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King CountyHospitals for aHealthier Community
(HHC) is a collaborative of all 12 hospitals and
health systems in King County and Public Health–
Seattle &King County. For this report,HHC
members joined forces to identify important 
health needs and assets in the communities they
serve. Hospital representatives listed on page 3
are community benefit, public health, and health
administration leaders. The staff at Public Health‐
Seattle &King County who spearheaded the 
effort includes experts in policy development,
epidemiology, developmental psychology, and
health services research. HHC members have also
worked together to increase access to healthy foods
and beverages in their facilities and to address
access‐to‐care issues by assisting with enrollment of
residents in free or low‐cost health insurance.

This Community Health Needs Assessment (CHNA) is
an HHC collaborative effort that fulfills Section 9007
of the Affordable Care Act. The report presents data on:

■Description of Community: In an increasingly
diverse population of 2 million, large health
inequities persist. Rates of poverty and homeless‐
ness continue to rise.

Summary

“Hospitals are 
‘cornerstone institutions,’ 
they are major forces
in the community and 
should work to 
improve conditions.

They have influence.”
– King County physician

■LifeExpectancyandLeadingCauses of Death:
Life expectancy in King County neighborhoods can
vary by up to 10 years. Leading causes of death
among older adults are cancer and heart disease,
while injuries are the leading causes of death among
children, teens, and young adults.

■Chronic Illness: Disparities in chronic illness by
race/ethnicity, poverty, and neighborhood are con‐
siderable.Asthmaanddiabetesare common in adults
and children. The leading causes of hospitalizations
(after pregnancy/childbirth) are heart disease, injury,
mental illness, and cancer.
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CommunityInput
We invited community coalitions and organizations
to tell us about the assets and resources that help
their communities thrive. These gatherings were 
held in 2015 over a period of several months during 
existing community meetings whenever possible that 
informed the needs represented in the CHNA. The
assets most frequently mentionedwere existing
partnerships and coalitions, community health
centers, faith communities, and food programs.

We also asked community representatives to identify 
concerns about health needs in their communities.
Common themes included:

1)theimportanceofaculturallycompetentworkforce 
in addressing health disparities;

2)acknowledgementthathealth isdeterminedbythe
circumstances inwhichpeopleareborn,growup,live,
work, and age, which are in turn shaped by a broad
set of forces;

3)the need for hospitals to engagewith communities
and develop authentic partnerships; and

4)the influential role of hospitals as anchor
institutions in addressing social, economic, and
behavioral factors.

Summary
Continued IdentifiedHealth Needs, Assets, 

Resources, andOpportunities
The report integrates data on HHC’s identified
health needs with input from community organiza‐
tions about assets, resources, and opportunities 
related to those needs:

■Access to Care: Lack of health insurance is
common among young adults, people of color, and
low‐income populations. For 1 in 7 adults, costs are a 
barrierto seekingmedical care.Opportunities include
providingassistancetotheuninsuredorunderinsured,
addressing issues of workforce capacity and cultural
competency, ensuring receipt of recommended
clinical preventive services, supporting non‐clinical
services, and increasing reimbursement for oral
health care.

■Behavioral Health: Access to behavioral
healthcare, integration of behavioral and physical
healthcare, and boarding of mental health patients 
were identified as key issues. Opportunities include
use of standardized referral protocols, coordinated
discharge planning, and increased capacity for 
integrated healthcare.
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■MaternalandChild Health:Disparities in adverse
birthoutcomespersist,andthepercentageofbirths in
whichmothers obtained early and adequateprenatal
careistoolow.Community‐basedorganizationsstress
the importance of baby‐friendly hospitals, quality
prenatal care, and ongoing social support, as offered
by home visiting programs.

■PreventableCauses of Death include obesity,
tobacco use, and lack of appropriate nutrition and
physical activity.More than half of adults and 1 in 5
teens are overweight or obese, so increasing access
to healthy food and physical activity is critical. In the
face of declining resources for tobacco prevention/
cessation and persistent disparities in tobacco use,
evidence‐based opportunities include anti‐tobacco
messaging and brief clinical tobacco screening.

■ViolenceandInjury Prevention: Deaths due to
falls and suicide are both rising; and distracted/
impaireddrivingconcernsbothcommunitymembers
and law‐enforcement officials.Opportunities include
regional coordination and standard implementation
of best practices in violence injury andprevention (in‐
cluding prevention‐related primary care assessment/
screening).

Summary
Continued The HHC collaborative and individual hospitals and

health systems already partner or are interested in
partnering with community coalitions and organiza‐
tions in implementing strategies informed by this
assessmentandothertools.Workingtogether,hospitals
and health systems, public health, and communities
can reducehealthcarecostsand improvethehealthof
all people in King County.
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King County hospitals play a significant role in the
region’s overall economy and health. In addition to
providing safe and high‐quality medical care, these
institutions work to improve regional health through
community benefit programs that promote health in
responsetoidentifiedcommunityneeds.King County’s
hospitals and health systems have joined forces with
Public Health‐Seattle &King County to identify our
communities’strengths and greatest needs in a 
collaborative called“Hospitals for aHealthier Commu‐
nity”(HHC).

This assessment embraces a broad concept of health
that includes social, cultural, and environmental 
factors that affect health.Working collaboratively
both within and outside the health system envi‐
ronment, King County hospitals can help build on
expertise and resources to address critical health
needs in King County and to address the“triple aim”
of health care.

Members of the King County HHC are collaboratively
addressing challenges related to diabetes, obesity,
and access to care.All haveadopted aHealthy Food in
Healthcarepledge,andareworking to increaseaccess
to healthy food choices within their facilities. During
the first open enrollment period under the new
Affordable Care Act provisions, each member

promoted enrollment in communities where 
residents were likely to be eligible for free or low‐
cost health insurance.

Thepurposeof this first jointcounty‐widecommunity
health needs assessment (CHNA) is to highlight 
strengthsandareasofneedthatcutacrossgeographies
and present opportunities for collaboration between
public health, hospitals, health systems, community
organizations, and communities.

The Affordable Care Act provides a framework for the
existing structure of hospital community benefit
programs by requiring a CHNA every three years,
accompanied by annual implementation strategies.
We hope that interested organizations and the
public can use this assessment to coordinate efforts 
and leverage resources.

In accordance with the Affordable Care Act, this
report includes:

1) A description of the community served

2) Leading causes of death

3) Levels of chronic illness

Introduction
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In addition, this reportprovides qualitativeand quan‐
titative information about the following identified
health needs:

4) Access to care

5) Behavioral health

6) Maternal and child health

7) Preventable causes of death

8) Violence and injury prevention

Supplemental data for each indicator are presented
in Appendix D. Additional indicators for each health
need above, as well as data for other health needs,
are online atwww.kingcounty.gov/health/indicators.
Detaileddata are reported,when available, for neigh‐
borhoods, cities, and regions in King County, and by
race/ethnicity, age, income/poverty, gender, or other
importantdemographic breakdowns.Whenpossible,
comparisons are also made to theWashington State 
average and national Healthy People 2020 objectives 
(www.healthypeople.gov).

Working Together Towards 
Healthier Communities
Across the region, health care reform is catalyzing
newlevelsofcollaborationacrosshospitalsandhealth
systems, public health, social services, housing,
community development, and other sectors that 
address the underlying determinants of health for 
King County’s residents.There is widespread recogni‐
tion that achievementof the“triple aim”of enhancing
the patient experience of care, improving the health
of populations, and reducing the per capita cost of
health care will require new bridges across systems
that have been historically siloed.i

The CHNA complements and stands to help acceler‐
ate the goals of local and state health transformation
plans. The King County Health and Human Services
TransformationPlan calls for a shift fromwhat today is
a crisis and sick‐care oriented system, to one focused
on prevention, wellness, and the elimination of dis‐
parities. Community partnerships that address the
upstream, nonmedical drivers of health are a key part 
of ultimately achieving the triple aim.

Washington State’s roadmap for health transforma‐
tion,HealthierWashington,alsorecognizesthathealth
happens at the local level, and that communities are 
at the core of bringing about the changes that will

Introduction
Continued
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improve the health of their residents.Regional health
assessments and regional health improvement plans
are identified as critical elements for driving health
transformation. As a foundational piece of regional
health assessment work that can be built upon in the
years ahead, the CHNA helps lay the groundwork for 
future community partnerships and well‐aligned
strategies that will succeed in responding to the
identified needs.

Methods
In crafting their approach to this report, HHC mem‐
bers defined health broadly and used a population‐
based community health framework to identify 
health needs and establish criteria for selecting
key indicators within each health topic. To identify 
community concerns and assets, they interviewed
stakeholders, consulted recent community‐based
reports, and pulled information from previous
hospital CHNAs.While hospitals and health systems
reached consensus on a core set of topic areas, each
hospital may also gather additional information
specific to its service area.

Figure1: Impact on Population Health

Recognizing that theCHNA is not intended to provide
comprehensive data for each specialized topic,
indicators for this report were selected according to
the following criteria:

1)Ability to address health equity,particularly by age,
gender, race/ethnicity, geography, socioeconomic
status, although not all demographic breakdowns

Introduction
Continued

Socioeconomic
factors
40%
Education
Employment 
Income
Family/social
support
Community
safety

21 may be available for all indicators.
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2)Availability of high‐quality data that are popu‐
lation‐based (where possible), measurable, accurate,
reliable, and regularly updated.Data should focus on
rates rather than counts.

3)Ability to make valid comparisons to a baseline or 
benchmark.

4)Prevention orientation with clear sense of direction
for action by hospitals for individual, community,
system,healthservice,orpolicy interventionsthatwill
lead to community health improvement.

5)Ability to measure progress of a condition or 
process that can be improved by intervention/policy/
system change,and a capacity to affect change exists.

6)Alignment with local and national health care 
reform efforts including the triple aim.

Indicators that satisfied these criteria were analyzed,
using appropriate statistical methods, by Public
Health–Seattle &King County.Data were compiled
from local, state, and national sources such as the
U.S. Census Bureau, U.S. Centers for Disease Control
and Prevention,Washington State Department of
Health, and King County.

Input was also gathered from people representing
the broad interests of the communities served by
HHC hospitals and health systems.Three methods

an online survey; and a review of recent reports on
local health needs.The following interview ques‐
tions were used for the in‐person interviews and
online survey.

1)What are the main concerns you or your organiza‐
tion have about (topic) right now?

2)What are the people, places, and things that make
your community healthy, safe, and strong and tell us
why these people, places, and things are important?
Thesecould includeorganizations, leaders, coalitions,
initiatives,policies,orphysical/environmentalattributes.

3)What programs or projects are happening or
planned that are most relevant to the identified
needs?

4)How can hospitals and health systems be involved
in addressing the issues you have identified?

5)What are the most significant gaps in resources,
coordination, etc. in this area?

6) Is there anything else you would like to add?

Key limitations of this report include 1) incomplete 
or inadequate quantitative data on some topics of
interest and 2) our inability to summarize every as‐
set and opportunity in King County. For example,
although we report data on fruit/vegetable con‐
sumption, comprehensive population‐based data on

Introduction
Continued
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time reveals persistent disparities by race, income,
and place.

healthy lives and achieve their full potential.
23

healthy eating are simply not available. In addition,
resource limitations prevent us frommentioning all of
the valuable organizations and assets in our commu‐
nities.We look forward to continuing to learn more 
about community strengths and resources.

More details about the CHNA methodology are 
included in Appendix A.

CommunityStrengths andResilience
Overall, King County has a strong economy and
ranks among the top counties in the nation on
indicators of health and wellbeing. In part because
of high levels of immigration, we are home to some
of the most diverse communities in the U.S. The
unique cultural strengths and assets of these com‐
munities benefit the entire region.We also benefit
from strong institutional assets including faith com‐
munities, governments, hospitals and health sys‐
tems, universities, philanthropies, and non‐profits. In
addition, many small programs help our communi‐
ties thrive, and individuals come together to create 
support networks for friends, family, and neighbors.

However, the benefits of our strong and healthy
county are not experienced equally by all. Across the
region, communities differ in their assets and their 
opportunities for improvement.Tracking results over

Displayingdatabycensustract(seeKingCountyHealth, 
Housing andEconomicOpportunityMeasuresmapon
the next page) helps identify neighborhoods with the 
greatest opportunities for improving health.Themap
shows that areas in the southern part of the county
and south Seattle, along with pockets in East and
North Regions, generally fareworse than other areas.

Looking at one component of the health/well‐being
index, for example, average life expectancy for
King County residents is 82 years, 3 years longer than
the national average of 79 years.Within the county,
however, life expectancy varies by almost 10 years –
from 77 years in South Auburn to 86 years inWest 
Bellevue.Many other health and social indicators—
such as housing quality, alcohol‐related deaths,
obesity,lackofhealth insurance,and smoking—show
similar patterns of inequity.

Despite these disparities, the leading risk factors and
causes of illness affect us all and call for collective 
action to give everyone a fair chance to live a healthy
life.Each region of the county is affected by the issues 
covered in this report and each region has unique
assets and resources for addressing them.Working
together, hospitals, health systems, public health, 
community organizations and communities can
improve living conditionsand residents’ability to lead

Introduction
Continued
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RANKING

Census Tracts ranked
by an index of
health, housing and
economic opportunity
measures.

