new tools for care coordination
• Getting feedback from program participants to inform future 

trainings
• Having patient stories that illustrate the importance of the 

work

3

4

Support and engagement from  providers

Implementing the program2

Frequency each success came up in the 6 survey responses.

Lessons learned:
• Each practice is unique and the pace of implementing care 

coordination is different for each site. 
• Having alignment on P4P goals helps partners have shared 

purpose and cross-organizational buy in. 
• In Q2, grantee learned they need to work on improving the 

communication between the organizations, as well as 
between teams.

Although Covid-19 continues to be a major challenge, we’re 
learning how to pivot and make progress on this project in 
spite of these challenges. Through this project, we’re learning 
about new care coordination tools that we haven’t previously 
used...(HH Innovation Fund grantee)

[One of the lessons learned is] the importance of 
establishing a defined scope for the program. This is 
especially difficult for practices just starting because 
they don’t have the data to support that decision yet. 
(HH Innovation Fund grantee)
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HealthPoint and Valley Cities - Collaboration in Action: Shared Care 
Between Community Mental Health and Primary Care

DESC and CHPW - Co-Designing a Low-Barrier MAT Benefit

Board Discussion Following - Sustaining whole person integrated care, 
particularly for people with complex health and related social needs, 
can be challenging. What are 1 – 2 things about today’s 
presentations that were particularly exciting to you and why?

Lessons from the Field – Coming Up
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Everyone Deserves Great Care

Collaboration in Action: 

Shared Care Between Community Mental Health 

and Primary Care

A HealthierHere Innovation Project

Michelle Glatt, PA-C, MPH (She/Her) 
Vice President of Population Health, HealthPoint

Sarah Jemley, RN, MSN, ACM, CMAC (She/Her) 
Director of Care Support, HealthPoint
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Everyone Deserves Great Care

Setting the Stage

2
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Everyone Deserves Great Care

▪ Primary Care established 1971

▪ FQHC

▪ Clinics throughout So King Co, Bothell 
& Redmond

▪ 11 Main sites + 6 School Based 
Health Centers & other satellite 
locations

▪ ~1,100 employees

▪ Dental, behavioral health, pharmacy, 
naturopathic medicine, nutrition, care 
coordination

▪ Behavioral Health established 1965

▪ Community Mental Health

▪ Clinics throughout So King Co, 
Seattle, Enumclaw

▪ 12 Main sites 

▪ ~350 employees

▪ Comprehensive behavioral health, 
employment & peer support, 
counseling, inpatient/outpatient, 
care coordination
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Everyone Deserves Great Care

HealthPoint Received 

HealthierHere 

funding in several 

key areas. The 

funding streams were 

integrated to test 

and build a new care 

model….today we 

will be discussing 

care for people with 

complex needs. 

Improved 
Health 

Outcomes

Population 
Health 

Data & 
Information

Health 
Equity 

Care for 
People with 
Complex 
Needs

Providing Care During a Global Pandemic – Telehealth/Vaccines
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Everyone Deserves Great Care

Value-Based Care Contracting as a Sustainability Plan? 

Value Based Care

Engage 
community 

and 
patients

Improve 
quality 

outcomes

Lower cost 
of care

Equitably…
It is important to note that projects like the one you 
will hear about today are dependent on HealthPoint’s 
strategic orientation toward value-based care 
payment systems.  

• Fee-for-service payment systems (with the emphasis on 
treatment and procedures over prevention and wellness) have 
limited innovation and collaboration across health & wellness 
sectors.

