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People living homeless and people with substance use disorders are at increased risk for HIV but experience multiple intersecting 
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operational and clinic characteristics that helped facilitate success.
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People living homeless, particularly those with co-occurring 
substance use disorders, experience increased vulnerability to 
HIV acquisition, and unstable housing has been linked to lower 
rates of viral suppression among people with HIV (PWH) [1]. 
Over the past decade, there have been numerous outbreaks of 
HIV among people who inject drugs and are unstably housed, 
and housing instability has similarly been linked to increased 
rates of other infectious diseases, including viral hepatitis and 
sexually transmitted infections (STIs) [2–7]. Unhoused women 
are particularly vulnerable to HIV and STIs due to a combina
tion of sociobehavioral, biologic, and structural factors, such as 
higher rates of exchange sex and receptive syringe sharing, and 
have represented many of the new HIV diagnoses in recent out
breaks [4, 8–11].

Despite being at increased risk for HIV and other infectious 
diseases, people living homeless experience multiple complex 
barriers to accessing medical care. Structural barriers, including 
poverty, unstable housing, limited transportation, and health 

care costs, are often compounded by co-occurring substance 
use and untreated mental health disorders, making engagement 
in traditional primary care systems challenging [12–15]. 
Differentiated service delivery models adapt health structures 
to meet the needs of individuals and have emerged as strategies 
to align health resources with patient needs, particularly in the 
field of HIV care [16–18]. However, many differentiated service 
delivery models focus exclusively on PWH and miss opportu
nities to engage populations at risk for HIV, including people 
living homeless, in HIV prevention. A whole person approach 
to care aims to engage persons in high-quality care regardless of 
HIV status, combining HIV testing, HIV prevention, and HIV 
treatment, with the goal of reducing HIV infections, stigma, 
and health disparities while increasing uptake of proven HIV 
prevention interventions [19].

In Seattle and King County, Washington, the HIV epidemic 
has historically been concentrated in urban areas among White 
men who have sex with men, and the overall rate of viral sup
pression among PWH is high (85%) [20]. Nevertheless, new di
agnoses of HIV in the county are marked by substantial racial, 
geographic, and socioeconomic disparities. In 2018, an out
break of new HIV diagnoses among heterosexual persons 
who were living homeless in north Seattle, most of whom in
jected drugs, exposed the vulnerability of this marginalized 
population to HIV and resulted in a 286% increase in HIV in
fections among people who inject drugs [4, 21]. In 2023, an es
timated 18% of new HIV diagnoses occurred among people 
living homeless, and county-wide viral suppression was lower 
among PWH experiencing homelessness or unstable housing 
when compared to the general population [20]. Additionally, 
over the past several years, an increasing proportion of new 
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diagnoses has occurred in south King County, an area that is 
more racially diverse and geographically dispersed and that 
has relatively few health resources for marginalized popula
tions, such as people living homeless, people who inject drugs, 
and PWH [20].

In response to these needs, we established 3 low-barrier, 
community-embedded, status-neutral clinics in north Seattle 
and south King County focused on engaging persons with com
plex needs in HIV prevention, HIV treatment, and comprehen
sive primary care (Figure 1). These low-barrier care clinics are 
housed within community-based organizations and provide a 
novel approach to HIV prevention and treatment by bringing 
services directly to trusted locations where people experiencing 
homelessness and other complex barriers to care already visit. 
The low-barrier clinics co-locate services to minimize structural 
and systems-level barriers and expand the reach of HIV treat
ment and prevention services, especially to populations that 
have historically been out of care. In an effort to promote dia
logue and discussion on strategies and best practices for engag
ing populations with complex barriers to care in HIV treatment 
and prevention services, we describe our experience implement
ing these whole person community-embedded low-barrier clin
ics and outline key characteristics that helped drive success.

AURORA–SHE (SAFE. HEALTHY. EMPOWERED.) 
CLINIC

Overview and Historical Context

The Aurora–SHE Clinic is a whole person low-barrier clinic for 
people experiencing complex barriers to care in north Seattle 
(Table 1). The clinic is run by the University of Washington’s 
Harborview Medical Center (HMC) but housed within 
Aurora Commons, a community-based nonprofit organization 
serving unhoused neighbors. Through its drop-in day center, 
Aurora Commons provides a daily meal, coffee, access to kitch
en space, laundry, bathrooms, and a clothing closet, as well as a 
safe and welcoming place to rest. Aurora Commons similarly 
provides nonmedical case management and advocacy services, 
helping neighbors with a variety of needs: housing, photo iden
tification cards, phones, and other basic needs.

