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Land Acknowledgment
Washington state resides on the traditional homes of many Indigenous Peoples, 
including the current home of 29 Sovereign tribal nations who are our partners in public 
health. We honor the original peoples as the first, unbroken caretakers of the land and 
waters in their rooted territories. Public health’s origins trace back to these ancestral 
stewards who lived the values of physical, emotional, and social wellbeing in both the 
person and community.

The governmental public health system supports tribal sovereignty, self-determination, 
and upholding government-to-government relationships. We commit to working with 
Tribes to shape a future that supports the health of all people and all communities in 
Washington.

This report shares information about the progress local public health, the State Board 
of Health, and the Washington State Department of Health have made in Foundational 
Public Health Services delivery. Beginning in Fiscal Year 2024, tribal FPHS will be 
included in this report to reflect the complete governmental public health system in 
Washington state.

Executive Summary
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Background
Washington state has made funding public health a priority through public health 
modernization and the foundational public health services (FPHS). There has been 
consistent and increasing funding appropriated to improve the governmental 
public health system since the 2018-2020 biennium, after the 2018 baseline 
report identified a gap of $225 million annually that is needed to implement FPHS 
completely. In State Fiscal Year 2023 (SFY23), 50% of the gap, or $112 million, 
was appropriated to provide FPHS across the state to support the health of all 
people in Washington, regardless of where they live. The FPHS Steering Committee, 
made up of State Board of Health (SBOH), Washington State Department of 
Health (DOH), local health jurisdictions (LHJ), and tribal representation, is the 
decision-making body for the allocation of FPHS funding appropriations.

System Capacity
As investments have been made in FPHS, the availability of these foundational 
services has increased. Investments have been made in the FPHS areas of 
communicable disease and foundational capabilities (assessment, emergency 
preparedness, communications, policy development, community partnerships, 
and business competencies) since SFY19, adding investments in environmental 
public health in SFY20. As of SFY23, investments have been made in all FPHS 
program and capability areas, although at 50% of the total funding need 
identified in 2018. Figure 1 displays the change in the percent of agencies 
with significant and full availability of FPHS from baseline to SFY23 at the 
Foundational Program and Capability level. There has been progress made in 
all areas, with more progress made the longer an area has been invested in.
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Figure 1: FPHS availability at area/capability level, baseline to SFY23
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Key Takeaways
Sustained, regular investment in FPHS has led to an overall increase in the 
availability of FPHS across the Washington State governmental public health system 
over the six years it has received funds.

 • As investments have been made in FPHS, there has been an increase in 
capacity across the governmental system. Some investment has now been 
made in all of the FPHS programs and capabilities resulting in incremental 
availability increases as shown.

 • This state-wide investment provides the infrastructure needed to continue 
existing services for many public health agencies, especially those that have 
faced staffing and/or funding shortages.

 • FPHS funding has provided the flexibility for agencies to innovate and 
be nimble in order to provide the types of services most needed in their 
communities as well as be adaptable to new and emerging threats.

 • There has been an increase over time in the number of shared FPHS services, 
and there is willingness across the system for more sharing of services where 
appropriate.

 • Many efforts are being made within the public health system to improve equity, 
including assessing where inequities are in collaboration with community; 
authentic partnership building; and developing culturally and linguistically 
appropriate communication materials.
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 • The impact of the COVID-19 pandemic on the ability for public health 
agencies to engage in foundational work greatly reduced the ability for 
agency staff to work on anything else as they faced the pandemic response 
for nearly three years. It is a testament to the dedication of public health staff 
and the importance of foundational funding that any progress was made 
in increasing the availability of FPHS across the system during one of the 
biggest public health emergencies that has faced the governmental public 
health system.
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Washington state has been providing some level of public health 
services since the mid-1900s, and has been engaged in a concerted 
effort over the past 10-plus years to modernize the governmental public 
health system. 

The framework for Foundational Public Health Services (FPHS)2 in 
Washington state includes Foundational Programs and Foundational 
Capabilities, as listed in Figure 2. The intent of public health 
modernization is that FPHS are available to all people in Washington 
state, regardless of where they live. Stable, consistent funding for 
FPHS is critical for the governmental public health system to be 
able to pivot to address new public health emergencies such as the 
COVID-19 pandemic, measles outbreaks, and the opioid epidemic.

Background

1. RCW 43.70.512
2. Foundational 

Public Health 
Services are 
population-
based, 
prevention- 
oriented services 
that primarily 
the government 
provides 
everywhere, in 
order for the 
system to function 
anywhere.

“Protecting the public’s health across the state is a fundamental 
responsibility of the state and is accomplished through the 
governmental public health system.”1

https://app.leg.wa.gov/rcw/default.aspx?cite=43.70.512
https://doh.wa.gov/public-health-provider-resources/public-health-transformation#:~:text=Foundational%20Public%20Health%20Services%20(FPHS,of%20core%20public%20health%20services.
https://doh.wa.gov/public-health-provider-resources/public-health-transformation#:~:text=Foundational%20Public%20Health%20Services%20(FPHS,of%20core%20public%20health%20services.
https://doh.wa.gov/public-health-provider-resources/public-health-transformation#:~:text=Foundational%20Public%20Health%20Services%20(FPHS,of%20core%20public%20health%20services.
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Figure 2: The FPHS framework: A limited, defined set of core services provided by the 
governmental public health system
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Baseline Assessment
The 2018 Washington State Public Health Transformation Assessment Report for 
State and Local Public Agencies (Baseline Report) provided a baseline assessment 
(using 2016 calendar year data) of current spending on FPHS, the gap in resources for 
full availability of FPHS, level of sharing of FPHS between agencies, and the level of 
availability in FPHS across the system. The baseline assessment only included three 
of the four parts of the governmental public health system - DOH, SBOH, and LHJs. At 
the time of the baseline assessment Washington Tribes were providing public health 
services as they could but were not connected to the statewide FPHS efforts. The main 
takeaways of the baseline assessment were as follows:

 • Although the governmental public health system was providing 
much of FPHS, no foundational program or capability was fully 
or significantly available across the statewide system 

 • LHJs reported significant cross-jurisdictional sharing 
 • There was wide variability in where the gaps in FPHS availability 

were across agencies and across the statewide system
 • Baseline expenditures for FPHS were estimated at $368 million in a year, 

which was approximately two-thirds of the cost of full FPHS implementation  
 • The estimated additional funds needed from the state 

government to ensure FPHS availability to all communities in 
Washington was $225 million annually (in 2018 dollars)
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According to RCW 43.70.515, “service delivery model” is the systematic sharing 
of resources and function across the governmental public health system to 
increase capacity and improve efficiency and effectiveness. Substitute House 
Bill 1496 (Chapter 14, Laws of 2019) required that any FPHS funding allocations 
must be jointly certified by specific public health system partners in consultation 
with federally recognized Tribes, which led to the creation of the FPHS Steering 
Committee (Figure 3). A portion of the funds appropriated by the legislature each 
biennium are invested in testing and evaluating new service delivery models. 
Example projects include building tuberculosis (TB) expertise and surge capacity 
within Public Health – Seattle & King County to provide support to all LHJs to 
address TB in their communities, and Tacoma-Pierce County Health Department 
developing and maintaining communicable disease websites for health care 
providers in multiple LHJs.

FPHS Service Delivery Models
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Figure 3: FPHS committee structure 

LHJs are represented by 
WSALPHO and American 
Indian Health Commission 
(AIHC) participates on behalf 
of sovereign tribal nations 
and Indian health programs.
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Funding
FPHS Appropriations
The 2018 Baseline Report estimated a FPHS funding gap of $225 million annually 
to fully implement public health services across the state. Figure 4 displays 
legislative appropriations for FPHS through the 2023—2025 biennium. 

Figure 4: FPHS investment and gap, in millions



FPHS SERVICE DELIVERY MODELS — 19

SFY23 Allocations
The FPHS Steering Committee determined how SFY23 appropriations would be 
allocated across the governmental public health system. Per law, tribal consultation 
and joint certification among all parts of the system that they were in agreement 
on the distribution and use of state FPHS funds across the public health system 
was required before funds were released to DOH for distribution. The legislature 
appropriated $112 million for FPHS for SFY23; Figure 5 displays how those funds were 
allocated by the FPHS Steering Committee. 

Among the categories, the most funds were allocated to “any definition,” which means 
the allocated amount could be spent by agencies in any FPHS area. Communicable 
disease had the highest allocation of any specific FPHS Program or Capability.

Figure 5: SFY23 allocations by FPHS area
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When reviewing allocations by type of system partners, the vast majority of FPHS 
funds were allocated to LHJs, whereas the lowest amount was allocated to SBOH.

Figure 6: SFY23 allocations by system partner
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SFY23 Spending
LHJs, SBOH, and DOH reported how they spent the FPHS funds allocated to their 
agency by FPHS activities. Of the funds allocated to FPHS, $106,873,850 was 
spent by the governmental public health system across all FPHS Capabilities and 
Programs. Over one-third ($36 million) was spent in the communicable disease 
program area, with the majority ($27 million) spent on disease investigation. The 
lowest amount of FPHS funding was spent on vital records ($0.5 million). Spending 
data includes LHJs, DOH, SBOH, Tribes/tribal organizations, and WSALPHO. 
For further details on spending by LHJs, DOH, and SBOH, see Appendix A.*

*Spending data reflect information reported in June 2023, with some corrected spending in January 2024. 
See Appendix A for full details.

Figure 7: SFY23 spending
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SFY23 spending
FPHS Area Capability Amount Spent % of total
Environmental 
Public Health

Environmental Public Health Data & 
Planning, Radiation, Land Use

$7,361,012 7%

Environmental Public Health Inspections $13,515,486 13%

Foundational 
Capabilities

Emergency Preparedness $2,206,103 2%

Communications, Policy Development, and 
Community Partnership Development

$7,205,809 7%

Assessment (Epi & Surveillance, CHA, CHIP) $10,450,844 10%

Business Competencies and 
Information Technology

$15,202,749 14%

Communicable 
Disease 

Promote Immunization $924,457 1%

Public Health Lab $3,181,195 3%

Communicable Disease Data & Planning $4,374,316 4%

Communicable Disease Investigation $27,199,667 25%

Lifecourse Maternal Child Health $3,935,691 4%

Access/Linkages to Care $3,442,964 3%

Chronic Disease, Injury, Violence Prevention $3,422,839 3%

Vital Records Vital Records System and Birth 
and Death Certificates

$475,573 0.4%

Any Definition Any Definition $3,975,143 3.7%

Total $106,873,850 100%
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Cross-Jurisdictional Sharing
LHJs, SBOH, and DOH reported on SFY23 sharing (defined as the reporting agency 
receiving services from another agency), as well as on their willingness to receive and 
willingness to provide services in the future. One important question when reviewing 
the data is where the gaps are between agencies that are currently receiving shared 
services and agencies that are willing to receive shared services. Figures 8-13 display 
the percent of agencies that were significantly or completely receiving shared 
services in SFY23 and those who reported that they were willing to significantly or 
completely receive shared services in the future. See Appendix E for methodology.