• Funding streams that reward value require asking a different 
set of questions about the root cause of health issues:
• Whole person care
• Social determinants of health
• Systemic oppression and racism 

• HealthPoint accepts funding opportunities like those generously 
offered by HealthierHere as part of an overall infrastructure 
development plan that will allow for participation in higher-
risk/higher-reward contracting designed to sustain those 
programs
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Everyone Deserves Great Care

Project, Team & Population Overview

6
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Everyone Deserves Great Care

▪ 2 Year Project: June 2020 – June 2022 

▪ Launched early in the pandemic, sustained and grew

▪ Year 1: Metric development, registry creation, team forming, 
1 Social Worker, 66 patients served

▪ Year 2: Revised & increased metrics, expanded patient eligibility, +2 Social Workers, 
165 total patients served

▪ Team met weekly for 2 years – still meet monthly for ongoing collaboration

Program Goal: To test how shared care management and social work resources 
impact a population with significant mental illness and chronic disease

Project Overview
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Everyone Deserves Great Care

Team Overview

Direct Patient/Client Support – 
Primary Care

Social Workers

Primary Care Provider

Leadership Support & Guidance – 
Primary Care

Senior Leadership Champion – VP of 
Population Health

Director of Care Support

Manager of Social Work & Care 
Coordination

Primary Care Clinician Advisor

Leadership Support & Guidance – 
Behavioral Health

Chief Medical Officer

Director of Continuous Quality 
Improvement 

Manager of Case Management & 
Care Coordination

Direct Patient/Client Support – 
Behavioral Health

Case Managers

Behavioral Health Clinician

Administrative Care Coordinators
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Everyone Deserves Great Care

Program & Team Strengths 

PDSA Mindset
Funding 

Connection
Shared goals, 

metrics

Team Attributes: 
Curious & 
Tenacious

Able to ask 
difficult 

questions

Openness to 
critique and 

response

Able to Make 
Mistakes & Learn

Focus on the 
project gave 

opportunity for 
ongoing 

collaboration 
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Everyone Deserves Great Care

Population Overview

▪ All patients shared between Primary Care (HealthPoint) and Behavioral Health 
(Valley Cities) and had CHPW Insurance

▪ Of 155 enrolled patients, majority were White (62%)

- Higher than HP population of 40% White

- Additional races/ethnicity: 15% Black/African Am, 5% or less each: More than 1, 
Asian, Native Hawaiian, Other Pacific Islander, or declined to specify

▪ Of 155 enrolled patients, 142 (92%) spoke English as primary language, 5 
Spanish 3%, 4 Arabic 3% and 1 Ukrainian, 1 Somali 1%.

- Higher than HP population: 65% primary language is English

▪ Most patients (45%) were in their 30’s or 50’s, ranged from children to 69yo

▪ Most patients lived in King County, most in the South Region in Des Moines, Kent, 
Auburn or Federal Way

▪ All patients received care in King County, all in the South Region

▪ Diagnosis Profile: Pain was top diagnosis - 94%, considerably different than 
primary care population overall
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Everyone Deserves Great Care

Top 10 Diagnoses All Enrolled 109 of 148
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Everyone Deserves Great Care

Key Model Elements

12
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Everyone Deserves Great Care

▪ Created a shared patient registry

- Used for patient list and team communication about updates (upcoming appts, outreach)

- Tracked clinical outcomes and progress – linked to PCP EMR (clinical data, assessments) and Collective 
Medical (hospital/ED Utilization)

- Valley Cities appts and data manually entered

- Created by HP Data Analyst – hosted on SharePoint at Valley Cities

- Social Workers and Case Managers used it

▪ The payer was the connecting third party who could provide a list of shared 
patients – who had assigned Valley Cities BH Provider and HealthPoint PCP?

- From a list of about 600 shared patients, 155 engaged for at least 3 months

▪ Agreed on exchanging information via BAA – freed up our care teams to openly 
collaborate without individual ROIs

Getting Started – A Note About Data Sharing
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Everyone Deserves Great Care

PCP Social Workers & BH Case Managers

Care Conferences & Information Exchange

Teams Partner to Support People with 
Complex Needs
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Everyone Deserves Great Care

An Integrated & Informed

Care Team

PERSON

Pharmacy

Specialist

Behavioral 
Health 

Clinician

Support 
System

Primary 
Care 

Provider

Social 
Worker

Behavioral 
Health Case 

Manager

Community 
Organization

Diagnoses   
 
Medications  

Recent ED/Hospital Utilization
  
Recent Social Challenges or 
Changes

Care Team Members
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Everyone Deserves Great Care

Project Outcomes

16
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Everyone Deserves Great Care