POPULATION
MEASURES

Dark red areas  Dark blue areas 
populations populations
most impactedleast impacted

Life expectancy

Health, broadly defined:

74 years 87 years

Unemployment 13%

Data Sources: U.S. Census Bureau,BRFSS, CHARS 
Produced by:Public Health ‐ Seattle&King County

3%

Lowest Ranked

Highest Ranked

Seattle

Seattle

Bellevue

Renton

Kirkland

Redmond

Sammamish

Shoreline

Burien Tukwila

SeaTac
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Newcastle

BothellKenmore

e Valley

iamond

Woodinville

Mercer Island

Milton Pacific

Lake Forest Park

Medina

Normandy Park

Yarrow Point

King CountyHealth, Housing
andEconomicOpportunityMeasures

24

Adverse childhood experiences 20% 9%
Frequentmental distress 14% 4%
Smoking 20% 5% Des Moines Kent
Obesity 33% 14%
Diabetes 13% 5% Covington
Preventable hospitalizations 1.0% 0.4% Mapl
Housing:
Poor housing condition 8% 0% Federal Way Auburn Black

D
Economic opportunity:
Low‐income, below200% poverty 54% 6% Algona
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Opportunities for Better Health
In King County—as in communities across the
nation—neighborhood conditions, race, income,
language, and education are highly correlated with
disease burden and life expectancy. Community
health data consistently show that these determi‐
nants of health—shaped by local distributions of
money, power, and resources—cannot be ignored if
we hope to improve individual healthcare and
health outcomes.

The relationship between lack of opportunities and
poor health is clear:King County neighborhoodswith

Onecounty, different opportunities
Income<200% poverty Nohigh school degree

the lowest educational attainment and highest
levels of poverty are also the areas with the great‐
est concentrations of obesity, diabetes, and many
other adverse health outcomes. Equal access to
opportunities such as education, housing, and jobs
is necessary for all people to thrive and achieve their 
full potential.

Because health services account for only around 20
percent of overall health, this report highlights com‐
munity health needs that will require non‐clinical as 
well as clinical approaches by hospitals and health
systems and their partners. ii

Obesity

25
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This section reports on common themes and
issues that came up in our conversations with
community coalitions, other community
organizations, and subject matter experts.
Additional community input can be found in
individual chapters of this report.

BasicNeeds
Throughout the community interviews conducted
for this report and in previous community assess‐
ments, residents voiced the importance of meeting
basic needs if they are to fulfill the potential for a 
healthy life. Basic needs most frequently mentioned
includedaffordablehousing,transportation,accessto
care (adult dental and behavioral health especially),
public safety, living wages, and opportunities to
purchase healthy food and be physically active.
Poverty emerged throughout these conversations,
most often as a barrier to improved health.

Community members identified access tosafeand
affordablehousing as a major concern.What is
beingdonetoimproveandpreserveexistingaffordable
housing stock and what is being done to encourage
new affordable housing? If affordable housing is not
preserved, residents may be uprooted from their

communities and risk losing long‐standing social and
emotional connections as well as ties to important 
social and cultural institutions.

Accessible andaffordabletransportation was 
identified as a key component of communities in
which economic opportunity might be experienced
byall.Ample research supportsthenotionthatreliable
transportation to job and education centers can
make the difference between poverty and economic
stability.KingCountyresidents,especially insuburban
cities,relyon public transportation–notonly to get to
their jobs, but also to access healthy food and partici‐
patesafely inphysicalactivities.Communitymembers
identified theneed formoreefficientbus services and
improvedconnectionstomultiplepartsof thecounty.
Respondents also spoke to the need for additional
transportation options, especially for older and/or
disabled adults and families.

Respondentsareaskinghospitalstousetheirinfluence 
not only to promote and protect good health, and
prevent ill health, but also to work collaboratively
across all sectors to developsystemstoaddress
basicneeds andreducehealth inequities.While
these issues may seem beyond the realm of a hos‐
pital’s mission, hospitals locally and nationally are 
working with communities to address basic needs.

What We 
Heard 
from the
Community–
Key Findings
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Cultural Competency
Multiple service providers, community members,
and strategic plans called out the importance of
providing culturally competent and respectful 
services to all people regardless of their race,
income, language, beliefs, or the complexity of their 
situation. Community members expressed the
importance of cultural and linguistic competency
and that it must be taken into account when
designing new interventions, practices, and services.
King County hospitals have many opportunities to
partner with organizations that, because of their 
strong ties to particular population groups, can
help the hospitals offer culturally specific services. A
shortage of bilingual and bicultural behavioral
health service providers in King County emerged as 
a significant workforce capacity issue. (Workforce 
diversity is addressed in the Access to Care chapter.)

Support for these recommendations also comes
from theWashington State’s Governor’s Interagency
Council on Health Disparities, which has called for 
increased attention to cultural competency and
diversity in the healthcare workforce. A new guide
released by the Equity of Care initiative, Becoming
a Culturally Competent Health Care Organization, 
outlines steps and educational techniques.iii

Additional guidance on providing culturally and
linguistically appropriate services is available from
the federal Office of Minority Health.iv

Community Input andInclusiveness
Stakeholders want assurance that traditionally un‐
and under‐represented communities will be at the
table during community health needs assessments 
and improvement processes. Community engage‐
ment and empowerment is considered essential to
improving the health and wellness of King County
communities. Community representatives view
hospitals as “major forces in the community”and
would like them to welcome community members
as full partners in making decisions to improve 
community conditions. The community‐engage‐
ment process should offer opportunities for 
communities to express their views and have a 
meaningful role in decision‐making.What interviewees 
described is much more than just engagement; it is
“power sharing 101.”

Many expressed desire for an ongoing,“two‐way
conversation”with hospitals instead of meetings
that happen once every three years.Many believe 
that ongoing communication between hospitals and
community groupswill yieldmore relevant information

What We 
Heard 
from the
Community–
Key Findings
Continued
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about community needs than fixed‐interval formal
assessments. Several different approaches to en‐
gagement were suggested. One suggested strategy
was to have hospital staff attend community‐based
coalition meetings on a regular basis. Another was 
for hospitals to partner with existing community
organizations to offer programs jointly.An important 
take‐homemessagewas,“Don’trecreatewhatalready
exists, but collaborate.”

Health InsuranceCoverage, Health
Literacy, andNavigating Healthcare
Services
These three issues were repeatedly highlighted as 
continuing challenges to improving the communi‐
ty’s health. Respondents stressed the fact that some
people will always “fall through the cracks”and
remain uninsured.They expressed concern about
people with incomes above 138% of the Federal
Poverty Level (FPL) who didn’t enroll in health insur‐
ance because they could not afford the premiums,
and about those who enrolled but may fall behind
in paying their premiums. Lack of access to adult
dental care due to the low Medicaid reimbursement 
rate was also mentioned. But, as one participant 
said,“Access requires more than health insurance.”
People also need to understand basic health issues

and know how to navigate the healthcare system. 
Understanding how the health system works, in‐
cluding the specific services and benefits people are 
eligible for, was identified as a continuing challenge.
Patients are afraid of the cost of care. Respondents 
reported that many people don’t know how to shop
for health insurance that enables them to continue
receiving care from their current provider. Commu‐
nity health workers, cultural navigators, and in‐per‐
son assisters were perceived as helpful in addressing
all three concerns.

CommunityAssets & Resources
Although never all‐inclusive, identification of com‐
munity assets and resources is essential to a com‐
munity health improvement process.We invited
stakeholders to tell us about the people, places,
policies, and programs that help their community
thrive. Community strengths relevant to identified
health needs are highlighted in each section (e.g.
maternal and child health).We capture just a few of
the frequently mentioned assets below:

Partnerships, coalitions, andcollaborations:

What We 
Heard 
from the
Community–
Key Findings
Continued



Section 
Headline 
Blue
Continued

Group Health
Community Health
Needs Assessment
2016–18

19

Group Health
Community Health
Needs Assessment
2016–18

29

Across the board—whether the focus was 
mental health, violence and injury prevention,
healthy eating and active living,or infantmortality—
existing partnerships and coalitions were identified
as key community strengths that are essential for 
success in improving the health and well‐being of
King County communities. At the same time,many
respondents believed coordination among com‐
munity‐based organizations could be improved.
They stressed the need for increased collaboration
between community‐based organizations, govern‐
mental agencies, advocacy organizations, hospitals
and health systems, and the private sector.

Faith institutions: Faith‐based institutions and com‐
mittees were recognized for their tireless efforts to
address homelessness, food insecurity, and other basic
needs (e.g. Eastside Interfaith Social Concerns Council).

Community health centers: Community health

centers, particularly clinics that specialize in providing
culturally sensitive and appropriate care, were 
respected for their outreach to and care for hard‐to‐
reach, underserved, and marginalized communities.

Foodprograms: Food banks and other food‐related
programs (e.g. Fresh Bucks) were recognized as 
valued resources for families struggling with food
insecurity, a key health concern.

What We 
Heard 
from the
Community–
Key Findings
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Description 
of 
Community

The focusareafor this community health needs
assessment is King County, the commoncommu-
nity for all hospitals participating in the HHC
collaborative. King County is the 13th most
populous county in the United States.With an
estimated 2013 population of 2 million and growing,
King County is home to one‐third ofWashington
State’s population. King County includes Seattle and
38 other cities, plus unincorporated areas, rural areas,
19 school districts, and 12 hospitals and health
systems. South Region has an estimated 704,000 
residents, larger than Seattle (617,000), East Region
(514,000) and North Region (122,000). More detailed
demographic information about King County and
the 4 regions is located in Appendix D.

Children and teens represent 21% of the King County
population, and 11% of the population are 65 or older.
Almost one quarter (24%) of adults has a disability.
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King County:
home to 2 million and 
increasingly diverse
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Data source: US Census Bureau, Census 1980, 2010

Changing Demographics
As King County’s population continues to grow, it is
also experiencing dramatic demographic shifts:
increasing diversity, increasing poverty, and
large health inequities compared to other large
counties in the U.S. Successive waves of immigrants 
and refugees from Asia, the Horn of Africa,

Central America, and the former Soviet Union have 
transformedthepopulation.Manyofourforeign‐born
residents are refugees with complex needs. As they
integrate into society, these new residents can face 
enormous challenges, including language barriers,
isolation, past trauma, poverty, and disability.

32 Percentages may not add up to 100% due to rounding
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King County, 1980
Population: 1,269,898

King County, 2010
Population: 1,931,249

Populationunderage
18 King County, 2010
Population size: 413,502

White/non‐Hispanic 87%

Asian/Pacific Islander 5%
Black/African American 
non‐Hispanic

4%

Hispanic/Latino 2%
American Indian/Alaska 
Native

1%

Some other race 1%

White/non‐Hispanic 65%

Asian/non‐Hispanic 14%

Hispanic/Latino 9%
Black/African American 
non‐Hispanic

6%

Multiple race 4%
American Indian/Alaska 
Native/non‐Hispanic

1%

Native Hawaiian/Pacific 
Islander/non‐Hispanic

1%

Some other race 0.2%

White/non‐Hispanic 53%

Asian/non‐Hispanic 14%

Hispanic/Latino 14%

Multiple race 9%
Black/African American 
non‐Hispanic

8%

American Indian/Alaska 
Native/non‐Hispanic

1%

Native Hawaiian/Pacific 
Islander/non‐Hispanic

1%

Some other race 0.4%
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Students at area school districts speak dozens of
different languages;v the Tukwila School District has
been dubbed “the most diverse school district in the
nation.”vi More than 1 of every 3 residents—and
almost half of children—is a person of color, and the
diversification trend is expected to continue.The
county’s fast‐growing southern suburbs include
several cities and school districts that are already
“majority minority”–where people of color make up
more than half the population. Approximately 170
languages are spoken in King County, and 1 of every
4 King County residents speaks a language other
than English at home—more than twice the rate 
only 20 years ago. In addition to Spanish (the most
frequently spoken language), Vietnamese, Russian, 
Chinese, Korean, Tagalog, and African languages
(primarily Somali) are also common.

King County’s population over age 60 is increasing,
and will continue to grow as baby boomers age
(doubling from 1990 to 2020). Adults older than
60 will comprise 21 percent of the county’s total
population by 2020, up from 16 percent in 2010.vii

Since many health conditions increase with age, this
has implications for increased burden on the health‐
care system.

