
DOH-GADSDEN

HEALTH EQUITY
PLAN
July 2022 - June 2025 



DOH-GADSDEN 
Health Equity Plan 

2 

Table of Contents 

I. Vision ................................................................................................................................... 4 

II. Purpose of the Health Equity Plan ...................................................................................... 6 

III. Definitions ........................................................................................................................ 7 

IV. Participation ..................................................................................................................... 8 

A. Minority Health Liaison ........................ 11 

B. Health Equity Team ............................. 11 

C. Health Equity Taskforce ...................... 12 

D. Coalition .............................................. 15 

E. Regional Health Equity Coordinators ... 16

V. Health Equity Assessment, Training, and Promotion ....................................................... 17 

A. County Health Equity Training ............ 17 

B. County Health Department Health Equity Training....18

C. Minority Health Liaison Training .......... 19 

D. National Minority Health Month Promotion….............20

VI. Prioritizing a Health Disparity ........................................................................................ 22 

VII. SDOH Data ................................................................................................................... 28 

A. Education Access and Quality ............ 29 

B. Economic Stability .............................. 39 

C. Neighborhood and Built Environment .44

D. Social and Community Context .......... 52 

E. Health Care Access and Quality ......... 54 

VIII. SDOH Projects .............................................................................................................. 60 

A. Data Review ........................................ 60 

B. Barrier Identification ............................. 60 

C. Community Projects ............................ 61 



DOH-GADSDEN 
Health Equity Plan 

3 

IX. Health Equity Plan Objectives .........................................................................................63 

X.   Performance Tracking and Reporting ............................................................................ 64 

XI. Revisions ....................................................................................................................... 65 

XII. References……………………………………………………………………………………...66



DOH-GADSDEN 
Health Equity Plan 

4 

I. VISION

The Florida Department of Health in Gadsden County worked with the members 
of the Health Equity Taskforce to create and adopt a shared community vision 
that also reflects common values in our community.  Identifying our shared 
values will help guide us throughout the planning process.  The Health Equity 
Vision will provide focus, purpose, and direction to the Health Equity Plan to 
ensure that participants within the Health Equity Team, Health Equity Taskforce, 
and Health Equity Coalition are able to collectively achieve a shared vision for 
the future of Gadsden County’s health equity landscape.  The visioning process 
took place at the second Health Equity Taskforce meeting under the leadership 
of a trained facilitator, Statewide Health Equity Training Administrator. Venise 
White. 
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“To achieve optimal health and wellness for all.” 
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II. PURPOSE OF THE HEALTH EQUITY
PLAN

Health Equity is achieved when everyone can attain optimal health. 

The Florida Department of Health’s Office of Minority Health and Health Equity 
(OMHHE) works with government agencies and community organizations to 
address the barriers inhibiting populations from reaching optimal health. A focus 
on health equity means recognizing and eliminating the systemic barriers that 
have produced disparities in achieving wellness. In response to Chapter 2021-
1700 of the Florida Statute, effective July 1, 2021, each county health 
department (CHD) has been provided resources to create a Health Equity Plan to 
address health disparities in their communities. 

The Health Equity Plan should guide counties in their efforts to create and 
improve systems and opportunities to achieve optimal health for all residents, 
especially priority populations. County organizations have a critical role in 
addressing the social determinants of health (SDOHs) by fostering multi-sector 
and multi-level partnerships, conducting surveillance, integrating data from 
multiple sources, and leading approaches to develop upstream policies and 
solutions. This plan acknowledges that collaborative initiatives to address the 
SDOHs are the most effective at reducing health disparities.  

The purpose of the Health Equity Plan is to increase health equity within 
Gadsden County. To develop this plan, Gadsden County health department 
followed the Florida Department of Health’s approach of multi-sector 
engagement to analyze data and resources, coordinate existing efforts, and 
establish collaborative initiatives. This plan addresses key SDOH indicators 
affecting health disparities within Gadsden County. This Health Equity Plan is not 
a county health department plan; it is a county-wide Health Equity Plan through 
which the Health Equity Taskforce, including a variety of government, non-profit, 
and other community organizations, align to address the SDOH impact health 
and well-being in the county. 
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III. DEFINITIONS

Health equity is achieved when everyone can attain optimal health 

Health inequities are systematic differences in the opportunities groups have 
to achieve optimal health, leading to avoidable differences in health outcomes. 

Health disparities are the quantifiable differences, when comparing two 
groups, on a particular measure of health. Health disparities are typically 
reported as rate, proportion, mean, or some other measure.  

Equality each individual or group of people is given the same resources 
or opportunities.  

Social determinants of health are the conditions in which people are born, 
grow, learn, work, live, worship, and age that influence the health of people and 
communities.  
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IV. PARTICIPATION 

Cross-sector collaborations and partnerships are essential components of 
improving health and well-being. Cross-sector collaboration uncovers the impact 
of education, health care access and quality, economic stability, social and 
community context, neighborhood and built environment and other factors 
influencing the well-being of populations. Cross-sector partners provide the range 
of expertise necessary to develop and implement the Health Equity Plan. 

 
As we embarked on the beginning stages of developing the Health Equity Plan, 
the Health Equity Team lead these efforts and initiated discussions surrounding 
the social and economic conditions that impact residents’ attainment of optimal 
health.  In recruiting members, we considered both management and 
subordinate staff, gender, race, CHD program affiliation, those who live and work 
in Gadsden County, as well as ethnicity.  The diversity among the group ensured 
that we had a variety of expertise and experiences among staff that would 
enhance the planning process and ultimately, the implementation of the Health 
Equity Plan.   

 



 
DOH-GADSDEN 
Health Equity Plan 
 

 

 9 

As we progress through the planning process and begin engaging with the 
Health Equity Taskforce and Health Equity Coalition, we will rely on the 
partnerships we have established and maintained over the years to assist us in 
developing these groups.  The Florida Department of Health in Gadsden County 
has fostered partnerships with a variety of community stakeholders by hosting 
and participating in community health fairs; providing health education 
programming for the faith-based community, senior populations, and schools; 
serving on community boards and committees; coordinating emergency 
response efforts among multiple sectors; and partnering with local public, private, 
and government agencies in their community health grant applications.  These 
coordinated collaborations have benefited the health department, as well as our 
community partners in expanding our reach, increasing program participation and 
improving the health of residents.   

In 2021 we hosted our most successful community event to date, the Back-2-
School, Back-2-Health Drive-thru Health Fair.  Our partnerships resulted in over 
400 Gadsden County families being served, receiving health and nutrition 
information, as well as school supplies for their children.  Over twenty-five local 
partners joined us in this effort, representing healthcare and social service 
organizations, municipal governments, the faith-based community, and of course, 
Gadsden County Public Schools. 
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Florida Department of Health in Gadsden County also participated in our most 
successful hurricane preparedness event in collaboration with the Gadsden 
County Emergency Management Division.  Through this partnership, which also 
included private sector partners, over 500 Gadsden County residents received 
health information, health screenings, vaccinations, hurricane preparedness 
information and supplies.  We value the partnerships we have built and are 
relying on the successes we have achieved through these partnerships to foster 
our success in developing and implementing the Health Equity Plan for Gadsden 
County.       

 

Through our partnership with the Gadsden Community Health Council, this year 
we are assisting in servicing our Hispanic community by taking health services to 
them where they gather.  Throughout the year, a soccer league that attracts up to 
1,000 players and spectators, hosts games on Sundays in the Havana area.  
Through the utilization of our mobile unit, those in attendance are receiving 
health screenings and receiving medical consultations onsite.  Services are being 
provided by physicians, RNs, Community Health Workers, as well as students 
from Florida A&M University.  
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A. Minority Health Liaison 
The Minority Health Liaison supports the Office of Minority Health and Health 
Equity in advancing health equity and improving health outcomes of racial and 
ethnic minorities and other vulnerable populations through partnership 
engagement, health equity planning, and implementation of health equity projects 
to improve social determinants of health. The Minority Health Liaison facilitates 
health equity discussions, initiatives, and collaborations related to elevating the 
shared efforts of the county. 