In 2018, following a request from Aurora Commons leadership 
to provide accessible, walk-in, trauma-informed sexual health ser
vices for women who exchange sex, HMC opened a 1-day/week 
clinic at Aurora Commons for female-identifying persons. This 
clinic, the SHE Clinic (Safe. Healthy. Empowered.), was run 
out of a mobile medical van, which parked outside of Aurora 
Commons 1 day per week. This initial iteration of the SHE 
Clinic was funded by the state health department and staffed 
by a physician, registered nurse, and social worker, and it re
ceived support from the Aurora Commons advocates. Over 
time and with the availability of additional funding, the SHE 
Clinic gradually expanded to include additional days of service 
and more robust nursing and social work support.

Current Operations, Staffing, and Services

In 2021, due to an identified need to expand low-barrier prima
ry care and HIV prevention and treatment services, HMC and 
Aurora Commons were jointly awarded Ending the HIV 
Epidemic funding through a competitive process to build out 
a dedicated clinic space within Aurora Commons’ day drop-in 
center and expand full clinical services to 4 days a week, with 
services now being inclusive of male-identifying and nonbinary 
individuals. Given this expansion of care, the clinic name was 
also modified to the Aurora–SHE Clinic.

In its current state, all clinic visits at the Aurora–SHE Clinic 
are walk-in, without penalty for missed or late visits, and there 
are no prespecified targets for daily visit number or time per visit. 
Daily staffing at the Aurora–SHE Clinic includes a physician, a 
registered nurse, 2 medical social workers, and 1 program coor
dinator. Physician time is split among 5 providers, all of whom 
have expertise in internal medicine and HIV care. The medical 
staff continues to be supported by the Aurora Commons’ advo
cates, who provide nonmedical case management and advocacy 
services, particularly in the areas of housing and temporary shel
ter. Staff from the Aurora–SHE Clinic and Aurora Commons are 
well integrated, with clinic personnel attending weekly Aurora 
Commons staff meetings and Aurora Commons advocacy staff 
attending daily clinic huddles. HMC and Aurora Commons pro
vide their staff with trainings in trauma-informed culturally sen
sitive care and de-escalation safety techniques through their 
organizational resources.

Clinical services at the Aurora–SHE Clinic focus on HIV test
ing, treatment, and prevention, such as provision of antiretroviral 
therapy and HIV preexposure prophylaxis (PrEP); STI testing 
and treatment; and treatment of substance use disorders, includ
ing medications for opioid use disorder (MOUD). However, de
spite an initial focus on HIV prevention, the clinic has evolved to 
serve as a medical home for most patients, and it provides 
comprehensive primary care services, inclusive of routine vacci
nations, blood draws, wound care, and chronic disease manage
ment. The clinic is well integrated within the University of 
Washington medical system and able to provide internal referrals 
for procedures and specialty services. Given the high number of 
pregnancies diagnosed at the Aurora–SHE Clinic, the clinic has 
established a partnership with a University of Washington family 
medicine clinic in north Seattle to provide expedited access to 
prenatal services and a full complement of reproductive health 
care. For pharmacy services, the Aurora–SHE Clinic utilizes 
HMC’s long-term care pharmacy to provide next-day delivery 
of medications to the clinic, excluding controlled substances.

Key Factors Facilitating Success

An early analysis of the SHE Clinic, performed in 2019, showed 
that among 76 women who accessed Aurora Commons, those 
who accessed the SHE Clinic (n = 41) were more likely to re
port STI testing in the past 3 months (83% vs 63%, P = .03), 

2 • OFID • Corcorran et al



receipt of MOUD (58% vs 14%, P = .001), and receipt of PrEP 
(49% vs 0%, P < .001) when compared with those who had not 
accessed the SHE Clinic (n = 35) [22]. Similarly, when com
pared with nonadopters, early adopters of the SHE Clinic had 
a substantially lower rate of nonemergent visits to the emergen
cy department in the 6 months following SHE Clinic imple
mentation when compared with the 6 months prior to 
implementation [22].