Diabetes A1c Control Summary 
▪ 18 enrolled patients had Diabetes

▪ Of these, 8 had Uncontrolled Diabetes 
(A1c > 9.0) before enrollment

▪ After 3 months of enrollment, Uncontrolled 
DM reduced by 37% 

▪ After 9 months of enrollment, Uncontrolled 
DM reduced by 50%
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Everyone Deserves Great Care

Hypertension Control Summary 
▪ 34 enrolled patients had HTN

▪ Of these, 10 had Uncontrolled HTN 
(BP >140/90) before enrollment

▪ After 3 months of enrollment, Uncontrolled 
HTN reduced by 50% 

▪ After 9 months of enrollment, Uncontrolled 
HTN reduced by 80%
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Everyone Deserves Great Care

Enrolled Patients Feel More in Control

23% REDUCTION IN 
DEPRESSION SYMPTOMS 

WITHIN 3 MONTHS 
OF ENROLLMENT

BEFORE:  82% had 1 -2  EMERGENCY 
DEPT VISITS/YR 

AFTER:  47% had 1 -2  EMERGENCY DEPT 
VISITS/YR

43% REDUCTION
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Everyone Deserves Great Care

Emergency Dept Visit Summary 
▪ 60 enrolled patients had ED Utilization 

before enrollment

▪ Of these, 49 patients (82%) had 
1-2 ED visits

▪ After at least 3mos. enrolled, 28 patients 
(47%) had 1-2 ED visits, a reduction of 
43%

▪ The program did not have an impact on 
patients with 3+ ED visits

Data Source: Collective Medical
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Everyone Deserves Great Care

30% 
REDUCTION 

IN THE 
LOWEST 

ENGAGEMENT 
LEVEL

Enrolled Patients are More Engaged with Care and 

Feel More Confident

58% 
INCREASE IN 
THE HIGHEST 
ENGAGEMENT 

LEVEL
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Everyone Deserves Great Care

Year 2 results (emotion-based design): 34% response rate (53/155)

Patient Satisfaction Survey

100% of 
questions were 
overwhelmingly 
positive

Positive comment 
theme: “Great 
care, excellent CC, 
love my doctor”

Negative comment 
theme: “Hard to 
get appt, don’t 
feel listened to”
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Everyone Deserves Great Care

Recommendations & Learning

23

121 of 148



24

Everyone Deserves Great Care

Recommendations & Learning Summary

Project Element Recommendations & Learning

Technology & Data 
Analysis

• Start w/tech you have rather than await ideal option
• Shared patient registry was key

Focus Population • Balance engagement with population complexity
• Utilize Health Equity data for focus

Metrics • Choose metric definitions & sources carefully for accurate measurement
• Align metrics with existing priorities

Patient/Client 
Engagement

• Patients were most engaged with <2 days to connection
• Leverage whichever team has closest connection w/pt

Care Conferences • Decide on key data to exchange: meds, diagnoses, utilization, barriers, goals
• Vital for exchange of information & team coordination

Cross-organizational 
team

• Rapid process improvement cycles beneficial
• Weekly team mtgs including all team members = focus & decision-making
• Sr leadership champion is effective

Timelines • Allow upfront planning time for team cohesion – 6mos
• Allow time for caseload building, staffing build
• 3yrs likely needed for full implementation

Clinical & Utilization 
Outcomes

• Follow workflows, intake, enrollment, graduation process for evaluation
• Shared metrics = shared motivation, accountability, outcomes
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Everyone Deserves Great Care

Complex MH - 
Suicidal

Depression 
controlled

Substance Use
Treatment 
Program & 

No Use

Homelessness Housed

No Primary 
Care

Understands 
Dxs, regular 

PCP visits

Not taking 
meds

Understands 
& takes meds

Unvaccinated, 
resistant

Vaccinated

No support, 
unengaged

Regular 
contact with 

Social 
Worker

Collaboration in Action: 

A Patient Story
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Everyone Deserves Great Care

Where Are We Now?