Communicable Disease
Figure 8 displays the percent of LHJs who reported receiving communicable disease 
(CD) foundational public health shared services in SFY23 in comparison to the percent 
of LHJs who reported a willingness to receive CD shared services in the future, showing 
areas of currently shared services and opportunities for increased sharing of services. 
Tuberculosis (TB) disease investigation had the highest percent of agencies receiving 
shared services from another agency in SFY23 (22%), and also the most willingness in 
significantly or completely receiving shared services in the future (47%). No agencies 
reported significantly or completely receiving general disease investigation services 
from another agency, although almost a third of agencies reported willingness to 
receive shared services in the future (28%). The lowest percent of agencies reported 
willingness to receive CD data and planning shared services in the future (22%).
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Figure 8: Communicable disease sharing gap

“FPHS funds have allowed 
us to act as a resource 
for any interested LHJ 
across the state for active 
TB case management 
and consultations, 
longitudinal complex 
case management and 
consultations, contact 
investigation consultation 
and support, congregate 
setting investigations 
consultation and support, 
Class B immigrant and 
refugee support, and 
civil surgeon reporting 
support.” 

 Public Health-Seattle &  

King County
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Environmental Public Health
There was a lower percent of agencies currently receiving and willing to receive 
shared services for environmental public health (EPH) than for communicable 
disease. About one-tenth of agencies reported currently receiving shared services 
for zoonotic, airborne, and other related EPH investigation shared services (11%) 
compared to almost one-third willing to receive shared services in the future (28%). 

Figure 9: Environmental public health sharing gap
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Lifecourse
The percent of agencies that reported currently receiving and future willingness to 
receive lifecourse shared services are similar to EPH services. There were very few 
agencies who received lifecourse shared services in SFY23, and about a quarter of 
agencies reported willingness to receive lifecourse shared services in the future. 

Vital Records
Providing birth and death certificates was the only area where a higher percent 
of agencies (28%) reported significantly or completely receiving shared services 
than reported a willingness to receive shared services in the future (19%).

Figure 10: Lifecourse sharing gap   Figure 11: Vital records sharing gap
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Foundational Capabilities
There were more agencies that reported 
significantly or completely receiving 
foundational capabilities from other 
agencies than most FPHS areas 
(described above). Agencies reported the 
most current sharing in the foundational 
capability areas of community health 
assessments/improvement plans 
(19%), emergency preparedness (16%), 
and assessment (16%). About a third 
of agencies reported willingness to 
significantly or completely receive 
these three shared services, as well 
as policy development, in the future.

Figure 12: Foundational capabilities sharing gap
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Centralized Services
There are a set of services that are centralized, or provided by one main agency 
(primarily DOH). For centralized services, there are much smaller gaps in the percent 
of LHJs who are currently receiving these services and who are willing to receive these 
services in the future. Ideally all LHJs would report receiving centralized services, 
and the fact that they aren’t all reporting completely receiving shared services from 
another agency may be more a reflection of issues with the reporting question 
than a lack of shared services being provided at the local level; for example, if an 
LHJ did not need public health lab service in SFY23, they may have reported no 
sharing or minimal sharing, but the service is available from DOH when needed. 

Figure 13: Centralized services sharing gap
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“One great example of 
innovation was sending 
staff, community members, 
and local board of 
health members through 
some training that will 
help us reach the most 
vulnerable populations in 
our county. At the same 
time, it helps bolster our 
relationships with some 
of our colleagues and 
others who may not have 
had positive public health 
interactions in the recent 
past. It also informs our 
board of health of some 
of our communities’ issues 
and problems.”

Asotin County Health District

Service Delivery Innovation
Agencies were asked to share examples of how FPHS 
funds have supported innovation and transformation 
within the agency, as well as with external partners.

Some agencies reported developing tools as examples of 
innovation. Types of tools/resources mentioned included 
a model lead prevention program, a resource guide, 
protocols and data systems to focus on chronic untreated 
hepatitis C infections, a checklist and resources for pool 
operators to support compliance, technical resources 
and response guidance for climate-related events, GIS 
capabilities, and a “model program” for climate and 
health activities across the public health system.

A few agencies mentioned innovative practices related 
to assessment/analysis. Examples included a county-
level assessment of unhoused people, completing a 
gaps analysis, and conducting community listening 
sessions. A few agencies also mentioned training in 
response to this question, noting that FPHS funds 
allowed for better training for staff and partners. 

And finally, many agencies reported the use of technology 
as innovative practices. Examples included building 
out or creating new web pages, electronic medical 
record system improvements, online environmental 
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“Mobile public health van 
received in March 2023—
allowing us to take public 
health services to the 
community where they 
live, work, and play.”

San Juan County Public Health

health application and information systems, the 
development of data dashboards, and transitioning to 
technology to increase internal team communications.

Externally, many agencies reported innovative practices 
in working with partners. Types of partners mentioned 
included daycares, K-12 schools, universities, health 
systems, community-specific navigators, community 
based organizations (CBOs), community members and fire 
departments. Other partnerships built on government-
to-government relationships such as working with 
Tribes, other local health jurisdictions, or government 
agencies. Some ways that community partners were 
engaged included providing training, convening 
meetings, developing plans together, conducting 
assessments together, building relationships, increased 
access to care, increased communication mechanisms, 
and developing community-based messaging. 

Some agencies also reported expanded programming 
as service delivery innovation. Examples included 
expansion of services to more community members, 
broader implementation of low-barrier treatment 
with buprenorphine, providing disaster preparedness 
workshops, providing services to houseless communities, 
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“Funding allowed for an 
expanded approach 
to communications, 
allowing for effective 
information sharing and 
coordination among 
community partners. This 
enhanced collaboration 
facilitated the exchange 
of ideas, best practices, 
and lessons learned, 
leading to more impactful 
interventions.”

Island County Public Health

expanding rapid syphilis testing, providing chronic disease 
self-management classes, providing mental health first aid 
classes, and building out an air quality program.  

A few agencies also specifically mentioned communications 
efforts, on topics such as vaccines, food safety, suicide 
prevention, and opioid abuse prevention.