Accordingly, we identified several factors based on our con
sensus opinion that are key to the Aurora–SHE Clinic’s success 
and would be essential components of scale-up of similar en
deavors in other community-embedded settings (Table 2). 
First and perhaps most important, the partnership with 
Aurora Commons is critical to the clinic’s success. Aurora 
Commons has been serving the community and establishing 

a culture of trust since 2011. It is through this partnership 
that the medical staff gains buy-in and is seen as “friends of 
friends” by a population that has experienced significant insti
tutional trauma within the traditional medical system. Most 
referrals to the clinic come from the Aurora Commons’ com
munity engagement specialists and advocacy staff, who play a 
critical role in building rapport and trust with neighbors. 
This partnership also allows for more comprehensive wrap- 
around services, providing access to basic needs, housing advo
cacy, medical case management, and primary care and HIV 
prevention services under one roof. Similarly, close collabora
tion between clinic and Aurora Commons staff allows for 
more coordinated patient outreach and retention efforts. 
While clinic staff frequently employ text, phone, and email 
for outreach to patients, Aurora Commons staff augment those 

Figure 1. Timeline and geographic location of community-embedded low-barrier care clinic implementation in King County, Washington. A, Timeline of 
community-embedded low-barrier care clinic implementation. B, Geographic location of the 3 community-embedded low-barrier care clinics and regional distribution of 
new HIV diagnoses in King County, Washington, 2023.
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efforts by linking individuals who access the drop-in space back 
to the clinic and often perform outreach to patients in the com
munity or accompany them to medical appointments.

The partnership with Aurora Commons similarly facilitates 
clinical services being conducted with a trauma-informed ap
proach. By understanding the institutional trauma that many 
patients have experienced within the health care system, which 
is layered atop chronic, complex community trauma, the clinic 
space was intentionally designed to be less triggering and to feel 
more like a living room than a health care setting. There is art
work and colorful paint on the walls, decorative and warm 
lighting, an area rug, and a couch and seating area. This envi
ronmental configuration helps to set the underlying tone for 
the clinic, making the space feel approachable and inviting. 
Within the space at the Aurora–SHE Clinic, there is an empha
sis on attending to the physical and psychological safety 
of patients by creating a culture of consent and avoiding retrau
matization. This goes hand in hand with placing patients’ stated 
priorities at the forefront of care, focusing on what can be ac
complished in the moment, often at the cost of higher through
put and efficiency.

The third key clinic characteristic facilitating success is the 
low-barrier care philosophy, which we define in line with prior 
published work [16]. At the Aurora–SHE Clinic, all visits are 
offered on a walk-in basis in an effort to eliminate barriers re
lated to scheduling and offer maximal access to care for patients 
with a high incidence of acute medical needs. Within the clinic, 

care is trauma informed and has a heavy focus on harm reduc
tion principles. High-intensity case management focuses on 
patient-identified priorities, and the team engages in extensive 
cross-agency collaboration, coordinating with outside medical 
providers, housing agencies, and mental health case managers, 
among others, to promote integrated patient-centered care. 
Finally, financial and other incentives are provided to promote 
engagement in care. At the Aurora–SHE Clinic, patients receive 
a gift card for following up for testing results (STI, HIV, and/or 
viral hepatitis), attending outside appointments, picking up 
PrEP or antiretroviral therapy, and returning for HIV primary 
care.

ENGAGE HEALTH–FEDERAL WAY AND ENGAGE 
HEALTH–KENT

Overview and Historical Context

Engage Health comprises 2 low-barrier, status-neutral walk-in 
clinics for people with complex barriers to care in Federal Way 
and Kent, 2 municipalities in south King County. The clinics 
are operated by HMC and co-located within 2 day and hygiene 
centers run by Catholic Community Services of Western 
Washington (CCS), the largest private nonprofit provider of 
services for people experiencing poverty and homelessness in 
the Puget Sound region. The day and hygiene centers offer 
drop-in gathering spots for clients, with access to toilets, show
ers, laundry services, kitchen space, computers, and spaces for 

Table 1. Characteristics of the 3 Low-Barrier Care Clinics in King County, Washington

Aurora–SHE Clinic Engage Health–Federal Way and Kent

Location (year established) North Seattle (2018, expanded in 2021) Federal Way (2022), Kent (2023)

Community partner Aurora Commons Catholic Community Services of Western Washington