Minority Health Liaison:  Destiny Tolbert 
Minority Health Liaison Backup: Stacey Hannigon 
 

B. Health Equity Team 
The Health Equity Team includes individuals that each represent a different 
program within the CHD.  The Health Equity Team will explore opportunities to 
improve health equity efforts within the county health department. Members of 
the Health Equity Team assess the current understanding of health equity within 
their program and strategize ways to improve it. The Health Equity Team also 
relays information and data concerning key health disparities and SDOH in 
Gadsden County to the Health Equity Taskforce. The Minority Health Liaison 
guides these discussions and the implementation of initiatives. The membership 
of the Health Equity Team is listed below.  In identifying and recruiting members 
for the Health Equity Team, ensuring a diverse level of participation was the main 
goal.  As such the individual's role within the department was considered 
(management v/s subordinate staff), representation from multiple programs, 
gender, race, and ethnicity. 
 
Name Title Program 
Destiny Tolbert Minority Health Liaison Health Education and Promotion 
Stacey Hannigon Operations Manager Health Education and Promotion 
Dr. Adrian Cooksey Health Officer Administration 
Dominic Matthews Director of Nursing Clinic / School Health 
Nadege Toussaint APRN Clinic 
Jason Krazit Environmental Manager Environmental Health 
Patricia Walker Health Educator Diabetes Prevention Program 
Tanya Footman Health Services Manager Clerical 
Lorie-Ann Asifor-tuoyo Health Educator WIC 
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Lydia Sanders Community Health Nursing 
Supervisor School Health 

Leslie Tejada Health Educator Tobacco Prevention Program 

Marisol Manzano Senior Community Health 
Nurse 

Clinic 

Dale Harrison Senior Health Educator Asthma Home Visitation Program 
Iesha Grinnell Health Educator Heart Health Plus Program 

Cynthia Chacon Health Services 
Representative 

Clinic 

Twanna Davis Human Services Program 
Specialist HIV/STD 

The Health Equity Team met on the below dates during the health equity 
planning process. Moving forward, the Team will meet at on a monthly basis to 
track the progress of the Health Equity Plan.   

Meeting Date Topic/Purpose 
5/31/22 Introduction/Overview 

6/3/22 
Social / Economic Impacts on Optimal Health / Intro to 
Disparity Prioritization  

7/29/22 
Diabetes Disparity Data Review / Health Equity Skills for 
Public Health Professionals Survey 

8/5/22 Track Planning Progress / Training on Social 
Determinants of Health 

September 2022 Track Planning Progress / Training on Navigating Bias 
Third Week of October 2022 Review Plan 

November 2022 
Training on Culturally Competent Use of Language 
Services 

December 2022 Training on Organizational Cultural Competence 

C. Health Equity Taskforce
The Health Equity Taskforce includes CHD staff and representatives from 
various organizations that provide services to address various SDOH. Once 
formed, members of this Taskforce will bring their knowledge about community 
needs and SDOH. Collaboration within this group will address upstream factors 
to achieve health equity. The Health Equity Taskforce will write the Gadsden 
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County Health Equity Plan and oversee the design and implementation of 
projects.  

In identifying and recruiting these individuals, our first focus was to identify 
members based on the work they do in the Gadsden County community and how 
that work directly relates to the Social Determinants of Health.  Our next priority 
was to identify individuals who held leadership / decision making roles in their 
respective organizations.  This would ensure a certain level of knowledge and 
familiarity with their organization’s systems, processes and policies that could 
impact our efforts.  Lastly, we looked at diversity as it relates to gender, race, and 
ethnicity to ensure that those participating on the Health Equity Taskforce were a 
good representation of those who live, work and play in Gadsden County. The 
proposed Health Equity Taskforce members are listed below.   

Name Title Organization Social Determinant of 
Health 

Destiny Tolbert Minority Health 
Liaison DOH-Gadsden Healthcare Access and 

Quality 

Stacey Hannigon Operations 
Manager DOH-Gadsden Healthcare Access and 

Quality 

Dr. Adrian Cooksey Health Officer DOH-Gadsden Healthcare Access and 
Quality 

Patricia Walker Health Educator DOH-Gadsden Healthcare Access and 
Quality 

Beth Chichetti Executive Director 
Gadsden County 
Development 
Council 

Economic Stability 

Dr. Maria Pouncey 
Administrator of 
Instructional 
Services 

Panhandle Area 
Education 
Consortium  

Education Access and 
Quality 

Bobby Collins Captain Gadsden County 
Sherriff’s Office 

Social and Community 
Context 

Shawn Mitchell General Manager Big Bend Transit Neighborhood and Built 
Environment 

Afaf Qasem Director of Health 
Promotion 

Tallahassee 
Memorial Hospital 

Healthcare Access and 
Quality 

Susan Lajoie APRN FSU-COM Healthcare Access and 
Quality 

Thomas Saxton Director Gadsden Technical 
College 

Education Access and 
Quality 

Ron Green Commissioner, 
District 5 

Gadsden County 
BOCC 

Social and Community 
Context 
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The Health Equity Taskforce will meets a minumum of twice monthly during the 
health equity planning process. Once the Health Equity Plan is completed, the 
Health Equity Taskforce will continue to meet monthly to track the Plan’s 
progress and evaluate the need for revisions.  The Taskforce will present the 
draft plan to the members of the Coalition after completion of the plan and design 
of the community project, which is anticipated to take place in October.  Prior to 
collectively discussing the plan, the Coalition members will be provided a draft 
copy for their review at least one week prior to meeting.  The Minority Health 
Liaison will lead the summary presentation of the plan to the Coalition, as well as 
facilitate discussions with the Coalition to address any questions and record the 
recommended revisions.  The recommended revisions will be shared with the 
Taskforce for inclusion in the final draft of the plan.      
 
Meeting Date Organizations Topic/Purpose 

7/14/22 Taskforce 
Intro to the Health Equity Planning 
Process, Purpose of Health Equity 
Taskforce, Training on the SDOHs 

7/29/22 Taskforce Visioning Process 

1st week of August 2022 Taskforce 
Review Diabetes Health Disparity 
and SDOH Data for Gadsden 
County 

3rd week of August 2022 Taskforce 
Identify Organization Barriers to 
Addressing SDOHs and Form Work 
Groups 

1st week of September 
2022 

Taskforce Work Groups 
Research Resources to Address 
Barriers 

2nd week of September 
2022 

Taskforce Work Groups 
Research Evidenced Based 
Solutions 

3rd week of September 
2022 

Taskforce Community Project Design 

4th week of September Taskforce Work Groups Community Project Design 
1st week of October 2022 Taskforce Work Groups Community Project Design 

2nd week of October 2022 Taskforce 
Complete Draft Community Projects 
and Forward to HE Team and 
Coalition 
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4th week of October 2022 Taskforce 
Review HE Team and Coalition 
Feedback / Finalize Community 
Projects 

 

D. Coalition 
The Coalition will discuss strategies to improve the health of the community. The 
strategies will focus on the social determinants of health: education access and 
quality, health care access and quality, economic stability, social and community 
context, and neighborhood and built environment. Membership will include 
community leaders working to address each SDOH, as well as any relevant sub-
SDOHs. The Coalition will assist the Health Equity Taskforce by reviewing their 
Health Equity Plan for feasibility.  

Our recruitment efforts for the Coalition will include direct asks to those serving in 
leadership or lay positions within identified organizations that address each of the 
SDOHs.  This will include organizations that are not only located in Gadsden 
County, but also organizations located outside of the county that serve Gadsden 
County residents.  We will also utilize our partnership with the Gadsden 
Community Health Council to identify potential Coalition members from among 
their membership.  This Council includes a diverse group of individuals 
representing various levels of leadership within their organizations, as well as a 
variety of sectors including healthcare, social services, government, faith-based, 
etc. In addition to our direct contact recruitment efforts, we will also utilize our 
radio and newspaper media outlet partners to share announcements with the 
general public regarding our recruitment efforts and the opportunity to serve on 
the Coalition.  We anticipate having a comprehensive list of Coalition members 
by mid-July.     
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E. Regional Health Equity Coordinators 
There are eight Regional Health Equity Coordinators. These coordinators 
provide the Minority Health Liaison, Health Equity Team, and Health Equity 
Taskforce with technical assistance, training, and project coordination. 