Health Equity
Agencies shared several examples of how FPHS funds 
helped them address health disparities or inequities in 
their community. Over half of agencies named programs 
they built, expanded, or continued that addressed 
specific communities experiencing inequities. For example, 
agencies mentioned an outreach program for African 
immigrants, an outreach program for Pacific Islanders 
related to tuberculosis, data analysis on the disparate 
impacts of Mpox for men who have sex with men, and 
provision of naloxone to high-risk populations. About 
one-fourth of agencies explicitly mentioned partnering 
with other organizations to better reach communities who 
experienced inequities. 

Another way that agencies addressed health disparities 
and inequities in their communities was by working to 
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“Through assessment 
of health disparities 
in the community and 
ongoing outreach to 
populations with chronic 
disease and injury risks, 
we hope to continue 
to see improvements 
in health outcomes 
for marginalized and 
vulnerable populations  
in our county.”

Skamania County Public Health

improve communications; creating outreach materials that 
would resonate with the community, improving outreach to 
hard-to-reach populations, and trying new communication 
channels. About half of agencies also discussed improved 
ability to provide materials or services in other languages.

Many agencies began their work to address inequities by 
collecting data on what inequities exist in their communities 
and their progress in addressing them. Community Health 
Assessments were specifically identified as a method 
agencies used to help identify the inequities they needed 
to address. They also increased surveillance activities, 
allowing agencies to identify communities experiencing 
disparate rates of disease and target outreach.

Apart from carrying out full-on programs, some agencies 
also worked to improve access to resources for communities 
experiencing inequities, like COVID-19 tests, air cleaner 
kits, and immunizations. Mobile resource or service delivery 
was mentioned to be important for serving communities 
experiencing inequities. 

Finally, some agencies mentioned helping staff develop 
their knowledge and skills related to addressing inequities 
through conversation and training opportunities.



CHANGES IN CAPACITY — 33

In the baseline assessment and each annual report, agencies were asked to self-
assess their capacity and expertise for Foundational Programs and Capabilities. 
SFY23 is the first reporting year that assessed all FPHS Capabilities and Programs 
since the baseline assessment. Using a five-point scale, LHJs, SBOH, and DOH rated 
their capacity and expertise for seven areas related to the prevention and control 
of communicable disease and other notifiable conditions, five areas related to 
environmental public health, five areas related to lifecourse (which includes maternal 
child health, chronic disease and injury prevention, and access and linkages to clinical 
care), two areas related to vital records, and eight foundational capabilities.

Capacity and expertise scores were combined to create an estimate of the availability 
of FPHS in each jurisdiction. Availability was then categorized and color coded. For 
some figures in this report, significant and full availability were combined to visualize 
differences from baseline. Comparison of levels of availability includes data from LHJs, 
DOH, and SBOH.

Changes in Capacity
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Figure 14: How availability of FPHS is interpreted

See Appendix E for methodology.

Agencies rate the 
availability of FPHS 
in their jurisdiction on 
a five-point scale in 
terms of capacity and 
expertise (separately).

These measures 
are combined 
during analysis.

The combined 
measure interprets 
availability of FPHS 
on a five-point 
scale ranging from 
‘No availability’ to 
‘Full Availability’ .
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“FPHS Case Investigation 
funding allowed us to 
respond proactively to 
the Mpox outbreak by 
deploying medication to 
our hospitals and clinics 
that treat HIV patients 
prior to our first case. 
The funding allowed us 
to pull staff from more 
restrictive funding sources 
to be able to address 
this emerging infectious 
disease threat ahead 
of having an outbreak 
in our community. That 
flexibility is crucial with 
communicable disease 
work.” 

Spokane Regional Health District

Communicable Disease
All areas of communicable disease have seen an increase 
in service availability between baseline and SFY23. 
The top row in Figure 15 is a roll-up of the areas under 
communicable disease; overall, there has been a 240% 
increase in the percent of agencies with full and significant 
availability of communicable disease services. General 
communicable disease investigation saw the largest 
increase (440% increase), and sexually transmitted infection 
investigations saw the smallest increase (33% increase).

Figure 15: Changes in communicable disease availability
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Figure 16 displays the changes in availability for all communicable 
disease FPHS areas from baseline to SFY23. Although there has been 
some fluctuation between years, there is an upward trend in availability 
across all areas. 

Figure 16: Changes in communicable disease availability detail
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Hepatitis C
FPHS funding has deepened efforts locally and statewide to investigate 
cases of hepatitis C virus (HCV) and connect clients to care. Prior to 2019, HCV 
surveillance investigations were conducted on a very limited basis due to lack of 
resources. As a result, surveillance data is largely incomplete and impedes the 
ability to accurately characterize the overall burden of HCV in Washington.

FPHS funding was allocated for the 2023-2025 biennium, with $1.3 million allocated to 
the Office of Infectious Disease (OID), DOH for SFY23 to continue to address HCV using 
shared priorities, standardized surveillance methods, minimum standards of practice, 
common metrics, and staffing models developed by the FPHS Communicable Disease 
Subject Matter Expert workgroup. Funds allocated to OID were used to develop a 
comprehensive HCV Disease Intervention Specialist (DIS) program to strengthen HCV 
surveillance data quality and to prevent disease transmission through linkage to 
care and supportive services activities. The funding supports four FTE DIS that are 
stationed regionally throughout the state to conduct HCV surveillance investigations 



ANNUAL REPORT HIGHLIGHT — 38

through a shared services model with 16 local health jurisdictions (LHJs). They 
also provide ongoing technical assistance for all counties requesting assistance.