Target population People experiencing homelessness or other complex 
barriers to care with or at risk for HIV in north Seattle

People experiencing homelessness or other complex barriers to 
care with or at risk for HIV in south King County

Funding Ending the HIV Epidemic, Washington State Dept of Health Ending the HIV Epidemic, SAMHSA

Daily clinic staffing 1 medical provider, 1 registered nurse, 2 social workers, 1 
program coordinator

1 medical provider and 1 social worker covering both sites; 2 
registered nurses and 2 program coordinators, 1 each per site

Services offered • HIV testing and treatment
• PrEP and PEP
• STI and viral hepatitis testing and treatment
• MOUD, overdose education, and naloxone
• Comprehensive primary care and wound care
• Medication delivery and blood draws
• Routine vaccinations
• Specialty referrals and coordination

• Same services as the Aurora–SHE Clinic
• Nurse care manager model for MOUD
• Housing Opportunities for Persons With AIDS housing 

vouchers and case management

Incentives Provided for 
• Receipt of STI/HIV test results
• HIV primary care visit
• Picking up ART
• Picking up PrEP
• Completing outside appointment

Provided for 
• Receipt of STI/HIV test results
• HIV primary care visit
• Picking up ART
• Picking up PrEP
• Completing outside appointment

No. of unique patients seen, 
Sep 2023–Dec 2024

581 648

Mean encounters per clinic 
session

9.5 9.0

Abbreviations: ART, antiretroviral therapy; MOUD, medications for opioid use disorder; PEP, postexposure prophylaxis; PrEP, preexposure prophylaxis; SAMHSA, Substance Abuse and 
Mental Health Services Administration; SHE, Safe. Healthy. Empowered; STI, sexually transmitted infection.
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community and rest. CCS operates multiple “family center ser
vices” out of these day center hubs for their surrounding com
munities, offering nonmedical case management, housing, 
advocacy, mental health and substance use care, and homeless
ness outreach services, among others. Importantly for unhoused 

PWH receiving services at the clinics, CCS is also an agency-level 
recipient of funding from the Housing Opportunities for Persons 
With AIDS program.

In 2021, Public Health–Seattle and King County identified 
south King County as having the greatest regional gap between 
available HIV services and new infections and, after a planning 
and solicitation process, was jointly awarded CCS and HMC 
Ending the HIV Epidemic funding to establish new clinics in 
Federal Way and Kent. In addition, in 2022 HMC expanded 
office-based opioid treatment using the Massachusetts nurse 
care manager model for the new low-barrier clinics in south 
King County after receiving a grant from the Substance 
Abuse and Mental Health Services Administration [23]. 
Clinical space build-out in Kent and hiring for clinical and out
reach advocacy staff at both locations occurred in 2022 and 
2023. Engage–Federal Way had existing space built out and 
opened in December 2022, while Engage–Kent opened in 
August 2023.

Current Operations, Staffing, and Services

Similar to the Aurora–SHE clinic, all visits at the Engage Health 
clinics are walk-in, and there are no prespecified targets for dai
ly visit number or time per visit. The current daily medical 
staffing model for Engage Health was adapted from the 
Aurora–SHE Clinic and includes a medical provider (split be
tween 2 individuals), 2 registered nurses, 1 medical social work
er, and 2 patient care coordinators. When fully staffed, each 
clinic has a nurse and a patient care coordinator who primarily 
work at their specific sites, while the provider of the day and the 
social worker move together and split time equally between the 
Federal Way and Kent clinics throughout the week, providing 
remote support as needed for the other site. Medical staff work 
closely with CCS’s nonmedical case managers, outreach advo
cates, and mental health personnel, especially for housing/shel
ter, mental health, and care coordination. HMC and CCS teams 
meet daily at each site and communicate electronically to coor
dinate outreach, care, and logistics, as well as monthly across 
sites to discuss patients and overarching clinic operations and 
needs.

As HMC employees, clinic staff at Engage Health receive 
training through institutional resources in trauma-informed 
culturally sensitive care and de-escalation safety techniques at 
hire, with periodic refreshers. CCS staff members receive sim
ilar training through agency resources. HMC and CCS staff 
have completed additional training in topics such as sex traf
ficking and trauma-informed overdose response and harm re
duction. Several of these trainings have led to joint protocols 
and recurring practice sessions for safety and overdose 
response.