 
Name Region 
Carrie Rickman Emerald Coast 
Quincy Wimberly Capitol 
Ida Wright Northeast 
Diane Padilla North Central 
Rafik Brooks West 
Lesli Ahonkhai Central 
Frank Diaz-Gines Southwest 
Fatima Mohamed Southeast 
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V. HEALTH EQUITY TRAINING AND 
PROMOTION 

A. County Health Equity Training 
The following assessments will be utilized to evaluate the capacity and 
knowledge of health equity: 

• Cultural and Linguistic Competence Policy Assessment 
• Health Equity Skills for Public Health Professionals 
• Improving Health Equity: Assessment Tool for Health Care Organizations 

These assessments will help the Minority Health Liaison identify knowledge gaps 
and create training plans for the Health Equity Taskforce, the Coalition, and other 
county partners. 

Below are the dates, SDOH training topics, and organizations who will be 
targeted for each planned training. The training dates will be finalized amongst 
each group and a decision made regarding the training setting (virtual or in-
person). 

Date Topics Organization(s) 
receiving trainings 

8/5/22 Social Determinants of Health Health Equity Team 

August 2022 Social Determinants of Health Health Equity Coalition 

September 2022 Navigating Bias 
Health Equity Team and 
Coalition 

November 2022 Organizational Cultural Competence 
Health Equity Team and 
Coalition 
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December 2022 
Culturally Competent Use of Language 
Services 

Health Equity Team and 
Coalition 

 
 

B. County Health Department Health Equity Training 
The Florida Department of Health in Gadsden County recognizes that ongoing 
training in health equity and cultural competency are critical for creating a 
sustainable health equity focus. At a minimum, all DOH-Gadsden County staff 
will receive the Cultural Awareness: Introduction to Cultural Competency and 
Addressing Health Equity: A Public Health Essential training. In addition, the 
Health Equity Team will provide regular training to staff on health equity and 
cultural competency. The training is recorded below. 

Date Topics Number of Staff in 
Attendance 

August 5, 2022 Social Determinants of Health  

September 2022 Navigating Bias  

November 2022 Organizational Cultural Competence  

December 2022 
Culturally Competent Use of Language 
Services 
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C. Minority Health Liaison Training 
The Office of Minority Health and Health Equity and the Health Equity Regional 
Coordinator provide training and technical support to the Minority Health Liaison 
on topics such as: the health equity planning process and goals, facilitation and 
prioritization techniques, reporting requirements, and taking a systems approach 
to address health disparities. The Minority Health Liaison training is recorded 
below. 

Date  Topics 

8/19/2021 MHHE Liaisons Meeting 

11/18/2021 Monthly Minority Health Liaison Meeting 

11/22/2021 Regional Minority Health Liaison Meeting 

12/16/2021 Monthly Minority Health Liaison Meeting 

 
1/20/2022 

 
Monthly Minority Health Liaison Meeting 

3/23/2022 ClearPoint Training 

04/11/2022 Florida’s Health Equity Capacity and Roles & Responsibilities; 
Elements of Healthy, Equitable Communities and Prioritizing Social 
Determinants of Health; Developing Health Equity Plans and 
Supporting Minority Health Liaisons; Health Equity Plan Handbook; 
Developing SMART objectives  

04/12/2022  Health Equity in COVID 

4/21/2022 Monthly Minority Health Liaison Meeting 

05/15/2022 – 
05/20/2022 

 Health Equity and Cultural Competency Trainers through The Cross-
Cultural Health Care Program.  
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D. National Minority Health Month Promotion 

 
 

Throughout the month of April, FDOH-Gadsden aired public service 
announcements via local radio media outlets. Our goal in utilizing this 
service was to increase awareness among Gadsden County residents 
regarding the free programs that are offered by the county health 
department to residents of various ages. The announcements were 
shared on multiple radio stations that have coverage in several 
minority communities throughout Gadsden County. The PSAs were 
specifically focused on our health education, screening and early 
detection programs. 
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In addition, we also hosted two virtual panel discussions focused on 
minority health / health equity, with a special focus on rural health. The 
panelists who participated in the discussions are professionals in the 
public health field who also represent several minority groups. One of the 
speakers is a native of Gadsden County who has earned her doctorate, 
has conducted research in rural health and health equity, and currently 
serves as the Director of the Bachelor of Public Health program at the 
University of Florida. Guests discussed how we can translate science into 
solutions and the impact this can have on population-based health. In 
approaching population-based health, we discussed how this involves a 
person’s health status and quality of life in relation to a group of people. 
Having access to this type of information, organizations such as the 
health department, universities, and health care providers are able to 
determine where they should prioritize their resources to have the 
greatest impact. 

As well, we discussed inequities in rural communities, the differences that 
can be identified in these communities as it relates to a person’s health 
status and the distribution of health resources, and the impact that these 
inequities have on long-term health outcomes individually and collectively. 
Lastly, we utilized this time to discuss the SDOHs and their impact 
specifically on rural health. During the panel discussions, we also took the 
opportunity to share information with our residents regarding the health 
department's efforts in addressing health equity and the development of the 
department’s Health Equity Plan. 
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VI. PRIORITIZING A HEALTH DISPARITY 

The Health Equity Team identified and reviewed health disparities data in 
Gadsden County. Data was pulled from multiple sources including: 

• US Census Bureau 
• Florida Department of Health 
• Robert Wood Johnson Foundation’s County Health Rankings 
• Gadsden County Community Health Assessment. 

The health disparities that were identified in Gadsden County include, but are not 
limited to: colorectal cancer, diabetes, HIV/AIDS, mental health, lung cancer, 
prostate cancer, and stroke. The Health Equity team utilized the multi-voting 
technique by means of online polls to select our priority health disparity.  During 
the first round of voting, participants were asked to rank their choices from the list 
of identified health disparities.  The results of the first poll are below (Figure 1). 

  
Figure 1:  Health Equity Team Disparity Prioritization, Vote 1

 
Source:  Survey Monkey Online Poll, June 6, 2022 
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The Team was then asked to complete another survey which included the top 
four choices identified in the previous poll (diabetes, heart disease, HIV/AIDS, 
and Mental Health).   The results of the second poll are below (Figure 2).   

 
Figure 2:  Health Equity Team Disparity Prioritization, Vote 2 

 
Source:  Survey Monkey Online Poll, June 7, 2022 

 

The second vote resulted in a tie between Diabetes and Heart Disease.  The 
results were discussed amongst the Health Equity Team and a decision made to 
focus on Type 2 Diabetes as our priority health disparity in the Health Equity 
Plan.  

Since 2007 there has been a rise in individuals in Gadsden County being 
diagnosed with diabetes. This steady increase peaked in 2016 when the rate of 
adults who had been told they had diabetes was twice the state rate (23.4% 
compared to 11.8%).  (Figure 3, Table 1) 
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Figure 3:  Adults Diagnosed with Diabetes, Gadsden County 

 
Source:  FDOH, Office of Health Statistics and Assessment, http://www.flhealthcharts.com 

 
Table 1:  Adults Diagnosed with Diabetes, Gadsden County 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source:  FDOH, Office of Health Statistics and Assessment, http://www.flhealthcharts.com 

 

Adults who have ever been told they had diabetes, Overall
Year Gadsden Florida

2019 19.9%
(14.5% - 25.3%)

11.7%
(10.8% - 12.6%)

2016 23.4%
(18.6% - 28.2%)

11.8%
(11.1% - 12.4%)

2013 20.8%
(15.2% - 26.5%)

11.2%
(10.5% - 11.9%)

2010 16.7%
(12% - 21.5%)

10.4%
(9.8% - 11.1%)

2007 10.5%
(8.1% - 13.5%)

8.7%
(8.2% - 9.3%)

2002 14.1%
(10.5% - 17.7%)

8.2%
(7.6% - 8.9%)
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Diabetes is a chronic health condition in which the body cannot produce insulin 
or cannot use the insulin produced effectively.  As a result, too much glucose 
remains in the bloodstream and causes other health conditions such as heart 
disease, vision loss, and kidney disease.   