▪ Single contract 

▪ Mutual Access Project: Matching acuity at both organizations

▪ Psychiatric ARNP Project: Consultation, stabilization, escalation 
or discharge

▪ Shared Care Planning Project: Added local hospital to workflow
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Co-Designing a Low-Barrier MAT Benefit
June 15, 2023 
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Presenter Information

Jeremy Hoog, BSN, RN, MBE
Jeremy is a Psychiatric Nursing Supervisor for a low-threshold buprenorphine 

program at The Downtown Emergency Service Center (DESC) in Seattle, WA. 

Jeremy began his nursing career in 2018 working on the inpatient ICU stepdown 

unit at Virginia Mason where he treated a variety of conditions and participated 

in end-of-life care. Jeremy moved to DESC as a nurse in the buprenorphine 

program in 2020 after working in the hospital for the first eight months of the 

pandemic. Jeremy began pursing a Master of Bioethics while working at Virginia 

Mason and finished his degree after moving to DESC. Jeremy’s study in nursing 

and bioethics as well as his lived experience with opioid use disorder and alcohol 

use disorder all work together to inform his practice. He is passionate about 

applying an ethical lens to the treatment of those living with varying mental 

health and substance use issues. 

Courtney Ward, MPA
Mrs. Ward has over 15 years’ experience working in public funded programs and 

over 10 years’ experience working specifically in Medicaid; both in Arizona and 

Washington. Her work has spanned across both public health prevention services 

and behavioral health services for public, private and non-profit organizations 

and includes building and managing relationships and contracts with local county 

government, tribes, State and Federal agencies. Her current role at Community 

Health Plan of WA (CHPW) primarily focuses on Value-Based Payment (VBP) and 

Care Strategy; specifically, efforts that leverage cross functional teams and 

departments to ensure support for advancing high quality, cost effective care 

across all provider types. 
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Session At -A -Glance

3

• MOUD Innovation Project 
Background  

• MOUD Medicaid Service 
Gaps

• Development of Low 
Barrier MOUD Payment 
Model 

• Discussion/Q&A 
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MOUD Innovation Project Background  

4

▪ The objective of the MAT bundled payment prototype innovation project was to research the feasibility and design a 
prototype to test a new payment model that supports the delivery of low-barrier MAT services for people with opioid 
use disorder (OUD) 

▪ The project begun by assessing the services provided as a part of DESC’s low-barrier MAT model
▪ Medicaid  vs. Non-Medicaid Services 

▪ Analysis on CHPW members (i.e. Analysis King County MOUD CHPW Members (control group) vs. DESC CHPW Members (experiment group)

▪ Analysis and Development of appropriate Quality Metrics 

▪ DESC and CHPW worked to develop an innovative payment model design to support DESC’s MAT services 

▪ The initial goal of the project was to develop a payment prototype that improves access to low-barrier MAT services 
for a client population that experiences barriers to accessing and sustaining engagement in conventional MAT 
services, however, contracted model could fit any CBHA MAT Provider type

2020 (July)

DESC Awarded Grant from 
HealthierHere to start work in 

partnership with CHPW 

2021

Work Stalled 
Significantly due to 

COVID

2022

Met Monthly to 
Finesse Structure of 
Payment Prototype 

2023 (Jan)

Executed Contract 
to Test Payment 

Prototype
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Innovative Payment Models Take Time

5

REFINEMENT AND 
DEFINITION OF MAT 

SERVICES

EVALUATION OF EXPENSES 
TO PROVIDE LOW BARRIER 

MAT SERVICES

ANALYSIS OF MEMBER 
ENCOUNTER AND 
UTILIZATION DATA 

EXPLORATION OF VALUE 
MEASURES 

DEVELOPMENT OF MAT 
BUNDLE PAYMENT 

PROTOTYPE 
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Project Goals

Access
Improve access to low-barrier MOUD services for people 
living with OUD and complex health and social conditions 
that create barriers to accessing conventional office-based 
buprenorphine services. 

Sustainability 
Design an alternative Medicaid payment model to support 
low barrier MOUD services tailored to meet the needs of 
people living with complex needs. 

Health Outcomes
Improve the OUD and health outcomes of the priority 

population. 
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Low Barrier MOUD Service Delivery Approach

Flexibility Flexibility in scheduling, including availability of drop-in appointments.