With FPHS funds, the HCV DIS program has been able to achieve the following:

 • Strengthen overall data quality through surveillance 
investigation, which informed focused interventions

 • Allow clients the opportunity to access curative treatment, 
especially for disproportionately impacted populations

 • Interrupt disease transmission through prioritized intervention
 • Develop key partnerships to better understand barriers 

to treatment and share process improvements

Seventeen LHJs also received $1.5 million in total funding to address hepatitis C 
in SFY23, and other LHJs reported using FPHS case investigation funds for HCV 
work, as well. A portion of these funds has been used to cultivate thoughtful 
partnerships at the local level with healthcare providers across the state, 
enabling broader system collaboration around HCV tracking and engagement 
in care. Many LHJs reported specific examples of partnerships such as with 
Family Medicine Residency programs, perinatal providers, and county/regional 
healthcare coalition workgroups to provide outreach and education to increase 
testing and treatment of HCV. Public Health-Seattle & King County also provided 
HCV testing and treatment at the Downtown Needle Exchange and developed 
protocols and provider training to offer low-barrier HCV treatment at their Sexual 
Health Clinic.



Environmental Public Health
All areas of environmental public health have seen an increase in service 
availability between baseline and SFY23. The top row in Figure 17 is a roll-
up of the areas under environmental public health; overall, there has been a 
1100% increase in the percent of agencies with full and significant availability 
of environmental public health services. The area that had the largest increase 
in availability was land use planning (650% increase), and the area with the 
smallest increase was food, water, waste inspections (150% increase).

Figure 17: Changes in environmental public health availability
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Figure 18 displays the changes in availability for all environmental public health areas 
from baseline to SFY23. Although there has been some fluctuation between years, 
there is an upward trend in availability across all areas since baseline.

Figure 18: Changes in environmental public health availability detail
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Environmental Public Health
Environmental Public Health (EPH) is a very broad category. This 
highlight reflects on some of the benefits affecting children in school 
across the state, with a case study of one mid-sized LHJ. 

Recent FPHS investments in EPH have allowed at least five rural LHJs to hire or 
train environmental health specialists to establish or enhance their monitoring 
and mitigation of environmental health threats in schools – air quality in particular 
was mentioned by LHJ recipients as a priority. Additionally, FPHS funding to the 
State Board of Health has supported their research and policy development 
efforts regarding school environmental health and indoor air quality. 

In 2022, the Benton-Franklin Health District (BFHD) utilized FPHS funding to develop 
its first School Environmental Health & Safety (EH&S) Program. The BFHD School EH&S 
program provides health and safety oversight for 103 public and private schools 
in Benton and Franklin counties. BFHD developed a routine inspection program for 
K-12 schools, beginning with a focus on laboratory safety and chemical hygiene in 
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secondary school programs. Many area schools had never participated in a 
laboratory rehabilitation program and benefited greatly from the renewed focus 
on safety in this area.

BFHD’s School EH&S Program addresses an existing gap in regulation and 
oversight of school environments. This intervention helps promote and ensure that 
school environments are conducive to learning and protects the health of building 
occupants. In addition, the program helps local school districts make healthy, 
safe, and cost-effective choices that address environmental health priorities. 
Each of the 42 schools BFHD inspected in their first year had opportunities 
for improvement in the areas of chemical segregation (96% of schools out of 
compliance), hazardous waste disposal (92% out of compliance), and housing 
“ban candidate” chemicals, or chemicals that were not deemed appropriate for 
the grade-level (86% out of compliance). A great success following the 2022-2023 
routine inspections is the mass cleanout of school laboratories that is currently 
underway by many of the schools inspected. Several hazardous chemicals, such 
as elemental mercury, formaldehyde, chloroform, and many shock-sensitive 
chemicals, are in the process of being removed from local schools. In addition, 
BFHD has partnered with DOH Office of Radiation Protection to remove several 
radioactive items found in school laboratories.
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Lifecourse
SFY23 was the first year agencies were assessed on their expertise and capacity 
for the lifecourse areas of FPHS since the baseline assessment. The top row in 
Figure 19 is a roll-up of the areas under lifecourse; overall, there has been a 
500% increase in the percent of agencies with full and significant availability 
of lifecourse services.  The lifecourse area with the most change was maternal, 
child, and family health data and planning (1100% increase) and the area with 
the least change was access and linkages to clinical care (233% increase). 

Figure 19: Changes in lifecourse availability
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Figure 20 displays the changes in availability for all lifecourse areas from baseline to 
SFY23. With only two data points, a trend cannot be established, but there was an 
increase in availability since baseline.

Figure 20: Changes in lifecourse availability detail
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Child Death Review
Child Death Review (CDR) is a programmatic approach to reducing deaths 
and injuries of children from nonnatural causes. The work is mainly done at a 
local level, convening local agencies and organizations to holistically examine 
cases to identify and implement prevention opportunities. CDR is unique to 
local health agencies because it requires collecting and discussing confidential 
information with local partners. LHJs are well-situated to provide expertise in 
assessment and have established relationships with essential partners. 

Prior to this FPHS investment, there were only a handful of active CDR programs 
across the state, and they were almost all underfunded and understaffed. There are 
now seventeen CDR programs in the state, most of which participate in a statewide 
community-of-practice convened by the Washington State Department of Health 
(DOH), with training support from the National Center for Fatality Review and 
Prevention. Nine of these CDR programs are funded via FPHS specifically for CDR 
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programs, and the others have prioritized some of their more flexible FPHS 
funding to support programs on their own.