Increasing Poverty
Poverty continues to rise: almost 1 of every 5 resi‐
dents—more than 500,000 adults and children—
now live in or near poverty (below 200% of the Fed‐
eral Poverty Level). As poverty shifts from inner‐city
Seattle to the margins of Seattle and suburban areas 
to the south, prevalence of chronic diseases and
associated risk factors are increasing in those areas.
This mirrors what is happening across the nation.viii 

For poverty in particular, looking at King County as a 
whole masks huge disparities. One indicator of pov‐
erty, eligibility for the Free or Reduced‐Price Meal
program, varied widely in the 2012‐2013 school year
– from 4% of students in Mercer Island to 79% in
Tukwila.With the exception of the rural Skykomish
school district, all districts with 50% or more stu‐
dents in the Free or Reduced‐Price Meal programs
were located in South King County.ix
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Housing Affordability
As costs for rent and home purchases increase,
families have less to spend on other necessities.
Almost half of renters and 40% of owners with a 
mortgage in King County are paying more than 30%
of their household income on housing—the thresh‐
old for unafford‐ability. An estimated 11,561 people
took refuge in emergency shelters in 2012–2013, 
and the number of students experiencing home‐
lessness continued its upward trend to 6,188 stu‐
dents in the 2012–2013 school year.x

Stark Disparities by 
Place, Race, and Income
Overall King County rankings on measures of quality
of life, socioeconomic status, and health are among
the highest in the country. As with poverty, how‐
ever, these averages mask stark differences by place,
race and income. People of color, people living in
poverty, and those living in communities with few
opportunities also experience the health‐related
impacts of inequity. Any efforts to improve the
health of the community and to successfully achieve 
the triple aims of better health, better care, and
lower healthcare costs will require strategies that 
acknowledge and tackle these disparities.

Demographic Trends in King County
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Life expectancy and leading causes of death are 
broad foundational health measures often used
by local, state, and federal public health agencies
to monitor progress in promoting wellbeing,
preventing disease and disability, and reducing
health disparities.

Life expectancy is defined as the number of years 
a newborn can expect to live if current death rates 
remain the same during her lifetime.While King
County’slifeexpectancyexceedsthenationalaverage,
the county average masks broad disparities by place
and race/ethnicity.

Differences in leading causes of death vary by age.
While injuries are a leading cause for children, teens,
and young adults, cancer and heart disease are lead‐
ing causes of deaths for older adults.

Place matters, with shorter 
life expectancies in
south east Seattle and 
south King County
Life expectancyat birth
byHealth ReportingAreas 
KingCounty, 2008-2012

Center for Health Statistics, Death Certificates
35

Life Expectancy
In 2012, the average life expectancy for King County
newborns was 81.7 years.

■Residents of the South Auburn neighborhood are 
expected to live an average of 10 fewer years than
those in theWest Bellevue neighborhood.

Life 
Expectancy 
and Leading 
Causes
of Death

Years 
77-80

80-81

81-82

82-84

84-86

Snoqualmie

Seattle Bellevue

Kent

Auburn

Kirkland

Burien

Source:Washington State Department of Health,
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■From 2000 to 2012, life expectancy increased stead‐
ily in King County overall and in all regions except East
Region, where it is already comparatively high.

LeadingCauses of Death
In 2012, the top two leading causes of death in King
County were cancer and heart disease.

■With the exception of Alzheimer’s disease, the rank
orderofcausesofdeathhasbeenfairlystableovertime.
Alzheimer’s moved from #10 in 1992, to #5 in 2002, 
and #3 in 2012, because of increases in attribution
of death to Alzheimer’s rather than other conditions
(such as pneumonia, cardiovascular disease, pulmo‐
nary embolism, dehydration).

■Among King County residents age 1 to 44 years,the
top‐ranked causes of death areunintentional injuries,
cancer, and suicide. For adults 45 and older, cancer
and heart disease dominate the rankings.

■All racial/ethnic groups share heart disease and
cancer as the top 2 causes of death.

■Unintentional injury is ranked #3 for American
Indian/Alaska Natives, Blacks, Hispanics, and Native 
Hawaiians, reflecting the relative youth of these
populations.

Life 
Expectancy 
and Leading 
Causes
of Death
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population. Rates for all ages are age‐adjusted to the 2000 U.S. population.
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Leading causes of death by age
King County, 2008-2012 average

Rank King County  Age < 1 Age 1-14

Age 15-24 Age 25-44 Age 45-64 Age 65-74 Age 75 &
older

1 Cancer Congenital 
malformations

Unintentional 
injury

Unintentional 
injury

Unintentional 
injury

Cancer Cancer Heart disease

2 Heart disease Sudden infant 
death 
syndrome

Cancer Suicide Cancer Heart disease Heart disease Cancer

3 Alzheimer's 
disease

Short gesta‐
tion and low
birth weight

Congenital 
malformations

Homicide Suicide Unintentional 
injury

Chronic lower 
respiratory 
disease

Alzheimer's 
disease

4 Stroke Maternal 
complications 
of pregnancy

Homicide Cancer Heart disease Chronic liver 
disease and 
cirrhosis

Diabetes Stroke

5 Unintentional 
injury

Complications 
of placenta/ 
cord

Suicide Congenital 
malformations

Homicide Suicide Stroke Chronic lower 
respiratory 
disease

6 Chroniclower 
respiratory 
disease

Bacterial sep‐
sisofnewborn

Chronic liver 
disease and 
cirrhosis

Diabetes Unintentional 
injury

Diabetes

7 Diabetes Diseases of
circulatory
system

Diabetes Chronic lower 
respiratory 
disease

Chronic liver 
disease and 
cirrhosis

Unintentional 
injury

8 Suicide Unintentional 
injury

Stroke Stroke Alzheimer's 
disease

Parkinson's 
disease

9 Chronic liver 
disease and 
cirrhosis

Necrotizing 
enterocolitis

HIV/AIDS Viral hepatitis Kidney 
diseases

Influenza and 
pneumonia

10 Influenza and 
pneumonia

Respiratory 
distress

Influenza and 
pneumonia

Septicemia Septicemia Pneumonitis 
from solids/ 
liquids

Ave.# 11,896
per yr.

Blank cell = too few cases t 
are ranked by the number
Rate = Deaths per 100,000 
Source: Death Certificate D

101 37 120 512 2,315

o report in order to protect individual confidentiality. The leading causes of death 
of deaths over the 5‐year period.

ata,Washington State Department of Health, Center for Health Statistics.

1,683 7,129
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Chronic illnesses are among the leading causes of
death, disability, and hospitalization in King County,
Washington State, and the U.S. They are generally
characterized by multiple risk factors, a long period
of development, prolonged course of illness, and
increased incidence with age.This section
focuses on chronic illnesses for which the health
care delivery system plays a major role in preven‐
tion, screening, and treatment: asthma, diabetes,
HIV, and cancers of the colon, cervix, and breast.

The leading causes 
of hospitalization 
for children and 
young adults are
pregnancy/childbirth 
complications, 
asthma, and injuries.

Chronic 
Illnesses
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ASTHMA ADULT

ASTHMA

From2009 to2013, 9%ofKing Countyadults reported
i) theyhadbeentoldbyahealthprofessional thatthey
had asthma and ii) they still had asthma.

■Women were 1.6 times as likely as men to have 
asthma.

■ Adults with annual household income below
$25,000 were 1.5 to 1.7 times more likely to have 
asthma than those with income above $50,000.

Asthma(adults)
KingCounty, 2009-2013 average

Chronic 
Illnesses
Continued

9%

AIAN 17%

Asian 
Black 

Hispanic
Multiple 12%

NHPI
White

4%

8%

7%

6%§

10%

12%

12%

12%

Income: <$15,000
$15,000 to $24,999
$25,000 to $34,999
$35,000 to $49,999 9%

$50,000 to $74,999
$75,000+

7%

8%

King County

Source: Behavioral Risk Factor Surveillance System.
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CHILDHOOD ASTHMA
From 2009 to 2013, 7% of King County children aged
0‐17hadasthma.During thisperiod children’sasthma
decreased in Seattle, but did not change in King
County overall.

Current asthmaamongchildren age
0-17
KingCounty, 2009-2013 average
King County 7%

40

6%

8%

6%§

6%

6%

*

8%§

Hispanic 6%§

11%§

9%§

*

South

Seattle

North

East

White

NHPI

Multiple

Black

Asian

AIAN

Source: Behavioral Risk Factor Surveillance System
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DIABETES ADULT

DIABETES

From2009 to2013, 7%ofKing Countyadults reported
having been told by a doctor that they had diabetes 
(excluding “pre‐diabetes”and diagnoses during
pregnancy).

■Adults age 65 and older were 9 times more likely
than those ages 45‐64 to have diabetes.

■American Indian/Alaska Native adults were about 3
times as likely as white, Asian, and Hispanic adults to
have diabetes.

■From 2000 to 2013, adult diabetes rates increased
for the county as a whole and in South Region.

Diabetes (adults)
KingCounty, 2009-2013 average

King County 7%

18%

7%

12%

7%

7%

6%§

6%

5%

5%

5%

10%

AIAN

Asian 

Black 

Hispanic 

Multiple

NHPI

White

East 

North 

Seattle 

South

Source: Behavioral Risk Factor Surveillance System.
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CHILDHOOD DIABETES
From 2008 to 2010, 4% of King County students in 8th,
10thand 12thgradeshaddoctor‐diagnoseddiabetes.
This includes both Type I and Type II diabetes.

■Native Hawaiian/Pacific Islander and Black students
were more than 2 times as likely as white students to
have been diagnosed with diabetes.

■In contrast with adult diabetes, children’s diabetes
rates declined from 2004 to 2010 for the county as a
whole and in South Region.

Diabetes (school-age)
KingCounty, 2008-2010 average

4%

5%

4%

7%

5%

4%

6%

3%

4%

4%

3%

5%

4%

King County

AIAN
Asian 

Black 

Hispanic 

Multiple

NHPI
White 

Other

East 

North 

Seattle 

South

Source: Healthy Youth Survey.
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HUMAN IMMUNODEFICIENCY
VIRUS (HIV)
Human immunodeficiency virus (HIV) can lead to
acquired immunodeficiency syndrome (AIDS), a 
condition characterized by progressive failure of the
immune system.

HIV PREVALENCE
In 2013, 6,995 King County residents were known to
haveHIV,a rateof 326.9 cases per100,000 population.

■The Capitol Hill‐Eastlake neighborhood has the
highest rate of HIV, a rate 45 times greater than in the
areaswiththe lowest rate (BlackDiamond‐Enumclaw‐
Southeast County and Bear Creek‐ Carnation‐Duvall).

■Non‐Hispanic Black residents of King County were 
13 timesmore likely to be living with HIV than Asians,
the race/ethnicity group with the lowest rates in
King County.

■Prevalence rates were even higher among foreign‐
born Blacks, men who have sex with men, and
injection drug users.xi

HIV Prevalence
KingCounty, 2013

White NH 293.0

Poverty: High 470.1

Medium 254.1

Low 77.2

43

166.8

King County 326.9

AIAN 371.4

Asian NH 79.8

Black NH

Hispanic 581.0

Multiple NH 279.0

NHPI NH

1,061.7

Rate^

Source: HIV/AIDS Registry data as of 4/14, Public Health - Seattle & King County
^Rate = Cases per 100,000 population 
NH: Non-Hispanic
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CANCERS OF THE COLON,CERVIX,
AND BREAST

INVASIVE COLORECTAL CANCER
From 2007 to 2011, an average of 691 new cases of
invasive colorectal cancer were diagnosed in
King County each year, for a rate of 37.3 cases per
100,000 population.

■Even after adjusting for age differences, American
Indian/Alaska Native and Black residents had the
highest rates of colorectal cancer.

■From 2000 to 2011, the rate of new colon cancer
diagnoses declined in King County overall and in all 
regions except North Region.

InvasiveColorectal Cancer Incidence
KingCounty, 2007-2011 average

King County 37.3

AIAN 46.9

Asian 33.1

Black 46.6

Hispanic 26.9

Multiple 17.1

NHPI 43.5

White 37.2

44

38.3

36.3

37.3

37.3

South

Seattle

North

East

Rate^
Source: WA State Cancer Registry
^Rate = Cases of colorectal cancer per 100,000 population, age-adjusted to the 
2000 US population.
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INVASIVE CERVICAL CANCER
From 2007 to 2011, on average 64 new cases of
invasive cervical cancer were diagnosed each year in
King County, an average rate of 6.2 cases per 100,000 
women.

■American Indian/Alaska Native women were 3.5
timesmore likely thanwhitewomen to be diagnosed
with cervical cancer.

■Women living in high poverty areas were almost
twice as likely aswomen living in low poverty areas to
be diagnosed.

InvasiveCervical Cancer Incidence
KingCounty, 2007-2011 average

6.2

45

5.0

9.7

6.1

26.2§

*

10.1

6.7

6.5

21.2§

6.2

Low

Medium

Poverty: High

White

NHPI

Multiple

Hispanic

Black

Asian

AIAN

King County

Rate^
Source: WA State Cancer Registry

^Rate = Cases of uterine cancer per 100,000 women, age-adjusted to the 2000 
US population.

Chronic 
Illnesses
Continued



Group Health
Community Health
Needs Assessment
2016–18

INVASIVE BREAST CANCER
From 2007 to 2011, 1,426 new cases of breast cancer
were diagnosed each year among King County
women, a rate of 140.0 cases per 100,000 women.

■In King County overall, rates of new diagnoses
declined from 2000 to 2006, then flattened out after
2006. Seattle showed a similar pattern, with the
plateau starting after 2007. In East Region, rates 
continued to decline through 2011.

■The rateof newbreast cancerdiagnoseswashighest
among King County white women. However, mam‐
mography rates were lower among Black women
than in white women.