Staffing for HMC and CCS has been an ongoing challenge 
in the initial 2 years of Engage Health, leading to several 
adjustments in clinic hours. Flexibility in staff roles and 

Table 2. Key Factors Facilitating Success of Community-based Whole 
Person Low-Barrier Care in King County, Washington

Key Factor Description

Close partnership and embedded 
within community organization

• Clinics are co-located within 
community-based organizations

• Trust is gained through partnership 
with a trusted organization (“friend 
of a friend”)

• Community-based partner 
organizations offer synergistic 
services and resources

Trauma-informed environment 
and approach to care

• Medical space is intentionally 
designed to not appear clinical

• Space feels approachable, inviting, 
and nontriggering, responsive to 
many patients’ history of institutional 
trauma

• Care is provided with a 
trauma-informed approach, 
centering patient priorities and 
needs while avoiding care that is not 
asked for or desired

Low-barrier care model • Walk-in appointments
• High-intensity case management
• Focus on harm reduction principles
• Incentives for engagement, testing, 

and care for HIV, sexually 
transmitted infections, and viral 
hepatitis

Nurse-centered care model • Nurses extend limited physician and 
social work capacity and move 
patient care forward through their 
roles as care managers for treatment 
of HIV, opioid use disorder, and 
sexually transmitted infections.

• Nurses are a stable presence at each 
clinic site, building close 
relationships with patients and 
providing counseling and 
coordination of care

Extensive cross-agency 
collaboration to meet patient 
needs

• Close collaborations with outside 
community partners, the carceral 
system, and other health systems 
allow for close transitions in care and 
expand the reach of low-barrier 
clinics

• Expedited and formalized referral 
processes (eg, methadone, 
obstetrics/gynecology care) expand 
services, facilitate care, and improve 
low-barrier clinics’ overall impact on 
health

Diversified and flexible funding • Funding that is not disease specific 
facilitates a more comprehensive 
whole person approach to care, 
allowing for care to be delivered 
across the continuum of HIV 
treatment and prevention

• Multiple funding sources allow for 
expanded operating capacity, 
beyond what would be possible with 
a single funder
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responsibilities (eg, nursing assistance with case management 
and outreach) and incorporation of remote or joint visits (eg, 
using on-site nursing support with off-site physician or social 
work support) have enabled continued delivery of quality ser
vices throughout staffing shortages.

Similar to the Aurora–SHE Clinic, the Engage Health clinics 
adopt a trauma-informed approach and employ a low-barrier 
care philosophy, as well as focus on the care and prevention 
of HIV, STIs, viral hepatitis, and substance use disorders, while 
serving as a medical and/or primary care home for many indi
viduals. The same services are available at Engage Health as the 
Aurora–SHE Clinic: PrEP, HIV treatment, MOUD, compre
hensive primary care, STI testing and treatment, medication 
delivery, and laboratory testing. Referrals from Engage 
Health primarily go outside the University of Washington sys
tem due to the clinics’ distance from other affiliated facilities 
and pharmacies.

A unique addition for Engage Health’s services is provision 
of MOUD through the Massachusetts nurse care manager 
model [23], a nurse-centered approach to opioid use disorder 
care that extends services and access while allowing for devel
opment of more stable recovery relationships from the consis
tency of having the same nurse and program coordinator at 
each site. Engage Health also collaborates closely with CCS’s 
mental health clinical and outreach program, Counseling, 
Recovery, and Wellness, to create a more comprehensive ap
proach to care for mental health and addiction.

Key Factors Facilitating Success

Engage Health grew from the successful foundation developed 
by the Aurora–SHE Clinic and Aurora Commons. In contrast 
to their more organic progression, Engage Health emerged 
from a more deliberate planning process involving several well- 
established institutions to specifically address HIV care and as
sociated care needs in south King County. Although a formal 
evaluation of Engage Health’s impact remains ongoing, be
tween September 2023 and December 2024, the clinics success
fully engaged 648 unique patients in primary care services 
(including 61 persons with HIV), conducted >2952 in-person 
visits, and successfully housed 5 of 6 unhoused PWH eligible 
for the Housing Opportunities for Persons With AIDS pro
gram. The same 3 key intervention components—close rela
tionship between clinic and trusted community partner, 
trauma-informed care and environment, and low-barrier care 
philosophy—have been essential to Engage Health’s growth 
and success.