Because they now have sustainable funds, LHJ CDR programs can effectively 
work to prevent future childhood deaths and injuries by examining potential 
causes and providing evidence for policy or public health interventions. 
Frequently, childhood deaths disproportionately affect marginalized 
communities, and these programs illuminate those disparities while working 
to reduce them. CDR program approaches also carry substantial overlap and 
opportunities for improving prevention of drug-related deaths and suicide 
deaths; an LHJ with a strong CDR program is well set up to also engage in 
those areas.
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Vital Records
SFY23 was the first year agencies were assessed 
on their expertise and capacity for vital records 
since the baseline assessment. Only one of the two 
areas in the vital records services program area was 
assessed for LHJs at baseline, providing birth and 
death certificates, since the vital records system is a 
centralized service provided by the state. There was 
a 38% increase in the availability of birth and death 
certificates services between baseline and SFY23.

Figure 21 displays the changes in availability for 
the administration of birth and death certificates 
from baseline to SFY23. With only two data 
points, a trend cannot be established, but 
there was an increase in availability between 
the two years this area was assessed.

Figure 21: Changes in vital records availability

Figure 22: Changes in vital 
records availability detail
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“We have been able to use 
our Community Health 
Needs Assessment to 
engage directly with our 
communities and tackle 
the issues that they 
have identified. During 
the pandemic our rural 
communities’ trust in 
public health was eroded 
and we are now actively 
working at building that 
trust by meeting them 
where they are and 
addressing their needs 
with accurate data and 
guidance.”

Whitman County Public Health

Foundational Capabilities
All foundational capabilities have increased in 
availability between baseline and SFY23. The capability 
with the largest change was policy development 
(1400% increase) and the capability with the 
smallest change was conducting community health 
assessments/improvement planning (163% increase).

Figure 23: Changes in foundational capabilities availability



CHANGES IN CAPACITY — 49

Figure 24 displays the changes in availability for the foundational capabilities. There 
has been an increase across all foundational capabilities compared to baseline, with 
the degree of change dependent on the capability.  

Figure 24: Changes in foundational capabilities availability detail
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Figure 24 continued.
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Foundational Capabilities
Many system partners used FPHS funding to improve communications, business 
competencies and operations, and community partnerships. Many LHJs reported 
using FPHS funds to hire Communications staff (some for the first time) or retain 
Communications staff brought on during COVID. These investments in Communications 
improved internal processes to increase the quality and frequency of information 
shared to the public via social media, blog posts, etc. Communications staff 
also improved relationships with local media to provide them with public health 
information in a format and schedule that better meets their needs. Dedicated 
Communications staff have allowed LHJs to focus on engaging communities 
who may be disproportionately impacted to ensure that they can give input into 
messaging to improve efficacy. This has increased the ability to reach specific 
communities and has improved community partnerships. This enhanced collaboration 
facilitated the exchange of ideas, best practices, and lessons learned, leading 
to more impactful interventions between healthcare providers, government 
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agencies/departments, nonprofit organizations, and other stakeholders. 
The SBOH also used FPHS funds to support a Communications Consultant 
position to provide critical support for managing and responding to public 
comment and media inquiries, handling public records requests, maintaining 
websites, and shifting from virtual meetings to hybrid meeting formats. 

Many LHJs also reported using FPHS funds to improve business operations 
including hiring fiscal managers/staff, contracts and procurement staff, providing 
staff training, purchasing and upgrading office equipment, and digitizing 
documentation. Some LHJs also reported enhancing their IT systems to build 
databases for internal use and better serve the public by providing Web-based 
access to public health information and services. One rural LHJ had been relying 
on a small, burdened county IT department and was able to bring IT expertise in-
house with FPHS funds. These investments have improved efficiency in operations 
and increased the public’s ability to access PH services and information on 
the Internet. DOH also reported improvements in IT capabilities and business 
competencies. DOH has continued to enhance cloud-based environments 
and systems, including the cloud-based disease reporting systems to increase 
scalability and processing speed. DOH has invested in improving visualizations 
and dashboards to assist LHJs and community in making informed health 
decisions. DOH has also used FPHS investments to provide more support to the 
tribal liaison team to improve engagement with Tribes and enhance the fiscal/
contract team to improve tracking of FPHS investments. FPHS funds allowed 
the SBOH to expand Health Impact Review (HIR) capacity and hire and train 
another HIR Policy Analyst, allowing the SBOH to continue to evaluate a variety 
of new, complex policy topics and increase outreach to legislators and the 
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Governor’s Office. The SBOH also used FPHS funding to expand its efforts to 
be more accessible to the people who live in Washington. As a result, the SBOH 
is now able to provide American Sign Language interpretation and Spanish 
Language interpretation at all Board and Health Disparities Council meetings.
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Assessment 
Beginning with the initial FPHS demonstration projects, funding to support 
necessary local epidemiology capacity has been a key investment area. Local 
epidemiology capacity has been supported and improved in different ways 
based specifically on the local needs – through shared services projects, regional 
epidemiologists, and direct increases in local epidemiologists within local health 
jurisdictions.  

By adding to the FPHS investment each biennium, as of SFY23, each LHJ that stated 
they were interested in receiving funding for epidemiology capacity had received 
it. In SFY23, the FPHS Steering Committee also chose to invest additional funding 
for each LHJ to support Assessment (surveillance and epidemiology) work. These 
combined investments have resulted in robust improvements in LHJs capacity and 
capabilities for Assessment work as demonstrated by the examples below. 

Four LHJs (Chelan-Douglas, Grant, Kittitas, and Okanogan) have developed the 
North-Central Washington Epi Consortium which has allowed the participating 
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jurisdictions to benefit from shared services and resources to deliver stronger 
assessment and epidemiology. This consortium has allowed the LHJs to recruit, hire, 
and train their assessment and epidemiology staff, embark on regional projects, 
and access support and expertise from technical partners to improve  
local programs.  