InvasiveBreast Cancer Incidencein Women
KingCounty, 2007-2011 average

King County 140.0

AIAN 81.4

Asian 89.8

Black 122.9

Hispanic 112.7

Multiple 65.4

NHPI 131.6

White 150.8

Poverty: High 129.7

Medium 148.3

Low 138.8
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Rate^
Source: WA State Cancer Registry

^Rate = Cases of breast cancer per 100,000 women, age-adjusted to the 2000 
US population.
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LEADING CAUSESOFHOSPITALIZATION
Hospitalization data offer another perspective on the
health of King County residents.

■The leading causes of hospitalization among adults
were pregnancy/childbirth complications, heart 
disease, injuries, and mental illness.

■For children and young adults, pregnancy/child‐
birth complications, asthma, and injuries are the
leading causes of hospitalizations. Newborn
deliveries and uncomplicated childbirth hospitaliza‐
tions are not shown.

■The hospitalization rate for heart disease is 54%
higher among men than women.

The leading causes of hospitalization are ranked by the number of
hospitalizations over the 5‐year period. Excludes hospitalization of
newborns for delivery.
Rate = Hospitalizations per 100,000 population, age‐adjusted to the
2000 US population.
Source:Washington State Department of Health, Office of Hospital and
Patient Data Systems, Hospital Discharge Data.
Pregnancy and childbirth complications: Major complications include
prolonged pregnancy, high blood pressure (e.g. preeclampsia,
eclampsia), Newborn delivery refers to routine hospitalization of a new‐
born infant after birth.
Heart disease: Major sub‐causes include congestive heart failure,
cardiac dysrhythmias, acute myocardial infarction (i.e. heart attack), 
and coronary artery disease.
Unintentional injuries: Major sub‐causes include falls, motor vehicle
accidents, and poisoning.
Mental illness: Major sub‐causes include biopolar disorder, depression, 
schizophrenia, and alcohol and substance‐related disorders.
Cancer and benign tumors: Major sub‐causes include uterine cancer,
colorectal cancer, prostate cancer, lung cancer, and lymphatic cancer.

Lower gastrointestinal disorders: Major sub‐causes include intestinal
obstruction without hernia, appendicitis, and diverticulitis.
Infectious and parasitic diseases: Major sub‐causes include septicemia
(bacterial infection of the blood) and viral infection.
Respiratory infections:Major sub‐causes include pneumonia and acute 
bronchitis.

Leading causes of hospitalization
By gender, KingCounty, 2008-2012 average

Chronic 
Illnesses
Continued Rank Female Male Total

1 Pregnancy‐
childbirth 
complications

Heart disease Pregnancy‐
childbirth 
complications

2 Heart disease Unintentional 
injuries

Heart disease

3 Unintentional 
injuries

Mental illness Unintentional 
injuries

4 Mental illness Cancer and 
benign tumors

Mental illness

5 Cancer and 
benign tumors

Infectious and 
parasiticdiseases

Cancer and 
benign tumors

6 Osteoarthritis Lower 
gastrointestinal 
disorders

Osteoarthritis

7 Lower 
gastrointestinal 
disorders

Respiratory 
infections

Lower 
gastrointestinal 
disorders

8 Infectious and 
parasiticdiseases

Osteoarthritis Infectious and 
parasitic diseases

9 Respiratory 
infections

Stroke Respiratory 
infections

10 Stroke Skin infections Stroke

Ave.# 
per
yr.

99,049 69,484 168,534
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Access to 
Care, Use 
of Clinical 
Preventive 
Services, 
and Oral 
Health

Access tocomprehensive, high-quality health-
carefacilitatesprevention andearly detection of 
disease.Without health insurance,most people
cannot afford quality healthcare, and disparities in
coverage perpetuate disparities in health and qual‐
ity of life. Access to health insurance coverage has
improved with expansion of Medicaid eligibility and
implementation of health insurance marketplaces 
for Qualified Health Plans. However, for 1 in 7 King
County adults, costs are a barrier to seeking needed
medical care.Too many adults and children in the
county do not receive recommended clinical pre‐
ventive services or regular oral healthcare services.

Opportunities include assistance for people
without health insurance or who struggle to afford
health insurance premiums; increased workforce 
diversity; and increased Medicaid reimbursement 
of dental care providers.

“Dental care is 
sorely lacking. 
There’s nothing 
we’re doing as 
badly.”
– Emergency Department physician
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ACCESS TO CARE

COVERAGE IS HERE
KING COUNTY CAMPAIGN
The first open enrollment period for new health insurance options took place in 2013 and 2014. Organizations
in King County partnered on the Coverage Is Here King County campaign and, through their collective efforts,
enrolled 165,000 residents in new coverage. Each hospital in King County played a role in helping families
access new free and low‐cost health insurance options. Across all hospitals and health systems,more than
300 staff were trained and certified as In‐Person Assisters (IPA) to help community members with enrollment 
in Medicaid or a Qualified Health Plan through Washington Healthplanfinder. County‐wide, hospital staff
enrolled over 13,000 individuals. Hospitals also publicized the opportunity to enroll through signage in their 
facilities, radio ads, websites, speaking engagements, and extensive workforce education. Early data suggest
that the proportion of hospital patients with insurance coverage is increasing and use of charity care is de‐
clining. For the latest enrollment data, see http://www.kingcounty.gov/healthservices/health/partnerships/
HealthReform.aspx
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UNINSURED ADULTS
From 2008 to 2012, 16% of King County adults ages
18‐64hadnohealth insurance.Expansionofcoverage
throughtheAffordableCareActhasprobablyreduced
this rate, but 2014 data are not yet available.Most 
adults ages 65 and older are covered by Medicare, so
are not included in this indicator.

■Hispanic adults were 3.8 times more likely than
non‐Hispanic whites to be without coverage.

■Low‐income adults (household income less than
200% of the Federal Poverty Level [FPL]) were more 
than 7 timesmore likely to be uninsured than those in
the highest income households.

■Adults age 65 and older are not included here, as 
most are covered by Medicare.

Adults age18-64 with
no health insurance
KingCounty, 2008-2012 average

King County 16%

50

200-399%

400%+ 5%

20%

36%

37%

11%

24%

18%

42%

25%

15%

26%

138-199%

Income: <138% of FPL

White NH

NHPI

Multiple

Hispanic

Black

Asian

AIAN

Source: American Community Survey, US Census 
FPL, Federal Poverty Level
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UNINSURED CHILDREN
From 2008 to 2012, an average of 5% of King County
children had no health coverage.

■American Indian/Alaska Native children were 5
timesmore likely thannon‐Hispanicwhite children to
be uninsured.

■Children in low‐incomehouseholds (lessthan 200%
of the FPL) were 5 times more likely than those in the
highest income households to be uninsured.

■Children living in South Region were more than
twice as likely to be uninsured than children living in
East Region.

Children age0-17 with
no health insurance
KingCounty, 2008-2012 average

King County 5%

AIAN 15%

Asian 6%

Black 8%

Hispanic 11%

Multiple 4%

NHPI 7%

White NH 3%

East 3%

North 5%

Seattle 5%

South 7%
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Source: American Community Survey, US Census
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ADULTSWITHOUTUSUAL PRIMARY
CARE PROVIDER
From 2009 to 2013, 1 in 4 King County adults did not
have anyone they identified as a primary healthcare
provider.

■Adults with household income less than $25,000
were 2.4 times more likely than those with incomes
over $75,000 to be without a primary care provider.

■Hispanics were twice as likely as whites to have no
primary care provider.

■Adults age 18‐24 were more than 9 times more 
likely than those age 65 or older to be without usual
primary care provider. In general the likelihood of not
having a primary care provider decreased with
increasing age.

■From 2000 to 2013, the proportion of adults with‐
out a primary care provider increased for the county
as a whole and in East and South Regions.

Does not havepersonal doctor (adults)
KingCounty, 2009-2013 average

25%

28%

27%

24%

44%

33%

39%
22%

39%

39%

29%

26%

22%
16%

King County

AIAN
Asian 
Black 

Hispanic 
Multiple

NHPI
White

Income: <$15,000
$15,000 to $24,999
$25,000 to $34,999
$35,000 to $49,999
$50,000 to $74,999

$75,000+

Source: Behavioral Risk Factor Surveillance System.
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UNMETMEDICAL NEEDS
From 2009 to 2013, 14% of King County adults report‐
ed they needed to see a doctor in the past 12 months
but could not, due to cost.

■Hispanics were 3.9 timesmore likely than Asians to
report unmet medical needs.

■Adults with household income less than $25,000
were at least 8 times more likely than those earning
more than $75,000 to report unmet medical needs.

■Compared to adults with health insurance, unin‐
sured adults were more than 4 times as likely to have 
unmet medical needs.xii

■In King County, unmet medical need increased
from 2000‐2004, plateaued from 2004‐2007, then
increased again from 2007‐2013. In East Region, rates 
held steady through 2006, then began to increase.
In South Region, rates increased between 2000
and 2013.

Unmet medical need (adults)
KingCounty, 2009-2013 average

King County 14%

15%

8%

23%

31%

24%

AIAN
Asian 
Black 

Hispanic 
Multiple

NHPI  17%

White 12%

36%

31%

23%

12%

$50,000 to $74,999 10%

4%

Income: <$15,000
$15,000 to $24,999
$25,000 to $34,999
$35,000 to $49,999

$75,000+

Source: Behavioral Risk Factor Surveillance System.
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KEY ACCESS TO CARE ISSUES:
COMMUNITY INPUT,RESOURCES,AND
OPPORTUNITIES

Community input:
While many residents have found coverage since 
implementation of the Affordable Care Act, some are 
not eligible for subsidies or Medicaid, choose not to
enroll, or struggle to afford premiums. Community
members stressed that the healthcare system should
continue to provide charity care for people who fall 
through the cracks.

For those with coverage, ongoing challenges include
access to specialty care, adult dental care, and
behavioralhealthservices.Evenwith increasedhealth
insurance coverage, high deductibles and co‐pays
maydeteran individual from seeking carewhen faced
with the challenges of meeting basic needs for food
and housing.

The potential loss of services such as case manage‐
ment, integratedmental health, nutrition counseling,
and other non‐clinical services presents another
challenge to maintaining good health.

Assets andresources include:
■Community Health Centers continue to serve all 
residents regardless of ability to pay. Public Health
Centers, tribal clinics, and school‐based health cent‐
ers also serve the health needs of the community
(see map of facilities on page 46).

■Local hospitals remain committed to providing
charity care to low‐income individuals and enrolling
residents in health coverage. In 2013, King County
hospitals provided a total of $154.5 million in charity
care to qualifying patients.Hospitals are still required
to meet the state’s charity care law and regulatory
requirements (WAC 246‐453).

■Project Access Northwest connects low‐income
and uninsured patients with specialty care and
provides health literacy education.

■The Pacific Hospital Preservation and Development
Authority provides funding for programs that address
access to care issues.
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■The Health Coalition for Children and Youth (HCCY)
is a coalition of organizations inWashington that
work to meet the health needs of children, including
medical, dental, and mental health care.

■The First Friday Forum is a coalition of community
health centers, social service organizations, govern‐
ment agencies and hospitals that share information
related to publicly sponsored health care program
eligibility, enrollment, and best practices.

■The Edward Thomas House Medical Respite Care
is a collaborative of several hospitals that works to
reduce unnecessary hospitalizations by providing
respite care for homeless individuals.

■WithinReachconnectsfamilies, online, in‐person, or
through a hotline, with whatever resources they may
need, e.g. health care enrollment, food, etc.

Opportunities include:
In 2014, several hospitals provided funds to assist 
low‐income households with payment for insurance 
premiums.To qualify, household income needed to
be less than 200% of the Federal Poverty Level (in
2014, approximately $47,700 a year for a family of
4 with 2 children) and had to be enrolled through
Washington Healthplanfinder (Washington’s health
benefit exchange).This ongoing program is man‐
aged by Project Access Northwest.
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Northwest Hospital v
& Medical Center

v
Valley Medical

Center

UW Medical Center v
v v
vvv

Seattle Children's
v Hospital

v EvergreenHealth

Navos
v

Center

v

St. Elizabeth
Hospital

v

St. Francis
Hospital v

Snoqualmie Valley
Hospital

v

v Overlake
Medical
Center

v
Auburn Medical

Center

v
Harborview Medical

Center

Seattle Cancer v
Group Health
Cooperative

v

Swedish Medical
Center

v

Virginia Mason
v

Central Seattle inset

§̈¦90

§̈¦5

King County Hospitals for a Healthier Community
Member hospitals 
September 2014

Highline Medical

Care Alliance

King County Hospitals for aHealthier Community
Member hospitals, September 2014
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WORKFORCE CAPACITY

Community input:
Community Health Centers report severe shortages
of primary care providers. Community members
stress the importance of a workforce that reflects 
our communities’diversity.

Assets andresources include:
■ Seattle Jobs Initiative’s Healthcare Career Pathway
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trains diverse, low‐income residents in healthcare 
careers.

■As part of their healthcareworkforce strategic plan, 
Seattle Central Community College’s planned
expansion of its Nursing and Allied Health programs
at the Pacific Tower will double its number of train‐
ing slots. Programs are expected to begin in fall of
2015. A consortium of local colleges is also creating a 
program for community health workers/patient care 
navigators.