Outreach
Providing outreach to engage people and deliver MOUD services in 
community-based settings (e.g., outside, shelters, housing). 

Medication 
Management Medication management support for MOUD and other medications.

Integration 
Collaboration and integration with primary care, behavioral health, 
pharmacy services, social services, and housing services. 
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Medicaid Service Gaps 

Priority Population: 
People Living with OUD 
and Complex Health and 
Social Conditions 

Behavioral Health Conditions

✓Opioid use disorder

✓Stimulant use disorder

✓Mood and psychotic disorders

Physical Health Conditions 

✓Acute and chronic wounds

✓Chronic, untreated conditions 

✓HIV and HCV
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Medicaid Service Gaps 

Priority Population: 
People Living with 
OUD and Complex 
Health and Social 
Conditions 

9

Social Determinants of Health

✓Chronic homelessness

✓History of trauma

✓Low income

✓Lack of access to basic resources

Barriers to Conventional Services 

✓Stigma and discrimination 

✓Lack of access to health resources
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Development of Low Barrier MOUD 
Medicaid Payment Model 
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Payment Model Goals 

Pilot Pilot between DESC and CHPW to test payment prototype. 

Learning Evaluation and equity plan to learn from pilot. 

Barrier Identification Identify Medicaid barriers to low barrier services & addressing SDOH. 

System Engagement Explore opportunities to expand benefit to additional providers and payors.
Collaborate with system partners to create more flexibility within Medicaid .
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Development of Low Barrier MOUD Payment Model 

12

▪ Goal: Execute contract between DESC and CHPW to measure 
effectiveness of a MAT Bundle Payment Prototype
▪ Utilize DESC CHPW members with an OUD Diagnosis (experiment group) to a 

controlled group to evaluate the effectiveness of a low-barrier MAT service

▪  Desired Outcomes:
▪ Strengthen relationship with DESC, a key Behavioral Health and Housing 

services providers in King County
▪ Evaluate Quality Performance

▪ Included Key Metrics to Evaluate Member Quality as well as Program Quality
▪ Evaluate Cost and Utilization 

▪ PMPM expenses for control vs. experiment groups
▪ Develop approaches that support individuals that are chronically homeless

▪ While experiencing homelessness is not a criteria for engagement in this program there 
is a strong overlap of individuals that are and/or have been experiencing homelessness 
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C&U Analysis Overview 

13

• “Bucketed” Expenses into Five Categories:
• Inpatient
• Emergency Department
• Primary Care
• Behavioral Health Outpatient
• All Other 

• Control Group:
• CHPW King County Members with a primary Dx of MOUD; no engagement with DESC

• Experiment Group:
• DESC CHPW Members with a primary Dx of MOUD 
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C&U Analysis Overview 

14

• Control Group:
• Utilization for both IP and ED visits increased 

• (22% and 29% respectively)
• PCP and BH OP utilization increased 

• (5% and 24% respectively)

• DESC Group:
• Member utilization for both IP and ED visits decreased 

• (28% and 26% respectively)
• PCP and BH OP utilization increased 

• (93% and 36% respectively)

• Additionally, we took a subset of this population to analyze DESC impact on those members 
who had a chronically homeless status (homeless >21 months)
• Overall PMPM decreased 
• Member utilization for both IP and ED visits decreased
• PCP and BH OP utilization increased 

• Conclusion: DESC engagement appears to have a greater impact on reducing high service 
expenses (inpatient) and increasing engagement in services that support penetration rates and 
member sustainability for our chronically homeless members (i.e. PCP visits and BH OP services)

**Utilization across all services decreased as of December 2022
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Clinical/Quality Components 

15

▪ DESC adopted DLA-20
▪ The DLA-20 Functional Assessment is a one-of-a-kind comprehensive 

functional assessment and outcome measurement tool for behavioral 
health providers who need a reliable and valid measure of their clients' 
level of functioning in daily living activities

▪ Required training and cost associated for the tool 

▪ Track retention of medication adherence

▪ No Prior Authorization Required  
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Clinical/Quality Components 