Diabetes is now the 7th leading cause of death in the United States.  Among 
adults in the US, diabetes affects approximately 13% of the population, in Florida 
about 12%, and almost 20% in Gadsden County.1 

Risk factors for becoming diabetic include being overweight, having a sedentary 
lifestyle (physically active less than three days a week), age 45 or older, having a 
close family member with diabetes, and ever having gestational diabetes or a 
baby weighing nine pounds or more.  Certain racial ethnic groups are more at 
risk of developing diabetes including African American, Hispanic, American 
Indian, and Alaska Native1.   

Diabetes can be prevented or managed with certain evidenced based lifestyle 
changes including weight loss, increased physical activity, and eating a healthy 
diet.  There is no cure for diabetes, but medication and regular monitoring from a 
primary care physician can also help to manage the disease.1 

Looking closer at the latest data from the RWJ County Health Rankings and the 
County’s Community Health Assessment provided further insight into why 
diabetes is so prevalent in Gadsden County.  Gadsden County has the highest 
percentage in the state of adults who are overweight or obese (80.2% compared 
to the state rate of 63.2%).  In 2017, 39% of mothers were obese at the time their 
pregnancy occurred. The 2018 County Health Rankings showed that 52% of the 
population in Gadsden County had access to exercise opportunities, but at least 
33% were physically inactive. Survey participants for Gadsden County’s 
Community Health Assessment showed 52% had access to parks, walking trails, 
bike paths or other recreation areas within five blocks of their neighborhood, yet 
only half utilized these facilities.  In addition, 76% ate meals that were prepared 
in a fast-food restaurant 1 – 3 times per week. As we look at diabetes. it is also 
important to note that Gadsden County ranked number 41 in the state for clinical 
care. There was a decrease in the ratio of population to primary care physicians 
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(5750:1) compared to the 2017 County Health Rankings (4630:1). The four 
primary care physicians in Gadsden County practice at two medical centers.2 

 

Priority Population 

Although the overall rates have begun to decline in the county, there is still a 
great divergence between the state averages and Gadsden County’s.  In 
addition, a racial disparity exists as it relates to diabetes related hospitalizations, 
emergency room visits, and diabetes related deaths. 

In Gadsden County, the rate for emergency room visits due to diabetes for 
Blacks is 3.8 times the rate of Whites (Figure 4).  Hospitalizations from or with 
diabetes for Blacks is 2.2 times the rate for Whites (Figure 5).  Moreover, the 
diabetes death rate for Blacks is 3.4 times the rate of Whites (Figure 6). 

 
Figure 4:  Age-adjusted Emergency Department Visits from Diabetes, Single Year 

 
Source:  FDOH, Office of Health Statistics and Assessment, http://www.flhealthcharts.com 
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Figure 5:  Age-adjusted Hospitalizations from or With Diabetes as Any Listed Diagnosis, Single Year 

 
Source:  FDOH, Office of Health Statistics and Assessment, http://www.flhealthcharts.com 

 

Figure 6:  Age-adjusted Deaths from Diabetes, Single Year 

 
Source:  FDOH, Office of Health Statistics and Assessment, http://www.flhealthcharts.com 
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There is also a disparity in diabetes prevalence among those living with a 
disability versus those who do not; mean (.29, .11).  (Figure 6A) 
 
Figure 6A:  Analysis of the Health Disparities Among People living with Disability 

                                      
Source:  Knowli Data Science 

 

VII. SDOH DATA 

Social Determinants of Health (SDOHs) are conditions in the places where 
people live, learn, work, and play that affect a wide range of health and quality-of 
life-risks and outcomes. The SDOHs can be broken into the following categories: 
education access and quality, health care access and quality, neighborhood and 
built environment, social and community context, and economic stability. The 
Health Equity Team identified multiple SDOHs that impact diabetes. They are 
listed below.  
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A. Education Access and Quality  
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• Education Access and Quality Data for Gadsden County 
 

Early Childhood Education Quality 
 
The "Readiness Rate" measures how well a Voluntary Pre-Kindergarten (VPK) 
provider prepares four-year-olds to be ready for kindergarten based upon the 
Florida Division Learning and Developmental Standards.  Data reflects changes 
in the readiness rates of the Gadsden County programs over time.  For the years 
not listed, no ratings were received for any provider. Since 2011, only about half 
of all Gadsden County VPK providers were rated as adequately preparing 
children for kindergarten.  (Table 2, Figure 7) 
 
It has been well documented that children from racial minority groups oftentimes 
experience developmental delays by the age of three.  Educational achievement 
gaps and subsequent health disparities are the usual results if these delays are 
not effectively addressed through early childhood interventions.  Early childhood 
education programs are critical as research has shown strong evidence that 
effective early learning programs improve future educational outcomes and in 
turn, long-term health results.3  
 
 
 
 
Table 2:  School Readiness Rates for Gadsden County 

 
Source:  FDOE, Office of Early Learning https://vpkrates.floridaearlylearning.com/ 
 

Year
Passing 

Rate
Total 

Students

Average 
Readiness 

Rate
Total 

Providers

# of Low 
Performing 
Programs

Low 
Performing 

Programs (%)

2011/2012 70 345 68.38 13 8 62%
2012/2013 70 315 74.93 15 6 40%
2016/2017 60 255 54.38 13 9 69%
2017/2018 60 279 60.64 11 5 45%
2018/2019 60 259 65.22 9 4 44%

School Readiness Rate, Gadsden County
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Figure 7:  School Readiness Rates for Gadsden County 

 
Source:  FDOE, Office of Early Learning https://vpkrates.floridaearlylearning.com/ 
 

 
 
 

Reading Proficiency 
For the 2020-2021 school year, 10.8% of Gadsden County public school 
students had reading skills at or above the proficient achievement level as 
recorded on the statewide assessment for English Language Arts. This is in 
comparison to 28.6% for the State. Forty percent (40.1%) of Gadsden students 
scored Inadequate, the lowest score, compared to 23.9% for the State (Figure 8). 
Within the Hispanic population, 36.2% scored Inadequate in Gadsden versus 
25.9% for the State (Figure 9).   
 
Reading is a fundamental skill that must be mastered for a person to effectively 
progress in school and later in the workforce.  Third grade reading proficiency is 
a leading indicator of high school graduation. One in six children not reading at 
grade level by third grade will fail to graduate high school.  This is four times the 
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rate of their peers who read at grade level.4 Early reading ability is a predictor of 
future socioeconomic status which relates to a person’s education, income, and 
occupation.  Consequently, socioeconomic status is also associated with health 
outcomes related to chronic diseases, like diabetes, later into adulthood.     
   
Reading proficiency is also a component of health literacy.  Health literacy is “the 
degree to which individuals have the capacity to obtain, process, and understand 
basic health information needed to make appropriate health decisions.5” Reading 
skills is a critical component of health literacy as it relates to a person’s ability to 
read and comprehend health related materials such as physician’s instructions, 
prescription labels, and patient brochures and paperwork. Regarding diabetes, 
health education is often the initial and one of the most common types of 
intervention used to improve diabetes outcomes.  It therefore can be concluded 
that lower levels of reading skills and in turn health literacy, will produce less than 
optimal health results.  A 2019 study found that there was a significant 
association between higher health literacy with lower A1C levels and better 
diabetes knowledge.6 

 
Figure 8:  20/21 ELA Assessment Results, Gadsden County  

 
Source:  FDOE, Know Your Schools https://edudata.fldoe.org/ 
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Figure 9:  20/21 ELA Assessment Results, Gadsden County, Hispanic 

 
Source:  FDOE, Know Your Schools https://edudata.fldoe.org/ 
 
 
Figure 10:  ELA Assessment Achievement Levels  

 
Source:  FDOE, Know Your Schools https://edudata.fldoe.org/ 
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Educational Attainment:  High School Diploma 
In 2020, the percentage of individuals 25 years and over with no high school 
diploma in Gadsden County was 18.6% compared to Florida at 11.5%. The 
percentage of Hispanic individuals 25 years and over in Gadsden County, with 
no high school diploma, was 38.0% compared to non-Hispanic individuals at 
9.2%. (Figure 11) 
 