USE OF CLINICAL PREVENTIVE
SERVICES

Opportunities include:
■Working with alternative as well as allopathic
healthcare providers to improve vaccination cover‐
age; improving data on vaccination coverage.
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INCOMPLETEVACCINES
In 2014, 13,586 King County children age 19‐35
months (almost 2 out of 5 children, or 38%) had
not completed the recommended series of immuni‐
zations for young children (4:3:1:3:3:1:4 series).

■These estimates are based on vaccination records
submitted by healthcare providers to theWA State 
Immunization Information System (WSIIS). According
to past statewide assessments,WSIIS estimates of
vaccination coverage underestimate true coverage
due to i) incomplete submission of vaccine records,
and ii) retention of vaccine records of children after
they have moved to another area.

■Children may not receive vaccines for a variety of
reasons, including i) barriers to accessing clinical
preventive services, and ii) family choices to not have 
children vaccinated.

■Completion rates are lowest in the South andNorth
regions, representing both low‐ and high‐income
areas of King County, respectively.

Community input:
Incomplete vaccinations remain a concern. King
County does not meet the Healthy People 2020 ob‐
jective of reducing incomplete vaccination coverage

Percent 
43-100

40-43

37-40

33-37

21-33

Too few cases to report

to 20% of children aged 19‐35 months.58

Children with incomplete vaccine
series, age19-35 months, by zip code
KingCounty, 2014

Source:Washington State Immunization Information System.
4:3:1:3:3:1:4 series is defined as 4 or more doses of diphtheria,
tetanus, acellular pertussis (DTaP) vaccine; 3 or more doses of 
polio vaccine; 1 measles vaccine; 3 or more doses of Haemophilus
influenzae type b (Hib) vaccine; 3 or more doses of hepatitis B (Hep B)
vaccine; 1 or more doses of varicella vaccine; and 4 or more doses of 
pneumococcal conjugate vaccine (PCV).

Access to 
Care, Use 
of Clinical 
Preventive 
Services, 
and Oral 
Health
Continued



Section 
Headline 
Blue
Continued

Group Health
Community Health
Needs Assessment
2016–18

49

Group Health
Community Health
Needs Assessment
2016–18

Assets andresources include:
■ The VAX Northwest Immunity Community
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program is training parents to be immunization
advocates in child care settings, pre‐schools, and
elementary schools.

■Almost all pediatric providers (~340) are enrolled in
the Vaccines for Children Program, a federal program
that provides vaccines at no cost to children who
might otherwise not be vaccinated.

■Each year, PHSKC’s Immunization Program and the
Washington State Department of Health visit 50%
of clinics enrolled in the Vaccines for Children
Program. They assess clinics for best immunization
practices and provide education and recommenda‐
tions to healthcare providers. Additionally, 25% of
these clinics receive a site visit from the CDC’s AFIX
(Assessment, Feedback, Incentives, and eXchange)
quality improvement program to increase immuni‐
zation coverage.

■TheWithinReach Immunization Program promotes
immunization coverage through a variety of
programs, including the Immunization Action
Coalition ofWA, which raises public awareness and
provides education to groups ranging from health
care providers to parents, and Vax Northwest, which
is a resource for parents to ensure that

everyone can find accurate information about the
value of vaccines.

■The Department of Health’s Child Profile Health
Promotion System helps to ensure thatWashing‐
ton’s kids get the preventive health care they need,
provides free educational resources to families, and
tracks individual and population level immunization
coverage.

■A grassroots campaign led by Vashon Island
resident Celina Yarkin has been lauded for working
to improve vaccination coverage among the island’s
children.

Opportunities include:
■Working with healthcare providers to improve 
vaccination coverage is extremely important.
Patients trust their providers, and a provider’s
recommendation can shape a caregiver’s decision
to vaccinate a child.

■Improving vaccination coverage data would help
public health practitioners identify pockets of need.

■Sustained work with naturopathic physicians and
other providers of complementary and alternative 
medicine is needed to ensure that the benefits of
vaccines are offered to all population groups.
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COLORECTAL CANCER SCREENING
From 2011 to 2013, more than 1 in 3 King County
adultsage 50‐75 (36%) failedtomeetcolorectal cancer
screening guidelines.xiii

■Adultswithhousehold income below $25,000were 
half as likely as those in the highest income house‐
holds to meet screening guidelines.

■Hispanicswere half as likely as non‐Hispanic whites 
to meet screening guidelines.

Colorectalcancer screeningguidelines 
not met (age50-75)
KingCounty, 2011-2013 average

36%

43%

39%

67%

37%

33%

35%

29%

35%

36%

AIAN *

NHPI *

King County

Asian 

Black 

Hispanic 

Multiple

White

East 

North 

Seattle 

South

Source: Behavioral Risk Factor Surveillance System.
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ORAL HEALTH

ADULT DENTAL VISITS
From 2008 to 2012, an average 27% of King County
adults reported they did not visit a dentist or dental
clinic in the past year.

■American Indian/Alaska Native, Hispanic, and Black
adults were about half as likely as whites to have had
an annual dental visit.

■About half of adults with household income less
than $25,000 had not visited a dentist in the past year.

■From 2001 to 2012, annual dental check‐up rates 
did not change for King County adults overall; for 
adults in Seattle and South Region, however, fewer
adults are getting annual check‐ups.

CHILDREN’S DENTAL VISITS
From 2008 to 2012, 18% of students in 8th, 10th and
12th grades reported they had not visited a dentist in
the past year for a check‐up, exam, teeth cleaning, or
other dental work.

■Black and Native Hawaiian/Pacific Islander students
were half as likely as white students to have an annual
dental visit.

■Between 2004‐2012, more students reported
visiting the dentist in the county and all regions

No dental checkup in last year
KingCounty, 2008-2012 average

22%

22%

15%

14%

14%

31%

21%

24%

31%

20%

26%

18%

31%

28%

23%

21%

24%

38%

30%

45%

46%

28%

44%

27%

South

Seattle

North

East

White

NHPI

Multiple

Hispanic

Black

Asian

AIAN

King County

Sources: Behavioral Risk Factor Surveillance System (Adult), Healthy Youth Survey (School-age).

Adult

School-age
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CHILDHOOD CAVITIES
Dental disease,which affects children’s ability to eat,
sleep, and learn, is a common, chronic problem
among King County children. In 2010, 40.2% of
kindergarten and 3rd‐grade children had treated or 
untreated cavities.

■Children eligible for free or reduced‐price school
meals were almost 2 times more likely than those
fromhigher‐incomefamilies tohaveuntreateddental 
disease.

■Untreated dental disease was also more likely
among …

… children of color (compared towhite non‐Hispanic
children)

… childrenwhose familyspokea language other than
English at home.

■Use of protective dental sealants was high among
all third‐grade children.

Childhood cavities
KingCounty, 2010

English at home 33.1%

Source: 2010 King County Smile Survey 
FRP, Free/Reduced Price
Other language: language other than English spoken at home 
English: English spoken at home
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55.7%

29.4%

56.6%

30.2%

51.0%

59.0%

45.0%

45.0%

40.2%

Other language at home

FRP lunch ineligible

FRP lunch eligible

White NH

Other

Hispanic

Black

Asian

King County
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KEY ORAL HEALTH ISSUES:
COMMUNITY INPUT,RESOURCES,AND
OPPORTUNITIES

Community input:
Inadequate Medicaid reimbursement is likely to
restrictaccess toadultdentalcare.WhileMedicaidnow
offers coverage for adult dental care, dentists report 
that reimbursements for private‐practice care (only
25 cents on the dollar) are often too low to cover the
costs of providing care to Medicaid eligible adults.xiv

Assets andresources include:
■Several community health centers have opened
new dental clinics in 2014 and plan to open addi‐
tional clinics in 2015.

■The Seattle and King County Access to Baby and
Child Dentistry program connects low‐income chil‐
dren, 0‐5 years of age, with private dentists.

■ The Seattle‐King County Dental Society provides

63

donateddentalservicesforlow‐incomeresidentswho
do not qualify for Medicaid.

■The SmileMobile is a mobile dental office serving
low‐income children. Services range from examina‐
tions and preventive care to fillings and minor oral
surgery.

Opportunities include:
■Increasing reimbursement rates could provide
incentive for dentists to accept patients with
Medicaid.
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ADULT PREVENTABLE
HOSPITALIZATIONS
Prevention Quality Indicators (PQIs) are population‐
specific measures of the rate of adult hospital admis‐
sions for the 12 conditions listed in the table (also 
called “ambulatory care sensitive conditions”).

■Good outpatient care or early intervention can
potentially prevent the need for hospitalizations for 
these conditions. Therefore, PQIs are used as indica‐
tors of access to high quality, community‐based
primary care.

■The PQI “All” measure combines the acute and
chronic PQIs into a single measure for an overall
rate.

From 2008 to 2012 in King County:

■PQI hospitalizations were dominated by COPD/
asthma for older adults, congestive heart failure,
and bacterial pneumonia.

■Adults older than 75 had the highest rates of
PQI hospitalizations (almost 7 times the county
average).

■PQIs rates in high‐poverty areas were double
those of low‐poverty areas.

■South Region had almost twice the rate of PQIs as 
East Region.

Adult preventablehospitalizations
KingCounty, 2008-2012 average

COPD=Chronic Obstructive Pulmonary Disease
Lowbirthweightisfound inthematernalchildhealthsection.Perforated
appendix admission rate not available.
DataSource:HospitalizationDischargeData:WashingtonStateDepartment 
of Health, Office of Hospital and Patient Data Systems.
Rate=numberofhospitalizationsper100,000populationages18andolder.

Since 2000, the PQI composite rate has declined
in King County, East Region, and North Region but

not in South Region. The Seattle rate has declined

Rate Average
# per
year

PQI Composite All 773.7 11,766
PQI Composite - Acute 327.7 4,983
Dehydration 67.1 1,020

Bacterial Pneumonia 154.3 2,346

Urinary Tract Infection 106.3 1,617

PQI Composite - Chronic 446.0 6,783
Diabetes‐ Short Term Complications 37.5 570

Diabetes‐Long Term Complications 53.1 807

Diabetes‐Uncontrolled 4.6 70

Lower Extremity Amputation (Diabetics) 8.6 131

Adult Asthma (Ages 18‐39) 25.0 159

COPD or Asthma in Adults 
(Ages 40 and older)

209.1 1,844

Hypertension 20.5 312

Congestive Heart Failure 187.4 2,850

Angina 7.3 111
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Behavioral health refers to mental and emotional
well‐being and/or actions that affect wellness.xv

Behavioralhealth conditions encompass bothmental 
health and substance use disorders and are related
to physical health and wellness.Mental illness is the
second leading cause of disability and premature 
mortality,and accounts for over 15% of the burden of
all diseases in the U.S.xvi

Health problems associated with substance abuse
include psychosis, depression, drug overdose, skin
and lung infections, HIV/AIDS, motor vehicle
injuries, and other injuries.

Opportunities include use of standardized referral
protocols, coordination of discharge planning across
the healthcare system, increased capacity for 
integrated behavioral healthcare, and increased
inpatient capacity for behavioral health.

More than 1 in 4 
King County middle 
and high school 
students experienced 
depressive feelings.

Behavioral 
Health
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MENTAL HEALTH

ADULT SERIOUS PSYCHOLOGICAL
DISTRESS
From 2009 to 2013, 3% of adults in King County
experienced“serious psychological distress”(the 
reported frequency, over the past 30 days, of feeling
nervous, hopeless, restless, depressed,worthless, or 
that everything was an effort).

■ The rate for adults with household income under
$15,000 was 5 times the county average.

■ Data were insufficient to assess trends.

Behavioral 
Health
Continued

Serious psychological distress (adults)
KingCounty, 2009-2013 average

3%

5%§

2%§

4%§

6%

3%§

4%§

3%

2%

2%§

3%

4%

King County

AIAN

Asian 

Black 

Hispanic 

Multiple

NHPI

White

East 

North 

Seattle 

South

Source: Behavioral Risk Factor Surveillance System.

66



Group Health
Community Health
Needs Assessment
2016–18

YOUTHWITH DEPRESSIVE FEELINGS
Over 2008‐2012, over 1 in 4 (26%) of King County 8th,
10th,and12thgradestudentsexperienceddepressive
feelings.

■Students were considered to have had depressive 
feelings if during the past year they reported feeling
so sad/hopeless almost every day for 2 or more 
consecutive weeks that they stopped doing some
usual activities.

■Females were 1.5 times more likely than males to
report depressive feelings.

■Hispanic, Native Hawaiian/Pacific Islander, and
Alaska Native/American Indian youth were more 
likely than Black and white youth to report 
depressive feelings.

■From 2004 to 2012, youth rates of depressive 
feelings decreased for King County overall and for 
Seattle and North Region.

Youth with depressivefeelings
(school-age)
KingCounty, 2008-2012 average

26%

33%

26%

28%

32%

29%

32%

23%

29%

24%

24%

24%

28%

King County
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Asian 
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Multiple

NHPI
White 

Other
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Seattle 

South

Source: Healthy Youth Survey.
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ADULT FREQUENTMENTAL DISTRESS
From 2009‐2013, 10% of King County adults experi‐
enced frequentmental distress,definedas14 ormore 
of the past 30 days with poor mental health.