16

▪  Quality Measures 
▪ Execute the DLA-20 with every Member in the MAT program 

▪ Conduct quarterly updates to each Member’s DLA-20 

▪ Track Changes

▪ Track retainment of Members in ongoing Suboxone, Subutex, 
Vivitrol, and Sublocade treatment (based on Member self-report) 
at the following milestones:

▪ Number of individuals retained each month
▪ Number of individuals retained at three months 
▪ Number of individuals retained at six months
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Payment Model

17

▪ Payment Model – MAT Bundled Payment 
a. Contractor compensated with a bundled rate per member per month (PMPM); 

a. Directed Payments are applicable 

b. CHPW will pay DESC the MAT Bundled Payment upon receipt of a Clean Claim using T1041 HG;

a. Payment of the MAT Bundled Payment rate is limited to one claim per member per month 

b. Contractor will use best efforts to provide each Member for whom Contractor bills CHPW the 

MAT Bundled Payment a minimum of four (4) Medicaid Clinical Services 

a. Supplemental services for each PMPM must be billed with the HG modifier

c. Roster:
a. Rosters must be submitted regularly (i.e. new staff hired/staff leave)

b. All providers must be loaded for claims to pay accordingly 
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Next Steps 

18

1. Evaluate quality and cost and utilization quarterly
A. DESC and CHPW meet on a regular cadence to discuss work

B. Strategies, such as PDSA cycles, will be used to refine the prototype
A. DESC will survey clients a 2nd time during PDSA cycle to get feedback on clients’ experience & 

ideas of how to improve MAT services.

2. Final Evaluation
A. Assess sustainability and scalability

3. Share the prototype & lessons learned with other providers, MCOs, & 
health care stakeholders
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Project Opportunities and Obstacles

19

▪ Opportunities 
▪ Data Sharing

▪ Shared approach, intent 
and decision making 

▪ Commitment by both 
parties – open 
communication 

▪ Obstacles 
▪ Provider in King County

▪ Contract Language 

▪ Operational 
Implementation

▪ Onboarding 

▪ Not enough time – EVER  
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Questions? 

20
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Equity | Community | Partnership | Innovation | Results 

Glossary of Terms 
 
ACH Accountable Community of Health 
AI/AN American Indian/Alaska Native 
AIM Analytics, Interoperability, and Measurement, part of the Health Care Authority 
AIMS Advancing Integrated Mental Health Solutions, part of University of Washington  
AMDG Agency Medical Directors’ Group 
BHO Behavioral Health Organization 
BMI Body Mass Index 
BRFSS Behavioral Risk Factor Surveillance System  
CMS Centers for Medicare & Medicaid Services  
CBO Community-Based Organizations 
CCM Chronic Care Model 
CCV Community/Consumer Voice Committee 
CDP Chronic Disease Prevention and Control Project  
CDR Clinical Data Repository 
CEO chief executive officer 
CHARS Comprehensive Hospital Abstract Reporting System  
CHW Community Health Worker(s) 
CLS Community Learning Sessions 
CMCH Center for Multi-Cultural Health 
CMS Centers for Medicare & Medicaid Services  
DAST Drug Abuse Screening Test 
DCHS Department of Community and Human Services  
DPC Demonstration Project Committee 
DPP Diabetes Prevention Program 
DSHS Department of Social and Health Services 
DSRIP Delivery System Reform Incentive Payment  
DT Design Team 
DY1 DSRIP Year 1 
ED Emergency Department 
EHR Electronic Health Record 
FIMC Fully Integrated Managed Care 
FFS Fee-For-Service 
FPL Federal Poverty Level 
FQHC Federally Qualified Health Centers 
GAD Generalized Anxiety Disorder 
G2P Guidelines to Practice 
HCA Health Care Authority 
HCP LAN Health Care Payment Learning & Action Network  
HHSTP Health and Human Services Transformation Plan  
HIE Health Information Exchange 
HIT Health Information Technology 
HKCC Healthy King County Coalition 
HUD U.S. Department of Housing and Urban Development  
IDC Integration Design Committee 
IHCP Indian Health Care Provider 
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Equity | Community | Partnership | Innovation | Results 