Additionally, four small, rural LHJs reported hiring (or contracting with) an 
epidemiologist for the first time in SFY23 as a result of FPHS investments. The 
Administrator from Jefferson County shared that having their first in-house 
epidemiologist “completely changes our ability to handle data collection strategies 
internally and affords the ability to begin building pathways for assessment 
information, from distillation to visualization, with transparency so that the public, 
our community partners, and grantors access [data] more equitably.” Some of these 
epidemiologists are coordinating with other epidemiology and assessment staff in 
neighboring counties to prepare regional reports and coordinate data. To further 
support these investments, a coordinated investment for Statewide Assessment/
Epidemiology Workforce Development helps support staff by providing pathways to 
learn from colleagues, participate in relevant trainings, and upskill technical skills to 
best meet the needs of their communities. 

Larger counties reported many benefits of the FPHS funding related to Assessment 
capacity including additional support for epidemiologists around assessment 
and evaluation, help for LHJs to prioritize their resources more appropriately, and 
greater ability to assess and analyze data sets (quantitative and qualitative) 
to ensure they continue to their mission of prioritizing communities who are 
experiencing negative health outcomes, geographic disparities related to access to 
care, and more.
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Emergency Preparedness and Response 
In 2021, conversations with public health emergency preparedness and 
response professionals surfaced a need for supporting on-call staff receiving 
high levels of emergency calls outside of business hours. The after-hours 
project workgroup composed of local health jurisdiction (LHJ) and DOH staff 
formed with the intent to: 

1. Reduce the burden of public health calls received outside of LHJ business 
hours.  

2. Reduce administrative burden by lowering the overall cost per agency for a 
dedicated after-hours call service available across the public health system. 

3. Provide more consistent responses to the public and healthcare providers 
who call public health outside of business hours. 

Following an investment of $250,000, the workgroup supported the creation of an 
after-hours call procedure, and the DOH entered into a contract with Washington 
Poison Center (WAPC) to provide after-hours on-call screening to 12 LHJs. A 
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consistent call service supports the communities served by the governmental 
public health system to ensure a rapid and appropriate service, while protecting 
our public health workforce from unnecessary disruptions outside of work hours.  

From August 2022 to June 2023, WAPC screened 1346 calls (112 calls monthly). 
Sixty percent of those calls were addressed by WAPC, and 40% were routed to 
the appropriate LHJ on-call staff number. Calls received supported communicable 
disease, environmental public health, maternal and child health, vital records, and 
other essential public health functions. Feedback from LHJs on this service include:  

 • Reduction in the after-hours call burden on local staff 
 • Increased response time to public health questions and concerns 
 • Continuity among responses that the public are receiving across Washington 

All LHJs currently using this service are continuing their participation with 
ongoing contract support from DOH. At least three LHJ partners requested to 
be added to the service, but program service was limited due to FPHS funding. A 
future opportunity for this program includes expanded funding to give more LHJ 
partners across the system access to this service.
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Health Impact Reviews (Policy Development) 
The Washington State Board of Health (SBOH) received FPHS funding to 
expand capacity for Health Impact Reviews (HIRs), which are conducted 
in collaboration with the Governor’s Interagency Council on Health 
Disparities (Council). HIRs are completed at the request of a legislator or 
the Governor and are a Health in All Policies and Equity in All Policies tool 
that analyze how proposed legislation may impact health and equity in 
Washington state. HIRs are objective, non-partisan, and evidence-based. 

Washington state legislation impacts every community in the state, particularly 
underserved and marginalized communities. HIRs present information on a 
variety of policy topics that impact individual and community health, including 
education, behavioral and environmental health, economics, the criminal and 
civil legal systems, and additional topics. Legislators have shared that HIRs 
provide clarity and highlight equity considerations on particularly challenging 
bill topics. Legislators have used HIR findings to understand equity implications, 
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inform their decision-making process or policy direction, and talk with colleagues 
about a bill. Community-Based Organizations (CBOs) have used HIR findings 
to conduct further research on specific topics, educate and communicate 
with partners, and engage in state-level work to address health inequities. 

Expanded FPHS funding for HIRs enabled the Board to achieve the following: 

 • Complete eight HIRs during the 2023 Legislative Session 
 • Hire and train another full-time HIR Policy Analyst, bringing the Team’s 

capacity to 2.6 FTE (FPHS funding supports 1.6 FTE HIR Policy Analysts) 
 • Increase outreach to legislators and the Governor’s Office
 • Complete additional HIRs during the interim 
 • Further improve HIR processes and products 
 • Provide additional staff support to the Board and to the Council, including 

research related to perinatal health, reproductive justice, extreme heat, and 
health justice 

 • Explore methods for further integrating equity-focused frameworks; tribal 
involvement; and compensation for key informant interviewee participants 

 • Attend an event on co-governance with community organizations and state 
agencies working to align statewide efforts on economic, environmental, and  
health justice

 • Work with the Environmental Justice Interagency Work Group and state 
agencies to support development of Environmental Justice Assessments as 
part of implementing the Healthy Environment for All (HEAL) Act
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Overall, FPHS funding allows Board staff to evaluate a variety of policy 
topics, highlighting Health and Equity in All Policies and providing critical 
and insightful information to advance state-level equity work. 
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Centralized Services
There are a few FPHS that are considered centralized services, meaning one 
entity is responsible for that service being available across the state. LHJs, DOH, 
and SBOH have been asked to assess their capacity and expertise in public 
health lab services and prevention of radiation exposure for several years, 
reflecting on the capacity and expertise of other entities providing these services 
for their jurisdiction. SFY23 was the first year that agencies were asked to also 
assess newborn screening and health care licensing services, however, most 
agencies did not provide this assessment at baseline so there are no data to 
compare to. Public health lab services have increased in availability by 300%, 
and prevention of radiation services have increased by 400% since baseline.

Figure 25: Changes in centralized services availability
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Figure 26 displays the availability of the public health lab and prevent radiation 
services over time. The reduction in availability between SFY20 and SFY23 was likely 
due to a change in reporting rather than a change in the availability of services.