Those who do not complete high school are more likely to suffer from chronic 
conditions such as diabetes. In the United States, there is an inverse relationship 
between education attainment and diabetes prevalence.  The age adjusted 
diagnosis of those with no high school diploma is 12.6%, 9.5% for those with a 
high school diploma, and 7.2% for those with post-secondary education.7 

 
This disparity could be linked to the fact that high school completion rates are 
also associated with family income, and those from the lowest quartile are the 
least likely to have completed their secondary education.8 In the United States 
the usual median weekly earnings in 2021 for those without a high school 
diploma was $626 as opposed to someone with only a high school diploma at 
$809.  This equates to almost a $10,000 difference in annual income (Figure 12). 
This in turn, results in poor health outcomes due to a multitude of variables 
associated with socioeconomic status. 
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Figure 11:  Individuals with No High School Diploma (Aged 25 Years and Older), Gadsden, Hispanic 

 
Source:  FDOH, Office of Health Statistics and Assessment, http://www.flhealthcharts.com 
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Figure 12:  Earnings by Educational Attainment, 2021 

 
 

Population With Bachelor's Degree or Higher 
 
In 2020, the percentage of the population 25 years and over with a bachelor’s 
degree or higher in Gadsden County was 18.2% compared to Florida at 30.5%. 
The percentage of Black population 25 years and over in Gadsden County, with 
a bachelor’s degree or higher, was 13.7% compared to the White population at 
24.2%. (Figure 13) 
 
Evidence suggests that higher education can lead to improved health and well-
being, as well as reduced risk for premature death. Individuals with more 
education are less likely to report conditions such as diabetes.  Having a 
bachelor’s degree is associated with having the lowest odds of being diagnosed 
with diabetes.  For those with more than a high school education diabetes 
prevalence is 5.3 per 1,000 people as opposed to twice that amount (10.4) for 
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those without a high school diploma.7 Similarly, those without a high school 
diploma have two times the mortality rate.9 

 
Lack of higher education often precedes lower employment opportunities and 
income later in life.10 Higher unemployment rates or employment in more 
hazardous conditions is common among those with lower educational attainment. 
In 2021, the unemployment rate in the United States for those without a high 
school diploma was 8.3%, for those with a high school diploma was 6.2% and for 
those with a bachelor’s degree was 3.5% (Figure 14). This is important to note 
because research has shown a causal relationship between the stress related 
with unemployment and diabetes occurrence. 
 
Figure 13:  Individuals with a Bachelor’s Degree or Higher, Florida and Gadsden 

 
Source:  FDOH, Office of Health Statistics and Assessment, http://www.flhealthcharts.com 
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Figure 14:  Unemployment Rate by Educational Attainment, 2021 

  

• The Impact of Education Access and Quality on Diabetes 
 

Education Access and Quality 

SDOH 
Vulnerable 

Populations 
Impacted 

How the SDOH Impacts Diabetes 

Early 
Childhood 
Education 

Black  
Hispanic 

Children who participate in early childhood education 
programs have improved educational, social, and 
emotional skills and better long-term health.    

Reading 
Proficiency 

Black 
Hispanic 

Reading proficiency is a leading predictor of completing 
high school, which is associated with diabetes rates. 

Secondary 
Education Hispanic 

Without a high school diploma, it is less likely for 
someone to get safe, high-paying jobs and more likely to 
have chronic health problems like diabetes.  

Higher 
Education 

Black 
Hispanic 

Higher levels of education are linked to healthier and 
longer lives. Lack of higher education often leads to 
lower employment opportunities and income later in life 
which provoke lower health outcomes. 



 
DOH - Gadsden 
Health Equity Plan 

 

 39 

B. Economic Stability 

 
• Economic Stability Data for Gadsden County 

 
Employment Status 

 
In 2020, the rate of unemployment for Gadsden County was 4.8% compared to 
Florida at 5.4%. That same year, the unemployment rate of the Black population 
in Gadsden was double the White population’s rate (6.1 % to 3%) (Figure 15). 
The Bureau of Labor Statistics defines unemployed as those who are jobless but 
are available to work and have actively looked for work in the past 4 weeks.  
Another term related to employment status is underemployment.  This is a term 
that indicates voluntary part-time employment, poverty-wage employment, and 
insecure employment or intermittent unemployment.11  
 
There exists a correlation between employment status and both diabetes and 
prediabetes prevalence. In one study, among men, pre-diabetes was found in 
19.2% of those with no unemployment exposure, 23.0% with low exposure to 
unemployment and 27.0% with high exposure to unemployment.12 Another study 
found an association between high job insecurity with a higher prevalence of 
diabetes.13 
 
The reason for this link between employment status and diabetes incidence can 
be attributed to the stress experienced by those who are un- or underemployed.  
Research suggests a causal relationship linking stress and the onset of type 2 
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diabetes.14 There have been reports of feelings of depression, anxiety, low self-
esteem, demoralization, and worry among those experiencing unemployment.    
Likewise, those underemployed experience stress, worry, and anxiety related to 
perceived job insecurity.12  
 
Figure 15:  Unemployed Civilian Labor Force, Single Year 

 
Source:  FDOH, Office of Health Statistics and Assessment, http://www.flhealthcharts.com 

 
Income 

 
In 2020, the median household income in Gadsden County 
was $41,135 compared to Florida at $57,703. The median household income of 
the Black population in Gadsden was $35,407 compared to the White population 
at $52,083 (Figure 16). Poverty is determined by the US Census Bureau based 
upon a set of dollar value thresholds that vary by family size and composition.  
Researchers agree that there is a clear and established relationship between 
poverty, socioeconomic status, and health outcomes—including increased risk 
for chronic disease and premature death.15 

 
There is an inverse correlation between diabetes incidence and income; 
prevalence of diabetes increases as income decreases.  For example, in one 
study, the prevalence of diabetes for those classified as middle income was 40%, 
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near poor was 74.1% and those poor was 100.4%16.  A reason for this graded 
difference may be attributed to the fact that when the income produced is not 
sufficient, people must make tough decisions on what on to best spend their 
money.  Oftentimes housing is a priority which leaves things such as more 
expensive healthy foods or preventative healthcare to be neglected.  
 
Figure 16:  Median Household Income, Gadsden 

 
Source:  FDOH, Office of Health Statistics and Assessment, http://www.flhealthcharts.com 
 
 

Single-Parent Households 
 

Gadsden County has the worse rate of children in single-parent households at 
47.4%; the rate for the State is 28%. (Figure 17) For Black households in 
Gadsden County, 67% are headed by a single parent while the rate for White 
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households is 35%. (Table 3) In self-reported surveys, single mothers describe 
worse health outcomes later in life than those with a partner in the household.17  
Research has shown that adults and children in single-parent households are at 
risk for a variety of adverse health outcomes and unhealthy behaviors including 
unhealthy eating due to food insecurity issues.18  Since, a healthy diet is a 
cornerstone in preventing and managing diabetes the disparity in this SDOH is a 
contributing factor to the overall disparity in diabetic health outcomes.   
 
Figure 17:  Percentage of Children in Single-Parent Households (Aged 0-17 Years), Gadsden 

 
Source:  FDOH, Office of Health Statistics and Assessment, http://www.flhealthcharts.com 
 
 
 
 
Table 3:  Percentage of Children in Single-Parent Households (Aged 0-17 Years), Gadsden 

 
Source: U.S. Census Bureau, 2011-2015 American Community Survey 5-Year Estimates 
 

White Black
Total Households 1625 3553

One Adult Household 566 2387
Percent One Person 34.83% 67.18%

Households by Presence of People Under the Age of 18
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Migrant Status 
 

The state of Florida is responsible for 60% of the United States Fresh Market 
Tomato production with Gadsden County producing 20% of the state’s market 
share.19 This makes Gadsden County a seasonal home for migrant workers and 
their children.  Many migrant workers are of Hispanic descent and work in the 
agricultural industry.  As a result of working conditions, migrant workers have a 
much shorter life expectancy than workers in other industries (49 to 75).  Also, 
migrant students experience greater school attendance barriers such as 
increased movement, lack of housing continuity, and transportation challenges.  
Likewise, due to long workdays for their parents, migrant students get less 
academic support at home. These struggles oftentimes lead to the children 
progressing at a slower rate than their peers and results in only 10% of migrant 
children graduating from high school.20 Lower educational attainment is linked to 
lower employment opportunities and in turn less income and substandard health 
outcomes. 
 