■The rate of frequent mental distress for adults in
households with income under $15,000was 2.4 times
the county average.

Frequent mental distress (adults)
KingCounty, 2009-2013 average

10%
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7%

14%
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13%
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12%
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Source: Behavioral Risk Factor Surveillance System.
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SUBSTANCE ABUSE &CHEMICAL
DEPENDENCY

YOUTH BINGE DRINKING
Over 2008‐2012, 15% of King County students in 8th, 
10th and 12th grades engaged in binge drinking.

■For youth, binge drinking is defined as having 5 or 
more alcoholic drinks in a row in the past 14 days.

■The binge drinking rate for American Indian/Alaska 
Native youth was 2.5 times that of the lowest

King County rates.

■The binge drinking rate for 12th graders was 1.5
times the county average for students of all grades.

■From 2004 to 2012, rates declined for the county
overall and for all regions except East Region.

■Additional substance abuse data are available
online.

Binge drinking (school-age)
KingCounty, 2008-2012 average
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Source: Healthy Youth Survey.
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been shown to reduce fatalities from opiate use.70

KEY BEHAVIORAL HEALTH ISSUES:
COMMUNITY INPUT,RESOURCES,AND
OPPORTUNITIES
Interviews with members of community coalitions
and organizations identified three key issues related
to behavioral health:  (1) access to behavioral
healthcare; (2) integration of human services and
behavioral and physical healthcare; and (3) board‐
ing of mental health patients.

ACCESS TO BEHAVIORAL HEALTHCARE

Community input:
Those who are seriously mentally ill often face dif‐
ficulty accessing behavioral health care in a primary
care setting. Insurers’regulatory barriers also can
limit the range of needed services that are covered.
Members of vulnerable populations struggle to
access care and need a high level of assertive 
engagement.

Assets andresources include:
■Peer Bridger program at Navos and Harborview.

■ Culturally specific providers including the
Seattle Indian Health Board, the Muckleshoot Clinic,
the Snoqualmie Nation Clinic, Sea Mar, Consejo,
Seattle Counseling Service, Asian Counseling and
Referral Service.

■A progressive and supportive community;
specific communities like Lesbian, Gay, Bisexual,
Transgender, and Questioning (LGBTQ), which
provide private funds to cover services.

■The Mental Illness and Drug Dependency funds,
which provide additional services for those who do
not qualify for Medicaid.

■Specialty courts (Domestic Violence Court, Drug
Court,Mental Health Court, Family Treatment Court).

Opportunities include:
■Standardized referral protocols for behavioral
health treatment, created in coordination with be‐
havioral healthcare providers, could streamline the
process and improve access for patients.

■Somehealthcaresystems, publichealth, anduniver‐
sities provide naloxone, an opiate overdose antidote,
to individuals in high‐risk populations.The drug has

Behavioral 
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INTEGRATIONOF HUMAN SERVICES
AND BEHAVIORAL AND PHYSICAL
HEALTHCARE

Community input:
Community members strongly support hospitals
efforts to integrate systems of human services and
behavioral and physical healthcare. Serious mental 
illness is often associated with chronic disease and
homelessness, so cross‐training staff to address
physical health and human services issues as well as 
behavioral health issues is critical.

Assets andresources include:
■The Partnership Group of community behavioral
health providers,which collaborates on policies and
practices to promote integration and quality care.

■ School based integrated health centers.

■Plymouth Housing Group and DESC, providers of
permanent, supportive housing to homeless people
with chronic mental illness.

Opportunities include:
■Coordination related to discharge planning
(including notification of behavioral healthcare 
providers and communication of prescriptions to
all relevant providers) could create efficiencies and
reduce unnecessary emergency department use.

■Clinicians in primary care and emergency depart‐
ments can use Screening, Brief Intervention, and
Referral to Treatment (SBIRT) to identify individuals at 
risk for substance abuse disorders.

■Many healthcare organizations are increasing their 
capacity for integrated behavioral healthcare.

■Continued advocacy for improved coordination
between mental and physical health services can
highlight the importance of this issue.

Behavioral 
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BOARDING OFMENTAL HEALTH
PATIENTS

Community input:
Community members identified the practice of “psy‐
chiatric boarding”(involuntarily placing mentally ill 
patients in emergency rooms without treatment) as 
a serious problem. Individuals who are in danger of
hurting themselves or others should not be “ware‐
housed;” they should receive appropriate treatment 
in a therapeutic setting.

Assets andresources include:
■A new mobile crisis team and additional Program
for Assertive Community Treatment (PACT) team will
soon be available to help divert people from
hospitals.

■A new transitions program helps hospitals find
placement solutions for psychiatric patients.

■The Crisis Solutions Center, operated by the
Downtown Emergency Services Center (DESC),
offers an alternative to hospitalization.

Opportunities include:
■Some hospitals are planning to open additional
psychiatric treatment beds, including beds for 
adolescents.Medicaid will cover psychiatric services 
within freestanding psychiatric hospitals for the
next two years.

■A new 16‐bed evaluation and treatment centerwill
open in King County in 2015.

■The Early Detection and Intervention for the
Prevention of Psychosis Program (EDIPPP) educates 
families and those who routinely interact with
youth—teachers,mental health professionals, and
doctors—about key signs to look for in young people
to identify and prevent psychosis.

■Applying trauma informed care principles within
healthcare facilities can reduce unnecessary trauma
for people living with a mental illness or trauma
impacts.
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Healthy pregnancies, healthy babies, and healthy
mothers are important goals for all communities.
Mothers’mental, physical, emotional, and
socioeconomic well‐being—before, during, and
after pregnancy—can affect outcomes in infancy,
childhood, and adulthood.Maternal and child
health outcomes are also markers of overall 
community health; a healthy community is one
which ensures all children thrive and reach their 
full potential.

While King County has made progress in decreasing
rates of poor birth outcomes, it does not meet the
Healthy People 2020 objective for prenatal care.
Disparities in birth outcomes persist, particularly
among Black/AfricanAmerican andAmerican Indian/
Alaska Native populations.

Opportunities include participating in the
Baby‐Friendly Hospital Initiative, using prenatal care 
as an opportunity to address lifelong health issues,
promoting trauma‐informed care and the life‐course
model, and advocating for home visiting and other
community support programs.

The time to prevent 
chronic disease is 
during pregnancy 
and early childhood.
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INFANTMORTALITY
The infantmortality rate is the number of babies who
die before their first birthday per 1,000 live births in a 
given year.Two‐thirds of infant deaths are associated
with labor and delivery‐related conditions, birth
defects, and prematurity. Because many of these
deaths are preventable, infant mortality is a measure 
of the overall health of a population.

From 2008 to 2012, King County’s average infant 
mortality rate was 4.1 deaths per 1,000 live births.

■Infants born to American Indian/Alaska Native,
Black, and multiple‐race mothers were 2 times more 
likely than those born to white mothers to die before 
their first birthday.

■Infant mortality in high‐poverty neighborhoods
was twice as high as in low‐poverty neighborhoods.

■In King County, infant mortality has declined
since 2000.

Maternal
and Child
Health
Continued

Infant mortality
KingCounty, 2008-2012 average

King County 4.1

AIAN 7.0§

Asian 3.1

Black 7.0 

Hispanic 4.3 

Multiple 7.3

NHPI 4.7§

White NH 3.4

East 2.9 

South 4.9 

Seattle 4.0

North 2.8

Rate^

Source: Linked Birth-Death Certificate Data, WA State DOH, Center for Health Statistics
^Rate = Deaths per 1,000 live births
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EARLY AND ADEQUATE
PRENATAL CARE
Starting prenatal care early in pregnancy and having
regular visits improves the chances of a healthy
pregnancy.This indicator measures births for which
i) prenatal care started before the end of the 4th
month and ii) 80% or more of the recommended
number of visits occurred.

From 2008 to 2012, 7 out of 10 expectant mothers
(69.7%) received early and adequate prenatal care.

■Only about half of teen mothers (51.2%) received
early and adequate prenatal care.

■American Indian/AlaskaNative,Black,Hispanic,and
Native Hawaiian/Pacific Islander mothers were less
likely than Asian and white mothers to receive early
and adequate prenatal care.

■Early and adequatecare increased recently in South
Region and Seattle, but declined in East Region.

Early andadequate prenatal care
KingCounty, 2008-2012 average
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Source: Birth Certificate Data, WA State DOH, Center for Health Statistics
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LOWBIRTHWEIGHT

Any infantbornweighing lessthan2500grams(about
5.5 pounds) is considered low birth weight. Low birth
weight infants are at higher risk of infant mortality,
respiratory disorders, and neurodevelopmental 
disabilities.

From 2008 to 2012, 6.4% of infants born in King
County were low birth weight.

■Although King County meets the Healthy People
2020 objective of 7.8% or fewer infants born at low
weight, 1,563 low birth weight babies were born in
King County in 2012.

■Infants born to Black mothers were more likely to
be low birth weight than infants born to mothers of
all other racial/ethnic groups (except American
Indians/Alaska Natives).

■After increasing in the early 2000s, rates of low birth
weight have recently declined in King County and
Seattle.The increase has continued in East Region.

Low birth weight
KingCounty, 2008-2012 average

South 6.6%

Source: Birth Certificate Data, WA State DOH, Center for Health Statistics
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child abuse.77

KEY MATERNAL AND CHILD HEALTH
ISSUES:COMMUNITY INPUT,
RESOURCES,AND OPPORTUNITIES

Community input:
A community needs assessment produced by
United Indians of All Tribes Foundation cited the
high rates of poverty among American Indian/
Alaskan Native families and inadequate supports for 
these families to promote the healthy development 
of their infants.

Community groups stressed the importance of
providing adequate opportunities for pregnant 
women to receive culturally competent care and
social support.Without this, they may resort to
using the emergency department or other
hospital‐based care.

Community members also emphasized the
importance of recognizing how adverse childhood
experiences can lead to chronic disease in adulthood
and poor birth outcomes for the next generation.

Assets andresources include:
■The Equal Start Community Coalition which brings
together leaders of nearly 30 organizations to pro‐
mote healthy mothers, families, and communities and
seeks to reduce infant mortality.

■The Native AmericanWomen’s Dialogue on Infant
Mortality (NAWDIM), a Native‐led collective whose
members are concerned about high rates of infant 
mortality in their communities.

■Governor Inslee’s statewide Results Washington
framework which calls for reducing birth outcome
disparities.

■An objective of the Public Health Improvement 
Partnership, convened by theWashington State 
Department of Health, to prevent or reduce the
impact of adverse childhood experiences, such as 
abuse and neglect.

■Nurse Family Partnership and other home visiting
and prenatal support programs including MOMs Plus
program for high risk pregnant and parenting women.
Providers remain concerned that there is not sufficient 
capacity within these programs.

■The Period of PURPLE Crying curriculum, a new way
to help parents understand this time in their baby’s
life, a promising strategy to reduce the risk of
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Opportunities include:
■ The Baby‐Friendly Hospital Initiative encour‐

78

ages and recognizes hospitals and birthing centers
that offer an optimal level of care for infant feeding
and mother/baby bonding. Three hospitals in King
County currently have this certification.

■AdverseChildhoodExperiences(ACEs)arecommon
and increasingly recognized as significant risk factors 
for poor adult health outcomes. The ACES Collabora‐
tive, an informal work group of providers in Public
Health‐Seattle&KingCounty,isdevelopingacommon
framework of trauma‐informed care and the life 
course model (a strength‐based framework ground‐
ed in understanding and responding to the impact 
of trauma across the lifespan). The group’s goals are

to offer technical guidance and support and to pro‐
mote existing and emerging data and research on the
life course model.

■Prenatal care can offer an opportunity to address
lifelong health issues with women.

■Many strong community‐based organizations pro‐
vide home visiting and other supports to pregnant and
parentingwomenandarestrong partnerstohealthcare 
systems.
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Heart disease, cancer, and stroke—all leading
causes of death in King County—share many of
the same risk factors. Cigarette smoking, obesity,
unhealthy diet, physical inactivity, high blood
pressure, and high blood cholesterol increase the
risk of dying from these diseases. Every one of these
risk factors is an appropriate target for prevention‐
focused interventions. Among prevent‐able causes
of death, persistent disparities by race/ethnicity,
economic status, and neighborhood are common.

Obesity, physical activity, and nutrition
opportunities include participating in the Healthier
Hospitals Initiative’s Healthy Beverages Challenge,
offering fitness programs in a variety of settings; 
information about free or low‐cost exercise and
cooking programs in languages read by immi‐
grants and refugees, and improving families’ability
to afford healthy food by supporting job‐training
programs, community economic development, and
living‐wage ordinances.

Tobacco‐related opportunities include continuing
tobacco prevention and cessation messaging to the
public and to patients, and implementing evidence‐
based brief tobacco screenings.