Figure 26: Changes in centralized services availability detail
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Outcomes
The FPHS Steering Committee selected data indicators to monitor the impact 
of investing in the governmental public health system. These indicators fell 
into two categories, disease investigation and immunization rates.  

Tracking the number of cases investigated each year for specific conditions is 
an indicator of public health system capacity – from data systems to staffing to 
do the work. Three conditions (hepatitis C, gonorrhea, syphilis) were selected for 
outcome measurement because these conditions are priorities for public health 
intervention and also occur at a frequency such that impacts of investments in FPHS 
communicable disease investigation capacity should be observable in the data.

Promoting vaccination through developing and maintaining statewide data systems; 
analyzing, sharing and using data; setting immunization policy; and communicating 
with and engaging the healthcare system and communities for planning and 
coordination are foundational roles of the governmental public health system. 

The specific indicators selected to monitor the impact of FPHS funding are as follows:

1. Gonorrhea cases interviewed
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2. Gonorrhea cases interviewed with correct treatment 
on record based on CDC recommended treatment 
guidelines

3. Newly diagnosed syphilis cases that receive partner 
services interview

4. New positive hepatitis C lab reports that are received 
electronically which have a completed case report

5. New positive hepatitis C case reports with completed 
investigations

6. Children 19-35 months who have completed the 
standard series of recommended vaccinations

7. Children 4-6 year-olds who have completed the 
standard series of recommended vaccinations

Indicator data are dependent on data systems. 
Modernizing data systems and automating steps in 
the process, like linking laboratory reports with disease 
investigation data, continues to be a work in progress. 
Lab results that are not submitted through the electronic 
laboratory reporting (ELR) system for these conditions are 
reported to LHJs via fax on paper and require a human 
to enter the information into the respective statewide 
disease surveillance systems, called Public Health Issue 
Management System-Sexually Transmitted Disease (PHIMS-
STD) and Washington Disease Reporting System (WDRS).

“We more than doubled 
the number of case 
interviews completed 
for gonorrhea and 
chlamydia in FY2023 
leading to identification 
of additional partners 
and improved access 
to expedited partner 
therapy provided by our 
division or through a 
partner clinic.”

Skagit County Public Health
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Gonorrhea & Syphilis Case Interviews
The number of gonorrhea case interviews and the number of gonorrhea cases 
interviewed with appropriate treatment reported continued a downward trend since 
SFY18. There were more syphilis case interviews conducted in SFY23 than in SFY22, 
continuing a generally upward trend in syphilis interviews since baseline. These 
numbers were maintained and achieved in the context of continually increasing STI 
case burdens and the emergence of new public health challenges such as COVID-19 
and Mpox, with resource constraints necessitating focus on priority sub-populations.

Figure 27: Gonorrhea & syphilis case interviews

*Correct treatment is based on CDC recommended treatment guidelines: single 500mg dose of ceftriaxone OR alternative 
dual therapy if ceftriaxone cannot be used. There is some variation across time with this analysis due to the change in CDC 
treatment recommendations in 2021, as well as the introduction of new treatment variables in March 2020 to PHIMS-STD.
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Hepatitis C Case Investigation
The 2020 supplemental budget provided an initial $3 million of additional funding 
for the 2019-2021 biennium to begin addressing hepatitis C. This funding was 
allocated again for the 2021-2023 biennium, with $1.5 million allocated for SFY23 to 
continue to address hepatitis C using shared priorities, standardized surveillance 
methods, minimum standards of practice, common metrics, and staffing models 
developed by the FPHS Communicable Disease Subject Matter Expert workgroup.  
These funds were allocated, using a burden of disease model, to the 17 LHJs that 
represent 90% of all hepatitis C cases in the state, for the following priorities:

 • Surveillance – entering labs and acute cases into WDRS
 • Investigation – focus on acute cases: people aged 35 or younger, newly 

diagnosed, pregnant women, people seen in the Emergency Department or 
inpatient settings, Black, Indigenous and People of Color or other historically 
marginalized populations 

Figures 28-30 display the total number of hepatitis C case investigations reviewed by 
public health (PH) staff, compared to the number with complete case investigations, 
by fiscal year, with SFY19 as the baseline for comparison. Each figure addresses a 
hepatits C case type or cohort. The number of completed case investigations for all 
three types of hepatitis C has fluctuated over the past five fiscal years. The number 
of completed case investigations for acute hepatitis C in SFY23 was a little more 
than half the number completed at baseline (37 cases vs. 65 cases). The number of 
completed case investigations for chronic hepatitis C in SFY23 was about a third 
more than the number completed at baseline (253 cases vs. 183 cases). And the 
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number of completed case investigations for hepatitis C among people born in 1992 
or later was slightly more in SFY23 compared to baseline (43 cases vs. 36 cases).

Figure 28: Acute hepatitis C case investigations
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Figure 30: Chronic hepatitis C (born after 1992) case investigations

Figure 29: Chronic hepatitis C case investigations
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Completed Immunization Series
Rates of completed immunization series* for 19-35-month-olds and 4-6-year-olds have 
remained consistent since 2019. 

Figure 31: Immunization series completed

*The completed immunization series for 19-35-month olds consists of DtaP (diphtheria, tetanus, and acellular pertussis), 
polio, MMR (measles, mumps, and rubella), hepatitis B, Haemophilus influenzae type B, varicella (chickenpox), and 
PCV (pneumococcal conjugate) vaccines. The completed immunization series for 4-6-year-olds consists of DtaP 
(diphtheria, tetanus, and acellular pertussis), Haemophilus influenzae type B, polio, hepatitis B, MMR (measles, 
mumps, and rubella), varicella (chickenpox), HepA (hepatitis A) and PCV (pneumococcal conjugate) vaccines.
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