Figure 18:  Top Fresh Market Tomato Producing Counties, Florida 

  
Source:  National IPM Database, https://ipmdata.ipmcenters.org 
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The impact of economic stability on diabetes. 
Economic Stability 

SDOH 
Vulnerable 

Populations 
Impacted 

How the SDOH Impacts Diabetes 

Employment Black, Hispanic 

People who work are more likely to have positive health 
outcomes.  Unemployment increases susceptibility to 
malnutrition, illness, mental stress, and loss of self-
esteem, leading to depression.  These mental health 
struggles often lead to poor health choices and make 
individuals more likely to develop diabetes. 

Income Black, Hispanic, 
Disabled 

People living in poverty are less likely to have access to 
health care, healthy food, stable housing, and 
opportunities for physical activity. These disparities 
mean people living in poverty are more likely to die from 
preventable diseases such as diabetes. 

Single 
Parent 

Households 
Black 

People living in single parent households will likely have 
less income than two parent households which could 
lead to food insecurity and less money to spend on 
preventative healthcare, which can also affect diabetes 
outcomes. 

Migrant 
Status Hispanic 

Migrant workers have low education attainment and high 
housing instability which often leads to a generational 
cycle of less-than-optimal socioeconomic conditions and 
preventable chronic conditions.     

  

C. Neighborhood and Built Environment 

 

• Neighborhood and Built Environment Data for Gadsden County 
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Neighborhood Poverty 
 

In 2020, the percentage of the population living below the poverty 
level in Gadsden County was 21.3% compared to Florida at 13.3%. 
Neighborhood poverty can be defined in a multitude of ways related to the 
socioeconomic factors of the residents residing in a particular geographic area.  
The socioeconomic data for Gadsden County describe a stratified county based 
on zip code. (Table 4)  
 
The socioeconomic characteristics of a neighborhood greatly impact diabetes 
prevalence in that area.  Studies have shown a significantly higher rate of 
diabetes in neighborhoods with low levels of income, graduation rates, and two 
person households and higher levels of overcrowded housing.21 There has also 
been evidence that living in a neighborhood with these socioeconomic 
conditions, increase the risk of prediabetes progressing to diabetes.22   
 
The results of a large-scale social experiment in the 1990s further illustrates the 
correlation between neighborhood poverty and diabetic outcomes.  In this 
experiment women who lived in a public housing dwelling were divided into three 
groups; one group was given a housing voucher that could only be used in a high 
poverty neighborhood, the other group was given a voucher that could be used in 
a low poverty neighborhood, and the control group was not given a voucher.  
Follow-up interviews 10 – 15 years later found reductions in diabetes prevalence 
as evidence by a 21.6% reduction in elevated A1C levels and improvements in 
extreme obesity (BMI > 40) as BMI was reduced by 19.1% for those who moved 
into low poverty neighborhoods compared to the control group.  There was no 
significant difference between those who moved into a high poverty 
neighborhood and the control group.23 

 

In addition to the individual behaviors of those residing in high poverty 
neighborhoods, there are other structural and political factors that limit the 
redistribution of resources and perpetuate the cycle of low health outcomes. 
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Table 4:  Socioeconomic Factors by Zip Code, Gadsden 

 
Source: U.S. Census Bureau, 2021 American Community Survey 

 
Access to Exercise Opportunities 

 
According to the 2022 RWJ County Health Rankings, 49% of Gadsden County 
residents have access to exercise opportunities as opposed to 87% for the State. 
Access to exercise opportunities measures the percentage of individuals in a 
county who live reasonably close to a location for physical activity. Locations for 
physical activity are defined as parks or recreational facilities. Individuals are 
considered to have access to exercise opportunities if they reside in a census 
block that is within a half mile of a park or reside in a rural census block that is 
within three miles of a recreational facility.  Currently, Gadsden County does not 
have a public commercial fitness facility available. (Figure 19)  
 
Physical activity and exercise play a role in healthy weight management and 
diabetes prevention and control.  According to the most recent Behavioral Risk 
Factor Surveillance System (BRFSS) survey, the percentage of the adult 
population that are sedentary in Gadsden County is 38.9% and 26.5% for the 
State. (Figure 20) In addition, more than 72% of Gadsden’s citizens are 
considered overweight or obese.  It has been found that regular exercise and 
weight loss can prevent or delay diabetes development, therefore it has been 
recommended that those with diabetes participate in both aerobic and resistance 
exercise on a weekly basis.24 It can be concluded that the lack of exercise 
facilities in Gadsden County is one of the driving forces in the diabetes 
prevalence rate. 
 
 
 
 
 

Zip Code Median Income Mean Income Below Poverty Level
32324 $32,500 $46,186 29.3%
32330 $41,429 $40,850 20.9%
32332 $26,220 $33,265 29.3%
32333 $49,583 $59,666 11.6%
32343 $51,397 $70,902 4.8%
32351 $36,950 $50,593 31.2%
32352 $41,250 $53,499 14.7%

Socioeconomic Factors by Zip Code, 2020 5 Year Estimate
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Figure 19:  Recreation and Fitness Facilities/1000 population, 2016 

 
Source:  USDA Economic Research Service, https://www.ers.usda.gov/data-products/food-access-research-atlas/ 
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Figure 20:  Adults who are Sedentary 

 
Source:  FDOH, Office of Health Statistics and Assessment, http://www.flhealthcharts.com 

 
 

Food Environment 
 

The food environment consists of different indicators including food affordability, 
access, and availability.  Five of the seven Gadsden County census tracts are 
designated as low income and have low food access (more than 100 households 
do not have a car and live more than ½ mile from a grocery store).  (Figure 21) In 
2019, the percentage of the population that lived within ½ a mile of a healthy food 
choice was 1.3% compared to Florida at 27.7%. (Table 5)  
 
Studies have shown that higher levels of food access are associated with lower 
rates of diabetes.  This same study found that the types of food availability also 
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corresponded to diabetes rates. Higher availability of full-service restaurants and 
grocery stores and lower availability of fast-food and convenience stores were 
associated with lower rates of diabetes.25   
 
The food environment plays a role in the individual behaviors that contribute to 
both positive as well as negative health outcomes.  The most recent data claims 
that Gadsden County has seven (7) grocery stores and 14 full-service 
restaurants as opposed to 21 fast food restaurants and 37 convenience stores.   
 
A survey of Gadsden County residents in the most recent Community Health 
Assessment indicated that 76% ate meals prepared at fast food restaurant 1 – 3 
times a week and another 11% ate fast food 4 – 7 times per week.  With a 
healthy diet being an essential piece in diabetes prevention and management, it 
makes sense that the food environment is considered a key social determinant of 
health.   
 
Figure 21:  Low Income Census Tracks and Low Food Access, Gadsden County 

 
Source:  USDA Economic Research Service, https://www.ers.usda.gov/data-products/food-access-research-atlas/ 
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Table 5:  Population Living Within ½ Mile of a Healthy Food Source, Gadsden 
 

 
Source:  FDOH, Office of Health Statistics and Assessment, http://www.flhealthcharts.com 

 
 

 Violent Crime 
 
Since 2010, there has been a marked downward trend in violent crimes in 
Gadsden County.  The most recent statistics show Gadsden County having 361 
violent crimes per 100,000 people as opposed to 484 for the State.  That 
notwithstanding, a racial disparity is evident in violent crime data.  For example, 
the homicide rate of Black to White is 5.4:1 and is on an upward trend (Figure 
22).  High crime rates can deter residents from pursuing healthy behaviors, such 
as exercising outdoors.26,27 This is more pronounced in Gadsden County as there 
are no indoor public fitness facilities. (Figure 19) The 2022 RWJ County Health 
Rankings reported that 35% of Gadsden County residents report no leisure time 
physical activity.  Additionally, exposure to crime and violence has been shown to 
increase stress, which may exacerbate hypertension and other stress-related 
disorders. Stress may also contribute to obesity prevalence, a risk factor for 
diabetes.28 
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Figure 22:  Age-adjusted Deaths from Homicide, Single Year

 
Source:  FDOH, Office of Health Statistics and Assessment, http://www.flhealthcharts.com 
 

• The impact of Neighborhood and Built Environment on Diabetes 
 

Neighborhood and Built Environment 

SDOH 
Vulnerable 

Populations 
Impacted 

How the SDOH Impacts Diabetes 

Neighborhood 
Poverty 

Residents of Zip 
Codes (32324, 
32332, 32351) 

Neighborhoods with high levels of poverty have higher 
prevalence of diabetes and chances of prediabetes 
progressing to diabetes. 