ILC Interim Leadership Council 
IOM Institute of Medicine 
IPT Investment Prioritization 
IT Information Technology 
ITU Indian Health Service, tribally operated, or urban Indian health program  
JAMA Journal of the American Medical Association 
KCACH King County Accountable Community of Health  
LEAD Law Enforcement Assisted Diversion 
LGBT Lesbian, Gay, Bisexual, and/or Transgender  
LOI Letter of Intent 
MAT Medication Assisted Treatment 
MCO Managed Care Organization  
MeHAF Maine Health Access Foundation  
MHIP Mental Health Integration Program 
MIDD Mental Illness and Drug Dependency  
MOU Memorandum of Understanding 
MTP Medicaid Transformation Project(s) 
MVP Medicaid Value-Based Purchasing 
OUD Opioid Use Disorder 
P4P Pay-for-Performance 
P4R Pay-for-Reporting 
PAL Partnership Access Line 
PCORI Patient-Centered Outcomes Research Institute  
PCP Primary Care Provider 
PHSKC Public Health – Seattle & King County 
PIMH Partnership for Innovation in Mental Health  
PMD Performance Measurement and Data 
PMP Prescription Monitoring Program  
PRISM Predictive Risk Intelligence System  
PSH Permanent Supportive Housing 
QBS Quality Benchmarking System 
RHIP Regional Health Improvement Plan 
RHNI Regional Health Needs Inventory 
SAMHSA Substance Abuse and Mental Health Services Administration  
SBIRT Screening, Brief Intervention, and Referral to Treatment  
SCORE South Correctional Entity 
SIHB Seattle Indian Health Board 
SIM State Innovation Model(s) 
SUD Substance Use Disorder 
TA Technical Assistance 
TSP Transition Support Program 
UIHI Urban Indian Health Institute 
US United States 
VBP Value-Based Payment 
VOCAL-WA Voices of Community Activists and Leaders, Washington State Chapter  
WAC Washington Administrative Code 
WSHA Washington State Hospital Association 
WSMA Washington State Medical Association 
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Board Meeting Evaluation Form (also available online at HERE)  
 
 
 
 

On a scale of 1 to 10, how would you rate the quality of today’s meeting? 
 
 
 
 
 
What would it take to make it a 10? 

 
 
 
 
 
COMMENTS (optional) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Equity | Community | Partnership | Innovation | Results 
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https://www.tfaforms.com/4961725

	02_GB Meeting Minutes 06.01.2023.pdf
	June 1, 2023, 1:00 p.m. – 3:30 p.m.
	Governing Board Meeting
	Welcome & Introductions
	Board Business
	Equity Moment
	• Matias Valenzuela and Andrea Yip
	The Executive Committee recommends the Board approve two new appointments. More information can be found in the pre-read packet starting on page 16. Time was given for Q & A.
	Public Comment
	Overview & Status of HH’s C2C Network (Community Information Exchange)
	Thuy Hua-Ly introduced Rim Cothren HH contracted CTO. Their presentation will consist of where we started, where we are and where we hope to be. Highlights below:
	 Overview of “What is Community Information Exchange?”
	 Feedback from the community
	 Benefits of the Connect2 Community Network
	 Overview of Advisory group and their roles and responsibilities.
	 Review of the “Soft Launch” that occurred on April 1st
	 Reviewed plan for 2023 & 2024
	Time was given for Q & A
	Waiver Renewal Overview and Status
	Thuy Hua-Ly introduced Cathy Kaufmann from Artemis Consulting. Their presentation will consist of an introduction to Washington’s 1115 Medical Waiver. Highlights below:
	 Overview of what is Medicaid 1115 Demonstration Waiver
	 Waiver goals
	 Continuous Apple Health enrollment for children up to age six
	 Apple Health coverage for 12-months after pregnancy
	 Re-entry coverage and services after incarceration
	 Accelerating care delivery and payment innovation focused on health-related social needs and equity - now framed as “Taking Action for Healthier Communities” (TAHC)
	 HCA proposing Community Hubs (why, what is a Community Hub, & key elements of the hub)
	 Reviewed the new acronym HRSN (Health Related Social Needs) and what constitutes as an HRSN.
	 Discussed the following: Community- Based Workforce, Equity Investment Fund, and Funding.
	Time was given for Q & A.