Two additional adaptations important for Engage Health can 
facilitate scale-up of low-barrier care models in community set
tings: (1) the expansion of a nurse-centric model of care and (2) 
close partnerships with public health, other health systems, and 
community organizations. At Engage Health, close partnership 
with HMC’s office-based opioid treatment group leveraged its 

expertise and facilitated the expansion of a nurse care manager 
model for opioid use disorder, which expanded to similarly in
clude care of HIV and STIs. Nurses extend limited provider and 
social work time and move patient care forward through their 
roles as care managers. The nurses and program coordinators 
are a stable presence at each clinic site, building close relation
ships with patients, and they provide counseling, outreach (via 
phone, text, email, and direct contact within the day center 
space), care coordination, laboratory draws, and treatment in 
consultation with physicians, social work, and CCS team mem
bers. Their efforts are key to continued patient engagement and 
retention in care. Additionally, close collaborations with public 
health and partners in the community, carceral system, and 
other health systems have allowed Engage Health to extend 
and deepen important services, such as methadone and obstet
rics/gynecology care, and serve as a landing spot, especially in 
transitional periods (eg, discharge from jail or hospital), for 
PWH, substance use disorders, and other complex barriers to 
care in the south King County community.

Across Engage Health and the Aurora–SHE Clinic, flexibility 
of funding sources, such as Substance Abuse and Mental Health 
Services Administration, Ending the HIV Epidemic, and state 
funding, has paved the way for early sustainability and allowed 
services to adopt a more expansive whole person approach to 
HIV care. While other established funding streams, including 
Ryan White, focus on PWH, the diversity of current funding 
has allowed Engage Health and the Aurora–SHE Clinic to 
work more comprehensively across the spectrum of HIV care 
and prevention, incorporating an approach that emphasizes 
not only diagnosis and treatment but also biomedical preven
tion, substance use treatment, and other harm reduction 
approaches.

Challenges and Limitations to Implementation Success

Despite several key factors facilitating early success of our low- 
barrier care clinics, challenges and limitations persist. Although 
funding flexibility can be seen as a strength, current funding is 
not sufficient to meet the ongoing and growing needs of the 
population. There are frequently far more patients who wish 
to access services than can be seen in 1 day, and it often takes 
multiple visits to build sufficient trust to engage patients in 
HIV testing and other prevention services. Similarly, the patch
work approach to funding, paired with uncertainty regarding 
the future of federal funding, creates inherent vulnerability 
for the clinics, as loss of any 1 funding stream threatens the sus
tainability of services as a whole. Additionally, despite the 
provision of comprehensive HIV and primary care, the 
Aurora–SHE and Engage Health clinics are not equipped to 
provide the full complement of secondary and tertiary medical 
services, and referrals back into the traditional health care sys
tem for services such as diagnostic imaging and subspecialty 
consultation are still needed. Despite intensive care 
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coordination on the part of Aurora–SHE and Engage Health 
staff, receipt of care outside the community-based clinic setting 
remains challenging for many patients due to ongoing structur
al and system-level barriers. Finally, working in low-barrier 
care can be emotionally demanding, with high rates of second
ary trauma and staff burnout. The Aurora–SHE and Engage 
Health clinics have experienced staff turnover and staffing 
shortages, which have episodically affected service delivery 
and delayed programmatic growth.

CONCLUSIONS

Modifying health structures for vulnerable individuals using a 
trauma-informed, low-barrier care philosophy and embedding 
health care in community settings where trust has been built 
are important strategies for reaching people who experience 
complex barriers to care. Through our experience implement
ing 3 low-barrier, community-embedded, whole person clinics 
in King County, Washington, we identified several key factors 
that have facilitated early success and may be critical for similar 
scale-up efforts in other jurisdictions: (1) partnership and co- 
location within a trusted nonclinical community organization, 
(2) trauma-informed environment and care delivery, (3) low- 
barrier care philosophy and commitment to adaptation, (4) a 
nurse-centered care model, (5) cross-agency collaboration 
and referral processes to extend reach, and (6) diversity in 
funding streams. These lessons can inform successful imple
mentation and adaptation of health structures for low-barrier 
care in other diverse communities and settings to improve 
the care of individuals with complex needs.
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