Access to 
Exercise 

Opportunities 
All residents 

There are no public fitness facilities in the County which 
contributes to the area having the most obese 
residents.  Obesity is a risk factor for diabetes. 

Food 
Environment Low Income 

Less than 2% of the County lives close to a healthy food 
source, but there is an abundance of convenience 
stores.  This encourages unhealthy eating and snacking 
which increases the prevalence of diabetes. 

Violent Crime Black 

High rates of violent crime in neighborhoods 
discourages outdoor exercise and perpetuates the 
sedentary lifestyle that is prevalent in Gadsden County.   
This in turn increases the diabetes rates. 

  



 
DOH - Gadsden 
Health Equity Plan 

 

 52 

D. Social and Community Context 
 

 

• Social and Community Context Data for Gadsden County 

 
Native Language 

 
In Gadsden County, 4.2% of the population or 1804 people do not speak English 
well.  Of those 1804, almost 95% are Spanish speakers. Language is a primary 
means of communication with others. Those who do not speak English well are 
prone to having less social support because they cannot convey their thoughts 
and concerns in an effective manner. This is especially of concern regarding with 
those with diabetes as higher levels of social support have been associated with 
improved diabetes outcomes related to treatment adherence and blood glucose 
control.31 On the other hand, lower levels of social support have been linked to 
higher mortality rates for diabetic patients.32 Mortality rates were also lower for 
diabetic patients who were inclined to reach out to others.33   
 
Figure 24:  Spanish-Speakers Among Population that Speak English Less Than Very Well 
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Source:  FDOH, Office of Health Statistics and Assessment, http://www.flhealthcharts.com 

• The impact of social and community context on diabetes  

Social and Community Context 

SDOH 
Vulnerable 

Populations 
Impacted 

How the SDOH Impacts Diabetes 

Native 
Language Hispanic 

English language learners have less social support due 
to language barriers.  This increases diabetic mortality 
rates. 
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E. Health Care Access and Quality 
 

 

• Health Care Access and Quality Data for Gadsden County 

 
Health Insurance 

 
Almost 85% of the population in Gadsden County are insured which is on par 
with the State at 87.3% insured. (Table 6) A racial disparity exists as the Hispanic 
population of the County is a little over 67% insured. (Table 7) Of all the social 
determinants of health, health insurance is the strongest predictor of healthcare 
access for diabetics.34 Health insurance is critical because people without 
insurance are more likely to have undiagnosed diabetes and prediabetes.35  One 
study found that those who have diabetes and are uninsured have 60% fewer 
doctor’s office visits, are prescribed 52% medications, and have 168% more 
emergency room visits.36 Among the insured those with private health insurance 
have better A1C values than those with public health insurance.37  In Gadsden 
County, 44.1% of the insured have public health insurance.    
 

Table 6. Estimated Number and Percent of Persons by Age and Type of Health 
Insurance Coverage They Have, Gadsden County and Florida, 2013-2017. 

HEALTH INSURANCE COVERAGE Estimate Percent 
Civilian noninstitutionalized population 43,233  

With health insurance coverage 36,614 84.7% 
With private health insurance 23,661 54.7% 
With public coverage 19,059 44.1% 
No health insurance coverage 6,619 15.3% 

Source: U.S Census Bureau, 2013-2017 American Community Survey (ACS) 5-Year Estimates 
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Table 7. Estimated Number and Percent of Persons by Selected 
Characteristics that are Uninsured, Gadsden County and Florida, 2013-2017 

Area Estimated Number Uninsured 
Estimated Number Estimated Percent 

Total Civilian Noninstitutionalized Population 
Gadsden 43,233 6,619 15.3 
Florida 19,967,931 2,982,945 14.9 

 White Alone 
Gadsden 17,453 3,096 17.7 
Florida 15,148,826 2,106,779 13.9 

 Black Alone 
Gadsden 24,704 3,427 13.9 
Florida 3,171,594 562,326 17.7 

 Two or More Races 
Gadsden 478 21 4.4 
Florida 507,430 70,402 13.9 

 Hispanic or Latino (of any race) 
Gadsden 4,444 1,449 32.6 
Florida 4,966,006 1,131,397 22.8 

Source: U.S Census Bureau, 2013-2017 American Community Survey 5-Year Estimates 

 
Healthcare Affordability 

 
In 2019, almost 22% of the Gadsden County population reported not being able 
to see a doctor in the past year due to cost as opposed to 16% in the State.  
Racial and ethnic comparisons in the County show the Hispanic rate as twice 
that of Whites (22.2% to 10.1%) and the Black rate as triple that of Whites 
(30.1% to 10.1%). (Figure 25) There is also a statistically significant difference 
between those with and without a disability in that same category. (mean = 
.28,.04) 
 
Healthcare affordability plays another key role in healthcare access and quality.  
A habit called cost related nonadherence (CRN) is more likely practiced among 
diabetics who make less than $50,000 a year or those who do not have 
insurance.38 Diabetics report between 14% and 20% occurrences of not taking 
medication due to the costs; this number can be greater for those who are 
prescribed insulin.39 Those who practice CRN are prone to worse health 
outcomes and diabetes management.40 
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Figure 25:  Adults who could not see a doctor in the past year due to cost, Gadsden 

 
Source:  FDOH, Office of Health Statistics and Assessment, http://www.flhealthcharts.com 

 
Primary Care Provider Availability 

 
In Florida, the rate of licensed family practice physicians is 19.2 and in Gadsden 
County, the rate is 8.6. (Figure 26) The availability of primary care doctors plays 
a role in diabetes prevention and management.    Studies have shown that 
locales with more general practitioners have higher rates of effective care.41 As it 
relates to diabetes, patients in areas with a high supply of primary care 
physicians were more likely to receive the recommended testing that play a role 
in diabetes prevention and monitoring.  These results were more pronounced in 
non-urban areas wherein other avenues to receive healthcare information was 
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less abundant.42 Additionally, it has been found that a major predictor for 
diabetes related hospitalization was uncontrolled A1C levels.43 Having regular and 
consistent blood testing and monitoring by a primary care doctor will help detect 
abnormalities and in turn lessen the likelihood of hospitalization.   
 
Figure 26:  Licensed Florida Family Practice Physicians, Gadsden

 
Source:  FDOH, Office of Health Statistics and Assessment, http://www.flhealthcharts.com 
 

• The Impact of Health Care Access and Quality on Diabetes 

Health Care Access and Quality 

SDOH 
Vulnerable 

Populations 
Impacted 

How the SDOH Impacts Diabetes 

Health Care 
Insurance Hispanic 

Those without health insurance are more likely to 
have undiagnosed diabetes and prediabetes because 
they forgo preventative doctor’s appointments. 
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Healthcare 
Affordability 

Black 
Disabled 

High costs related to doctor’s appointments and 
prescribed medications lead to nonadherence and 
lower diabetes related health outcomes. 

Primary Care 
Provider 

Availability 
All residents 

Having a consistent or usual doctor is associated with 
better diabetes health outcomes due in part to the 
monitoring a primary care doctor can provide.  Having 
a limited supply of providers influences both access 
and quality of healthcare. 
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VIII. SDOH PROJECTS 

The Minority Health Liaison will recruit and engage members across the county, 
including government agencies, nonprofits, private businesses, and community 
organizations, to join the Health Equity Taskforce. The Minority Health Liaison 
will take into consideration the prioritized health disparity and the impactful 
SDOHs identified by the Health Equity Team during recruitment.  The taskforce 
has yet to meet as a collective entity. 