	03_CEO Report August  2023.pdf
	It’s my pleasure to write to you for the first time as HealthierHere’s new CEO. Six weeks into the role, I am grateful to have been welcomed with open arms by this collective of change-makers. Throughout the course of my onboarding, I have seen the re...
	As we emerge from the liminal space of the last year or so, we have an ideal opportunity to refresh and strengthen our commitment to embody our stated values of equity, community, partnership, results, and innovation. To authentically advance our miss...
	With these goals in mind, we are excited to have begun working with Be Culture to co-develop our organizational culture from the bottom up and top down. They are supporting us to create HealthierHere’s first internal Culture Charter and accompanying I...
	Now, it’s time to celebrate! The Centers for Medicare & Medicaid Services (CMS) recently approved the renewal of Washington state’s Section 1115 Medicaid demonstration waiver, also known as the Medicaid Transformation Project (MTP), with the MTP renew...
	We're thankful that CMS is continuing to work with HCA and the Accountable Communities of Health (ACHs) to innovate and break down silos to be able to treat and support people as whole people. We know that treating people holistically requires barrier...
	MTP 2.0 more intentionally addresses whole-person care, health-related social needs (HRSNs), connecting people to services and supports they need to thrive, and coordinating services to increase their effect. Through MTP 2.0, HCA is funding the 9 ACHs...
	HealthierHere recently concluded Care Connect 1.0, the King County part of the Care Connect Washington program supported by Washington State Department of Health. Care Connect 1.0 provided immediate support and direct services to people who tested pos...
	 2,721 households supported by food access (grocery orders), with 1,297 households supported by HealthierHere directly.
	 1,342 clients supported with household assistance for rent/mortgage/utilities (HARs), with 709 clients supported by HealthierHere directly.
	 Close to $2 million in HARs paid out in total, with $851,000 paid out by HealthierHere via our contractor Solid Ground.
	 27 community health workers employed across our Care Coordination Agency network to support community members.
	 13 languages spoken by HealthierHere Community Hub CCA staff who provide linguistically and culturally responsive referral services.
	Now we are excited to announce the launch of Care Connect 2.0. This new iteration builds on the learnings from 1.0 and broadens the scope of eligibility to anyone impacted by the COVID-19 pandemic. This is intended to benefit individuals and families ...
	As of July 1st, 2023, Care Connect 2.0 focuses on COVID recovery rather than isolation and quarantine support. Direct services like grocery delivery orders, financial assistance, and care kits are no longer available through Care Connect. Instead, the...
	On a related note, we are thrilled to welcome Anne Farrell-Sheffer to HealthierHere as our first Director of Community Information Exchange (CIE) and Care Coordination. Anne brings to this role a significant amount of leadership experience in the heal...
	Finally, I want to acknowledge two of HealthierHere’s projects that recently wrapped up: the Health Literacy Project (in partnership with Public Health-Seattle & King County and 28 local organizations), and the Culturally Responsive and Inclusive Heal...
	Looking back on these pages, taking in all the innovation, expertise, and dedication demonstrated across our organization and network, I am reminded of the reasons I was drawn to the CEO role with HealthierHere. You all have built something very speci...
	Sincerely,
	John Kim
	CEO, HealthierHere
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	Responsibilities
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	Meetings
	Decision Making
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	Slide 4: Key Findings from Process Evaluations
	Slide 5: Key Findings from Process Evaluations
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	Slide 8: Key Findings from Process Evaluations
	Slide 9
	Slide 10
	Slide 11: Lessons from the Field – Coming Up
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	Slide 1: Collaboration in Action:  Shared Care Between Community Mental Health and Primary Care A HealthierHere Innovation Project
	Slide 2: Setting the Stage
	Slide 3
	Slide 4: HealthPoint Received HealthierHere funding in several key areas. The funding streams were integrated to test and build a new care model….today we will be discussing care for people with complex needs. 
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