“I don’t think any 
family prefers to eat 
processed foods; 
but at certain times 
of the month, it’s 
what’s consumed 
because there’s not 
the funds to buy the 
fresh produce.”
–King County mother

Preventable 
Causes
of Death
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HOSPITAL EFFORTS TO
EXPAND ACCESS TO HEALTHY FOOD:
Members of the HHC collaborative have adopted the Healthy Food in Healthcare pledge. In addition, 9 of
King County’s 12 hospitals and health systems have taken the next step and enrolled in the Healthier Hospitals
Initiative Healthy Beverages Challenge,which calls on institutions to increase healthy beverage purchases by
20%. Each facility is working with its nutrition team to provide healthier options on its menus, use local
ingredients, and provide education to employees, patients, and visitors.Members are adopting additional
strategies to improve access to fruits and vegetables through Fresh Bucks, on‐site farmers’markets, grocery
store vouchers for produce, and free or low‐cost food bags.
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ADULT OBESITY AND OVERWEIGHT
From 2009 to 2013, 22% of King County adults were
obese, reportinga Body Mass Index (BMI) greaterthan
or equal to 30, and 55% of adults were obese or over‐
weight, reporting a BMI greater than or equal to 25.

■Males were more likely to be overweight than
females.

■King County obesity rates increased from 2000 to
2008, then flattened out through 2013. At the
regional level, obesity rates increased from 2000 to
2013 in all regions except North Region.

■Overweight rates decreased from 2000 to 2013 in
King County and East Region.

Obesity andoverweight (adults)
KingCounty, 2009-2013 average

South 35%

Source: Behavioral Risk Factor Surveillance System.
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■ American Indians/Alaska Natives were 5.5 times Asian 26% 8%

more likely than Asians, and twice as likely as whites, Black 32% 37%

to beobese. Hispanicswere 1.5 timesmore likely than Hispanic 40% 25%

Asians to be overweight. Multiple 28% 23%
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CHILDREN’S OBESITY AND
OVERWEIGHT
Students are considered obese if their Body Mass
Index (BMI) is in the top 5% for their age and gender,
and overweightor obese if their BMI is in the top 15%.
From 2008 to 2012, 9% of King County students in
8th, 10th, and 12th gradeswere obese,and 21% were 
overweight or obese.

■Native Hawaiian/Pacific Islander students were 
about 3.5 times more likely to be obese than Asian or 
white students in grades 8, 10 and 12.

■American Indian/Alaska Native, Black, Native 
Hawaiian/Pacific Islander,andHispanic studentswere 
more likely than Asian or white students to be over‐
weight.

■Between 2004 and 2012, student obesity rates 
declined for the county as a whole and for all regions
except South Region.

Obesity andoverweight (school-age)
KingCounty, 2008-2012 average
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PHYSICAL ACTIVITY
In 2011 and2013, fewer than1 in 4King Countyadults
met physical activity recommendations: muscle‐
strengthening exercises on 2 or more days per week
and either 150 minutes of moderate‐intensity or 75
minutes of vigorous‐intensity aerobic activity per
week.

■Of all race/ethnicity groups, Alaskan Natives/
American Indians were least likely to meet
recommendations.

■ Adult data were insufficient to assess trends.

From 2008 to 2012, fewer than 1 in 4 students in 6th,
8th, 10th, and 12th grades got the recommended 60
or more minutes of daily physical activity.

■As grade level increased, student participation in
physical activity declined,with 12th graders 0.8 times
as likely as 6th graders to meet recommendations.

■Rates of not meeting physical activity recommen‐
dations among youth decreased between 2006‐2012
for the county and in all 4 regions.

Physical activity recommendations 
not met
King County

77%

78%

79%

76%

77%

77%

75%

80%

75%

83%

70%

77%

82%

76%

78%

75%

77%

*

77%

81%

83%

79%

96%§

78%
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Multiple
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Sources: Behavioral Risk Factor Surveillance System, 2011 & 2013 (Adult), Healthy Youth Survey, 
2008-2012 (School-age).

Adult

School-age

Sources: Behavioral Risk Factor Surveillance System, 2011 & 2013 (Adult), Healthy Youth Survey, 
2008-2012 (School-age).
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ADULT SUGAR‐SWEETENED
BEVERAGE CONSUMPTION
In 2010 and 2012, 63% of King County adults
consumed a sugary drink at least once in the
past month.

Sugary drink consumption is associated with obesity,
diabetes,and diseases of the heart, kidneys,and liver.

■Blacks were 1.5 times more likely than Asians to
consume sugar‐sweetened beverages in the past
month.

■Adults age 18‐34were 2.4 times as likely as those 65
and older to consume sugary beverages;

■Consumption decreased steadily with
increasing age.

Sugar sweetenedbeverage
consumption (adults)
KingCounty, 2010 & 2012 average

King County 63%

18-34 84%

35-44 65%

45-64 55%

65+ 35%

84

White 62%

Source: National Communities Putting Prevention to Work, Behavioral Risk Factor 
Surveillance System

** Alone or in combination with other races

*

70%§

78%

84%

56%
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YOUTH SODA CONSUMPTION
From 2008 to 2012, 30% of King County students in
6th, 8th, 10th, and 12th grades consumed one or 
more non‐diet sodas daily.

■Malesweremore likely than females to drink
soda daily.

■Hispanics,NativeHawaiians/PacificIslanders,Blacks,
and American Indians/Alaska Nativesweremorelikely
than Asians and whites to drink soda every day.

■SouthRegion studentsweremore likely to consume
soda daily than students in the other 3 regions.

■From 2004 to 2012, rates of daily soda consumption
decreased for students in the county overall and in all 4
regions.

Daily sodaconsumption (school-age)
KingCounty, 2008-2012 average

30%

36%

26%

36%

40%

31%

37%

28%

30%

26%

27%

30%

35%

King County

AIAN
Asian 

Black 

Hispanic 

Multiple

NHPI
White 

Other

East 

North 

Seattle 

South

Source: Healthy Youth Survey.
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ADULT FRUIT &VEGETABLE
CONSUMPTION
Eating fruits and vegetables lowers the risk of
developing many chronic diseases and can sup‐ port
weight management. From 2011 to 2013, King
County adults ate fruit a median of 1.1 times per day
and vegetables 1.8 times per day.

■Women ate fruits and vegetables 20‐30% more 
often than men.

■Adults age 65 and over ate fruits and vegetables
30% more often than adults age 18‐24.

Fruit andvegetableconsumption
(adults)
KingCounty, 2011-2013 average
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KEY OBESITY,PHYSICAL ACTIVITY,
AND NUTRITION ISSUES:
COMMUNITY INPUT,RESOURCES,
AND OPPORTUNITIES

Community input:
■Many low‐income families report difficulty being
physically active because of public safety issues,
lack of exercise‐related information in their own

language,body‐image stigma, cost, and lack of time.

■Recent community‐based surveys of low‐income
women andwomen of colorxvii reported on the difficul‐
ty of purchasing healthy foodwith limited food assis‐
tance and/or limited income. In addition, low‐income
families often depend on public transportationwhen
purchasing food,which canmake grocery shopping
a lengthy and difficult endeavor.RecentMetro bus
service reductionsmay exacerbate this problem.
There are fewer transportation options in suburban
cities,especially for seniors.

Assets andresources include:
■Local parks, community centers, and pools offer public
places for physical activities; some offer programs such as
single‐gender swim times and scholarships for children.

■The Healthy King County Coalition aims to reduce 
health inequities by improving nutrition, increasing
physical activity,and decreasing smoking rates and
other tobacco use.

■The CDC‐funded CommunityTransformation Grant
(CTG) is amulti‐disciplinary partnership involving
Seattle Children’s,Public Health, theHealthy King
County Coalition, schools, local governments,hospitals,
low‐income housing groups,and childcare and youth
organizations.CTG’s goal is to implement changes in
communities so that healthy choiceswill be easier for 
children and families living in South King County and
South Seattle.

■The CDC‐funded Partnership to Improve Community
Health (PICH)will build on efforts to increase access to
healthy foods and physical activity,and reduce exposure 
to unhealthy foods,beverages,and tobacco products.

■Seven school districts (Auburn, Highline,Kent,Renton, 
Tukwila, Northshore,and Seattle) implemented new
physical education programs to work toward meeting
state standards.
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■Child care providerswho care for 10,739 children in
KingCountyreceivedtrainingonactionstheycantaketo
improve physical activity at their sites.

■The Fresh Bucks program enables shoppers who
receive Basic Food assistance to double theirmoney at 
farmers’markets.

■TheWomen Infant and Children Supplemental
Nutritionprogramhelpspregnantwomen,newmothers,
and young children eatwell, learn about nutrition, and
stay healthy.

■Food banks and other feeding programs, sponsored
by faith‐based organizations,areworking to provide
healthier options to their customers.

Opportunities include:
■Providing information about free or low‐cost cooking
and exercise programs in languages read by immigrants
and refugees.

■Improving access toplaces forphysicalactivity,exempli‐
fied by ongoing efforts of employers, coalitions,agencies,
and communities.These groups areattempting to change
the local environment (e.g.,by creating walking trails), 
build new exercise facilities,provide access to existing
nearby facilities, and reduce the cost of opportunities for 
physical activity. Improved access is typically achieved in a 
particularcommunitythroughamulti‐componentstrategy
that includes training or education for participants.
http://www.countyhealthrankings.org/policies/access‐
places‐physical‐activity

■Offering fitness programs in a variety of community
settingsincludingcommunitywellness,fitness,community,
andseniorcenters.http://www.countyhealthrankings.org/
policies/fitness‐programs‐community‐settings

■Helping residents increase their earning capacity (and
theirability tobuyhealthyfood)bysupporting job training
programs,community economic development,and living
wage ordinances.
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TOBACCO USE

ADULT SMOKING

From 2009 to 2013, 14% of King County adults reported
that they currently smoked cigarettes every day or some
days.

■ Adultswithhousehold income less than$15,000were
4.4 timesmore likely than thosewith income atorabove
$75,000 to be current smokers.

■Adults in South Region were almost twice as likely as 
those in East Region to be current smokers.

■From 2000 to 2013, adult smoking rates declined for 
the county overall and for all regions except North
Region. After 2005, the overall rate of decline slowed.

Cigarette smoking (adults)
KingCounty, 2009-2013 average
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Source: Behavioral Risk Factor Surveillance System.
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YOUTH SMOKING
School‐age studentswereconsidered cigarette smokers
if they smoked in the lastmonth.This indicator did not
include use of other tobacco products.From 2008 to
2012, 10% of students in 8th, 10th and12th gradeswere 
current cigarette smokers.

■1 in seven 12th graderswere smokers.

■NativeHawaiians/Pacific Islanders,andAmerican
Indians/Alaska Nativeswere about 3 timesmore likely
than Asian students to be current smokers.

■From 2004 to 2012, rates of youth cigarette smoking
declinedforKingCountyandall4ofthecounty’sregions.

Cigarette smoking (school-age)
KingCounty, 2008-2012 average
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Source: Healthy Youth Survey.
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KEY TOBACCO USE ISSUES:
COMMUNITY INPUT,RESOURCES,
AND OPPORTUNITIES

Community input:
Communitymembers working to reduce tobacco use
report an overall decline in resources for prevention and
cessation and a corresponding leveling off of previ‐ ous
declines in smoking rates.Disparities persist among
Black and American Indian/Alaska Native communities.
Stakeholders also report an increase in uses of tobacco
alternatives (including e‐cigarettes and hookahs) by
youth. According to Public Health compliance checks,
tobacco retailers are illegally selling e‐cigarettes to
minors atmore than twice the rate (16%) of cigarettes.xviii

Assets andresources include:
■Strong partners committed to reducing the preva‐
lence ofTobacco,Marijuana, and Other Drugs (TMOD).
Thesemembers are part of the Healthy King County
CoalitionTMOD committee and include Center forMul‐
ticultural Health, Asian Pacific Islander Coalition Against
Tobacco, EntreHermanos,Neighborhood House,Gay
City,and the Seattle Indian Health Board.

■The Quitline.

■Cessation medication and counseling in combination –
themost effective cessationmethod.

■Behavioralhealthproviderswhoareincreasinglyaddress‐
ing tobacco cessation with patientswho have some of the
highest smoking rates.

Opportunities include:
■Hospitals are communicating with the public about the
ongoing need for tobacco prevention and cessation.

■Manyhospitalsalreadyhavestrongtobacco‐freepolicies.
These policies could be combined with strong messaging
to patients about the impacts of tobacco use.

■Brieftobacco screeningand interventions inemergency
departments,primary care,dental,and other healthcare 
settings can improve quit rates.This is an evidence based
practice.

■Tobacco‐cessation coverage varies by health plan. No
mandated coverage standard exists in King County.
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This section reports on hospitalizations and deaths
from both intentional and unintentional injuries.
For each case that results in hospitalization, many
more injuries are never reported.Hospitalization
data exclude cases where emergency department 
treatment was received but the patient was not
admitted to the hospital.

While some types of injury have declined since the
1990s, recent increases in deaths due to falls, suicide,
and poisoning raise new concerns. Among all age
groups,falls area leading causeofemergencydepart‐
ment visits and hospital readmissions. Intentional
injuries and deaths (assaults, homicides, and suicide)
remain problematic for regional communities.
And althoughmotor vehicle fatalities havedecreased
sharply, distracted and impaired driving continue to
endanger drivers, passengers, bicyclists, and
pedestrians.