A. Data Review 
The Health Equity Taskforce will review data, including health disparities and 
SDOHs provided by the Health Equity Team. The Health Equity Taskforce will 
also research evidence-based and promising approaches to improve the 
identified SDOHs. The Health Equity Taskforce will consider the policies, 
systems and environments that lead to inequities. 

B. Barrier Identification 
Members of the Health Equity Taskforce will work collaboratively to identify their 
organizations’ barriers to fully addressing the SDOHs relevant to their 
organization’s mission. Common themes will be explored, as well as 
collaborative strategies to overcome barriers.   

Highlighted below are some barriers identified in previously convened 
workgroups.  The mentioned barriers and threats have been echoed in numerous 
settings amongst community leaders representing multiple sectors.  Considering 
the small size of our county and its rural demographics, we anticipate similar 
concerns to surface amongst the Health Equity Taskforce as we discuss our 
prioritized health disparity.  In addition to identifying the barriers faced by local 
organizations in fully responding to the SDOHs that are relevant to the work they 
do and the clientele that they serve, as the Health Equity Taskforce continues its 
meetings, we will also engage in more in-depth discussions and assessment 
exercises to develop multi-sector collaborative strategies to address these 
concerns.   
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SDOH Barriers / Threats 

Health Care Access  Limitations in advertising / ability to inform majority of the public 
regarding available programs & services 

 Language barriers / Lack of bi-lingual staff    

 Staff Turnovers  

Clients unable to build and maintain trusted relationships with 
providers / staff 

 Trust / Privacy due to small size of county 

 Funding (impacts longevity of community based / health 
education programs; staffing / unable to offer competitive 
wages; working conditions (working in / serving clients in older 
buildings) 

 Centralized / Automated Referral System (ensure better 
monitoring of patient referrals to ensure provider and client 
follow-ups) 

 Duplication of Services, need for more collaboration 

 Patient Co-pay / Private practices have no flexibility in adjusting / 
waiving patient co-pay 

Economic Stability Federal guidelines encourage dependency on systems, penalize 
individuals for making progress; impacts them qualifying for 
housing, food assistance, etc.  

Education Access  Staff Turnovers  

Parents / students unable to build and maintain trusted 
relationships with administrators, guidance counselors, teachers, 
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etc. which contributes to accountability on the part of parents, 
students and staff 

 Funding (unable to offer competitive wages in recruiting 
teachers, large number of substitute teachers throughout school 
year; working conditions - occupying dilapidated, older buildings) 

Neighborhood & 
Built Environment 

Unhealthy working conditions for staff and clients (older 
buildings occupied by local government agencies, healthcare 
agencies, schools, etc.; due to building age, some are not ADA 
compliant and are costly to upgrade, limits access for all 
residents)  

 

C. Community Projects 
The Health Equity Taskforce researched evidence-based strategies to overcome 
the identified barriers and improve the SDOH that impact the prioritized health 
disparity. The Health Equity Taskforce used this information to collaboratively 
design community projects to address the SDOHs. During project design, the 
Health Equity Taskforce considered the policies, systems and environments that 
lead to inequities. Projects included short, medium, and long-term goals with 
measurable objectives. These projects were reviewed, edited, and approved by 
the Coalition to ensure feasibility.  

Project: Improve Joe Ferolito Center Facilities 

Health Disparity:  Diabetes 

Social Determinant of Health:  Neighborhood and the Built Environment 

Project Owner:  City of Quincy 

Partners Involved:  Gadsden Board of County Commissioners, FDOH-Gadsden, Gadsden 
County Health Council, Gadsden Technical College 

Root Cause:  The rate of diabetes prevalence in Gadsden County is twice that of the State.  
A primary risk factor for diabetes is having a sedentary lifestyle and 38.9% of Gadsden 
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County residents report having said lifestyle.  In addition, only 48.7% of Gadsden County 
residents report having access to exercise opportunities compared to 89% for the State.  
There are no public commercial fitness centers located in the County. 

Summary:  The City of Quincy will host a Fitness Day to introduce residents to the available 
physical activity opportunities provided by the Parks and Recreation Department.  The City 
with the assistance of community partners will enhance and improve the current facilities at 
the Joe Ferolito Center (a recreation center in Quincy). 

Impact:  TBD 
 

IX. HEALTH EQUITY PLAN OBJECTIVES  

A. Health Disparity:  Diabetes 
 

• Health Disparity Objective: By December 31, 2030, reduce the rate of 
Emergency Department visits due to diabetes from the 2019 rate of 610.6 
to 500.0. Data Source: Florida Agency for Health Care Administration 
(2019 baseline was used to account for a decrease in ER utilization 
beginning in 2020 due to Covid-19 restrictions) 

• Project:  Improve Joe Ferolito Center Facilities 

 

 

Lead 
Entity 

and Unit 

Lead 
Point 

Person 

Data 
Source 

Baseline 
Value 

Target 
Value 

Plan 
Alignment 

Long-Term SDOH Goal: Increase the physical activity of residents. 

Objective: By 
December 31, 
2030, reduce the 
percentage of 
adults who are 
sedentary from 
38.9% to 35.0%. 

City of 
Quincy 

City 
Manager 

FDOH - 
BRFSS 

38.9% 35.0% 

SHIP – Priority 
2:  Chronic 

Diseases and 
Conditions 
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Medium-Term SDOH Goal: Increase the number of adults who meet minimum 
physical activity guidelines. 

Objective: By 
June 30, 2025, 
increase the 
number of 
weekly visitors to 
the Joe Ferolito 
Center Fitness 
Room from 30 to 
45 visitors. 

  

City of 
Quincy 

City 
Manager 

Center 
Sign-In 

Log 

30 weekly 
visitors 

45 weekly 
visitors 

Healthy 
People 2030:  
Adults who 
meet current 
minimum 
guidelines for 
aerobic 
physical 
activity and 
muscle-
strengthening 
activity  

Short-Term SDOH Goal: Improve awareness of exercise techniques. 

Objective: By 
December 1, 
2022, a least 
75% of Fitness 
Day participants 
will self-report 
that they learned 
a new exercise 
technique. 

  

City of 
Quincy 

City 
Manager 

Pre and 
Post 

Event 
Survey 

0% of 
participants 

self-
reported 

75% of 
participants 

self-
reported 

SHIP – Priority 
2:  Chronic 

Diseases and 
Conditions, 
Priority 6:  
Social and 
Economic 
Conditions 
Impacting 

Health 
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X. PERFORMANCE TRACKING AND 
REPORTING 

Ongoing communication is critical to the achievement of health equity goals and 
the institutionalization of a health equity focus. The successes of Health Equity 
Plan projects are shared with OMHHE, partners, other CHDs, CHD staff, and the 
Central Office through systematic information-sharing, networking, collecting, and 
reporting on knowledge gained, so that lessons learned can be replicated in 
other counties and programs. Regional Health Equity Coordinators facilitate 
systematic communication within their region.  

The Minority Health Liaison serves as the point of contact in their county for 
sharing progress updates, implementation barriers, and practices associated with 
the Health Equity Plan. The Minority Health Liaison is responsible for gathering 
data, monitoring and reporting progress achieved on the goals and objectives of 
the Health Equity Plan. The Minority Health Liaison meets with the Health Equity 
Taskforce to discuss progress and barriers. The Minority Health Liaison tracks 
and submits indicator values to the OMHHE within 15 days of the quarter end.  

Annually, the Minority Health Liaison submits a Health Equity Plan Annual Report 
assessing progress toward reaching goals, objectives, achievements, obstacles, 
and revisions to the Regional Health Equity Coordinator and Coalition. The 
Regional Health Equity Coordinator and Coalition leaders provide feedback to 
the Minority Health Liaison and the Health Equity Taskforce from these annual 
reports. The Minority Health Liaison then submits the completed report to 
OMHHE by July 15th annually. 
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XI. REVISIONS 

Annually, the Health Equity Taskforce reviews the Health Equity Plan to identify 
strengths, opportunities for improvement, and lessons learned. This information 
is then used to revise the plan as needed.  
 

Revision Revised By Revision Date Rationale for Revision 

1 Destiny Tolbert 7/30/22 
Recommendations from HE 

Plan Tool 
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