Opportunities include prevention‐related primary
careassessmentsandscreenings,coordinationbetween
emergency department staff and law enforcement/
first responders, sharing of emergency department 
data with the Department of Health, and training of
communityproviders in suicideassessmentandtreat‐
ment interventions.

Violence and injuries 
are preventable.
They are also the
leading causes of
death for people
between the ages
of 1 and 44.
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INTENTIONAL INJURIES

SUICIDE DEATHS

From 2008 to 2012, an average of 233 suicide deaths
occurred in King County each year.The 2008‐2012
average suicide death rate in King County was 11.5
per 100,000 population.

■The suicide death rate for adults age 45 and older
was 1.5 times the county average.

■Maleswere3.3 timesmore likely than females to die
from suicide.

■TheKing County suicidedeath rate remained stable
from 2000 to 2008, but has increased since 2008.

■ This measure is also relevant to Behavioral Health.

Violence 
and Injury 
Prevention
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SUICIDE HOSPITALIZATIONS
From 2008‐2012, an average of 834 non‐fatal suicide
hospitalizations occurred in King County each year.
The 2008‐2012 average rate for the county was 41.5
per 100,000 population.

■The suicide hospitalization rate for adults age
18‐24 was 1.7 times the county average.

■Adults living in high‐poverty neighborhoods
were more than twice as likely as those in low‐
poverty areas to be hospitalized for suicide.

■Suicide hospitalization rates for the county as a 
whole did not change from 2000 to 2012. Over the
same period, however, rates increased in East 
Region and decreased in South Region.

■ This measure is also relevant to Behavioral Health.

Community input:
Strong community support was expressed for train‐
ing all community providers—including those in
social work, medical, and mental health—in suicide
assessment and treatment interventions.

Assets andresources include:
■Forefront, a research organization based at the
University ofWashington, is training health profes‐
sionals to develop and sharpen their skills in the
assessment, management, and treatment of
suicide risk.

Suicide hospitalizations
KingCounty, 2008-2012 average
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■House Bill 2315 and other bills passed over the
past several years require school staff, behavioral
healthcare providers, and other healthcare provid‐
ers to participate in suicide prevention training as 
part of their licensure.

■The Youth Suicide Prevention Program provides
training for students and educators.

■Children’s Crisis Outreach Response System(CCORS)
providesmobile crisis outreach and crisis stabilization
services for children and youth up to age 18.

■The Crisis Solutions Center offers a therapeutic
option when police and medics are called to inter‐
vene in a behavioral healthcare crisis. The program
minimizes inappropriate use of jails and hospitals
and provides rapid stabilization, treatment, and
referrals for up to 46 individuals.

Opportunities include:
■The National Action Alliance for Suicide Preven‐
tion’s Zero Suicide in Health and Behavioral Health
Care initiative promotes a specific set of suicide‐
prevention tools and strategies. Healthcare systems
around the country, including Henry Ford Health
System, have implemented these strategies.

■The Suicide Prevention Resource Center provides
updated protocols for suicide prevention for emer‐
gency medical service (EMS) providers and others
whose jobs put them in contact with people who may
be at risk of suicide.The center recommends that 
emergency departments adopt and adhere to their 
protocols, which address screening, risk assessment,
discharge planning, safety planning and means

restriction, patient and family education, and follow‐up.

■Patient and family education, support groups, and
classes for friendsand familiesofpeoplewho aresuicid‐
al or have a mental illness or substance abuse disorder
can help reduce stigma and make it easier for those in
need to access care.

■Improvements in hospital discharge planning and
“warmhand‐off”referrals (inwhichprimarycareprovid‐
ers directly introduce clients to their behavioral health‐
care providers at the time of their medical visits) can
help transfer trust and rapport to the new relationship.

■Low‐barrier mental health and substance‐abuse
screenings at health fairs can help identifymore people
at risk for suicide.
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HOMICIDE DEATHS
From 2008 to 2012, an average of 53 homicides
occurred in King County each year.The 2008‐2012
average rate for the county was 2.7 per 100,000 
population.

■From 2008 to 2012, the rate of homicide deaths for 
Blacks was 4.4 times the county average.

■Homicide deaths for teens and young adults ages
18‐24 were 2.5 times the county average.

■From 2000 to 2012, homicide rates decreased in
King County and Seattle.The county‐wide rate is now
one‐third of its peak in the 1990s.
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Assault Hospitalizations
From 2008 to 2012, an average of 502 assault hospi‐
talizations occurred in King County each year (ex‐
cluding fatalities and emergency‐department‐only
visits). The 2008‐2012 average rate for the county
was 25.2 per 100,000.

■The rate of assault hospitalizations for adults age
18‐24 was 2.3 times the county average.

■The rate of assault hospitalizations for adults living
in high poverty areas was 9.8 times higher than those
in low‐poverty neighborhoods.

■From 2000 to 2012, assault hospitalization rates 
decreased in King County,North Region, and Seattle.

Assault hospitalizations
KingCounty, 2008-2012 average
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UNINTENTIONAL INJURIES
Unintentional injuries include those due to falls,
motor vehicle collisions, poisoning, fire, firearms,
drowning, and suffocation. Most of these injuries,
and the deaths they cause, are preventable.The
sections below summarize data on deaths and
hospitalizations from all types of unintentional
injuries, then on three specific types of injury –
those from motor vehicle collisions, falls, and
poisoning.

UNINTENTIONAL INJURY DEATHS
From 2008 to 2012, an average of 605 deaths due to
unintentional injury occurred in King County each
year.The county’s average 2008‐2012 unintentional‐
injury death rate was 30.5 per 100,000 population.

■The unintentional injury death rate for adults age
65 and older was 3.5 times the county average.

■Rates for the county as a whole did not change
from 2000 to 2012, but have increased in East Region
since 2005.

Unintentional injurydeaths 
KingCounty, 2008-2012 average
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UNINTENTIONAL INJURY
HOSPITALIZATIONS
From2008 to 2012, King Countyhospitals reportedan
average of 10,144 hospitalizations for unintentional
injuries each year (excluding fatalities). The county’s
2008‐2012 average rate was 526.9 per 100,000 
population.

■For adults age 65 and older, the rate of hospitaliza‐
tion for unintentional injury was 4.1 times the county
average.

■For Seattle and East Region, rates have declined
since 2000. For North Region and South Region, 
and King County overall, rates have declined since 
2005‐2006.

Unintentional injury hospitalizations
KingCounty, 2008-2012 average
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MOTORVEHICLE DEATHS
Motor vehicle deaths result from motor vehicle
collision (MVC) and include deaths of vehicle
occupants, motorcyclists, bicyclists, and pedestrians.
From 2008 to 2012, an average of 107 King County
residents died from motor vehicle collisions each
year.The 2008‐2012 county average rate was 5.5

per 100,000 population.

■The MVC death rate for American Indians/Alaska 
Natives was 3 times the county average.

■Between 2000 and 2012, MVCdeath rates declined
in King County, Seattle, North Region, and South
Region. The rate in East Region began its decline

in 2005.

Motor vehicledeaths
KingCounty, 2008-2012 average

5.5

16.4

3.6

7.0

6.8

2.3

11.4§

5.7

3.8

3.9

4.2

7.9

King County

AIAN
Asian 

Black 

Hispanic 

Multiple

NHPI

White

East 

North 

Seattle 

South
Rate^

Source: WA State DOH, Center for Health Statistics, Death Certificates.
^Rate = cases per 100,000 population, age-adjusted to the 2000 US population.

100

Violence 
and Injury 
Prevention
Continued



Section 
Headline 
Blue
Continued

Group Health
Community Health
Needs Assessment
2016–18

91

Group Health
Community Health
Needs Assessment
2016–18

MOTORVEHICLE INJURY
HOSPITALIZATIONS
From 2008 to 2012, an average of 857 King County
residents were hospitalized for non‐fatal motor 
vehicle collisions (MVC) each year.The 2008‐2012
average rate for the county was 43.1 per 100,000 
population.

■Adults in high poverty areas were 2 times more 
likely than those in low‐poverty neighborhoods to be
hospitalized for MVC.

■The rateofMVChospitalization for adults age 18‐24
was 1.6 times the county average.

■Rates have been decreasing in King County overall
and Seattle since 2006, and in the other three regions
since 2000.

Motor vehicleinjury hospitalizations
KingCounty, 2008-2012 average
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Community input:
■Law enforcement officials and community members
said they were increasingly concerned about texting,
talking,and other uses ofmobile devices while driving.

■Lawenforcementofficials expressedconcern about
a possible rise in impaired driving related to the
legalization of marijuana. They also said that quickly
testing the blood of drivers arrested for suspicion
of DUI is critical to accurately assessing the level of
impairment.

Assets andresources include:
■Law Enforcement: High‐ visibility patrols by law
enforcement; internal coordination; use of skilled
drug‐recognition experts; use of theMobile Impaired
Driving Unit (MIDU), a self‐contained mobile DUI
processing center and incident command post.

■ Education campaigns.

■Employer‐based policies for cell‐phone use by
drivers.

■The Target Zero Task Force, which focuses on
reducing traffic crashes and traffic‐related injuries to
zero by the year 2030.

Opportunities include:
■Primary‐care intake assessments that include
questions about cell‐phone usewhile driving,seat‐belt
use, and driving while impaired.

■Regular communication between law enforcement 
and emergency department staff to promote shared
understanding of legal issues, policies, and efficient 
blood testing of impaired‐driving suspects.
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DEATHS FROMFALLS
Deaths are attributed to falls if they were caused by
unintentional slipping, tripping, stumbling,or falling.
From 2008 to 2012, an average of 183 King County
residents died from falls each year.The 2008‐2012
average ratefor thecountywas9.6deathsper100,000 
population.

■The rate of deaths from falls for adults age 65 and
older was 7.4 times the county average.

■From 2000 to 2012, the rate of deaths from falls 
increased in North Region, Seattle, and King County
overall.

Fall deaths
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HOSPITALIZATIONS FROMFALLS
From 2008 to 2012, an average of 5,531 King County
residents were hospitalized for non‐fatal falls each
year.The 2008‐2012 average rate for the county was

293.0 hospitalizations per 100,000 population.

■The fall hospitalization rate for adults age 65 and
older was 5.7 times the county average.

■From 2000 to 2012, fall hospitalization rates 
decreased in North Region and King County overall.
The Seattle rate has declined since 2007.

Fall hospitalizations
KingCounty, 2008-2012 average
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Community input:
Falls are a leading cause of emergency department 
use and hospital readmissions, and their occurrence 
among all age groups is a top concern. For seniors,
physical activity is critical for preventing falls.

Assets andresources include:
■One Step Ahead is a fall‐prevention program.

■Harborview Injury Prevention and Research Center
is an international leader in injury‐prevention
research that focuses on reducing the personal im‐
pact of trauma and broadening the effectiveness of
injury‐prevention programs.

■Community and senior centers offer physical‐
activity programs such as SilverSneakers and
EnhanceFitness.

Opportunities include:
■ Primary‐care settings use the STEADI toolkit
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(created by the CDC) to assess seniors’risk of falling.

■Environmental modifications in seniors’homes can
reduce the risk of readmissions for repeat falls.
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POISONING DEATHS
From 2008 to 2012, an average of 206 King County
residents died from unintentional poisonings each
year.The 2008‐2012 average rate for the county was

9.8 deaths per 100,000 population.

■Theunintentional‐poisoningdeathrateforAmerican
Indians/Alaska Natives was 17.4 times the rate for 
Asian residents.

■From 2000 to 2006, death rates from poisoning
increased in King County overall, but have flattened
out since then. The South Region rate began to
plateau in 2008, but the rate continues to increase in
East Region.

Poisoning deaths
KingCounty, 2008-2012 average
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POISONING HOSPITALIZATIONS
From 2008 to 2012, an average of 729 King
County residents were admitted to hospitals for 
unintentional, non‐fatal poisoning each year.

The 2008‐2012 average rate for the county was
36.3 per 100,000 population.

■The poisoning hospitalization rate for adults age 65
and older was 2.1 times the county average.

■Adults living in high‐poverty areas were 3 times
more likely than those in low‐poverty neighborhoods
to be hospitalized for poisoning.

■Poisoning hospitalization rates have been flat from
2000 to 2012 in King County overall,and from 2005 to
2012 in North Region. However, rates in Seattle and
South Region increased from 2000 to 2012.

Poisoning hospitalizations
KingCounty, 2008-2012 average
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KEY VIOLENCE AND INJURY
PREVENTION ISSUES

Community input:
Community members expressed the need for 
increased regional coordination and standard
implementation of best practices in violence and
injury prevention.

Assets andresources include:
■The Central EMS and Trauma Care Council, which
promotes and supports a system of emergency
medical and trauma care services in King County.

■Safe KidsWashington (locally, Safe Kids Eastside,
Safe Kids Seattle/South King County) implements 
evidence‐based programs, such as car‐seat check‐
ups and safety workshops, to help prevent child‐
hood injuries.

Opportunities include:
■Prevention‐related primary‐care assessments/
screenings.

■Coordination between emergency department staff
and law enforcement/first responders, including
meetings to discuss challenges and opportunities of
working with people who are homeless and/or have 
serious mental illnesses.

■Sharing of emergency department data with the
Department of Health to provide a more complete
understanding of violence and injury impacts.
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